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ABSTRACT

Both the acceptance and competence of nurse
practitioners have been demonstrated in extensive studies of
the medical aspects of this expanded nursing role. The less
measurable aspects of clinical expertise and disciplinary
distinctions have been difficult to capture because of their
complexity and contextual nature. The purpose of this study
is to provide a contextualized account of the actual
clinical practice of experienced nurse practitioners. This
study employs Patricia Benner's (1983, 1984) research on the
nature of clinical nursing expertise as a model.

This study uses hermeneutical phenomenology to describe
the knowledge embedded in the clinical practice of nurse
practitioners. The sample consisted of 22 experienced nurse
practitioners in 4 hospital-based ambulatory care settings.
Data collection consisted of small group interviews with
nurse practitioners, participant observation of patient
visits, individual interviews of nurse practitioners, and a
brief demographic questionnaire. A major feature of this
research approach is the maintenance of the situational
context. The unit of analysis is specific clinical episodes.
A total of 199 clinical situations comprised the text.

Narrative accounts of clinical situations, transcribed



interviews, and field notes were systematically analyzed
using an interpretive approach. Selected interpretations
were later validated with participants.

This study extends and expands Benner's research (1983,
1984) and contributes to knowledge development in nursing in
the following ways: 1) the validity of the domains of
nursing practice 1is supported for nurses practicing in
expanded roles in ambulatory care; 2) an additional domain
of nursing practice is described for ambulatory care and
additional competencies are identified; 3) understanding of
the aspects of practical knowledge is enhanced by
description of exemplars and themes from the clinical
practice of nurse practitioners; and 4) the concept of
coaching is broadened and applied to common health and
illness concerns encountered in ambulatory care nursing
practice. Study findings suggest that nurse practitioners
can provide health care management for the majority of

patients'

complaints with physician consultation. The
typical style of nurse practitioner practice described in
this study is characterized by judicious use of high
technology and promotion of safety and acceptability of care
through careful monitoring and teaching which may reduce

complications and frequency of hospitalization.
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CHAPTER I
INTRODUCTION

Devaluation of nursing practice by both practicing
nurses and nurse educators is giving way to a an era of keen
interest in clinical practice. Bedside nurses who once
delegated nursing care to assistants and functioned more as
ward managers than care providers are returning to the
bedside as primary care nurses, critical care nurses, and
clinical specialists. The present fervor over the issue of
nurse faculty practice is an example of renewed
inquisitiveness about clinical practice. Dickoff, James, and
Weidenbach (1968) assert that nursing practice must be taken
seriously and studied to promote awareness of the complexity
of clinical nursing. Benner (in press-a) reaffirms this
assertion and argues for '"a return to the systematic study
of our practices and of health, illness, and suffering'" (p.
19).

Background of the Study

Benner (1983) states that ''clinical expertise has not
been adequately described or compensated in nursing'" (p.
41). Benner and Wrubel (1982) point out that 'meither the
nature of skilled knowledge nor the relevance of experience
to its acquisition is widely understood" (p. 11). Deep
understanding develops '"after vast experience with concrete
real situations in a specific problem domain'" (Dreyfus, S.

E. 1983, p. 60). It is important to clarify that this stance



does not suggest a return to former notions of decision
making in nursing as a mysterious intuitive process.

According to McCain (1965), if nursing care delivery
cannot be described in precise, systematic procedural terms
then it is not scientific. It is not a simple either/or
situation. Instead, two forms of knowledge are believed to
be involved in clinical practice, i.e., practical "knowing
how" and theoretical "knowing that" (Kuhn, 1962/1970 and
Polanyi, 1958). As Benner (1983) explains, according to this
conception clinical knowledge develops when theoretical
knowledge is applied, refined, and extended in practical
situations.

Mallick (1981) concurs with McCain's position and
advocates attention to the development of assessment tools
that are precise, systematic, and complete. Once these tools
have been developed and tested, they should be applied in
practice with rigorous adherence to scientific standards to
assure that nursing care is based on data and not intuition.
This stance illustrates the prevalent misconception that
because novices need abstract, precise, procedural details
for learning new skills that the practices of experienced
clinicians must also conform to such specific, systematic
methods. Benner (1985b) describes the more holistic
practical knowledge of experts:

All of knowledge is not necessarily explicit. We have

embodied ways of knowing that show up in our skills,

our perceptions, our sensory knowledge, our ways of
organizing the perceptual field. These bodily

perceptual skills, instead of being primitive and lower
on the hierarchy, are essential to expert human



problem-solving which relies on recognition of the
whole.

Benner (1983) points out that one of the areas to look
for practical knowledge is in unplanned practices as nurses
expand their skills. She states that 'perceptions and
clinical judgments are altered as a result of acquiring a
new 8kill, yet these changes will continue to go
undocumented and unrecognized unless nurses study these
changes and the resultant 'know-how' that develops in their
own practice'" (Benner,1984a, p. 11).

The nurse practitioner practices in an expanded role
for which there is little precedent for action. There are
both planned and unplanned components to nurse practitioner
practice. Study of nurse practitioner practice in ambulatory
care offers an opportunity to highlight central aspects of
effective nursing practice since it professes to involve: 1)
family orientation, 2) collaboration, 3) longterm,
continuous association with essentially stable ambulatory
patients, 4) person-centeredness, and 5) comprehensive care
incorporating health maintenance and promotion, and illness
detection, treatment, and prevention (Hochheiser, 1974).
Thus, nurse practitioner practice constitutes a potentially
rich study area for uncovering practical knowledge with
significance for nursing.

This new provider role, which has been surrounded with
controversy since its inception in nursing, is currently the
focus of heated debates in both nursing and medicine with

respect to its substitutability for or complementarity to



the physician in primary health care (Billingsley & Harper,
1982; Gortner, 1982; & Spitzer, 1984). This debate over
complementarity or substitutability focuses on the
comparison of nurse practitioner practice with medical
practice and fails to describe nurse practitioner practice

in its own terms.

Problem Statement

The knowledge developed in clinical practice as nurse
practitioners expanded their skills in ambulatory primary
care delivery has not been investigated. The numerous
studies of nurse practitioners for the twenty years since
the inception of the role have focused on the medical
aspects of the care provided. There is no clear sense of the
additional dimension the nurse practitoner contributes to
traditional primary care (Weston, 1975). The overwhelming
majority of studies indicate that there are no differences
between nurse practitioners and physicians in the content or
quality of primary medical care provided (Prescott &
Driscoll, 1979). The few studies that suggest differences
lend support to the idea that there is an important
contribution by nurse practitioners in primary health care
in terms of improved patient outcomes,broadened scope of
services, enhanced continuity, and increased efficiency and
effectiveness of resource use (see Lewis, C. E., Resnick, B.
A., Schmidt, G., & Waxman, D., 1969; Ramsay, J., McKenzie,
J., & Fish, D., 1982; Runyan, J. W., Jr., 1975; and



Schulman, J., Jr., & Wood, C., 1972).

Yedida (1981) suggests that comparative studies reveal
more similarities than differences between nurse
practitioners and physicians because they emphasize
measurable features of practice, i.e., the most common
denominators. Less formalizable aspects such as the
perspective of the nursing discipline acquired through
professional socialization and clinical experiences, the
predominantly feminine perspective on caring of the
overwhelmingly female profession of nursing, and situational
and relational aspects of patient care elude quantification
and precise procedural description. Naturalistic qualitative
description is needed to uncover these less formalizable

aspects of clinical nursing practice.

Purpose of the Study

The purpose of this study 1is to provide a
contextualized account of the clinical practice of nurse
practitioners to uncover knowledge embedded in clinical
practice. Interpretations are presented with substantial
narrative detail to enable readers to formulate their own
interpretations and gain an understanding of the clinical
skills and knowledge of nurse practitioners. Study of the
actual practices of this "hybrid nurse'" the nurse
practitioner should enhance understanding of the
similarities and differences between nursing care and
medical care, however, a definitive formal description of

distinctions between nursing practice and medical practice



is not the aim of this study.

The actual practice of nurse practitioners must be
studied to enhance wunderstanding of nursing practice in
ambulatory health care delivery. An important point of
clarification here is that nurse practitioners just happen
to be the group of nurses chosen for this study, other
groups of nurses can be and have been studied in similar
fashion (Benner, 1984a; Gordon, 1984; & Fenton, 1984).
Benner(1985c) delineates five purposes of study of Know-how
and the knowledge embedded in practice which include: 1)
theory development, 2) identification of knowledge gaps,
3) identification of new knowledge, 4) increasing
understanding of embodied intelligence, and 5) increasing
understanding of human expertise. This study is designed for
these purposes.

According to Anderson (1979), 'the area of nursing in
greatest need of creative research today is that which is
most difficult to concretize and measure, specifically the
relating--the mutuality--that occurs between nurse and
client" (p.44). As Benner (1984a) states '"the nurse-patient
relationship is not a uniform professional blueprint but
rather a kaleidoscope of intimacy and distance in some of
the most dramatic, poignant and mundane moments of life'" (p.
viii). She points out that 'relational, interpretive, and
coaching functions of nurses are increasingly recognized as
central to patient recovery and health promotion' (Benner,

1984a p. 145). Benner comments further that involvement,



commitment, experience, and continuity contribute toward the
effectiveness of clinical nursing practice. This stance
argues that in study of clincal practice the relational and
contextual aspects must be presented. An interpretive
approach is particularly appropriate for uncovering the
knowledge implicit in the practices of a cultural group, in

this case, nurse practitioners.

Significance

The significance of the proposed study is that it
allows for interpretation of the actual practices of the
nurse practitioner. It is directed toward enhancing
understanding of the practice of nurse practitioners,
uncovering the knowledge and skill embedded in their
clinical practice, and highlighting their potential
contribution to ambulatory health care in the United States.
The nurse practitioner has been studied extensively and
repeatedly in terms of the medical aspects of the role. Less
is known about the unique nursing aspects of this role. This
interpretive study contributes to knowledge development in
nursing and sheds light on subtle aspects of clinical

expertise and disciplinary distinctions.



CHAPTER 11
RELATEDLITERATURE AND INTERPRETIVE FRAMEWORK

Literature reviewed for the background to conceptualize
this study included: primary care, compliance, decision
making and judgment, and provider-patient relationships.
Research literature on nurse practitioners and clinical
judgment 1is selected as particularly relevant for this
study. Réview of significant nurse practitioner studies 1is

followed by review of research on clinical judgment.

Nurse Practitioner Research

The competence and acceptance of the nurse practitioner
have been demonstrated by numerous studies (Edmunds, 1978;
Gortner, 1979; Prescott & Driscoll, 1979). Interest in
investigation of the contribution of the nurse practitioner
to care derives from controversy in nursing over the
dimensions of the role and the predicted physician surplus
(Billingsley & Harper, 1982; Mauksch, 1975; & Rogers, 1975).
The focus of the majority of the voluminous studies of the
nurse practitioner has been the medical components of the
role (Diers & Molde, 1979; & Williams, 1975). The complexity
and social significance of nurse practitioner practice are
scarcely recognized apart from substitution for medical
Practice. Areas wherein nursing is thought to make a
Particular contribution to primary care that have been
Suggested for study include:active patient involvement,

P8ychosocial aspects and lifestyle issues, eliciting the



patient's perception of the situation, collaborative
planning, and teaching. (Diers, 1979; Jacobs, 1980; & Lewis,
1980) .

Few studies have attempted to clarify the nursing
component of the practitioner role. In their review of nurse
practitioner-physician comparison studies, Prescott and
Driscoll (1979) discuss several conceptual and
methodological issues associated with these studies. They
comment that failure to include criteria that reflect the
nursing component of the role is a major drawback. Physician
care has been the implicit standard for assessment of
quality of care rather than more standardized criteria.
Measurement of outcome variables are particularly
problematicforpatients who are well or who have chronic
conditions--thebulk of nurse practitionerpatients. Data
regardingsetting variables are often absent from studies,
yet factors such as time for visits, range of services
provided, history and philosophy of the unit, and others may
influence outcome greatly (Williams, 1975).

The federal study reported by Cheyovich, Lewis, and
Gortner (1976) represents an early attempt to explore the
scope and nature of the nurse practitioner role in primary
ambulatory care. Comparison of nurse clinic care with
traditional clinic care, an original goal of the project,
was abandoned as too ambitious in scope to be realized in
the study. The practices of two nurse practitioners managing

Primary care for 121 patients were described. The
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descriptive information was gathered through use of an
encounter form which included data on the number and length
of visits, frequency and type of procedures requested, and
specific actions taken during patient visits, as well as,
consultation and referral practices. A major study finding
was that the nurse practitioners demonstrated the ability to
provide primary care to patients with a wide variety of
medical diagnoses or problems. Of particular interest to
this investigator is the fact that although specific
informationon nurse-patient encounters is presented in
summarized, quantified form, the investigators report that
through their discussions during the course of the project
they began to get an idea about what they termed ''the
elusive aspects of process . . [which they describe, as
follows]:
the characteristics of nurse management in this setting
appeared to contain the following elements during most
of the visits: (1) An informal agreement, of sorts, was
made with the patient; this included discussion of his
major problems, plans for the patient's participation
in their resolution, and a pledge for joint review of
progress. (2) There was frequent monitoring of the
patient's health state and feedback to him of this
information. (3) There was considerable health
education and counseling. (4) There was some
coordination of clinic services appropriate to the
patient's requirements (p. 49).
Recurring patterns occurring in the encounters were
inductively derived by the investigators through group
discussion of observations and findings. This process has

much incommon with the interpretive method used in the

research study reported here.
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The Nurse Practitioner Rating Form (NPRF) represents an
instrument developed to quantify both the nursing and
medical components of the role (Goodwin, Prescott, Jacox &
Collar, 1981; Jacox, Prescott, Collar & Goodwin, 1981; &
Prescott, Jacox, Collar, & Goodwin, 1981). The rationale for
the development of the NPRF is expressed by the authors as
follows, ''the unique combination of care and cure functions
distinguishes the nurse practitioner role from that of other
primary caregivers and from nurses functioning in more
traditional modes''(1981, p. 224). Jacox and associates
(1981) state that 'the NPRF is designed to measure aspects
of the direct client care component of the nurse
practitioner role'" (p. 53). It is said to yield descriptive
information which can be used to identify patterns of
practice. The instrument allows for collection of
frequency data and calculation of percent time spent in
various assessment and management activities. However,
percent time does not necessarily reflect the significance
or meaning of the activity. Descriptive accounts of the
content and nature of the interactions would be helpful for
assessing the meaning of the activities. The reliability
studies conducted give satisfactory evidence for the
reliability of the activity and content portions of the
instrument, but evidence for the reliability of the global
scales of nurse practitioner communication is scanty.

The arbitrary emphasis on teaching as the major

distinction between nursing and medical care components is a
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particular weakness of the conceptualization of the
instrument. The reliability and validity of observer ratings
are threatened by the questionable differentiation of
teaching activities into the following three categories
specifically, providing: 1) facts; 2) advice, directions,
or instructions; and 3) explanation. A further problematic
aspect of the instrument is categorization of social
vigiting between the nurse practitioner and client as
"other'". Since personalization of care is regarded here as
an essential rather than a peripheral aspect of care it
would be particularly important to know the content and
meanings attributed to these social visiting aspects.
Another study designed to identify the nursing
component of nurse practitioner practice was conducted by
Bibb (1982). It compares nurse practitioners and physicians
on free responses to simulated case studies. In the study,
15 nurse practitioners and 11 physicians were provided with
brief written clinical situations (2 pediatric; well baby
and upper respiratory infection (URI) cases, and 2 adult;
urinary tract infection (UTI) and headache) to which they
were requested to respond with written proposed plans for
management. Management plans were classified into the
following five categories: problem assessment, diagnostic
plan, therapeutic plan, health education, and followup.
Findings indicated that when analyzed by item, there
were no significant differences between nurse practitioners

and physicians on any single item. When grouped into
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categories, the nurse practitioners were found to include
significantly more health education and followup in their
management plans than did physicians.When data were grouped
according to cases, the nurse practitioners were again found
to include more health education and plans for followup in
their proposed management plans. Bibb concludes that the
results provide support for the caring focus of nursing
practice. A study of this type, however, provides data on
the performance of care providers on simulated cases which
can be analyzed for similarities and differences. The
validity with regard to actual care situations is of course
open to question because of the lack of commitment and sense
of salience in simulations that are inherent in actual
health care situations.

Yedida's (1981) qualitative study of the content of the
family nurse practitioner (FNP) visit adds an additional
dimension to attempts to describe the nurse practitioner's
contribution to care. His study was based on firsthand
observation of actual practitioner-patient encounters.The
findings indicated that although teaching and counseling
appeared to be important to the FNPs, the extent to which
these aspects were integrated into the care provided was
limited by setting factors, such as time limits for visits
and existence of treatment protocols, that were separate
from training and competence factors. These results provide
additional support for claims that setting factors, such as

time for visits, philosophy of health care, collaboration
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among providers, reimbursement restrictions, etc. influence
the degree to which '"the nurse'" in the nurse practitioner
can be demonstrated to show up in actual practice settings
(Carter, 1979; Hochheiser, 1974; Moscovice, 1978; &
Williams, 1975).

Martin's (1983) comparative study of resource use by
family nurse practitioners (FNPs) and family practice
physicians (FPPs) using two tracer conditions (hypertension
and pharyngitis) found that "FNPs had lower resource use,
though their patients were more complex and their care
outcomes were equivalent or better than FPPs'" (p. 1 abs).
Martin concluded that FNPs offer opportunities for cost
savings beyond decreased training and salary costs to more
economical health care management. The study suggests that
there are important differences betweeen FNP and FPP care.
These differences may be used to support the claim that
nurse practitioners should play a central role in providing
primary health care.

Davidson and Lauver (1984) studied role delineation and
complementarity of nurse practitioners and physicians using
patient vignettes. Nurse practitioner/physician pairs
individually rated nine patient vignettes according to how
appropriate it was for the nurse practitioner or the
physician to spend time with such a patient. Each vignette
was rated for both nurse practitioner and physician
appropriateness. Significant differences were found between

perceived roles for nurse practitioners and physicians for
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six of the nine vignettes.

Vignettes suggesting the need for psychosocial support
and health education were perceived as highly role
appropriate for the nurse practitioners while vignettes
depicting high risk physical conditions were perceived as
highly role appropriate for the physicians. The researchers
concluded that nurse practitioner and physician role
perceptions were largely complementary. Disagreement over
role appropriateness for three of the nine vignettes was
taken as evidence of the existence of role overlap. The
validity of the findings is open to question because of the
ambiguous nature of the phrase ''spending time with that

patient."” There is no way of determining how this was
interpreted by study subjects. In addition, as with all
Ssimulations, the validity of the findings with respect to

actual clinical situations is unknown.
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Clinical Judgment Research

Clinical judgment has been studied extensively in many
fields including psychology, medicine, management, and
nursing. Decision theory and information processing theory
constitute the two major perspectives underlying judgment
research. Though there are many differences between these
perspectives, there are several points of convergence. Both
perspectives maintain that early hypothesis generation is a
strategy employed to adapt to the cognitive limitations of
"bounded rationality" (Simon, 1957). There is agreement that
judgment proceeds in a linear sequential fashion from
holistic to analytic components with no discontinuities
between steps. It is also widely held that the process of
judgment 1is generally assumed to be the same regardless of
the discipline and differences in content. Thus, it 1is
readily concluded that expert judgment can be analyzed and
explained in formal, abstract terms since it is assumed to
differ from novice judgments only in quantity and therefore
in numbers of variables with different weights (complexity),
but not in kind or quality.

Simon's (1957) principle of bounded rationality is
basic to understaﬁding research based on either information-
processing theory or decision theory since it represents an
area of convergence between the two perspectives. According
to the principle of bounded rationality, there are limits to
the human capacity for rational thought. Short term memory

is believed to be the most limiting aspect. Elstein (1979)
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explains that ''given the limited size of working memory, one
is literally required to process data serially, to select
data carefully, to represent a clinical problem in
simplified ways, and to work as rationally as possible
within a simplified representation'" (p. 18). Acceptance of
this principle leads to search for the ways that the mind
simplifies complex problems and the difficulties, such as
errors and biases, that these simplifications result in as
the central focus of research using formal models. If human
beings are not restricted to '"serial thinking," rules, or
representational thinking (Dreyfus & Dreyfus In Press) then
research on simplification strategies based on these
assumptions will produce only negative findings as has been
the case thus far (see Simon, 1979).
Information-processing theory derives from the work of
Newell and Simon in artificial intelligence. Newell and
Simon's (1972) theory of human problem solving developed
from use of a method called process tracing, which involves
verbal report of one's thinking processes while solving a
problem. The procedure is based on the ideas that thinking
processes are sequential and can be made explicit. Problem
solving behavior is conceptualized as an interaction between
the problem solver (an information processing system) and a
task environment, which is the specific task designed by the
experimenter. A general model of diagnostic problem solving
has developed which constitutes a paradigm for studies

within the information-processing framework. Limitations of
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studies within this framework include the posssibility that
verbalization alters the thinking process, the possibility
that the subject is unable to clearly verbalize his thinking
processes, and that there are unspecifiable aspects.

The hypothetico-deductive approach is the central
feature of this general model of diagnostic problem solving.
According to this approach, the diagnostician generates
hypotheses early as a strategy for adapting to the limits of
bounded rationality. The concept of early hypothesis
generation constitutes an area of convergence between
information-processing theory, decision theory and the
Dreyfus (1982) situational model.Accordingtoinformation-
processing theory, early hypothesis generation is seen as a
way of coping with the limitations of short-term memory. In
the Dreyfus model, early hypothesis generation 1is conceived
of as rapid honing in on relevant aspects of the situation
in terms of holistic perception, salience, and recognitional
ability.

Mathematical models are utilized in studies based on
decision theory to prescribe optimal judgment processes.
Brunswik's lens model (a regression model), Bayes theorem,
and Utility theory constitute three general approaches used
in the mathematical modeling of clinical decisions. The lens
model uses probabilistic interrelations between human and
environmental components to represent the judgment
situation. According to Wallsten (1980), the thesis of the

multiple regression model suggested by Brunswik in 1940, is
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that '"the decision maker's final (quantitative) judgment
concerning criterion variables is a linear function of the
cues or information upon which the judgment is based"
(p.215-216).

The lens model forms the basis for the series of
studies by Hammond, Kelly and associates (1964, 1966a,
1966b, 1966c, & 1967) of task analyses of judgment and
inference in nursing. This classical series of studies
provides support for the cognitive complexity of inference
in nursing. Kelly (1964) states that the research on
clinical inference in nursing '"is directed towards
understanding and subsequently improving that which we
believe to be the heart of professional nursing--observing
the patient, making inferences based on these observations
and then taking appropriate action''(p. 314). Hammond (1964)
explains that, according to the lens model, there is a state
of the patient (SOP) which the nurse needs to make an
inference about, based on uncertain cues, and then take
action on. He comments that uncertainty, ambiguity, and
complexity surround clinical inference in nursing since
there are multiple cues to a patient state and multiple
means to achieve particular goals.

The initial attempt to select five states of patients
about which nurses routinely make judgments which could be
quantified in relation to the cues was abandoned by the
investigators as impossible. Observations in clinical areas,

textbook review, interviews and conferences with faculty and



20

nurses, and review of medical and nursing films resulted in
the finding that '"no state of patient was found which did
not depend on a further subjective judgment for
verification" (Kelly, 1964, Part III, p. 321). Thus,:
it was decided to undertake an empirical analysis of:
(a) the kinds of inferences and decisions nurses make
about Eatients, (b) the cues which nurses use as a
basis for such inferences, and (c) the actions which

they take as a consequence of their inferences'" (Kelly,
1964, Part III, p. 321).

The first field study consisted of a 24-hour survey
conducted on several hospital units to identify common
cognitive tasks along with their distinguishing cues that
the nurse confronts. The study generated 381 nurse-patient
incidents. It was determined that nurses are involved in a
large number of widely varied and complex cognitive
inference tasks (Hammond, Kelly, Schneider, & Vancini,
1966a) .

A second field study was undertaken with a more
concentrated focus. It involved data collection from only
those nurse-patient incidents which involved patient
complaints of abdominal pain following abdominal surgery.
Many nurses and hospitals were sampled. It was found that at
least 17 different actions were taken in the 212 incidents
of post-surgical abdominal pain generated by the study and
165 cues were reported. Analysis of cue dependability
revealed that ''on the average no single cue transmitted a
significant amount of information" (p. 138).

The data from these field studies was incorporated into

paper and pencil tasks for further study of nursing
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inference. Six nurses were presented with 100 patient
descriptions randomly chosen from the 212 incidents
generated in the previous study and were requested to infer
the state of the patient in an attempt to identify basic
information units of the cognitive tasks (Hammond, Kelly,
Schneider, & Vancini (1966b). Again, it was found that no
single cue had any unequivocal interpretation. A search for
stability of particular cue configurations was unsuccessful
also. It appeared that cue interpretation depended on the
particular situation.

Another study was conducted to attempt to identify
information-seeking strategies used by nurses (Hammond,
Kelly, Castellan, Jr., Schneider, & Vancini, 1966c). Five
nurses were presented with 12 cases that were replicas of
those collected in the second field study. Nurse-subjects
were requested to select information one cue at a time and
to estimate the probability of the value of that particular
cue. A subsequent study was conducted to analyze the process
by which the nurse revises her judgment of the state of the
patient when confronted with new information (Hammond,
Kelly, Schneider, & Vancini, 1967). This study involved
comparison of the nurses sequential revision of her judgment
of the state of the patient (in the form of probability
estimates) when confronted with new information with that
made by a mathematical formula.

It was found that the nurse-subjects altered their

probability estimates in a consistent manner, but that their
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revisions differed markedly in magnitude from those made by
the mathematical model. The nurse-subjects were found to be
cautious in revising their probability estimates, which is a
consistent finding in studies in this area. The
investigators point out the lack of fit between the complex
nurse-patient situation and the simple, sequential tasks
necessary to employ the mathematical model and question the
value of this method as appropriate for such study. Tanner
(1983) summarizes the important contribution of this series
of studies, as including ''the recognition of the complexity
of the judgment process, the identification of variation
among subjects, and the provision of a beginning framework
for analyzing task complexity'" (p.6).

Decision theory has been utilized in many fields and
was first introduced into medical judgment research by
Ledley and Lusted in 1959. Albert (1978) points out that
states of nature, actions, outcomes, probability, and
utilityfunctions constitute the five main components of
decision theory. He states that the fundamental components
of a decision are '"that each alternative must be examined
with regard to its value and the probability of its
occurrence" (p. 364). '"Decision analysis is a method for
systematically assessing values on a common scale (formally
called utility) and for choosing an action that maximizes
expected utility" (Elstein & Bordage, 1979, p. 350). Thus,
utility theory and decision theory converge in decision

analysis.
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According to Albert, utility theory is the cornerstone
of decision analysis. Tanner (1983) explains that:

utility theory describes the selection of an action or

set of actions based on a subjective assignment of

value to probable outcomes of those actions. It is
designed to optimize decision making under conditions
of risk--prescribing the choice that maximizes expected

utility or value (p. 10).

Problems with the claim that all outcomes can be rated with
respect to each other are the large amount of person to
person variability in utility designation and the difficulty
with "intangibles, such as life, death, pain, and relief
that seem to defy comparison with more mundane matters such
as money, time lost from work, temporary functional
impairment, and so on'" (Albert, 1978, p. 376).

Grier's (1976, 1979) studies of clinical decision
making in nursing are based on decision theory. Grier (1976)
studied 21 visiting nurses (VNA) and 29 medical-surgical
hospital nurses using an instrument that consisted of 4
written patient situations (2 patients for each of 2 problem
situations). Three nursing actions and 7 outcomes were
provided in tabular form and the nurse subjects were
requested to rank the importance of the action for the
patient situation and to estimate the probability of the
outcome resulting from the action. ''The first-ranked action
was considered the intuitive or judgment decision'" (p. 107).
The expected values (EVs) of the actions were later computed

from the probabilities and values that the nurses assigned

to the outcomes. A total of 185 decisions was analyzed.
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Data were analyzed by determining the amount of
agreement between the highest EV and the first-ranked action
and the amount of agreement between the ordering of the EVs
and the ranking of actions. The finding that the nurses
chose actions with the highest EV in 60 percent of the 185
decisions was interpreted by Grier to indicate that '"a
systematic and objective process was used in making most of
the decisions" (p. 108). Grier surmises that the fact that
the model of decision making tested fit more than half of
the decisions indicated that such a model is applicable to
selecting nursing actions. She further concludes that
increasing nursing skills in using an objective and
systematic process for making decisions will result in
improved care. In discussing the flaws involved in these
inferences made by Grier, Tanner (1983) points out that
there was no attempt to ascertain whether or not actions
chosen would result in desirable outcomes. This study
provides data with questionable applicability to practice
since more than one outcome may result from a particular
action and more than one action may produce the same
outcome.

Grier and Schnitzler (1979) conducted a study of risk
taking by 53 nurses and 22 non-nurses(academic staff or
students in medical dietetics) involving gain and loss of
money in 5 games. It was found that 'a nurse's propensity to
risk appeared to depend on the situation and on the nurse's

educational level'" (p. 186). Support for the idea that the
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decision situation affects risk taking is common in studies
of decision making in situations of uncertainty. Situation
variables identified as important in risk taking include
whether outcomes are dependent on chance or skill; whether
or not it is a simulation; and whether or not outcomes are
meaningful.

Five games were devised in this creative study
conducted to assess the importance of these situational
variables. A nursing skill game involved gambling on one's
ability to apply the proper amount of pressure for
cardiopulmonary resuscitation. A number judgments game
consisted of judging if the average of two series of numbers
was greater or less than zero. A nursing judgments game
involved the formulation of nursing diagnoses for 2 separate
nursing problems with clues presented at a cost of two cents
each. A patient data game involved determining how much
information the subject desired prior to taking a test about
the patient's needs and indicated nursing strategies.

The findings from the Grier & Schnitzler (1979) study
indicated that in both the chance and nursing skill games,
the more highly educated nurses accepted greater risk than
less educated nurses and non-nurses and that associate
degree and diploma nurses were more conservative than either
non-nurses or more highly educated nurses. This might be
more a reflection of values and attitudes toward gambling
than actual risk-taking in a clinical situation. The study

assumed that all subjects shared the same attitudes and
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values toward gambling, yet this was probably not the case.
The validity of the findings are questionable given the
probability that the subjects differed on their values
toward gambling since this violates the value neutrality
assumption of Bayes Theorem.

The researchers found that nurses with advanced
education were better decision makers in the games of
chance, nursing skill, and numbers while there were no
differences between nurses according to educational level in
the games involving the amount of information desired before
taking a patient needs test and making nursing diagnoses.
It would be informative to have data regarding the
experience of the nurse subjects. Interpretation of the
findings in terms of implications is complicated further by
the fact that the study involves simulations. Since it is
difficult to design realistic simulations, the participants
may not have been sufficiently engaged or solicited by the
simulations thereby making generalization of findings to
actual situations problematic.

In a study of diagnostic accuracy, Aspinall (1976)
provided a written case study of a patient who exhibited
sudden deterioration in cognition to 187 hospital nurses and
requested a list of all possible problems that might be
responsible for the situation. A panel of experts agreed on
12 possible problems. The study subjects identified from one
to nine problems with a mean of 3.4. It was found that

baccalaureate and masters prepared nurses listed more
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diagnoses than diploma and associate degree nurses. It was
found that nurses with less than 2 years and from 2 to 10
years of experience listed more diagnoses than the group
with 10 or more years of experience. Other reported findings
were: 1) the most likely diagnosis was missed by 21 percent
of the subjects; 2) the second most likely diagnosis was
missed by 39 percent of the subjects; and 3) 10 percent
failed to include either the first or second most likely
diagnosis. Although experience was included in analysis of
the number of diagnoses listed, it was not incorporated into
the analysis of diagnostic accuracy. Based on these results
and analysis of the problems identified, it was concluded
that the nurse-subjects lacked theoretical knowledge of
possible diagnoses, a systematic method for evaluation of
cues, and the ability to apply these to problem solving in
nursing practice.

Aspinall (1979) conducted a second study with 30 triads
of nurses to determine if use of a decision tree would
improve diagnostic accuracy. It was concluded that there was
significant improvement in diagnostic accuracy in the
experimental group that used the 18 decision trees over the
other two groups, i.e., the control group A which received
only the written case study and group B which received the
case study and a list of 18 possible disease states that
could produce the behavior in a general population of
patients similar to the case study patient. Although there

were 18 possible diagnoses, the expert panel determined that
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enough information had been provided to eliminate all but 6
diagnoses (5 of which were physiological and one of which
was psychosocial) and these 6 diagnoses were considered to
be the correct ones.

Aspinall's interpretation of the data from these two
studies leads to unfounded conclusions. In the first study
there is information provided regarding the relationship
between accuracy and the number of diagnoses listed. The
number of diagnoses listed is analyzed in terms of
education and experience, however, correctness of diagnosis
is reported only in terms of the percent failing to list
either the first or second most likely diagnosis or both
with no data analysis in terms of education or experience.
Yet, Aspinall concludes that nurses with more experience do
worgse (where worse means fewer numbers of appropriate
diagnoses, not the selection of the two most probable
diagnoses) and that nurses with more education perform
better (i.e., generate more possible diagnoses). Analysis of
diagnostic accuracy in terms of the education and experience
of the subjects would have strengthened the study.

In the second study, Aspinall states that in many
instances nurses reported that they relied on their
experience rather than the decision trees in listing their
diagnoses. This suggests that ''the 'take' of the independent
variable" (Cook & Campbell, 1979, p.60) is questionable and
leads one to question the validity of the interpretation of

the findings. A further problem in interpreting the findings
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of the second study is the failure to report specifically
whether even if a nurse only listed one of the possible
diagnoses if it was the most likely one or not. In other
words, there was more attention paid to mean numbers of
correct diagnoses and standard indices of accuracy than
selection of one most correct diagnosis. Unless specific
instructions were given to list as many plausible diagnoses
as possible, one would not expect all 12 possible diagnoses
to be listed. It is difficult to assess the relevance of
simulations such as these for application to actual practice
situations where the context of the situation limits
possible interpretations and makes struggling with 12
possible diagnoses less likely.

Tanner (1983) points out that studies based on decision
theory use mathematical models to prescibe optimal judgment
processes while studies based on information processing
"rely on introspective verbal accounts to describe the
actual clinical judgment processes employed" (p. 23). Tanner
(1977) studied diagnostic strategies used by 54 senior
baccalaureate nursing students who responded to 5 videotaped
vignettes of hospital patient situations. It was found that
one to six hypotheses were generated immediately after the
videotape. There was a slight positive relationship between
diagnostic accuracy and the number of early hypotheses
generated. Inclusion of the correct diagnosis among the
early hypotheses was the major determinant of diagnostic

accuracy. This finding lends support to the widely held
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belief that early hypothesis generation is a commonly
employed diagnostic strategy that is appropriate for solving
problem situations in nursing.

Aspinall and Tanner (1981) apply the concepts of
heuristics and biases identified by Tversky and Kahneman
(1974) to their discussion of potential errors in the
diagnostic process in problem solving in nursing. Errors
described include:

1) failure to associate initially available data with

plausible diagnostic hypotheses; 2) failure to include

the accurate diagnosis in the initial set of hypotheses
considered; 3) overestimating the probability of one
hypothesis because of greater ease of recall, recent
experience, etc.; 4) failure to use disconfirming data;
and 5) overestimating the reliability of data or the
information value in either confirming or disconfirming

hypotheses (p.12).

A problematic aspect of transferring these findings from the
Tversky and Kahneman studies and applying them to nursing is
that these studies are derived from simulated gambling
situations conducted primarily with college students in
classroom settings. Ebbesen and Konecni (1980) point out
that '"'various cognitive limitations and biases that have
been demonstrated in laboratory decision tasks often seem to
be avoided in real-world settings' (p. 40).

Gordon (1972, 1980) studied information-seeking
strategies used by nursing graduate students in making
nursing diagnoses. The subjects were instructed to seek
information to derive a diagnosis when presented with a

brief clinical situation in two task conditions; one with

unlimited information-seeking and the other limited to 12
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questions. It was found that mixed strategies were used by
almost all subjects. Successive scanning, simultaneous
scanning, and predictive hypothesis testing were the
strategies derived from Bruner, Goodnow, & Austin, (1956)
that Gordon observed for. A pattern of use of predictive
hypothesis testing initially that was followed by single
hypothesis testing was described in the analysis of the
data. Inaccuracy of diagnoses was associated with the
unlimited information conditions and prolonged hypothesis
testing. These results suggest that early hypothesis testing
may be more effective than excessively comprehensive data
collection.

Tanner points out that research on clinical judgment
from both the decision theory perspective and the
information processing perspective is analytic in that
isolated aspects of the judgment process are described.
Within both perspectives, it is generally agreed that '"the
clinical judgment process is comprised of selecting
alternatives, gathering information to reduce uncertainty
about the alternatives, and selecting the most 1likely
diagnosis or the optimal management plan'(1983, p. 24).
These analytic approaches and ''particularly the use of
simulation, are constrained in their capacity to lead to an
overall or gestalt view of the judgment process--as it is
actually used in practice'" (Tanner, 1983, p. 28). In their
review of simulated and real-world studies of bail setting,

sentencing of felons, driving behavior, and judging of
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swine, Ebbesen and Konecni (1980) suggest that '"in the area
of decision making, the really important truths are to be
found in the real world rather than in laboratory
simulations, no matter how high the face validity of the
latter might be'"(p. 38). They assert that "one ought to be
required to show that the simulations can mimic data from
various aspects of the real world before claiming that one
is tapping basic processes' (p. 38).

Tanner (1983) refers to Benner's naturalistié study of
actual clinical situations in nursing as ''a promising
approach to the study of clinical judgment' (p. 25). In an
effort to uncover the knowledge embedded in clinical
practice, novice and expert nurse clinicians were studied
in acute care settings as part of a large grant supported
project entitled Acheiving Methods of Intra-Professional
Consensus, Assessment, and Evaluation (AMICAE) (Benner &
Wrubel, 1982; Benner, 1983; & Benner, 1984a). Participant
observation and small group interviews were data gathering
methods used in the interpretive approach to investigation.
Benner (1982) explains that "an interpretive strategy is
synthetic, rather than analytic, and focuses on meanings as
a way of organizing and describing practice'"(p. 306). Benner
states that:

instead of a long list of possible meanings or

functions, understanding the situation limits the

possible meanings of behavior into manageable and
relevant wholes. Therefore, the interpretive approach
always relies on the particular context of the

situation, that is, the timing, meanings, and
intentions of the particular situation (1982, p.306).
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Application of the interpretive approach to study of
clinical judgment in nursing allows for understanding of
nursing practice in the naturalistic setting, and provides a
way of describing knowledge embedded in practice.

Benner and Wrubel (1982) applied the Dreyfus (1982)
model (see Table 1 p.34) of the acquisition of expert
judgment skills to study of clinical expertise in nursing.
The model developed by the Dreyfus brothers from studies of
airline pilots and chess players posits that the deep
understanding that distinguishes experts from novices and
humans from computers stems from the human "ability to
recognize similarities in situational patterns'" (Dreyfus,
1983, p. 56). The model depicts skill acquisition as
progressing from abstract, detached, analytical reasoning to
concrete, involved, holistic reliance upon experience
(Dreyfus, 1983).

The levels of skill are dependent on the performer's
past experience and knowledge, and the salient aspects of
the particular situational context; they are not abstract
traits of individuals. Thus, an expert is not an expert in
all situations. According to the situationalist conception,
there are limits to formalism. There are nonformalizable
aspects, such as shared background practices and contextual
aspects that cannot be made explicit (Dreyfus, 1972/1979 &
Gordon, 1984). Essential insights for understanding the
model are that is is situational (context-dependent) and

experience-based.
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Table 1
The Dreyfus Model of Skill Acquisition

Skill Level

Novice Advanced Competent Proficient Expert
Beginner
Mental
Capacity
Component Nonsitua- Situa- Situa- Situa- Situa-
Recognition tional tional tional tional tional
Salience None None Present Present Present
Recognition
Whole
Situation Ana- Ana- Ana- Holistic Holis-
Recognition lytical 1lytical lytical tic
Decision Rational Rational Rational Rational Intui-
tive

Note. Dreyfus (1982, p. 147). See Mind Over Machine by
Dreyfus, H. & Dreyfus, S.E. with Tom AthanasIou (in
press) NY: Macmillan Free Press for the most
recent revision of the Skill Model.
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The situational model developed by the Dreyfuses and
applied by Benner to nursing provides a comprehensive
framework for understanding the practice of nursingsince it
regards as essential the nonformalizable aspects, such as
commitment, tradition, practices, skills, and
connoisseurship of experienced clinicians and includes the
abstract, formal, analytical aspects as well. The Dreyfus
model maintains that expert behavior differs in kind from
earlier stages of skilled behavior and can only be
understood in holistic situational contexts. Aside from the
Dreyfus' account, expert decision making is usually
explained as either a kind of mystical intuition or as
unconscious because of the rapidity of expert judgment and
the inability of experts to verbalize just how they make
such judgments. As an unconscious process, expert judgment
has been assumed to be swift and unreportable rule
following. This traditional analytical assumption has
blocked the exploration of alternative explanations and
accounts of expert human judgment.

The Dreyfus situational model of judgment is a major
departure from the heretofore dominant perspectives in
judgment research (decision theory and information
processing theory) in four major ways: 1) there are
qualitative differences between novice and expert judgment
skills; 2) there are discontinuities between the various
stages of acquisition and practice of judgment skills; 3)

the development of judgment skills proceeds from analytic to
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holistic stages; and 4) the nature of judgment skills
differs markedly depending on situational contexts. Thus,
the Dreyfus model offers an alternative to analytic

explanation of human judgment.
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Interpretive Framework

This study incorporates the aspects of practical
knowledge and the domains and competencies of nursing
practice identified by Benner (1983, 1984a) as an
interpretive framework for describing continuities and
discontinuities of nurse/nurse practitioner practice. It is
a situationalist approach to the study of practical
knowledge and meanings in the everyday practice of
clinicians.

The philosophical background for this approach is
Dreyfus' work in Heideggerian phenomenology. This work draws
on the ideas of continental philosophers and scientists
including: Husserl, Heidegger, Gestalt psychologists,
Merleau-Ponty, Polanyi, Kuhn, Rosch, and Taylor. Dreyfus
(1979) explains that the ''phenomenological account stands in
opposition to our Cartesian tradition which thinks of the
physical world as impinging on our mind which then organizes
it according to its previous experience and innate ideas or
rules" (p. 266). Instead we experience ''the objects of the
world as already interrelated and full of meaning' (Dreyfus,
1979, p. 269-270). Dreyfus states that:

Transcendental phenomenologists such as Husserl have

pointed out that human beings recognize complex

patterns by projecting a somewhat indeterminate whole
which is progressively filled in by anticipated
experiences. Existential phenomenologists such as

Merleau-Ponty have related this ability to our active,

organically interconnected body, set to respond to its

environment in terms of a continual sense of its own

functioning and goals (1979, p. 250).

Dreyfus comments that ''pattern recognition is a bodily



38

skill basic to all intelligent behavior' (1979, p. 250).
Thus, the body is indispensible for intelligent behavior
rather than getting in the way of intelligence and reason.
According to Dreyfus, three areas that underlie all
intelligent behavior include: 1) the role of the body in
organizing and unifying our experience of objects; 2) the
role of the situation in providing a background against
which behavior can be orderly without being rulelike; and
3)the role of human purposes and needs in organizing the
situation so that objects are recognized as relevant and
accessible.

Dreyfus (1979) comments that ''whatever it is that
enables human beings to zero in on the relevant facts
without definitely excluding others which might become
relevant is so hard to describe that it has only recently
become a clearly focused problem for philosophers'" (p. 260).
Indeterminacy is thought to play a crucial role in human
perception. Dreyfus comments that ''Merleau-Ponty points out
that most of what we experience must remain in the
background so that something can be perceived in the
foreground" (1979, p. 240).

Merleau-Ponty states that "ambiguity is of the essence
of human existence, and everything we live or think has
alwayg several meanings'" (1962, p. 169). He explains that
since we are always in a situation, '"'we are surrounded and
cannot be transparent to ourselves, so that our contact with

ourgselves is necessarily achieved only in the sphere of
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ambiguity" (p. 381). Merleau-Ponty points out that:

the world is already constituted, but also never

completely constituted; in the first case we are acted

upon, in the second we are open to an infinite number
of possibilities. But this analysis is still abstract,
for we exist in both ways at once. There is, therefore,

never determinism and never absolute choice (p.453).
Taylor clarifies these points by stating that:

much of a human being's knowledge of situations and

their possibilities is know-how, that is, it cannot be

exhaustively unpacked into a set of specific
instructions or factual statements, but is a general
capacity to generate appropriate actions and therefore,
if necessary, the 'instructions' underlying them (see

Dreyfus, 1979, p. 260).

An appreciation for the complexity of human beings is
essential for understanding Heideggerian phenomenology and
its relevance for nursing research. A basic insight is that
"minds" and ''"bodies'" are simply concepts in the dominant
cognitive view. They are ideas and not real entities. The
reification of the mind/body dichotomy has led to the
development of separate specialties and separate
institutions to care for the artificially isolated problems
of minds and bodies. Minds are revered and respected more so
than bodies in a hierarchical relation with the result that
intellectual pursuits are lauded over physical ones. Maurice
Merleau Ponty's (1942/1962) holistic concept of the "lived
body" having embodied intelligence is a useful idea for
getting beyond the mind/body split. According to this
concept, we sense or know things as a kind of recognition
through our perceptions. For example, a nurse can determine

the quality of a pulse or the tone of a uterus through

touch. This is embodied knowledge.
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Thus, all knowledge is not necessarily explicit.
According to Polanyi (1958) and Kuhn (1970) there are two
types of knowledge, specifically theoretical knowledge
"knowing that' and practical knowledge ''knowing how'" which
are associated with skilled practices. Practical knowledge
is uniquely human. It is the kind of knowledge that
computers cannot have (Dreyfus, 1979). It requires a lived
body and active engagement in a situation. There is a
nonformalizable nature to it. This distinction sheds light
on the theory/practice gap so widely referred to in practice
disciplines. Practical knowledge requires experience in a
situation for its development. Benner and Benner (1979)
clarify what is meant by practical knowledge by their
explanation that experienced clinicians, for example, have a
great deal of knowledge that lends itself more readily to
demonstration and communication by way of maxims than
precise procedural description.

Dreyfus (1984) argues that human capacities cannot be
studied in a context free way because ''precisely the
contextual understanding in terms of which human beings pick
out the everyday objects and events whose regularities
theory attempts to predict, is left out in the
decontextualization necessary for [formal] theory'" (p. 10).
He explains that ''the meaning of the situation plays an
essential role in determining what counts as an event, and
it is precisely this contextual meaning that theory must

ignore" (p. 11). In other words, ''the human sciences ...
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find themselves treating as their object what is in fact
their condition of possibility" (Dreyfus, H., 1984, p. 7).
This is so because human scientists share a background of
practices that is not completely formalizable. Dreyfus
suggests that if it is true that study of human beings
cannot be scientific in the sense of formal theorizing that
does not mean that there cannot be disciplined study of
human beings. He asserts that there can be systematic
accounts of everyday human activities and cites the study of
prototypes as an example of such study.

An additional distinction 1is important for
understanding the appropriateness of Heideggerian
phenomenology for nursing. Rigid differentiation between
arts and sciences in terms of measurability or objectivity
has led to classification of heretofore unexplainable skills
as art. This has resulted in failure to attend to and
systematically study the less quantifiable aspects of
nursing care, such as mobilizing hope, energizing active
patient involvement, eliciting the support of significant
others, and negotiating congruent goals. These aspects of
nursing care are commonly lumped together under the rubric
of therapeutic communication skills and labeled the art of
nursing, thereby assuring that serious, systematic study
will not be addressed to them. Engel (1977) advocates
systematic study of such aspects as nonverbal communication
in psychiatry. He states that:

nonverbal expressions of affects as gestures, postures,
facial expressions and tones of voice, more often evoke



42

feelings than stimulate a conscious intellectual
response. Hence, although we may differ in how
sensitive we may be to the emotional expressions of
others, by and large most of us 'feel' before we 'know'
what the other person is experiencing and communicating

(1977, p. 224)

Engel asserts that attention to explication of these aspects
is necessary so that they can be dealt with more
objectively. He calls for developing ''a scientific typology
of gestures, postures, and facial expressions'" and
establishing relationships to inner feelings and expressions
(p. 225). Although his goal of explicitly formalizing
interpersonal communication through the development of a
decontextualized typology is believed to be impossible by
this researcher, nonverbal communication can be described,
interpreted, and brought into public discourse (Taylor,
1982).

Assumptions

The nature of nursing is not static, rather it is
defined and created in particular dynamic situational
contexts. This observation provides an appropriate lead into
presentation of the major assumptions of the study reported
here. The following assumptions underlie this study:

1) There are no interpretation-free data. Taylor
(1982) points out that the assumption of natural science
that there is an independent reality whose meaning can be
represented by abstract terms or concepts must be abandoned.

2) There are no non-reactive data. This refers to the
myth of the monological observer. Taylor (1982) calls for

abandoning the false belief of natural science that one can
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neutrally observe brute data. Natural sciences have aspired
to neutral (value free and unobstrusive) observation of
data. This view is no longer deemed tenable as it is
recognized that the notion of the neutral observer is not
even possible when observing electrons in physics
(Heisenberg, 1958).

3) There is a distinction between practical and
theoretical knowledge. Practical knowledge cannot be
completely formalized as in exhaustive technical procedural
descriptions. It lends itself to study by holistic methods.
Theoretical knowledge is derived from practical knowledge
which is embedded in everyday practices, skills, and
background meanings. Theoretical knowledge thus necessarily
provides a more simplified view of the practical world
(Benner & Benner,1979; Benner 1984a; Dreyfus, 1984; Kuhn,
1970; andPolanyi, 1958).

4) Meanings are embedded in skills, practices,
intentions, expectations, and outcomes.zrhey are taken for
granted and not necessarily recognized as knowledge.
According to Polanyi (1958), a context possesses existential
meaning and this distinguishes it from ''denotative or more
generally, representative meaning' (p. 58). He states that
"to transpose a significant whole into the terms of its
Congtituent elements is to transpose it into terms deprived
°f any purpose or meaning" (p. 63).

5) People sharing a common cultural and language

h-'Lst:ory have a background of common meanings that allows for
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understanding and interpretation. Heidegger (1927/1962)
refers to this as primordial understanding, after the
writings of Dilthey in the late 1800s and early 1900s
(1976), which assert that cultural organization and meaning
precede and influence individual understanding.

6) The meanings embedded in skills, practices,
intentions, expectations, and outcomes cannot be made
completely explicit, however, they can be interpreted by
someone who shares a similar language and cultural history,
and can be consensually validated by the participants and
relevant practitioners. Humans are self-interpreting beings
(Heidegger, 1927/1962). Hermeneutics is the interpretation

of cultural contexts and meaningful human action.

Research Questions

Inquiry for purposes of discovery necessitates
a flexible, naturalistic approach. This study is exploratory
in nature and focused on discovery of knowledge and meaning
embedded in nursing practice. Therefore, lines of inquiry
are posed for consideration rather than hypotheses
formulated for verification. The major task is to describe
the characteristic nurse-patient transactions by attending
to the intentions, expectations, and explanations offered by
the nurse practitioners. Specific questions of interest may
be stated as follows:

1. How do the following s8ix aspects of practical

knowledge, identified by Benner (1983), show up in the
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transcripts and participant observations?

a. Graded qualitative distinctions. This refers to
the ability to recognize subtle perceptual distinctions,
such as differences in skin color or texture, or pulse
quality.

b. Common meanings. This refers to shared
background knowledge of a cultural group in this case nurse
practitioners.

c. Assumptions, expectations, and sets. These
aspects refer to the orientation to a particular situation
and the proposed trajectory for a particular patient.

d. Paradigm cases and personal knowledge. Paradigm
cases are outstanding episodes from clinical experience that
make a significant impact on the clinician's practice and
altered perceptions while personal knowledge refers to each
clinician's particular history, commitment, and orientation
to specific clinical situations.

e. Maxims. These are cryptic instructions that
require deep understanding of the situation before they make
sense.

f. Changing practices. This refers to knowledge
development associated with role expansion that is acquired
largely through clinical experience.

2. To what extent is the clinical knowledge of nurse
practitioners exemplary of the following commonly recognized
aspects of the discipline of nursing?

a. Holistic personalized assessment.
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b. Involvement of patient/family in care.

c. Incorporation of health maintenance and
promotion into care along with 1illness treatment and
detection.

d. Inclusion of teaching, counseling, and
supportive interventions.

3. To what extent do the skilled practices described by
Benner (1984a) as competencies of nursing practice

characterize the clinical practice of nurse practitioners?

Definition of Terms

Ambulatory Care: health care provided to persons who

are not institution or home bound. This is a general term
which does not 1limit the type of provider, the kind of
setting, the level of care (primary, secondary, or
tertiary), the acuity of the problem, or the duration of the
provider/patient relationship (episodic or continuous). (See
Reynolds, 1975).

Nurse Practitioner: a registered nurse who has

successfully completed a training program beyond basic
nursing preparation who provides patient care services that
"reflect a blend of some of the diagnostic and management
skills that were, prior to 1965, traditionally and publicly
reserved for physicians" (Lewis, 1980, p. 14) with
traditional nursing skills.

Exemplar: is a concrete, typical example whose meaning
can be readily compared or translated to other examples even

though the specific objective characteristics might be quite
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different. An exemplar might constitute a paradigm case for

a clinician. This definition is based on Benner's work

(1984a) and Rosch's work (1977). Rosch refines the concept

of paradigm as exemplar by providing experimental evidence

that:

categories appear to be coded in the mind neither by
means of lists of each individual member of the
categaory nor by means of a list of formal criteria
necessary and sufficient for category membership but,
rather, in terms of a prototype of a typical category
member. The most cognitively economical code for a
category is, in fact, a concrete image of an average
category member (1977, p.30).

Dreyfus explains that:

exemplars cannot be treated as abstract types; rules
cannot replace the typical case. More generagly, human
beings tend to agree in their judgments of how similar
an object or event is to a prototypical case, without
being able to explain their judgment in terms of
context-free features as required by cognitivist
theory.Indeed, as Eleanor Rosch has noted,what counts
as a relevant feature seems to follow from judgments of
similarity rather than to be presupposed by them
(Dreyfus, 1984, p. 16, see Rosch, 1978, p. 42).

Dreyfus summarizes the significance of the role of exemplars

as follows:

After 2000 years it seems clear we must give credit to
Socrates and Plato for the vision of theory which has
flourished in the natural sciences, but in the human
sciences it might turn out that Euthyphro, who kept
trying to give Socrates paradigm cases rather than
betract rules, was a true prophet after all (1984, p.
7 L]

Paradigm Case:Benner defines a paradigm case as:

A clinical episode that alters one's way of
understanding and perceiving future clinical
situations. These cases stand out in the clinician's
mind; they are reference points in their current
clinical practice. Paradigm cases form the bases for
predictions and projections. ...Paradigm cases are
exemplars that become a part of the clinician's
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perceptual lens (1984a, p. 296-297).
Summary
A selected review of nurse practitioner research and
clinical judgment research which provided the background for
this study has been presented in this chapter. Assumptions
underlying this research approach were described. Research

questions were stated and significant terms were defined.
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CHAPTER III

METHODOLOGY

This study incorporates an innovative approach to
identification and description of aspects of nursing
knowledge. Methods of data collection, analysis, and
interpretation are described in this chapter. Study
limitations are discussed and issues of wvalidity and
reliability are addressed.

Research Approach

This descriptive, naturalistic study wuses an
interpretive approach to investigate nurse practitioner
practice and the knowledge and skill of nursing practice
evident in actual clinical episodes in ambulatory care. The
AMICAE project research directed by Benner (1983 & 1984a)
serves as a model for this study which extends the
interpretive approach to nursing in ambulatory care
settings. A particular advantage to this method of study is
that it allows for the maintenance of the context of events
which in turn allows for rich naturalistic description and
congideration of transactional variables such as commitment
and involvement (Benner, 1984a). According to S. Dreyfus
(1982), "the best information on the nature of experience-
based human understanding derives from careful description
of actual real-world skill-acquisition experiences'" (p.
136). This contention provides the underlying rationale for

Benner's (1983, 1984a) research and the study reported here.
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Heidegger's hermeneutics from Division I Being and Time

(1927/1962) provides the philosophical background for the
methodology used in this study. It is a holistic perspective
in the tradition of Heidegger's hermeneutics of everydayness
(Dasein). Hermeneutical phenomenology is distinct from
Husserlian phenomenology in that it ''gives up the
phenomenologists' attempt to understand man as a meaning-
giving subject, but attempts to preserve meaning by locating
it in the social practices and literary texts which man
produces'" (Dreyfus & Rabinow, 1982). The hermeneutical
strategy used in this study is also distinct from the
hermeneutics of suspicion used by Heidegger in Division II

of Being and Time where the goal is to uncover hidden or

latent causal explanations.

The manifestation of things as what they are is the
goal and hermeneutics (the interpretation of cultural
contexts and meaningful human action) is the method
(Dreyfus, in press). The purposes and goals are: 1) to
uncover relational or configurational patterns; 2) to make
the commonplace (taken for granted and unrecognized) visible
and understood; and 3) to describe and interpret data to
enhance understanding and offer explanation as well. The
explanation and prediction offered differ from that offered
by formal methodologies.

Commonalities may be found and teleological (goal-
directed) explanation and prediction of a transactional

nature, based on background skills, meanings, and practices
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shared among people with a common history and common
situations may be found (Dreyfus, in press). In other words,
understanding is embedded in a context according to
Heidegger and interpretation is simply bringing the
understanding to awareness, i.e., understanding emerges
through systematic interpretation of a text analogue
(Dreyfus, in press). Examples of hermeneutical studies of
the understanding in our everyday practices and discourse
include (Taylor, 1979, 1982), interpretive social science
(Rabinow & Sullivan, 1979), nursing (Benner, 1983,
1984a), and stress and coping (Benner, 1984b).

Hermeneutics emphasizes the relation of context and
meaning. '"The general statement of the hermeneutic circle is
that the whole is interpreted in terms of its parts, but the
parts are in turn interpreted in terms of the whole" (Agar,
1980, p. 265-256). Understanding another culture, like
learning a language, comes about through interaction over
time and dwelling in the culture until we share know-how and
qualitative discriminations (Polanyi, 1958 & Dreyfus, 1980).
For Heidegger this involves looking for the primordial
understanding in everyday practices which are overlooked,
but recognized when pointed out.

A basic tenet is that cultural meaning and organization
precede individual meaning. The background cannot be made
fully explicit or completely clear and we cannot get
completely clear of it. The background gives human beings

the conditions of their possibility, perceptions, actions,
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etc. Human beings always come to a situation with a
preunderstanding (Dreyfus, 1979). Meaning is a transaction
between the person and the situation, so that the person
both constitutes and is constituted by the situation
(Benner, 1984b). Dreyfus and Haugeland (1978) point out that
Heidegger's study of everydayness demonstrated that human
beings don't encounter pure sense data, but instead notice
things that matter in terms of concerns, purposes, intents,
and actions. Heidegger concluded that there 1is no
independent essence since things depend on their
interrelationship in some totality. Thus the strategy of
hermeneutics is to systematically move from the whole to the
parts, understanding each in terms of the other.
Sample

The convenience sample was comprised of nurse
practitioners practicing at least half-time for a year or
more in the same setting with patients in hospital-based
ambulatory care clinics who consented to participate. The
concept of role transition and the need for time to develop
confidence and competence in a new role provide the
rationale for these selection criteria. The actual size of
the sample and the precise number of research sites was not
determined a priori, but rather was determined as the data
collection and concurrent data analysis progressed. A total
of twenty two nurse practitioners participated in the study.

The age range of study participants was from 29 to 52

with a mean of 37.7 years. There were 21 females and one
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male. There were 17 caucasians, four orientals, and one
black. Marital status was 327 single, 417 married, 22.5%
divorced, and 4.57% widowed. Selected educational and
experiential characteristics of the study participants are
depicted in Table 2.

Study of Table 2 indicates that the majority (827%) of
participants received their basic nursing education in
baccalaureate programs. The type of nurse practitioner
training varied among the sample. Almost half (45%) were
prepared in graduate nursing programs. The years of RN
practice prior to nurse practitioner training ranged from 3
to 24 years with a mean of 8.05 years. The most frequent
previous work setting as an RN was hospital in-patient
units. The 22 participants practiced in 37 work settings as
RNs. Interview data indicated that job changes were most
often related to changes in residence.

The number of years experience as a nurse practitioner
ranged from 3 to 11 with a mean of 6.1 years. The majority
(55%) practiced as nurse practitioners from 3 to 5 years. It
is noteworthy that 20 of the 22 study participants were
practicing in the same setting in which they began their
practice as nurse practitioners. Thus, it is apparent that
job turnover is quite low among this group. One of the two
nurse practitioners who changed jobs did so because of a
change in residence. The other worked part-time as a nurse
practitioner in two settings prior to obtaining a fulltime

position.



Table 2

Nurse Practitioners by Selected Professional Characteristics
and Program Type

Type of Program
Professional 0TJ1  STCE2 LTCE3 MHS4 MSNs  TOTAL
Characteristics # # # # # #
Prior Nursing Prep
Diploma 1 1 2
Associate Degree 2 2
BSN 3 2 4 9 22_
Total 3 2 5 2 10 22
Previous Work Setting
Hospital Inpatient 3 2 5 1 7 18
Hospital Outpatient 2 1 2 1 1 7
Community Health 1 3 4
Extended Care 1 1 2
Inservice Ed 2 2
School Nursing 1 1 2
Teaching 1 1 2
Total ~~ ~~ ~~ § 4 13 2 13 37
Years of RN Practice
1-2
3-5 1 1 2 6 10
6-10 3 1 1 2 7
11-15 1 1 2
16-20 1 1 2
more than 20 1 1
Total ' 3 2 5 2 10 22
Mean 8.05 years
Years of NP Practice
1-2 ‘
3-5 1 1 10 12
6-9 3 1 4
10 or more 3 1 1 1 6
Total 3 2 5 2 10 22
Mean 6.1 years
National Certification
A::g 3 1 4 1 9 18
NAPNAPS 1 1
CNM 1 1
NONE 1 1
TOTAL" 3 2 5 2 10 22

Note. (1)on the job training (2) short term continuing ed
(3) Tong term continuing ed. (4) Master of Health
Science (5) Master of Science 1in Nursing
(6) American Nurses Association (7) National
Association of American College of Obstetrics and
Gynecology (8) National Association of Pediatric
Nurse Assocfates and Practitioners (9) College of
Nurse Midwifery
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All but one study participant was nationally certified
as a nurse practitioner even though certification was only
required in one study site. The American Nurses Association
was the most frequent certifying organization (827 were ANA
certified). Membership in professional organizations ranged
from 0 to 5 with a mean of 1.5, a mode of 0, and a median of
1 indicating that only half of the group were members of any
professional organizations.

TABLE 3

Areas of Preparation by Areas of Practice

Areas of Practice
Adult Family GI Derm Pedi Occup Total
Health # (%)

Areas of

Preparation

Adult 13 1 1 15 (68)

Family 2 2 4 (18)

Pediatrics 1 1 (4.5)
Geriatrics 1 1 (4.5)
Emergency 1 1 (4.5)
Total 16 2 1 1 1 1 22 (100;
(%) (72) (9) (4.5)(4.5)(4.5) (4.5) (100

Table 3 shows that the majority of study participants
were prepared as adult nurse practitioners and practice in
adult care settings. Two family nurse practitioners and one
geriatric nurse practitioner practice in adult health. Areas
of specialization within the adult practice category
included adult immmunodeficiencies (AIDS), anticoagulation,
arthritis, gastrointestinal disorders, hypertension, mental
retardation, pulmonary, and employee health.

Study of Table 4 indicates that the average study
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Selected Clinical Practice Characteristics

56

Range Mean
Patient Caseload
No. patient visits/day 4-30 10.05
No. patients contacted by phone/day 0-15 4.7
No. patients in caseload 75-2000 372
MD Consultation 0-75% 24,87
Percent of New patient Visits 5-99% 47.7%
Time for New patient Visits (in minutes) 10-120 51.36
Percent of Followup Visits 1-95% 49.3%
Time for Followup Visits (in minutes) 10-60 31.36
Referrals Range Mean

0-95% 61%
Types of Referrals it %
All Types 11 50%
All Except Nurse Specialists 8 36%
Physicians Only 1 4.5%
All Except Social Worker 1  4.5%
None 1  4.5%
Total 22 1007
Percent Time Spent in Job Activities

Participants Range Mean
Relevant for

Direct patient Care 22 100 35-95% 68%
Administration 15 68 0-457% 8.18%
Precepting Students 18 82 0-45% 9.27%

—
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participant saw 10 patients per day, made 4-5 patient phone
contacts, and had a caseload of 372 patients. Only 5 (25%)
of the participants indicated that they made any hospital
visits to patients during a typical clinical day. Of those 5
who made hospital visits, 3 made an average of one visit per
day and 2 made an average of two visits per day.

Table 4 shows that on the average, physicians were
consulted for about 24.8% of patient visits. This suggests
that the nurse practitioners felt confident in their ability
to manage the care for the majority of their patients.The
percentage of new patient visits and followupvisits was
about equal, 47.7%7 and 49.37 respectively. The time spent
for new patient visits was on the average 607 longer than
that for followup visits.

In all of the study sites the actual time spent with
each patient was largely determined by the nurse
practitioner within general parameters typical for the
setting. If additional time was deemed necessary for a
particular patient the nurse practitioner had the option of
deciding if additional time could be devoted to the patient
at that time or whether a followup visit should be
scheduled.

Table 4 indicates that on the average referrals were
nmade on 617% of patient visits.This suggests that the nurse
Practitioners were functioning as primary care providers and
that the majority of patients had complex problems requiring

Specialty consultation. Fifty percent of the study
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participants made referrals to all types of providers.
A fair number (36%) of participants indicated that they did
not make referrals to nurse specialists. It is not known
whether this was a result of their ability to manage the
nursing concerns, their lack of regard for nurse specialist
services, lack of reimbursement for such services, or some
other reason.

Table 4 shows that on the average study participants
spent 68%Z of their time on direct patient care.
Administrative activities were engaged in by 68% of
participants and they spent an average of 8.18% of their
time on these activities. The majority (82%) of participants
were involved in precepting nurse practitioner students and
they spent an average of 9.27%7 of their time on this
activity.

In all of the study sites the nurse practitioner role
was well established as an integral part of the clinic. In
the ambulatory care center, the nurse practitioner
participants were administrators of their clinics 1in
addition to being care providers. They coordinated care for
the patients of other providers in addition to their own
patients. These nurse practitioners reported that this
combination of clinical and administrative functioning was
satisfying and challenging for them and was cost effective
for the clinic. It was unique among the sites and could be
used as a model for others.

Charting in all four study sites followed the problem
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oriented recording system. There were no resources for
dictating progress notes and all charting was done by
handwritten notes. Charting was sometimes delayed when
schedules were hectic, thus leading to the potential for
inaccuracy.

In each of the study sites there were specific
restrictionson patient eligibility for care. These varied
and included residency, income, and military service related
criteria. The nurse practitioners were observed to be quite
skilled in providing needed care through 1liberal
interpretation of the guidelines.

In all of the study sites nurse practitioners had to
have prescriptions signed by physicians. In one of the
sites, nurse practitioners were authorized to sign all
prescriptions for supplies and over the counter drugs. At
this site physician's assistants have renewal prescription
writing privileges and nurse practitioners there were
currently planning to negotiate for this privilege as well.

Only two of the nurse practitioners studied had any on
call responsibility. One worked with terminally ill patients
and shared on call responsibilities with the physician in
her clinic while the other, a midwife, was on call for
deliveries. Otherwise all of the nurse practitioner
participants had regularly scheduled hours and days to work
with weekends and holidays free.

Table 5 indicates that patients were predominately
(77%) in the adult/elderly group. The majority (80.46%) of
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Table 5

Selected Patient Characteristics

Patient Sex Range Mean
Male -99% 80.467%
Female 1-75% 19.55%
Total T00%
Nurse Practitioner
Patient Age T )
AT Ages 2 (9)
Children 1 (5)
Adults 2 (9)
Adult/Elderly 17 (77)
Total 22 (100)
Nurse Practitioner
Patient Ethnicity i %)
Mixed 13 (59)
Predominately* black 1 (04.5)
Predominately* Caucasian 7 (32)

Predominately* Hispanic 1 (04.5)

Total 22 (100)

Note. *Predominately signifies 607 or more.

patients was male due to the fact that 16 or 737 of the
study participants practiced in Veteran's Administration
facilities. Patient ethnicity was mixed.

Research Settings

Hospital-based ambulatory care settings were chosen for
several reasons. Since more nurse practitioners practice in
ambulatory care settings than any other type of setting
(Sultz, 1977), study of practitioners in these settings
would be of interest to a large group of nurse
practitioners. It is widely held that setting factors have a

major impact on practice above and beyond training factors
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(Bower, 1979; Buehler, 1982; Carter, 1979; Hocheiser, 1974;
& Sultz, Henry, & Carroll, 1977). By limiting the settings
studied to one major type it was hoped that the internal
validity of the study would be enhanced. The four study
sites were all hospital-based ambulatory care centers. Two
of the sites were Veteran's Administration Medical Centers,
one was a University Ambulatory Care Center, and one was a
County Family Health Center. They were all associated with
major university health centers.

Bower (1979) and Buehler (1982) suggest that greater
potential for the development of the nursing component of
the nurse practitioner role exists in settings were several
nurse practitioners work together. This provides a
conceptual rationale for limiting the settings studied to
sites where several nurse practitioners work together. The
number of nurse practitioners who worked together varied
from 2 to 10. Collaboration between nurse practitioners and
support within their own group was obsérved during entry
negotiations, participant observation visits, interview
sessions, and consensual validation sessions. Nurse
practitioners appeared to be very supportive and collegial
in all of the sites.

In one site the nurse practitioners shared a large
communal office. They had weekly morning meetings and
Planned semi-monthly meetings. The opportunity for
interaction was maximized by the group office arrangement.

At two other sites nurse practitioners had individual
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offices, but met monthly as a group to facilitate
communication and collaboration. At the fourth site the
nurse practitioners either shared an office with another
nurse practitioner or had an individual office. Meetings at
this site with other nurse practitioners were informal, but
there were regularly scheduled meetings for all clinic
providers that the nurse practitioners attended.
Collaboration of nurse practitioners with consulting
physicians in their clinics was observed to be generally
quite collegial. Participant observations indicated that a
major factor impeding collaboration and decreasing nurse
practitioner satisfaction with it was lack of physician
availability necessitating sometimes time consuming searches
for an available physician. In one site a physician was
specifically present just for consultation and was always
available unless there was a delay in the ''change of shift"
or consultation was taking place in a provider's exam room.
The major reported dissatisfaction of nurse practitioners
at this particular site was that the perceived competency of
the consulting physicians was not always optimal.
Collegiality and collaboration between nurse
practitioners and specialty physicians varied with the
specialties and the individuals involved. Collaboration
between nurse practitioners and private physicians not
connected with the particular hospital-based clinic was
quite poor. Aspects of collaboration are discussed further

in Chapter VI.
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Clinical Episodes

There were 133 clinical situations described in the
interviews and 66 clinical situations observed during
participant observations of practitioner/patient visits for
a total of 199 situations. (see Appendix H). These clinical
situations comprise the units of analysis in this study.

Procedures

Data collection procedures included small group
(pair) interviews, participant observation, individual
interviews, and a brief structured questionnaire (see Figure
1). The average time for any one nurse practitioner pair to
complete the data collection process was one month. There
was a total of 62 hours of interview and 80 hours of
observation over the 8 months of data collection for the 22
nurse practitioners. Nurse practitioners were interviewed
in pairs on two separate occasions approximately two weeks
to one month apart. The rationale for conducting more than
one clinical situation interview was that recurring themes
could thereby be identified. These interviews focused on
collection of narrative accounts of memorable clinical
practice situations which included as much detail as
possible about actual activities, the chronology,
intentions, feelings, fears, beliefs, and expectations of
the nurse practitioner. They were tape recorded and
transcribed and lasted approximately two hours each. An
adaptation of the critical incident interview guide

developed by Gordon and Benner (1980) for the AMICAE project



Nurse Practitioner Pair Interview 1
(average time 2 hours)

Total = 22 hours

Participant Observation
of 3 patient visits per NP

(average duration 4 hours per NP)

Total Number of Observations = 66

Individual NP Interview
(average time 1 hour)

Total = 20 hours

NP Pair Interview 2
(average time 2 hours)

Total = 20 hours

Figure 1: FLOW CHART OF DATA COLLECTION PROCESS
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(see Appendix A) was used for these small group interviews
that were directed toward narrative description of actual
clincal episodes.

The adapted interview guide was piloted with the first
nurse practitioners and was found to be quite suitable for
the elicitation of narrative accounts of clinical
situations. One adaptation was to refer to '"critical
incidents" as clinical situations that are significant and
remembered to remove the emergency connotation of the term
"critical." The critical incidents described by Benner and
Wrubel (1982) included the following:

1) an 1incident in which the nurse felt his or her

intervention really made a difference in patient

outcome, either directly or indirectly, 2) an incident
that went unusually well, 3) an 1incident in which
there was a breakdown (i.e., things did not go as
planned), 4) an incident that is very ordinary and
typical, and 5) an incident that captures the

quintessence of what nursing is all about (p. 14).

Participant observations took place after the first
group interview sessions. Field notes were compiled from
participant observations of each nurse practitioner during
one clinical session that included at least threepatient-
practitioner encounters. Three nurse practitioners had to be
observedtwice as a result of four patient refusals to be
observed and schedule changes. The purpose of these
observations was to obtain firsthand description of the
actual practice of the participants. These field notes could
be compared with narrative accounts and provided a basis for

further questioning and clarification of intentions,

expectations, and beliefs inherent in practice. Participant
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observation is deemed essential for this methodology because
clinicians may not describe many aspects of their skill and
knowledge that they now take for granted or consider
routine.

Individual interviews were conducted with nurse
practitioner participants following the participant
obgservation sessions. The purpose of these interviews was to
obtain information about their educational and experiential
background as nurses and nurse practitioners, to explore
their goals and expectations in patient care,and to clarify
questions or puzzles from the participant observations. An
interview guide (see Appendix B) developed by the
investigator was used as a guide for these semi-structured
interviews that took about an hour. The guide provided for
completeness and comparability of these interviews. The
order of questioning was flexible so that leads in responses
could be followed up. In addition, a brief demographic
questionnaire was developed to describe the characteristics
of the participants and their practices (See Appendix C).

Human Subjects Approval

The study was approved by the Human Subjects Committee
of the University of California prior to any data
collection. The study was also approved by the Human
Subjects Committee of Stanford University to gain entry to
an additional site. Consent forms for nurse practitioner
participants included a brief description of the study and

an outline of the procedures (See Appendices D & E).
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Participation was voluntary and participants were apprised
of their liberty to withdraw from the study at any time.
Although the professional group identity of the subjects is
known, 1i.e., that they are nurse practitioners, anonymity of
individual participants was provided for by assigning each a
number. At 2 sites the nurse practitioners agreed to
participate as a group and at 2 sites nurse practitioners
volunteered to participate individually.

It was expected that participants would benefit from
the research by participation in the uncovering of new
knowledge and understanding. The small group (paired)
interviews provided nurse practitioners with the opportunity
to share clinical experiences with one another. Time
investment was considerable and required a total of five
hours of interview and 4 hours of participant observation
per subject. Consent forms for patients were employed for
participant observation of nurse practitioner-patient visits
(See Appendices F & G). There were four refusals by patients

who declined permission to be observed.
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Interpretation and Analysis

Benner (1983) explains that ''the model of study of
practical knowledge resembles the interpretation of a text'
(p. 41). The transcribed interviews and field notes
comprised the text. Narrative accounts were collected with
as much detail as possible since details about the context
of the situation, such as intentions, interpretations,
chronology, etc., serve to limit possible meanings. Benner
and Wrubel (1982) explain that the narrative form '"assists
in securing sufficient detail, thinking, and chronology for
the listeners to understand the incident and for the
interpreters of the transcript to grasp the essentials of
clinical knowledge exemplified in the encounter'" (p. 14).

Data analysis entailed systematic study of the text.
Analysis was directed toward recognition and interpretation
of knowledge exemplified by the clinical episodes. In the
interpretive method, the researcher engages in a dialogue
with participants and with the text generated. Data
collection, analysis, and interpretation are interdependent
ongoing processes. In terms of text interpretation, behavior
is referred to as the text analoque while the text is an
account of behavior (Taylor, 1982).

In his presentation of an alternative to current
dominant theories of meaning, Taylor (1982) identifies
three functions of language, as follows: 1) it serves to
make things explicit through articulation, 2) it makes

things public, and 3) it brings essential human concerns to
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our avareness. Taylor explains that language does not only
serve to describe or represent things, it is also
constitutive and expressive. New knowledge and understanding
are constituted by bringing meanings embedded in practice
into public space via dialogue.

Data analysis followed a four stage process similar to
that used by Benner in her stress and coping research
(1984b). The first stage of interpretation involved reading
and study of the text as a whole. Notes were made with
initial questions and interpretations. The purpose of this
first stage of interpretation was to get a sense of the
whole. In the second stage of data interpretation, interview
excerpts were studied in depth to identify themes. The third
stage of data interpretation involved identification of
aspects of practical knowledge and generally recognized
aspects of nursing practice in each episode. The fourth
stage involved rereading and study of the material generated
in the previous interpretive stages to identify competencies
evident in ambulatory care, to generate further interpretive
insight, and to validate previous interpretations. In the
process of interpretation, the 1interpreter moves
systenat%cally from whole to parts and back to whole.
Interpretations were communicated back to the nurse
practitioner participants for validation and generation of
further insight. The validated interpretations then stand
for the clinical knowledge that has been communicated and

understood.
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The unit of analysis is particular clinical situations.
A strength of this methodology is that both extreme
objectivity and subjectivity are overcome by maintaining the
situational context and studying the person in the
situation. The intent is not to reveal private subjective
meaning nor to make generalizations about universals, but to
discover commonalities in actual meanings and practices. The
goal is to uncover the knowledge evident in memorable
episodes of actual clinical practice. Generalization is
based upon common practices, skills, and meanings rather
than context-free rules or principles.

In keeping with the dictate that data collection and
analysis proceed concurrently, data interpretation began
from the start. The text from the first eight subjects was
studied as a whole to get a sense of it. Consensual
validation was begun from the start with Patricia Benner,
the research sponsor. She independently interpreted the
first raw data and shared her written interpretations with
the researcher who then compared these to her own prior
written interpretations.

Another opportunity for consensual validation arose
through participation in a doctoral seminar on interpretive
methods offered by Benner. Four narrative situations
(specifically situation numbers 1, 10, 24 & 25) were
selected from the initial data set and were distributed to
the seven seminar participants and one uninvolved nurse

practitioner colleague. They independently studied and
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interpreted this excerpted text according to the guidelines
provided by the researcher (see Appendix I). Interpretations
were shared in writing prior to discussion so that
comparison of independent interpretation was possible. The
written interpretations were then discussed and expanded by
seminar participants. These independent interpretations were
then compared with the researcher's own prior written
interpretations for consensual validation and additional
insight. Discrepancies in interpretation were clarified by
referring back to the text.

The process of interpretation continued as more data
were collected and analyzed.Exemplars of aspectsof
practical knowledge were identified and recurring themes
were clustered with the relevant narrative section from the
text and further analyzed to identify competencies of
clinical practice. The aspects of practical knowledge and
the competencies of nurse practitioner practice exemplified
in the text were derived by an inductive process similar to
the constant comparative method described by Glazer and
Strauss (1967). The interpretive method differs in that the
aim is to describe content and meanings rather than to
identify and describe theoretical terms.

Data collection continued during this period of data
analysis thus adding additional text for further validation
of suggested interpretations. It was also possible to
consensually validate interpretations with participants

during data collection. After data collection was completed,
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discussion sessions were scheduled with participants to
share the progress of the research to date, to obtain their
comments on the interpretations, and to generate further
insight. These consensual validation sessions were planned
around the presentation of exemplars that illustrated
particular aspects of practical knowledge and discussion of
the competencies identified for nurse practitioner practice
in ambulatory care.
Validity

Agar (1980) points out that with hermeneutics,
validation in the classical sense is not possible, yet any
ethnographer could provide numerous examples to show that
"among all possible interpretations of an action, some of
them are ethnographically 'better' than others" (p. 257).
Agar states that '"a general guideline for successful
interpretation is to judge if that interpretation is
reasonable in a given context'" (p. 263). He identifies
several anchors for validating interpretations, including
commitment to group meanings and belief in the continuity of
group life.

Interpretations can be validated because meanings do
not reside solely in individuals--groups are committed to
shared meanings. Therefore, it is possible to validate
meanings among group members. In this study it is assumed
that nurse practitioners share common meanings due to their
common membership as nurses practicing ambulatory care. The

continuity or history of the particular group in each site
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also provides a basis for validation since present '"facts"
and events are related and can be compared to past facts and
events.

In this study episodes are interpreted by looking for
recurring themes or connections. Consensual validation is
based on the assumption of group member commitment to shared
group meanings while the strategy of interpreting in
multiple stages is based on the fact that interpretation at
one stage provides a basis for comparison and reappraisal.
The final interpretation must be plausible. In moving from
the parts to the whole, the interpreter is confronted with
contradictions, conflicts, and surprises and seeks to
determine whether these stem from actual change or
discontinuity or whether they stem from artifact or
inaccurate interpretation. The threat to validity due to
observer bias that may result in spurious findings 1is
managed by consensual validation, multiple methods of data
collection, and multiple stages of interpretation.

Observer effect is another major validity concern in
participant observational studies. As noted previously, the
notion of a neutral observer of brute data has been
abandoned as an assumption underlying this study. Observer
effect is therefore regarded as appropriate for
congsideration in both human and natural science research
studies. Qualitative researchers report a decreased
influence of observer effect over time and Hansen (1981)

suggests that the major consequence of observer effect is
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muting of typical patterns. In their report of the Nurse
Practitioner Rating Form (NPRF), Jacox and associates (1981)
report that "both nurse practitioners and clients quickly
get used to raters in the case of live observation, or to
tape recorders in the case of taped visits' (p.64).

In this study participant observation was limited to
three patient visits per nurse practitioner therefore it
must be concluded that the visits were somewhat altered.
Perhaps patients were less spontaneous and offered less
confidential information and perhaps practitioners were
more conscientious, attentive, and thorough than usual. One
nurse practitioner was observed to be particularly nervous
during the history taking component of the observational
visit and visibly relaxed during the performance of the
physical examination. One nurse practitioner remarked that
she felt like she was being evaluated by a faculty member
during the observation visit. Observer effects such as these
would not alter the accuracy of the actual observations,
that is, valid observations could be made of what occurred
with an observer present. Observer effect was probably
attenuated in this study by the common practice of having
observers such as students present during visits in these
teaching medical centers.

There is no such thing as a definitive ethnography. An
ethnographic study is influenced by the researcher, the
group being studied, past experiences, background effects,

and what is recognized as relevant. Agar (1982) comments
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that:

ethnographer, intended audience, and group all
represent traditions that 1limit, but do not
determine, the possible ethnographic reports that
emerge. . . ethnography is neither 'subjective' nor
'objective.' It is interpretive, mediating two worlds
through a third (p. 783).

Benner (1984b) describes the role of the interpreter in her
stress and coping research as follows:

to examine and study the various interpretations and
meanings as they unfold over time and in different
circumstances. The interpretive process and distance
make the lived interpretations visible. There is no
privileged or assumption free position for the
interpreter or for the participant, however, this does
not mean that agreement or understanding is impossible

(p. 59).

Cherniss (1980) outlined five criteria of internal
validity that Benner used to guide her effort to produce
reliable and valid results in her stress and coping
research (1984b), as follows:

First, they [the interpretations] should help us to
understand the lives of the subjects; we should better
comprehend the complex pattern of human experience as a
result of these. Second, the themes should maintain the
integrity of the original 'data.' Third, the
interpretations should be internally consistent.
Fourth, data that support the findings should be
presented. Usually, these data will take the form of
excerpts from interviews. Finally, the reported
conclusions should be consistent with the reader's own
experience. In qualitative research, the readers must
critically scrutinize the results of the thematic
analysis, playing a more active role in the process of
'validation' than they normally would. (Cherniss, 1980,
pp. 278-279).

These criteria were also used to address the
reliability and validity concerns in this study. Three
strategies incorporated into this study to minimize observer

biag include: 1) participants selected the clinical
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situations that they described in the group interviews;
2) consensual validation of interpretations was provided by
nurse practitioner participants, the dissertation committee
members, an uninvolved nurse practitioner colleague; and six
doctoral student nurse colleagues, and only agreed upon
interpretations were accepted; and 3) multiple methods of
data collection, data collection over time, and multiple
stages of interpretation. Data analysis was directed toward
identification of recurring themes or patterns as well as
presentation of particular clinical episodes. Extensive
evidence 1is presented in narrative form so readers can also
participate in the validation process.
Summary

In this chapter the interpretive research approach has
been described. An overview of the philosophical background
for hermeneutical phenomenology and its major tenets has
been presented. Selected characteristics of the sample and
settings are described. The criteria for sample and setting
selection were presented and limitations were discussed. The
procedures and processes of data collection were explained.
Interpretation and analysis of the data were depicted as
systematic study of the text of clinical situations. The
four stage process of interpretation was described. Issues

of reliability and validity were addressed.
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CHAPTER IV

Historical Development Of The Nurse Practitioner Role

Nursing practice develops in many ways. Expansion via
physician delegation is well documented in the history of
nursing practice. The thermometer was first used only by the
physician before its incorporation into nursing care and the
stethoscope and sphygmomanometer followed a similar pattern.
Over time nursing has assumed responsibility for monitoring
vital signs and this is now such an accepted component of
nursing practice that many fail to realize that vital signs
were once solely in the physician's domain. Yet, nursing
practice is not comprised solely of tasks. As Mauksch (1981)
states:

Historically, nurses have taken over tasks originally

done only by physicians, such as taking temperatures

and blood pressures, and so it is now with physical
assessment. Yet, these tasks have never been the main
component of nursing care. The primary functions of
nursing fall into two other realms: first, the emphasis
on health maintenance and health and self care
education and second, the care of the ill and the

dying (p. 4).

Benner (1984a) states that ''the nursing role in
hospitals and extended care facilities has expanded largely
through unplanned practices and interventions delegated by
the physician and other health care workers'(p. 10).
Physician delegation is just one of the ways in which
nurgsing practice develops. Advances in technology, conquest
of major infectious diseases, preponderance of chronic

conditions, concern with the high cost of health care,

interest in lifestyle modification and promotion of health
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all contributed to the emergence of the primary care
movement in the early 19608 which in turn influenced the
development of nursing practice and nursing role expansion
in ambulatory care.

At first organized nursing resisted proposals from
medicine to collaborate in plans to expand the scope of
nursing practice to include history taking, physical
examination and medical management of ambulatorypatients.
In fact the first physician's assistant program was begun in
1965 at Duke University by Eugene Stead Jr., a physician,
following:

his unsuccessful attempt with Thelma Ingles, RN, in the

late 1950s and early 1960s, to train master's degree

nurse practitioners at Duke University. The program was
denied accreditation on three occasions by the National

League for Nursing ... on the basis that the assumption

of medical tasks by nurses was at least inappropriate

and perhaps dangerous. Failure to achieve accreditation
necessitated phaseout of the nurse practitioner program
and caused Dr. Stead to turn his attention to training
ex-military corpsmen as physician's assistants (Fisher
& Horowitz, 1977, p. 40).
The idea that nurse practitioners would manage common acute
and stablechronic patient problems in consultation with
physicians while physicians would manage uncommon acute and
complex chronicpatient problems was vehemently opposed
because it was perceived as more of an extension of medical
practice than an expansion of nursing practice. Nurses
objected to the concept because it conveyed the impression
that nursing was just a little bit of medicine and it was

feared that nurse practitioners would function as junior

doctors--kind of lifelong interns--always under physician
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supervision. Thus, the new health professionals, physican
assistants, were born in the early 1960's at Duke University
without collaboration from nursing educators.

Shortly thereafter Loretta Ford, a nurse, and George
Silver, a physician, initiated the first program preparing
nurses in expanded roles in ambulatory primary care in an
academic school of nursing. Ford (1982) states that 'the
first nurse practitioner program was initiated in 1965 to
test an expanded scope of practice for professional nurses
who held a baccalaureate degree in nursing at the University
of Colorado. ...and the seed for the dream--the preparation
of nurse practitioners in the master's programs in nursing--
was planted" (p. 233-234). Only the seed for the dream was
planted. As a result of opposition from academicians, the
first program for preparing nurse practitioners was started
in a continuing education format rather than as a graduate
program.

In 1972, the report by the Secretgry’s Committee to
Study Extended Roles for Nurses was completed. The federal
government looked favorably upon the primary care movement
and the expanded role concept since it was predicted that
health promotion and illness prevention would be more cost
effective than simply treating disease and nursing manpower
could be used more effectively.

There is growing recognition of the importance of

physician-nurse collaboration in extending health care

services to meet increasing demand. The nurse is a

provider of personal health care services, working
interdependently with physicians and others to keep
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people well and to care for them when they are sick.

The role of the nurse cannot remain static--it must

change along with that of all other health

professionals, which means that the knowledge and
skills of nurses need to be broadened. A basic problem
is that many nurses are not practicing at their highest
potential nor receiving training and experience that
would enable them to extend the scope of their practice
and thereby extend the availability of health services

(1972, p. 46).

Before the first project was complete, many other
programs preparing nurse practitioners were initiated as
continuing education programs. They extended into other
specialty areas such as adult, family, and OB/GYN; were
often taught primarily by physician faculty; and included
more medical management than the original project which
prepared nurses for expanded roles in comprehensive child
care. Ford (1982) comments that ''some of the changes made in
these later models lost sight of the academic standards, the
initial goal of integrating the nurse practitioner concepts
into the degree curricula, and the maintenance of the major
conceptual and philosophical dimensions of the nursing role'
(p. 235).

During the 1970s nurse practitioner programs of all
types proliferated. There was a great deal of variability in
the content and quality of the programs. Program length
varied from a few months to 2 years. The standards for
preparation of nurse practitioners in continuing education
programs were developed by the American Nurses Association
(1975) to provide for some measure of quality control in

thegse programs. Accreditation was another measure developed

to promote quality and provide extramural validation of the
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knowledge and skills of nurse practitioners. There were
numerous organizations involved in accreditation of nurse
practitioners. The American Nurses Association has now
become the organization which accredits the bulk of nurse
practitioners. N

As the evidence supporting the safety, efficacy,
acceptance, and cost effectiveness of nurse practitioners
began accumulating from the large number of studies
comparing the care provided by nurse practitioners with that
delivered by physicians, interest in nurse practitioner
training grew among many in nursing. The fact that few
nurse practitioners were prepared to teach in nurse
practitioner programs was problematic for control of nurse
practitioner education by the nursing profession. As the
nurse practitioner role became more accepted it was
recognized that in order for it to be fully incorporated
into nursing education and practice more nursing faculty
would have to be skilled practitioners to teach in these
programs and to precept students clinically. A variety of
continuing education programs were developed for nursing
faculty to acquire the necessary knowledge and skill to
teach in practitioner programs.

Certainly the most sophisticated and perhaps the most
well known of these faculty development programs was the
Robert Wood Johnson Nurse Faculty Fellowship in Primary
Care Program which was developed in 1975. Mauksch (1981)

states that in 1975 she was invited to planning meetings
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with the Robert Wood Johnson Foundation to determine how
the foundation might best contribute to nursing's continued
involvement in primary care delivery. The greatest need was
determined to be preparation of nursing faculty for teaching
primary care skills. Over the next five years, 100 nursing
faculty were provided the opportunity of a year long
fellowship to: 1) develop clinical primary care skills,
2) study primary care curricula, 3) engage in joint practice
with physicians, and 4) conduct primary care research
(Mauksch, 1981). The impact of this program will not be
fully realized for several years since among other things,
many of the nurse faculty fellows went on for doctoral study
following their fellowship year (Lindeman, 1985).

As more nursing faculty began to assume responsibility
for teaching nurse practitioners, medical control of
programs was gradually replaced by more collaborative
arrangements between nurse practitioner faculty and
physicans. The shortage of nurse practitioner clinical
preceptors for nurse practitioner students persists to the
present time and physicians often function as preceptors for
these students. This willingness of physicians to devote
time and energy to working with nurse practitioner training
is a heartening example of cooperation between nurses and
physicians. It is interesting to observe that the pattern of
nurgse practitioner training has followed that of early
nurging training. Pathophysiology and patient management

were taught largely by physicians in early nurse training
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schools and as more nurses acquired the necessary knowledge
and skills of illness management and teaching they replaced
physician faculty in nursing programs.

Current Trends

Nurse practitioner programs have gradually become an
accepted part of graduate education in nursing and most
certificate programs are being phased out in favor of degree
granting programs. In fact, the role has become so well
accepted in nursing that there is a call for abandoning the
special title '"nurse practitioner'" and using the traditional
graduate nursing term ''clinical specialist'" (in primary
care) to refer to these nurses. Actually, the term ''nurse
practitioner' has been a point of contention ever since it
was first introduced in 1965. It has been argued that all
practicing nurses are practitioners of nursing. Continuing
semantic struggles such as this one serve only to alienate
and divide nurses and nursing rather than to unite. In spite
of the fact that the term ''nurse practitioner'" is not unique
and definitive, it has gained acceptance and recognition
among patients and health care providers and changing it
might confuse rather than clarfiy.

In addition to the impact of the nurse practitioner
role on graduate programs in nursing, there are some who
believe that much of the knowledge and skills of the primary
care nurse practitioner (particularly the health history and
physical examination) should be incorporated into basic

nursing practice (McGivern,1974 and Brykczynski, Hayes,&
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Waters, et al., 1983). Ford (1979) envisions the nurse
practitioner as the nurse for all settings and Fagin (1981)
claims that primary care is the academic discipline of
nursing. Perhaps the greatest contribution of the nurse
practitioner movement has been the heightened awareness of
the importance of clinical competence for nursing faculty in
general. As Mauksch (1981) states the nurse practitioner
role brought with it "an affirmation of the intrinsic value
of nursing as a practice'" (p. 4).

This brief historical overview supports the contention
that nursing and medicine do not constitute circumscribed,
static fields, but rather are dynamic and continue to
develop and change as circumstances and conditions change.
The incorporation of physical assessment skills, health
history taking, and problem oriented charting into nursing
practice is now common in nursing curricula and may enhance
interdisciplinary communication and collaboration without
fundamentally altering the nature of nursing. The
distinctions between the disciplines of nursing and medicine
are part of the background culture of each discipline. They
are contained in the philosophical foundations and
sociocultural traditions that are transmitted through
education and practice. It is not possible to completely
objectify and classify the distinctions between nursing and
medicine, however, it is possible to clarify some of the

issues.
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Summary

An overview of the historical development of the nurse
practitioner role has been presented. Current trends in the
nursing education were discussed. The impact of the nurse
practitioner role on the value attributed to clinical
practice and issues regarding disciplinary distinctions were

pointed out.



86

CHAPTER V
PRACTICAL KNOWLEDGE

Practical knowledge is knowledge embedded in skills and
practices. Understanding that there is knowledge that cannot
be completely formalized, i.e., that there are limits to
formalization, eludes people trained in the dominant
epistemological tradition unless they devote careful
attention to the thinking of philosophers and scientists in

this area. In the following excerpt, one of the nurse

practitioners describes what she refers to as ''common sense"

and her description of the importance of timing and
implementing the best approach in a given situation helps
clarify what practical knowledge involves.

Nurse practitioner: Well, there are principles and
rules, but sometimes you have to wait on the rules
until a patient is ready. Common sense is like a
judgment call. It's an assessment that this is not the
time to do something. It's a matter of judgment and a
best way to approach something. I think through years
of experience, you learn how to say things to different
people and I think anybody even without common sense
develops that. But it's knowing when to put them all
together that a lot of people lack. Common sense is
something intangible and I don't know how to tell you.

Investigator: Yes. It's very important to me to explore
this because one of the most common things that I've
heard nurses say is '""Well, most of what we learned in
nursing school is common senseﬂ"And it's my view that
what we call common sense is something that we somehow
learn just from being with patients and taking care of
them and studying about health and illness and because
our classmates understand as we do, we call it common
sense.

Nurse practitioner: Oh, yes--because you couldn't make
a judgment unless you have a background to know that
you can make this judgment. You have to draw from a11
of your knowledge. And it isn't intuitive and it isn't
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something that's common sense, you have to have a
background. I learned that as a nursing supervisor. My
definition of a nursing supervisor is somebody who
thinks when nobody else wants to be bothered. ...But it
goes beyond rules and policies--you just do it. It's
not 1ntuitive, it's years of finding out what you do
and you don't do and a lot of it is developing a skill.

Blois' (1980) discussion of clinical judgment helps
clarify what this nurse practitioner is referring to. Blois
states that ''clinical judgment counts for little unless it
rests on a firm base of ordinary judgment'" (p. 193). Blois
depicts the cognitive span required during diagnosis as a
funnel which is very large on initial contact with the
patient where the care provider '"must have at least an
average acquaintance with the world and must be able to
exercise common sense'" (p. 192) to sort out the most
relevant of numerous possibilities and the mouth of the
funnel becomes progressively more narrow as relevant
information is gathered in the context of the situation and
possibilities are selectively reduced. Blois suggests that
it is at the initial stage of the judgment process where
vast background knowledge and skill are required that human
judgment is most essential and cannot be substituted for by
computer programs.

In the above account, the nurse practitioner 1is
describing the 'know-how'" or practical knowledge that
develops through the practice of skills. It is a perceptual
kind of knowledge which resists formalization. The nurse

practitioner's account highlights: 1) the discretionary

judgment that is a central aspect of "know-how;" 2) the
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importance of background knowledge to skill development, and
3) the experience-based nature of practical skills. It
refers to the common error of mistaking rule governed
performance or rational calculation for discretionary
judgment. In excessive formalism, discretionary judgment is
covered up. Benner and Benner point out:

There is utility in making rules explicit so that

procedures can be coordinated and carried out with some

quality control. Indeed, a major strategy for reducing
conflict in organizations is to formalize rules and to
write out policies. But there is a limit to what can
and should be made explicit, as exemplified by the
nurse who would follow the written nursing care plan to
the letter without assessing changes in the patient or
the environment that may have occurred since the plan
was written. Such a nurse would have lost the ability
to grasp distinctions and exceptions without precise
written policy, and would be considered unsafe to

practice nursing (1979, p. 94).

The interview transcripts and field notes from the
participant observations were analyzed and interpreted to
uncover aspects of practical knowledge identified by Benner
(1983). The five aspects of practical knowledge discussed
in this chapter include: 1) graded qualitative distinctions,
2) common meanings, 3) assumptions, expectations, and sets,
4) maxims, and 5) paradigm cases.

Qualitative Distinctions

A major area in which practical know-how showed up in
the text was patient assessment. This was an expected
finding since performing a complete health history and
physical examination was an expanded skill acquired and
practiced by the nurse practitioner participants. Repeated

clinical situations indicated that nurse practitioners
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develop considerable diagnostic acumen as a result of their
attention to qualitative distinctions in their assessment of
patients. This aspect of practical knowledge was given the
name ''assessment expertise' as a recurring theme in the
data. The following three aspects appear to be central to
assessment expertise: 1) spending time, 2) recognition of
subtle cues, and 3) listening. Situation #25 exemplifies
assessment expertise and 1is described by the nurse
practitioner as follows:

About 2 years ago I saw a 32 year old guy who was
complaining of excessive sleepiness. He thought he had
narcolepsy and my first red flag went up because most
people coming in complaining of narcolepsy of course
want amphetamines. .. But as I listened to him, I
thought "No this guy is not a drug seeker--this guy's
got a problem." And what he was complaining about was
that for the past three years he had been unable to
hold down a job because he fell asleep at work, he was
almost totally unable to conduct his activities of
daily living because he couldn't stay awake, he would
fall asleep in the midst of phone conversations and he
just described this whole thing of being constantly
tired, constantly falling asleep, and being very
stressed out.

This excerpt illustrates the nurse practitioner's
awareness of a set '"'drug seeker'" and recognition that this
patient's situation was qualitatively different. She goes on
to describe how much time she spent listening to the
patient:

In my first hour with him, I never examined him even.
He was just so anxious, 8o upset, and had so much to
tell me that all I ever got out of him was his history
the first entire hour. I just (you know how you get
that overwhelming sense when someone is really
anxious), they get done and you feel anxious. I just
felt claustrophobic in this room with this man.

This nurse practitioner used herself as a kind of
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personal barometer. She attended to personal cues such as
feeling very anxious or depressed and sorting out whether
these feelings were generated from her or were communicated
by thepatient. Other personal cues to which she attended
that aided her in her assessments were feelings of lack of
closure, of uneasiness, incompleteness or discomfort which
she describes as a sense that something was going to come
up.

The nurse practitioner arranged to have thepatient's
records sent from his previous provider and set up a
followup appointment with him to complete the assessment:

his previous records indicated that a pretty thorough

narcolepsy workup had been done and it was indeed all
negative and his basic routine labs were also negative.

And he had except for some mild obesity a completely

normal exam. And I didn't really have much of a clue

what was going on except that I thought that maybe it
was psychiatrically related, but there was a little
voice in the back of my head that said '"something else
is going on here. This just doesn't fit. This is not
all anxiety."
This excerpt illustrates that the nurse practitioner can
make qualitative distinctions between different patterns of
behavior. As a result of her experience with different
situations involving patients with varying degrees and types
of symptoms, she is able to interpret perceptual cues that
signal the distinctive aspects of behavior in this
particular situation.

This nurse practitioner clearly describes her ability

to discriminate among ambiguous cues, her practical

knowledge, which she refers to as 'gut flags,'that "sixth

sense,' and '"intellectual flags' in the following excerpt:
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When someone comes in and they're looking for drugs,
there's this drug seeking behavior that after you see
it enough times--you know it. The stories are real
concrete and their words are worried, but their affect
is not worried and their tone is not worried. I don't
think it ever crossed this guy's mind that Ritalin and
narcolepsy went together. You could tell his concern
was not that he be diagnosed as narcoleptic, but
that something was interfering with his life and it
was just a different sense than you get from people who
are coming in seeking drugs. He was not as concrete and
premeditated as people who have decided that this is
the drug they want and they have this system to go
about getting it. He was much too 1oose for that and so
my sense was that was wrong. It wasn't a gut flag that
went up when he said narcolepsy--it was an
intellectual flag and I said '"Watch out." When he
left, it was my gut flag that went up and said
"Something's not right here." He did have some mental
problems, but after what he had been through for the
amount of time he had been through it, I could
understand why he had need of a psychologist.

The nurse practitioner related that after spending two
entire hours with this man:
All I could think of was that it was my sixth sense
that he was more than neurotic. He had a kind of whiny,
neurotic personality, which I knew was probably the
reason that other providers hadn't listened to him and
looked any further. I just had this sense that
something was going to come up.
This is an example of experience-based reéognition of subtle
cues in a patient's condition and getting an overallinitial
impression or gestalt about the patient situation in the
first few moments which are later confirmed or disconfirmed
by events. In this case the man was found to have an
inoperableglioma thus validating the nurse practitioner's
sense that something was going to come up. It is also a good
example of detecting qualitative distinctions between
different patterns of behavior.

Another illustration of the ability to make qualitative
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distinctions is provided by a nurse practitioner's
description of how she determines 1if a patientis
understanding what she is trying to teach him.

Nurse practitioner: I couldn't tell you how to teach
anybody, but I know when they really don't understand
and then I get a sheet of paper and havethem write
in their own words what 1've told them. 1'll never
forget a patient who was on a tapered dose of
prednisone. I gave him jelly beans and he ate this
day's jelly beans and took that many pills. This many
and this many and so on. That was the level that we
were at. That was developing teaching skills and after
a while, you can look at a patient and know if they
understand and if they're going to do it or not. It's
the way they look at you. It's there or it isn't. It's
the way they look. And I just say '"Now tell me what I
just said." And if they can tell you and if they ask
appropriate questions.“if they ask something out of
left field then they've missed it. Usually there is an
exchange of information. You ask something and if they
ask something appropriate enough you know that they've
understood. It's not just the look. When someone looks
totally befuddled it's easy to see. But sometimes they
will ask something that makes you think they understand
and you have to rely on your experience and your sense
of the whole situation and try various ways to
determine if they understand.

This excerpt shows how the nurse practitioner has developed
an ability to qualitatively assess a patient's understanding
of something she has tried to teach him. She has developed
this skill over time through successes and failures in
teaching patients. She knows how to look for evidence that
the patient has or has not learned. She explains that you
learn from your mistakes:
You give a patient something and they go home and do it
all wrong. Then they come back and you realize you
didn't teach them well. And eventually you get down
whatever way you're going to teach and it works. And
you have that background so you can use it. I think
that everybody develops their own teaching styles, good

or bad, and eventually patients learn from it. But they
need to know when to use what and that comes from
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experience and judgment.

This account stresses the importance of timing; of
individualizing strategies for particular patients; and of
skillfully evaluating whether or not a patient has actually
understood and can carry out what has been taught. These are
the hallmarks of expert teaching which develop as knowledge
and skills are modified and refined in actual situations.

Situation #16 exemplifies the "know-how'" of making
graded qualitative distinctions in clinical practice. The
nurse practitioner describes her perceptual ability to
distinguish between someone who is perhaps excessively
hypochondriacal and someone who is probably psychotic as
follows:

I had a patient a couple of months ago who came in as a

new patient. He came in with a typewritten detailed 3

page list of 32 questions that he wanted to ask.
Patients often write their questions out and bring them
along to health care visits so they don't forget to ask
about things that are important to them. This was not
unusual in itself, however, the fact that the list was
typewritten and contained 32 questions was unusual. In
addition to being exquisitely detailed the list included
several bizarre questions such as:

Periodically when I swallow my throat feels like paté

de foie goose, why is that? And: Could the television

have any telepathic powers?
The nurse practitioner commented that:

Some of his things were real legitimate concerns, but

you get the feeling that you're in the twilight zone

when you have someone who 18 schizophrenic in your
office. That's something that you just learn through

L e
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clinical experience and I've had enough of them so I
know.

Investigator: But what is it that gave you that
twilight zone feeling?

Nurse practitioner: Well, it's just a feeling. When you
find yourself sitting there and listening to a patient
and you're sort of fascinated because it's so bizarre.
If you haven't worked with a lot of schizophrenics,
it's hard to describe. It's a feeling, but it's also
that you find youself fascinated with this
conversation.

Let's see, another example is one of my patients
who lives downtown in a hotel. You ask her medical
history and she'll say '"Well, I've had this
hospitalization or that one and yes they locked me away
for 2 years. I was a political prisoner and they took
me away in this big van.' And she goes on and on and
you find yourself really listening and trying to
determine if there is any thread of truth to this
account or what 1is this and the more that the
individual talks the more you can see that that is
their reality. They have a whole kind of skewed world
and one little piece fits into the next in some obscure
sense so that it is semi-plausible, but yet not really.

And yet if you excuse yourself for a minute or you
step back, you say this person 1is definitely
schizophrenic. And when you get two people like that in
an afternoon you feel like you're in the twilight zone.
That's why I call it the twilight zone. But it's just a
real strange feeling of stepping inside of somebody
else's mixed up world that they basically have down
fairly intact and live within. They're just bizarre.

In this excerpt the nurse practitioner describes her
perceptual sense that someone is out of touch with reality
as something that is learned through experience. She has
developed a strategy of sitting back and trying to sort out
if a patient's account is plausible or not.

This nurse practitioner recognizes the fear people have
of being stigmatized by being labeled with a psychiatric
problem. She did not belittle the man's situation. Instead
she took him seriously and noticed that she had an opening

in the afternoon and told the patient:
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I'm going to spend an hour with you this morning going
through your history. I'm going to spend extra time
with you and this afternoon because I have an opening
you can come back for your physical exam.

The nurse practitioner continued:

1 didn't even get through the whole history in an hour,
but I spent an hour with him in the morning and then an
hour in the afternoon. One of his questions was "Am I
crazy?" And I basically told him that I think you have
a number of minor complaints. I said "We'll sit down
and go through this list one by one, but overall you
certainly appear to be in fairly good health." I
mentioned that he seemed quite obsessed about certain
things and said that we would need to pick up on that
later.

In this excerpt the nurse practitioner takes the
patient seriously and evaluates his complaints. She doesn't
immediately assume that he has no problem that she can help
him with and doesn't tell him that it is all emotional. This
shows real respect for the patient as a person.

In the next excerpt the nurse practitioner describes
how she protects the man from the trauma of as she puts it
"starting with the big guns'" and offers him some basic
treatments for some of his complaints, and sees him back on
followup when, after getting to know him better, she
suggests that he go for a psychological evaluation.

Nurse practitioner: I spoke with the behavioral

medicine unit director and talked with a psychiatrist

on the phone before I referred him. And when he came
back the second time for (I did a few little tests)
followup of his tests and just to see how he wasdoing.

"Has this worked? Has that helped?" I had made some

basic suggestions such as eating bran. I also gave him

a little cream for his skin. I told him that I had

looked into the behavioral medicine unit and thought

that would be a good place to go for an initial
evaluation and he could take it from there.

You know people who've never been for counseling
often have this horrible fear that once they see a
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psychiatrist they're going to get locked into the ward,
thrown into the clink, or that they'll lose control
over themselves. So I find that if patients who need
psychiatric or psychological evaluation know from the
start that they have some control and can set out what
they want to do with counseling and have some choice
that it really helps.

This account illustrates the nurse practitioner's
ability to handle the delicate situation of letting someone
know that he has emotional problems for which he should seek
professional help. She does not label the patient 'crazy"
or immediately refer him to a psychiatrist, but she is
committed to helping him with his problems and does help him
accept the need for psychological evaluation. It was brought
out during the clinical interview session that this man had
been to many care providers of various specialties, but none
had recommended or succeeded in having the man accept the
need for counseling.

The other nurse practitioner in the interview session
pointed out that it's unfortunate that care providers
sometimes avoid getting involved with people's emotional
problems. It is a difficult and sensitive situation to
handle. It takes skill first of all to detect the subtle
cues that suggest someone really needs help; it takes skill
to recommend care in such a way that it is accepted; it
takes time to establish rapport with someone so that they
will heed your suggestions; it takes a real attention to the
individual person to come up with a plan that will be

followed; and it requires approaching emotional problems

with a positive, realistic, caring attitude.
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Other examples of qualitative distinctions include the
ability to detect subtle changes in a patient's condition
over time which show up in the perceptual recognition that
the patient "looks tired today" or '"really looks sick." As
Benner (1984a) points out '"often the perceptual grasp of a
situation is context dependent; that is, the subtle changes
take on significance only in light of the patient's past
history and current situation'" (p. 5). Both experience and
continuity are central to these perceptual, recognitional
abilities of clinicians.

Common Meanings

Common meanings are defined by Benner (1984a) as
"taken-for-granted or background knowledge that is not
socially negotiated in an explicit way. Common meanings make
it possible for persons to communicate directly and
understand one another without interpretation or
translation'" (p. 292). Common meanings are a part of a
shared tradition. This aspect of practical knowledge cannot
merely be transferred from nurses to patients as information
or instructions. Common meanings are transmitted by cultural
practices, specialized language,and expectations.

A common meaning identified by Benner (1984a) is that
nurses develop a sense of possibility around health and
illness concerns through observing and helping patients.
Benner called this meaning '"situated possibility;'" and
depicts it as the sense that every situation has its own

possibility, even the most deprived situations. This common
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meaning showed up in this study in situation #31 where the
nurse practitioner saw possibility for a more peaceful death
for a woman with breast cancer (see pp. 187-189).

A common meaning identified in this study is that
understanding is preferable to confusion or the unknown
even if what is comprehended is undesirable. Benner (1985a)
points out that individuals actively try to understand their
lives in the face of changing circumstances, therefore
assisting patients to achieve understanding of their
particular situation 'is a worthy therapeutic goal in
itself" (p. 43).

The following excerpt from situation #25 where the
nurse practitioner describes the patient who "kept falling
asleep," but who was actually having temporal lobe seizures
due to an inoperable glioma exemplifies this common meaning
and it's significance to the patient.

Nurse practitioner: But, it was rewarding in some

ways at least to have given him a sense that he really

wasn't crazy and he wasn't imagining all this and there
was some reason for what was happening to his life and
it really did make a difference I think in the quality
of the end of his life. I think that if he had died
never having found out what was wrong that the last six
months to a year of his life would have been a
significantly less pleasant time than it was. And at
least knowing, he did some of the things that he
wanted to do. He went and visited with his family and
we got him on disability, so he wasn't constantly
trying to hold down jobs that he couldn't hold down. So
there were some positive points out of it, but it was
a sad positive at the most.
This excerpt illustrates that understanding the

situation is important for both the nurse practitioner and

the patient. In this situation where cure was not possible,
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the nurse practitioner provided information, offered
emotional support, and coordinated resources which assisted
the patient in coping with his terminal condition.

Common meanings form the orientation to patients and
their problems. They are an important part of the
disciplinary matrix and set up what is perceived as a
problem.

Assumptions, Expectations, And Sets

Assumptions, expectations, and sets influence the nurse
practitioner's orientation to a particular situation and the
proposed trajectory. Assumptions are taken for granted and
often unrecognized or tacit beliefs that something is true
(see Polanyi, 1958). Expectations are occurrences that are
anticipated as probable, reasonable, necessary or
obligatory. Sets are inclinations or tendencies to respond
to anticipated situations. Assumptions, expectations, and
sets are not mutually exclusive concepts rather they are
closely interrelated and influence and are influenced by one
another. This aspect of practical knowledge can have both
negative and positive influences on clinical practice.

Recognition that a patient fits a certain 'set'" can
have a positive influence on practice because the
appropriate response can be carried out without delay. The
experienced nurse does not simply apply sets to patients in
a rule-like fashion, but rather attends to perceptual cues
and recognizes qualitative distinctions between an

individual who fits a particular set and one who appears to
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fit a particular set on the surface, but does not really
conform to it. Situation #25 exemplifies this aspect of
practical knowledge. The nurse practitioner recognized that
the man with the brain tumor did not fit the set ''drug
seeker." She also recognized that his anxiety and his
behavior did not fit the set of a '"'meurotic personality."
Thus, set recognition can enhance accuracy of assessment and
facilitate appropriate responses to situations.

Another aspect of assumptions, expectations, and sets
that impacts on care is that when a particular set is
recognized and responded to, the clinician attends to how
events unfold and if expectations are not confirmed then
reassessment takes place. Thus, confirmation or
disconfirmation of expectations provides an additional check
on accuracy. Situation #13 provides an illustration where
the outcome did not meet expectations and the situation was
reassessed.

Nurse practitioner: There was a 22 year old Arabic
patient who lived with his parents and who came in for
a check up. He was found to have high blood pressure.
He seemed very anxious and we talked about that on many
visits. It seemed as though he was having some
difficulties adjusting to our society. He had his first
real girlfriend and all the issues that go with that.
And so we talked about that and I talked about the
effect of stress on blood pressure as well as the fact
that he was overweight. So I was working with him
initially on nonpharmacological means to control blood
pressure, such as cutting out salt, losing weight, and
doing some relaxation exercises.

Well, he did wonderfully with losing weight. He
lost 30 pounds. I used to see him every 2 weeks. We'd
go over what he was doing. He was very compliant.
Really a delightful person to work with, but his blood
pressure didn't really come down. And so I started him
on some Inderal and eventually had him on a pretty high
dose and his blood pressure still was elevated. I had
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begun the usual hypertension workup with blood
chemistry, a CBC, and a urinalysis. And I started to do
a few other things like a 24 hour urine for protein and
VMA and an EKG. And really the last thing I did was a
chest x- ray. I followed him closely--I didn't let him
go--1I didn't say come back in six months.

I followed him closely on his major problems--his
weight, his anxiety, and his blood pressure. It was I
think due to persistence that I picked up his
coarctation of the aorta. I did this because on one
visit I scratched my head and said "Why is his blood
pressure still elevated? It shouldn't be." And I
reviewed the workup I had done over the past year and 1
really did not feel a great discrepancy in his pulses
which you're supposed to feel with a coarct, but I did
a chest x-ray and that provided the diagnosis.

Investigator: So you scratched your head...

Nurse practitioner: I said 'Let's figure out this

puzzle because there 8 some reason why over the course

of this time, he's been real compliant, he's lost
weight, he has gotten a little better with his
anxiety"." Something wasn't right and it's really that
kind of clinical sense that there's something else
that's going on that you can't just put your finger on.

So I just tried to gather the whole picture together

and see what else we hadn't ruled out. I had done a lot

of different things outside of the chest x-ray, which
is not supposed to yield much--that's why I didn't do
it.

This example illustrates how the failure for expected
events to occur results in the nurse practitioner's
reevaluation of the situation. It also shows that the nurse
practitioner had a perceptual awareness that something
wasn't right and this strengthened her commitment to
continued pursuit of an underlying cause for the high blood
pressure. In addition, it exemplifies the nurse
practitioner's close attention to followup.

The following excerpt from situation #1 points to the
nurse practitioner's awareness that her expectations can

have an impact on patients. She takes the impact of her
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expectations seriously and has learned not to set
unrealistic goals. She realizes that having no expectations
can communicate a sense of hopelessness and can convey the
message that the provider has ''given up'" on the patient and
she has learned to maintain and communicate hope by defining
stability as progress in certain situations.

Nurse practitioner I feel like there are certain
things that I'm not going to change about people's
lives. They may go on smoking cigarettes, drinking, or
whatever the behavior is, but if I like them--it's sort
of crazy in a health setting to have liking somebody
make a difference, but it does. I've always liked this
woman despite the fact that she's been real destructive
in her life, she' 8 done some very positive things in
her life too. She's raised a family, she still takes
care of her grandchildren. Her children are crazy about
her. She and her husband are both alcoholics, but
they've been together for years and years and I suspect
that she'll continue to complain about him as she
always has. So, I don't have any expectations as such,
except to just be there and provide a service. At this
point 1 see her behavior as less destructive than it's
been.in the past. I mean--the alcohol is not good, but
it's better than IV heroin. She seems to have a certain
stability in her life now that makes her functional.

This excerpt shows how the nurse practitioner has
learned to connect with someone whose lifestyle and habits
are not optimal. She looks for something in her life
situation, in this case being a good mother, to respect or
value about this woman as an individual. She has been able
to establish a longterm caring relationship with this woman
and has contributed to some positive changes, but mainly she
promotes maintenance or stability in the woman's health
condition and she has learned to see this as progress.

There were several examples of situations involving

habit modification where the nurse practitioners were able
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to maintain and communicate hope which resulted in patients
changing longterm habits. Several nurse practitioners
mentioned that they always include discussion of smoking and
drinking in their patient visits when it's relevant to the
patient's situation. They comment that they ''never give up"
and point out that not saying anything can be interpreted by
the patient as condoning their poor health habits. In
situation #116 the patient specifically credited the nurse
with motivating him to stop drinking. He presented the nurse
practitioner with his four year sobriety medal from
Alcoholics Anonymous. In spite of the nurse practitioner's
protest that the patient was the one who deserved the medal,
he really wanted her to have it as a way of thanking her.
Assumptions, expectations, and sets can have both
negative and positive influences on practice. Study of this
aspect of practical knowledge can contribute to increased
understanding of clinical situations and to enhanced

effectiveness of care.
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MAXIMS

Maxims are cryptic instructions that require
understanding of the situation before they make sense. A
well known maxim that surfaced in the data is ''ninety
percent of diagnoses come from the history." This maxim is
illustrated in situation #25 where the nurse practitioner's
diagnosis of a temporal lobe tumor is based almost entirely
on historical data. The other nurse practitioner who
participated in the interview session when this situation
was described commented upon hearing the account:

It's so neat to find out that the history as they've
always said is 907 of the diagnosis, but it's like
sometimes it's 98%. I think that we spend more time
than physicians in getting the history and really
asking the detailed questions.

The following interview excerpt highlights the
significance of the history.

Nurse practitioner: I think on most things probably the
key point for me is really the patient 8 history. If
somebody comes in and they say they've lost 20 pounds,
they tire easily, they can barely get down a piece of
bread, and they're looking miserable and you put all
those things together. Part of it 1is your intuition,
your past nursing experience, and everything put
together, but you look at the guy and you say '"he's got
cancer. We've got to move on this one and find out
what's going on with him." Whereas the next one who
comes in has some other GI related symptoms, but has
not lost weight, his appetite is all right, he's able
to eat and maybe he's got gastritis or an ulcer. We'll

o with antacids and watch him for awhile and see how

e does and not push right away to get to the tests to
come up with a real firm diagnosis.

The interview continues with the nurse practitioner
describing how she attends to her own feeling of comfort or
discomfort while taking the history to sense the severity of

the situation. Thus it is clear that history taking does not
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simply provide factual information. It also provides for
time to be with the patient and get a sense of the situation
through perceptual cues.

Nurse practitioner: A lot of times you are not very far
into your interview with the patient and you've already
made up your mind that this is pretty benlgn You' re
not going to worry too much about it or there's
somethlng going on that I'm not comfortable with or
there's something that's missing and I'm just real
uncomfortable and 1 really need to get the attending in
on this. So I think it doesn't take very long into the
interview to get that sense for it. Some people say
that it's a nursing sense that you've already acquired
from your past experience and I think it's probably
true to a certain extent.

Investigator: Just the fact that you've been around
people who have been sick, some of whom are getting
better and some worse. Yes. It sounds from the way
you're describlng this, you keep saying 'sense' and it
sounds like it's a gestalt sort of thing.

Nurse practitioner: Yes, it's many things put together.
Spending time with the patient while taking the history
allows for sensing perceptual cues and making qualitative
distinctions.

Situation #81 depicts the significance of the history
and points to the importance of taking the time to obtain a

careful history.

Nurse practitioner: The wife of one of my patients
called and explained that her husband had been having
chest pain which woke him up at 4 o'clock in the
morning. The wife was concerned because her husband did
not want to go in to be examined. He had been to see a
physician during the night two days before who decided
that it was simply a problem of gas and sent him back
home. The wife explained that she was concerned because
even though he had that experience and was told that it
was gas, he is having more of it. The wife was able to
convince her husband to go in and see his regular nurse
practitioner. So I told her to check him in as soon as
he arrives and to let me know and I called for his
chart.
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So she brought him in and I saw him right away
instead of having to wait out there for 2 hours in the
Walk-in clinic. I got an EKG. His story was typical to
some extent and I was able to elicit a history of chest
pain with radiation to both elbows, associated with
some nausea and shortness of breath. His EKG just
showed minimal changes. So I had the attending
physician come in and see him and she got the same
story of chest pain that I got. So we thought he should
be admitted and called the admitting residents and the
specialist.

Well, the specialist asked his questions in such a
manner that the patient's story just lost it's
credibility. I was frustrated at the way the specialist
was formulating his questions and discrediting the
man's story. After all he told me he had chest pains
and we got his EKG, so I discussed it with the
attending physician again. Well, the patient was
admitted and he had a subendocardial myocardial
infarction with enzyme elevation which progressed into
a iransverse MI two days later when he had more chest
pains.

In discussing this situation, the nurse practitioner
was not objecting to the fact that the history the
specialist was obtaining was different because she
acknowledged that histories often vary from one provider to
the next and in fact mentioned that one of the strategies
for dealing with an ambiguous clinical situation is to have
another provider elicit the history to get a second opinon
on the history. And in a situation like chest pain where
it's entirely a matter of historical diagnosis, she tries to
get a second opinion. The nurse practitioner was objecting
to the abrupt way in which the specialist was asking
questions and that he was not going back and double-checking
the history. The nurse practitioner pointed out that the
patient was a very docile man and it was easy to see how he
could be intimidated into feeling that his problem probably

was just gas as the other physician had said when he came in
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before.

This exemplar shows that since the history is such an
important part of diagnosis, it deserves careful attention
and warrants taking time to check for accuracy. It also
indicates that obtaining a history in ambiguous clinical
situations requires skill in recognizing sutble cues and the
ability to make qualitative distinctions and points to the
fact that knowing a patient over time contributes to
understanding the particular situation.

Another maxim identified in the practice of several of
the nurse practitioners in the study is ''real disease
declares itself." One of the nurse practitioners describes
this maxim as follows:

Another thing that we learn here is that ''real

disease declares itself." If you think somebody has low

back strain, muscle strain and they go home and they
get worse in 2 days, it's OK because they'll come back
and you can still qet them the surgery or whatever.

Most of the time it's OK if they get worse. Sometimes

at first you feel like a failure because somebody got

worse, but it's really the actual disease declaring
itself.

Understanding of this maxim requires a deep sense of
actual situations in ambulatory care. The whole process of a
patient coming in with a complaint and the provider
assessing, diagnosing, and treating the problem with
attention to verbal and nonverbal communication as well as
recognition of perceptual cues on an outpatient basis with
initial and followup visits must be kept in mind. Otherwise
there is a tendency to say that the diagnosis should have

been obvious since it appears obvious in a retrospective
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account when this is not the case at all. Indeed the disease
is obvious in retrospect, but real disease unfolds gradually
in ambulatory care where the patient goes home between
visits and considerable time passes between scheduling
tests, referral visits, and followup visits. Often this
passage of time yields spontaneous remission of symptoms
rather than a manifestation of a progressive disease
process.

In attempting to clarify the meaning of the maxim ''real
disease declares itself" for the investigator, one of the
nurse practitioners offers the following situation of a man
with hepatitis. Even though this is an instance where the
real disease had already declared itself and was diagnosed,
it serves to highlight the distinction between how the
situation looks in retrospect and how it appears at the
time. A young man had hepatitis and was worked up and
followed as an outpatient. The nurse practitioner called the
patient at home to see how he was doing.

Nurse practitioner: He reported that he felt a lot
worse, had a fever, had vomited the night before, but
had eaten all right since. He thought he was getting a
whole lot worse and needed to be hospitalized. And what
other people will say in retrospect is that you should
have known the first day he was here that he needed to
be hospitalized...which isn't true. People are
jaundiced and have hepatitis and if they're not
vomiting and if their prothrombin time is normal, they
can get through it at home okay as long as they can
keep food and fluids down.

An exemplar of the maxim ''real disease declares itself"

is illustrated by situation #33 in which the nurse

practitioner relates a clinical situation about a retired
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man in his sixties whom she had been following for mild
hypertension and some chronic low back pain. He came for a
routine visit for a physical and lab update and his fasting
blood glucose was found to be very high. He had no prior
history of diabetes and no family history of diabetes.

Nurse practitioner: When he initially presented, the
elevated glucose was just picked up on a random panel
of chemistries and he was without symptoms at that
time. We were unable to control his blood glucose on
diet or oral agents and we had to put him on insulin
right away to bring his fasting sugars down from 400 to
a good range. He then began to have kind of vague
complaints, just didn't feel well, had low energy, had
a kind of vague abdominal, not really pain, but just an
unusual feeling in his stomach which improved after a
bowel movement. He eventually developed some
constipation. He was a very anxious man. A whole
series of tests was done including an upper GI,
barium enema, endoscopy, and at least 3 abdominal
ultrasounds were done because he developed a palpable
mass. Nothing really came of these tests, except that
we knew he had diabetes.

I continued to pursue the workup because I felt
that something was wrong. Here was a man that was
motivated to get out and walk and he found that he was
getting weaker and could not walk for more than 15
minutes. On one of his referral visits to the GI
clinic, he was seen by a GI fellow who was impressed by
the fact that he was a new diabetic who was losing
weight and had a palpable mass. He ordered a CT scan of
the abdomen and that was when the pancreatic mass was
picked up.

This nurse practitioner felt badly that the diagnosis
hadn't been made sooner even though she knew that it
probably wouldn't have changed the outcome. She had referred
the patient to vascular surgery clinic and they felt that
the abdominal mass was a tortuous aorta. She also sent him
to GI clinic where he had an endoscopy which was
noncontributory in terms of a diagnosis. The nurse

practitioner also arranged for the patient to have several
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visits with the consulting physician in the internal
medicine clinic where the nurse practitioner practiced. The
delay that this nurse practitioner is referring to was the
time it took for the disease to declare or manifest itself.
Careful review of the situation reveals that by the time the
second GI fellow saw the patient, his vague complaints could
be put together into a probable underlying cause, but this
was not the case at all initially. A CT scan is simply not
indicated for an asymptomatic elevated blood glucose.

In consensual validation sessions with the nurse
practitioner participants, there was agreement that the
delay in diagnosis was not due to any omissions on the part
of the nurse practitioner. In fact they felt that she was
conscientious and paid close attention to followup in this
case. Of particular interest is the fact that this exemplar
showed up in a group of nurse practitioners other than the
group that developed the maxim. When the interpreted
situation was presented and discussed with this group that
was unfamiliar with the maxim, they found it very
meaningful with regard to their clinical practice.

Uncovering this maxim and discussing it with the nurse
practitioner participants shows how practical knowledge that
is learned in actual situations can be shared among
clinicians. A maxim such as this one can be useful for
communicating and describing practical knowledge evident in
other clinical situations and comparing them for

similarities or dissimilarities with this exemplar.
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Another maxim that surfaced in the data is '"followup is
everything." One of the nurse practitioners explains that
one of the things that followup gives you is a chance to see
the patient again--to go over the history again when you're
different and he's different. She points out that followup
is particularly important because there's a small percentage
of people who do not have what it seems like at first or
even if they do, they may not respond to therapy as
expected. Thus, followup provides the opportunity to
reevaluate the situation and to examine the course of events
and observe for expected and unexpected developments.

The nurse practitioners in the study made a major
contribution to care by providing close attention to
followup of patients who were seen by other providers who
did not followup for one reason or another. For example, a
resident might have moved to another area, an attending may
come too infrequently to provide for sufficient followup, a
specialist may consider something out of their area, etc.
The following excerpt from situation #106 illustrates the
strong commitment to the importance of followup.

Nurse practitioner: I've transferred a guy 1've been

following for severe COPD. I couldn't get him off

steroids and his condition was beyond my expertise.

Someone like that I refer to pulmonary clinic to follow

them and I still see them yearly for their physical. I

used to just transfer them over and then I found out

later that pulmonary clinic really kind of needs that
back-up to have somebody else followup on other stuff
that they don't even deal with.

So I've followed him regularly for 3 and a half
years. I just referred him less than a year ago and

they got him fixed up as much as possible, although his
COPD is still very severe. He came to see me for a
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routine physical. And I found out that he had pink
stools. He had loose stools a lot because he was on
antibiotics often. He was having loose stools that he
said looked like Septra. I'd never heard of that
before, but he was sure that was the cause and wasn't
worried about it. So I wasn't too worried about it
either, but I did the physical and sure enough his
stool hemoccult was positive.

So I sent him for a barium enema as a routine
check, but didn't think much about it because he
didn't have any other signs of colon cancer. When he
had his barium enema, the radiologist called me that
day and said the man has to be admitted because he's
got a big constricting mass that's partially
obstructing his rectum and it will obstruct with the
barium. He's got to be admitted today.

This excerpt illustrates the clinical significance of
the nurse practitioner's close attention to followup. It
also highlights the need for a continuous relationship with
a provider who checks up on general aspects of a patient's
condition even when the patient is being seen by specialists
for particular problems.

The same nurse practitioner related another example of
the maxim "followup is everything'" which illustrates the
"tunnel vision care" provided by specialty clinics that
makes careful attention to followup so important. She had
referred another patient with severe COPD to pulmonary
clinic for management and continued to see him for general
concerns. She describes situation #107 as follows:

He came in for weight loss and I worked him up for

that and did a routine check. It had been a year and a

half since he'd had a chest x-ray, which isn't very

long--maybe closer to 2 years, but with bad COPD, a

long smoking history and all that, and there it was--a

big mass.

Investigator: And he had been seen in pulmonary clinic?

Nurse practitioner: Followed regularly, but they don't
do chest x-rays if their breathing is stable and they
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had done a real good job with his COPD. He hadn't had
pneumonia, he had rare bronchitis, and was doing real
well. And that's the ironic part, the family used to
call me up all the time about his breathing and I
hadn't heard from them in a long time. His breathing
was fine.

Investigator: And so he came to you for weight loss and
you got his chest x-ray?

Nurse practitioner: Yes, I had already done a lot of
other things in his workup and it would have beeneasy
to discount it, it would have been so easy to just say

"Well he's got bad COPD, he's working at breathing,

I'm not going to worry about his weight loss." But I

did a routine workup for weight loss.

This excerpt illustrates that the nurse practitioner
was conscientious and thorough in her assessment of the
problem. The fact that nurse practitioners attend closely to
followup and take it seriously fulfills an important need in
terms of the continuity so essential in ambulatory care.
In one of the study sites a clinic staffed by nurse
practitioners was set up for the sole purpose of followup
and management of patients on anticoagulant therapy. The
clinical situations described by these nurse practitioners
illustrated the importance not only of careful attention to
drugs ordered by other providers that could alter the
patient's prothrombin times, but also the importance of
adequate instruction of the patient about proper precautions
to take, and necessary diet and lifestyle modifications so
that patients could assume a more active role in monitoring
their health status when they saw several providers for
different problems who might not be so cognizant of

anticoagulant precautions.

Several maxims were identified and described from the
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text generated in this study. The nurse practitioner
participants played a significant role in clarifying the
meaning of the maxims in consensual validation sessions.
This was important because understanding these cryptic
sayings requires a deep understanding of actual clinical
situations. Sharing clinical situations that exemplify
maxims provides a way for experienced clinicians to dialogue
about contextual and relational aspects of care that are

clinically significant and relevant to their practice.
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Paradigm Cases and Personal Knowledge

Paradigm cases as described by Benner (1984a) are
outstanding clinical episodes that alter one's way of
understanding and perceiving future clinical situations
which are remembered by the clinician as significant turning
points in developing their clinical skill and knowledge.
They become part of the clinician's perceptual lens for
responding to clinical practice situations. Paradigm cases
often develop early in practice as naive practical knowledge
and theoretical concepts are altered in actual practice.
They are remembered episodes of what Polanyi (1958) refers
to as a transaction with personal knowledge. As Benner
states (1984a) ''each person brings his own particular
history, intellectual commitments, and readiness to learn to
a particular clinical situation. The transactions created by
this personal knowledge and the clinical situation then
determine the actions and decisions that are made" (p. 9).

Situation #24 constitutes a paradigm case for the nurse
practitioner which is remembered from early in her practice.
It was significant for her and influenced her future
clinical practice in that it was the firstpatient she
followed that had to be admitted to the hospital; it was
the first time she had to coordinate with other specialists
in caring for one of her patients; she learned that it was
possible to maintain a trusting relationship with a child
while continuing to give them injections; and she learned

how to match the therapeutic play around injections with the



116

child's developmental age. This paradigm case is too long to
present in it's entirety, but the following excerpts
illustrate how it affected this nurse practitioner's
approach to clinical practice.

Nurse practitioner: This was one of the first kids I've
ever followed that needed to be admitted because it was
when I first got here. .. The hospitalization was short
and the diagnosis was made that he had an immune
deficiency and the treatment worked--1V therapy. And
then after that as an outpatient, I've been seeing him
every 2 weeks to give him his shots for the immune
deficiency. I always thought that would be a hard
relationshipto work out--to give a little childshots
everytime he saw me. It's been a rewarding experience
because what I 've worked on with him from the very
beginning was to do a lot of play in the room, so this
room felt like a safe place for him. Everytime he came
in we would play for about 15 to 20 minutes and then in
the end I would give him his shot. And then we would do
different play about the shots too. He would always
leave the room upset that he had the shots, but never
seemed to be upset with me which was surprising to me
and a nice experience.

This nurse practitioner reported that she had a
terrible experience with injections as a child and this
heightened her awareness and increased her commitment to
making injections a more acceptable experience for the
children she cared for. Thus, this was a real test case for
her to give injections to a child every two weeks and still
have a trusting relationship with him.

The next excerpt depicts how the type of play changes
with the child's changing developmental level:

Right now he's three and three quarters, so he was 18

months when we started. So when I first picked him up,

I thought how 1is an 18 month old going to accept

getting shots every two weeks because 18 months of age

is a really difficult time. In the beginning he didn't

really remember or believe that he was going to get a

shot and he acted like nothing. Just six months ago he
started getting upset when he came here. That was the
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first time after 2 years that he started getting upset
because he knew he was going to get a shot. So he would
come in and say '"Don't give me a shot." So we would
talk about it and I had a puppet and in the beginning
the puppet was great because after he had his shot he
would give the puppet bandaids. Then after his
coordination was better developed, he was able to give
the puppet shots and then give him bandaids. And now
he's at the stage where puppets don't mean that much,
stickers mean a lot. So now everytime he comes he gets
a sticker when he leaves and he gets really excited
about that. So as he got older, 1 had to think of
different rewards and different play.

This excerpt shows the nurse practitioner's considerable
knowledge and skill in matching therapeutic play to the
child's changing developmental 1level.

The next excerpt relates how the nurse practitioner has
learned to coordinate care with specialists:

In the beginning when I first began dealing with the
immunologists, all the physician faculty here kept
saying "Hey, watch out for them. They're going to taﬁe
over. They're going to tell you what to do." And it was
really my first contact with any specialist and it was
my first time coordinating care with somebody outside
our faculty here. So at first I wanted one of the
physician faculty to deal with them and everytime I
went down there the physician faculty would go with me,
8o it was the two of us because in the beginning they
would bowl me over. They would just say things and I
would say '"OK, OK." I mean I don't know about immune
deficiencies. I never learned that in school. And then
after awhile, I now go there myself and call them up on
the phone anytime I want and it's fine. They all know
me. And it's really nice. It's really rewarding.

I work real closely with the immunologists. And
the nice thing is that they allow me to do whatever 1
feel is necessary and I use them totally as a consult.
It's significant because they usually take over the
care of any patient they have, but with this child they
really let me take care of him.

Whenever he comes here even to see the
1mmunolo§ists, he comes to my office and plays in there
for awhile before he goes to see them. This is his home
territory. Just the other day he went to immunology
clinic for another followup visit and they told his
mother that he's done so well and that he's so well
behaved and understands everything because of what I've
taught him. It's really nice to hear that because
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they're not the complimentary type of people over in
immunology.

This excerpt illustrates that the nurse practitioner
demonstrated her competency and her significant contribution
to the longterm care of this child and she has won the
esteem of a group of specialist physicians. There is no
doubt that the immunologists value the care this nurse
practitioner provided. It is a good example of the
complementary nature of nurse practitioner practice with
respect to specialty medical practice.

The following excerpt exemplifies how a paradigm case
can alter the nurse practitioner's future practice and lead
to changing practices. In situation #38, the nurse
practitioner shows an awareness that involvement of the
nurse practitionerin helping patients cope with chronic
illness is appropriate, but somehow sees this as separate
and in addition to simply following patients as a care
provider. In the following excerpt, the nurse practitioner
describes dissatisfaction with the care provided to a
patient who was referred to the mental health clinic
following a suicide attempt. The patient had lupus
erythematosus.

Nurse practitioner: I think because he had a chronic

illness, they should have helped him to deal with

that--what is good mental hygiene with a chronic
illness and ways to cope with that rather than just
seeing him acutely post-suicide gesture.

Investigator: Is there any kind of mechanism for that?

Nurse Practitioner: No, that's sort of fragmented. I

feel like that's something I need to decide in terms of
what my role 1is actually going to be in arthritis
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clinic after two years. Do I want to see patients in
followup and just get assigned patients and have my
caseload or do I want to do more classes and that kind
of thing. What's available now is sort of split up
between what individual providers do, what physical
therapy does, there's the patient library where
patients can go to get information, and then we do send
patients individually to mental hygiene clinic or
psychology.
The nurse practitioner's sense that the patient did not get
the care he really needed in the mental health clinic is a
motivating factor in moving this nurse practitioner toward
thinking about becoming more involved in helping patients
deal with chronic illness in the arthritis clinic.

One of the nurse practitioners described the following
paradigm case between patient visits during a participant
observation session.

Nurse practitioner:The patient was a good looking well

dressed 74 year old black man I saw while being

observed by a pharmacology student.The patient told a

complicated story and had complex medical problems and

I had no 1idea what to make of his situation since

nothing fit any clear picture. So I had the attending

physician come in to see him for consultation and when

I walked into the exam room with the male attending,

the patient said "I'm worried about my nature."

Since then this nurse practitioner has altered her
approach to care in terms of assessment of sexual concerns.
She has learned to take the initiative and asks about sex.
She finds that it makes it easier for patients to talkabout
it if she brings it up. It gives permission and makes it
more acceptable. This is an example of how knowledge learned
in a particularly perplexing clinical situation can alter

the clinician's practice in future situations.

The following excerpt from situation #22 illustrates
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the attention to not only the patient's condition,but also
his 1life circumstances as the nurse practitioner describes a
situation that was a paradigm case for her when early in her
practice she had a very complicated patient for whom she did
a preoperative physical and assumed responsibility for his
ongoing care.

Nurse practitioner: It was just complicated. I felt

like this train wreck rolled in the door..and what am

I going to do? I think anybody would have responded in

the same way, but it was maybe my second month here and

this man comes in a wheelchair and he's got a problem
list a mile long. He came for care here when the public
health hospital closed. I've got a couple of patients
like that that I still follow, but this man was the
most complicated. He had hypertension, a stroke,
arteriosclerosis--he had plaques everywhere. He also
had chronic marital problems and he and his wife fought

a lot. She controlled the money and the house because

he was just about blind and had had a stroke. He was a

delightful, really nice man and he would say 'You know

doctor, I just want to be able to get out more and do
things."

This excerpt shows that the nurse practitioner attends
not only to the patient's physical problems, but she is
attentive to psychosocial and environmental needs as well.
She knows about his marital relationship, his financial
gsituation, and she also knows what the patient hopes to
accomplish. The nurse practitioner used this knowledge to
discuss the situation with his wife and learned that the
wife was not giving the patient his medications because she
felt they were too expensive. The nurse practitioner
referred them to a social worker who helped them with
managing their finances.

In the following excerpt the nurse practitioner

describes how she managed to care for this complex patient.
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Even though it was quite early in her practice, she
discovered two surgically correctable problems (an aortic
pseudoaneurysm and a carotid bruit) which she felt quite
good about.

Nurse practitioner: Well, basically the first time I
saw him, I tried to get through it all, but it was
nearly impossible. I got his records and had him come
back to finish off his physical. It sometimes takes
three visits to complete a complicated patient's entire
history and physical and get their plans rolling. He
took me probably three visits. There were two things
medically that I picked up on, one an abdominal
aneurysm and the second was a carotid bruit.

The following excerpt further illustrates how the nurse
practitioner attended to his home situation as a part of his
health care. She attended to his functional status and not
just to his disease. She explains that she managed the
complexity of the situation by focusing on one aspect at a
time and by realizing that this really was a complex case
and it was taking her long to complete her assessment
because it was difficult, not because she was incapable of
doing it. She continues:

He's doing remarkably well. He's seventy five. He
doesn't have much longer to live, but the quality
of his living situation is a lot better and he's like
an old croney of mine. I mean I don't see him that
often now, but when he first rolled in the door 1l
thought I was going to die. I said '"This is awful--how
am I going to manage?'" He had multinodular goiter and
he just had a slew of things. I said "How am I ever
going to approach all these things?'" And I just took
one thing at a time. On certain visits you focus on a
certain thing. I really applied all those things 1
learned to a real situation so now I am able to spend a
half an hour to forty five minutes with him and get
most everything done. I feel like I'm his permanent
care provider--it's just a lot of satisfaction.

I was nervous about doing his preop physical. He
was going in for abdominal surgery and here I was doing
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his preop physical. And I just made sure that I had

done everything. I felt so responsible, you know, I'm

signing my name that he's OK to go to surgery. What if

he has a heart attack during surgery? What if...?

Managing this complex situation over time gave the
nurse practitioner a lot of satisfaction and increased
confidence. She was rewarded by her diagnostic findings; her
patient's continued stability; improved family situation;
and her satisfying relationship with him. This case was
particularly significant for her because it was the first
time she had to assume responsibility for such a complex
patient and she found that she was able to manage quite
well.

The paradigm cases described refer to significant
turning points in the practices of these nurse
practitioners. They refined theoretical knowledge through
application in actual situations and further developed their
practical knowledge and skills. By describing these
experiences, the nurse practitioners were able to share the
knowledge embedded in their practice and learn from one
another.

Summary

Understanding the aspects of practical knowledge
identified and described by Benner (1983) is enhanced by
discussion of exemplars from this study. Experienced
clinicians can contribute to knowledge development through

identification of exemplars and consensually validating them

with their colleagues.
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Chapter VI
DOMAINS OF NURSE PRACTITIONER CLINICAL PRACTICE

Interview and participant observation data were
examined to determine whether the domains of nursing
practice described by Benner (1984a) were evident in the
practice of nurse practitioners in this study. Continuity of
clinical practice from traditional nurse to nurse
practitioner was a major theme that surfaced in the text.
This study is an extension of Benner's work which she
describes as ''a dialogue with nurses and nursing' (1984a, p.
viii). That dialogue is continued here with nurse
practitioners and nursing in order to characterize the
practice of nurse practitioners.

Ambulatory Care Nursing Practice

Two of the domains of nursing practice identified by
Benner, specifically: The Diagnostic And Patient Monitoring
Function Of The Nursing Role and Administering And
Monitoring Therapeutic Interventions And Regimens, were
combined and incorporated into a broader domain which
characterizes the health maintenance and prevention focus
and relative decreased acuity of patient problems in

ambulatory care. This domain is depicted in Table 6.
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Table 6

DOMAIN: MANAGEMENT OF PATIENT HEALTH/ILLNESS STATUS IN
AMBULATORY CARE SETTINGS

Areas of Skilled Practice:

Assessing, Monitoring, Coordinating, and Managing the Health
Status ofPatients Over Time; Being a primary care
provider

Detecting Acute and Chronic Diseases while Attending to The
Experience of Illness

Providing Anticipatory Guidance for Expected Changes,
Potential Changes, and Situational Changes

Building and Maintaining a Supportive and Caring Attitude
Towards Patients

Scheduling Followup Visits to Closely MonitorPatients in
Uncertain Situations

Selecting and Recommending Appropriate Diagnostic and
Therapeutic Interventions and Regimens with Attention
to Safety, Cost, Invasiveness, Simplicity,
Acceptability, and Efficacy

Assessing, Monitoring, Coordinating, and Managing the Health
Status of Patients Over Time; Being A Primary Care
Provider

Definitions of primary care abound in the literature.
In keeping with Millis' comment that '"there are almost as
many definitions of 'primary care' as there are speakers and
writers who deal with the subject'" (1977, p. 443) it was
decided to let the study participants define what primary
care means to them. In most cases the nurse practitioners
referred to the following 3 major aspects of primary care:
1) continuity, 2) contact with the health care system, and
3) comprehensiveness. In the following interview excerpts

the nurse practitioner participants define their concepts of
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primary care and being a primary care provider.

Nurse practitioner: What primary care means to me is
that I am the initial source of care to all my
patients. They know that when they have a problem, I'm
the person to call. When they have a question, I'm the
person to call. Not that I always handle all of their
problems, but I am the t:iaée person.

Another nurse practitioner: The nurse practitioner 1is
the one constant in a lot of the 1lives of the patients
who come in. We're the person that knows them the best.
If they come to medical clinic and are seen by a
physician, most of the physicians are here on a
rotating basis and the longest they are ever here is a
year and even during that time they may rotate out for
3 months and then return. So we know the patients
better as people. We know their health histories better
and we know what they look like. I think we're better
able to judge changes in their health status. We
basically care for them on a repeat basis. We are the
providers that they look to be seen by. Sothat's one
definition of a primary care provider; the person that
someone turns to on ep erge}ng basis.

Another nurse practitioner: To me being a primary care
provider means taking care of the total person--what
their concerns are, what my concerns are and merging
those along with education, health maintenance,
disease prevention, and psychological as well as
physical needs.

* k%
Another nurse practitioner: We are providers that are
here and we try to make ourselves accessible. The
patients learn after a few times that we will return
their calls and that we are available. I1f we see them
once and they don't get better, we'll see them again
and try something else. We know how to refer them. We
are about the only real patient advocates for the
outpatient department.

* x %
Another nurse practitioner: As a primary care provider,
I really enjoy visiting with patients and following
them. I've been here 10 years and I have a lot of
patients that I've had in my clinic for nearly that
long. Some of them over the course of those 10 years
have developed numerous problems and we've gone through
a lot together--exploring, trying to find out what's

oing on; referring, treating, and seeing progress or

%ack of progress. It's nice to be able to follow people
for a long time.

* * *
Another nurse practitioner: They know that I'm going to
be here. It's good to have the same person here. They
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trust me and they're able to tell me if they don't like

a certain medication because I always tell them "If you

don't like something, we can always change it."

These definitions of primary care described by the nurse
practitioners point to attentiveness and knowledge of the
person developed over time. Continuity and caring are
evident in the descriptions.

Several of the interview excerpts refer to just how
much primary care is actually provided by specialists. The
provision of primary care by specialist physicians has been
a topic of concern for many years since specialists
outnumber general practice physicians (Aiken, Lewis, Craig,
Mendenhall, Blendon, & Rogers, 1979). The data in this study
indicate that the specialists in the four study sites--all
large medical centers afiliated with major universities, do
not provide ongoing comprehensive care with any consistency
and that the nurse practitioners really fulfill a basic need
in terms of providing primary care. There are of course
variations, for example, there were -indications that
arthritis specialists who view arthritis as a systemic
disease are more likely to consider the whole person than
perhaps a gastroenterologist who focuses on diagnosing a
particular disorder. The familiar pattern of patients going
to a variety of specialists for their different complaints
makes a primary care provider who keeps track of the whole
picture and puts the total person back together again
essential. As one nurse practitioner states:

For example, the man I saw today, most of his care
needs to be provided by specialists in crisis
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situations such as a GI bleed, or an eye bleed. But he
keeps comin% back to me to keep track of things so he
doesn't get lost.

Another nurse practitioner states:

The clinic physicians rotate and they don't see the
patients as their patients. They treat a part of them
and don't consider the whole. What happens for instance
is they may see a patient in the ER and advise that the
patient be seen for followup, but never initiate it or
set it up. So you see the patient sometime later and
look in the chart and see that the referral was never
made. It's a big problem. The specialty clinics tend
not to take responsibility for patients on an ongoing
basis. So nurse practitioners in the Walk-in clinic
pull it together for the patients here.

Another nurse practitioner describes primary care:
Well, I think sometimes it just means coordinating the
patient 8 care. For example, in my clinic today, 2 of
the 4 patients I saw I didn't even examine. To me
primary care means looking out for the patient's
overall care and being their spokesperson. Also
attending to their general health maintenance. I think
that I've found things that way that wouldn't have been
found if the patient just had sporadic care. For
example, I've picked up some polyps and colon cancer

Jjust by doing routine physicals when the patients

didn't have any complaints.

These excerpts highlight the need for coordination of
primary care as well as patient advocacy. In addition, the
potential for detecting significant problems early before
symptoms develop 1is suggested by these excerpts. The nurse
practitioners frequently refer to keeping track of the
patients so they don't get lost in the system. They
recognize that highly specialized, high technology care
tends to be fragmented and fails to take the patient as a
whole person over time into consideration.

Another nurse practitioner mentions that primary care

is usually defined in terms of emphasizing health



128

maintenance, teaching, and risk factor reduction, but she
points out that sick people really need good care and
skilled people too. She comments '"I'm really good at taking
care of sick people." This is a very important point
especially in view of the fact that people are being
discharged from hospitals sooner and they have to be quite
ill to be admitted. Therefore, in this age of cost
consciousness, very ill people are in need of continuous
followup on an ambulatory basis. The following description
of situation #94 was offered by one of the nurse
practitioners as a exemplar of being a primary care
provider.

Nurse practitioner: The patient I am thinking of is a
74 year old man who has been in my clinic for about 5
or 6 years now.Initially his main problems were
hypertension and diabetes. He's been on insulin for
about 20 years. Both of these problems were fairly
stable. Then various things have come up with him over
the years that I've followed him. He had a problem with
severe pain in the foot and we tried a variety of
things, such as medication and physical therapy. He was
referred to podiatry and orthopedics and everybody
tried to figure out what was going on. The problem was
finally resolved. Then the next thing that came up was
his hypertension became unstable and difficult to
control. He actually had to be admitted to the hospital
twice for blood pressure control. That problem was
eventuallycontrolled.

This excerpt depicts the important services that the
nurse practitioner provides in terms of referring the
patient for diagnosis and treatment for additional problems
as they arise; following up on the care provided; and
generally overseeing the management of the patient's care

in a comprehensive fashion.

The nurse practitioner continues:
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Then at one point, the podiatrist that he had been
referred to noticed that he was a diabetic and referred
him to endocrine clinic. The specialists frequently
ignore previous notes and fail to pay attention to the
fact that the patient is followed by a nurse
practitioner on an ongoing basis. They don't see nurse
practitioners as primary care providers and refer the
patient to some other specialty clinic for care often
inappropriately.

Certainly in this instance, the endocrine referral
was inappropriate because 1'd been managing his
diabetes for years and it was well controlled. I think
he went to endocrine clinic once or twice and then he
came back to me and said "I don't see any reason for me
to go to that clinic. You know more about my problem
than they do and you've been doing more for it. 1'd
like not to go to the next appointment there. I'd like
to cancel it." So that made me feel good.

Investigator: I'm sure, he was a new patient to them
and they probably asked him all sorts of questions that
you already knew about.

Nurse practitioner: Yes. And his relationship with me
was already established and comfortable.

This excerpt highlights the need for recognition of the
significant contribution the nurse practitioner makes to
ongoing comprehensive care. The nurse practitioner
coordinates and follows up on care provided by other health
care providers and prevents the unfortunate consequences
that could result from haphazard care.

The nurse practitioner continues:

Then the next thing we went through with him was severe
back pain and he ended up having a laminectomy. After
the surgery he developed leg pain and eventually had to
have a fusion which resolved the problem. Now the most
recent thing that has come up is severe abdominal
discomfort and bloating. So far everything has been
negative and it appears to be diabetic gastroparesis.
Medication has not improved things.

Each time he comes in he looks to me like I'm
going to have an answer for him and be able to take
care of his problem because we've gotten him sthrough so
many other problems over the years. And most of the
time it wasn't something that I did, but I got him

} .
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referred to the right place to get taken care of.

Now he expects me to be able to help him and so
far his problem hasn't gotten better. He gets some
relief from eating small frequent meals, but that's all
that helps. On top of all of his problems, his wife had
a mastectomy about 2 years ago. She 1s doing well, but
I supported him through some of that. We've been
through a lot together.

This excerpt illustrates the supportive relationship
that develops betweeen the nurse practitioner and the
patient over time. The nurse practitioner states ''we've gone
through a lot together." She has firsthand knowledge of the
patient and significant people and events in his life. Even
though she does not treat all of his health problems, she
plays an important role in identifying them and sending him
for consultations. The nurse practitioner has successfully
managed his hypertension and diabetes over time and the
patient has faith in her ability to take good care of him.
She has supported him through many problems over the years
and the he trusts her ability to determine what is in his
best interests because she knows him well. The following
excerpt shows this trust:

After every study that he had he would come down here
with his chart to give me the note and would ask my
opinion. He would say '""This is what they want. Do you
think it's all right? Do you go along with this?" So he
really looks at me as his care provider because of so
many things that we've gone through together.

Again, the nurse practitioner comments that they have
been through a lot together. This points to the personal and
egalitarian nature of their relationship. They are partners
in health care. Both the nurse practitioner and the patient

are involved and committed to this man's health and comfort.
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Detecting Acute and Chronic Diseases While Attending To The
~Experlence of Illness

Kleinman, Eisenberg, and Good's (1978) distinction
between disease and illness is useful for understanding this
competency. They state that:

Modern physicians diagnose and treat diseases

(abnormalities in the structure and function of body

organs and systems), whereas patients suffer illnesses

(experiences of disvalued changes in states of being

and in social function; the human experience of

sickness). Illness and disease, so defined, do not

stand in a one-to-one relation (p. 251).

This distinction underlies the differentiation between
medical diagnoses (labeling diseases) and nursing diagnoses
(categorizing responses to diseases). One of the nurse
practitioners states it succinctly as follows:

I always try to keep in mind if it is a real disease,
how is the patient dealing with it? If they have a real
disease, how are they responding to it? 1Is there
anything I can do in both areas? What can I do to helg
facilitate the diagnosis and treatment of the rea
disease and what can I do to help the patient
psychologically deal with it in the brief time that the
patient 1s with me? These things both have equal weight
in my practice.

This nurse practitioner skillfully distinguishes
between what she calls ''real disease' and the patient's
responses to symptoms in the context of current stressful
life circumstances and events. To enhance her ability to
perceive the situation accurately, this nurse practitioner
incorporates life experience questions into the history,
such as 'What's going on in your life right now?" She
comments that the two times she did not attend to the

patient's life circumstances, '"it got her into trouble.'" She
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describes one of these situations as follows: "I got hung up
trying to make a physical diagnosis, and didn't ask the
patient about something in his 1life and he went out of here
and made a suicide attempt."

She comments that it is really important to her to
determine, either on the first or second visit, what is
really going on in the patient's life. She asserts that "I
think it's as important as the temperature, blood pressure,
or anything like that'" and explains:

I have a personal belief that what else is going on in

a patient's life in general is a lot of what makes

people unable to handle any kind of physical symptoms

they're havinﬁlat the moment. Sometimes when they are
in a crisis, eir physical complaints get much worse
and that's what brings them here. I mean when you ask
them the chief complaint and ask why they came today
instead of any other day, they often can't tell you "My
life is falling apart and I hurt worse." So that's just
the premise that I come from, that that 8 true for a
lot of people. And when something doesn't add up to a
real disease, then what really is going on here?

This nurse practitioner's practical knowledge enables
her to distinguish between disease and illness. She
comments:

Sometimes I just know. And maybe it's intuition. We

talk a lot about what intuition is and I think it's

experience--a lot of experience that short-circuits
some thinking processes or skips over a lot. It's hard
to tell what it is, it's like looking at a patient in
the waiting room and knowing he's a sick person.
She points out that the reverse of knowing when someone is
sick, i.e., knowing when they're not sick is the complement
of this perceptual ability.
Situation#112 is an exemplar which illustrates the

ability to distinguish between disease and illness.
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Nurse practitioner: A young, 38 year old man came in
complaining of pressing chest pains and shortness of
breath at rest or with exertion. The episodes were 5 to
20 minutes in duration and were resolved with rest.
Nothing else added up. And he kept saying '"my wife
wants to know about heart disease, my wife wants to
know about diabetes, my wife this and my wife that."
And I just made a connection and asked '"How is your
wife?"

Well it turned out that his wife has diabetes and
just gave birth to their 6th stillborn baby. She wanted
a baby very badly and the man said "I can't take this
anymore. I cannot go through this anymore." I asked if
he had any other children and he said '"Well, I was
married before and we had a 3 year old and when I was
away in the service my wife had a car wreck and the
baby was killed, and that's what broke up our
marriage." And I--we were both sitting there like
this--holding our heads in our hands and I thought ''He
doesn't have heart disease, he has HEART disease."

This excerpt illustrates the nurse practitioner's
ability to rapidly hone in on the accurate region of the
problem. It demonstrates her skill in making qualitative
distinctions with regard to heart disease. She had never
seen this patient before, yet she was able to recognize that
his history of chest pain did not fit the typical picture,
she noticed his repeated references to his wife, and made

the man feel comfortable enough and trusting enough to tell

her about his anguish.

Providing Anticipatory Guidance for Expected Changes
Potential Changes, and Situational Changes

There was abundant evidence in the narrative situations
and participant observations that the nurse practitioners
provide anticipatory guidance to patients to help them
prepare for and cope with changes in their lives. In
situation #101 the nurse practitioner provides anticipatory

guidance for the 60 year old man who was paralyzed on his
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left side from polio. He came for periodic health
maintenance and health screening visits. The nurse
practitioner checked his prostate and taught him about
prostatic hypertrophy to help him be prepared for this if it
should develop.

An exemplar of the competency providing anticipatory
guidance is provided by situation #62. The patient was an 84
year old man who had been seeing the nurse practitioner for
6 years. He had a pacemaker inserted because he developed
heart block. He lives with his wife who has had a stroke. He
complains to the nurse practitioner that he and his wife
used to shop together, but now he has to do all the grocery
shopping. He is very concerned about his health and calls
the nurse practitioner about once a week about things like
his pulse rate. Both his primary care nurse practitioner and
the nurse practitioner in the pacemaker clinic have assured
him that his pulse rate of 84 is fine. He recently had an
exacerbation of his congestive heart failure and was sent
home after a brief hospital stay. His exercise tolerance has
decreased and he‘complains to the nurse practitioner that he
has still not regained his energy and is not as active as he
was 6 months ago.

The nurse practitioner's goal is to try to help him
readjust to an altered baseline. She tries to do some
anticipatory guidance to help him plan for a place where he
and his wife can stay that has more services and supervision

than gtaying in their own home. They refuse to get Meals on
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Wheels because they do not like it and he resents depending
on his sister-in-law to take him shopping, so the nurse
practitioner thinks they would be better off in a setting
with meal service and supervision. This is an example of
recognizing the decreasing health and agility of an elderly
couple and trying to help them prepare for the future. The
nurse practitioner has established a longterm relationship
with this man and she acts as a sounding board for his
complaints about his wife and his sister-in-law. She attends
to the concrete details of how to cope with decreasing
function with increasing age and illness in the context of
his life circumstances.

Building And Maintaining A Supportive And Caring Attitude
Towards Patients

This competency is particularly difficult to build when
the patient's lifestyle is significantly different from the
care provider's. There were several examples of situations
where the nurse practitioners were able to establish
relationships and stay connected with patients who had very
different lifestyles. The following excerpt from situation
#88 illustrates this skill quite clearly.

Nurse Practitioner: I have one patient in my clinic
that I've actually seen since I was a student. He is in
his early 40's and he's diabetic. He weighs about 360
pounds and is 6'7". He's a biker and wears all this
leather clothing. He used to drink heavily, use a lot
of drugs, overeat, and just had a terrible lifestyle.
But I have kept him in my clinic because even though he
hasn't lost a lot of weight and I don't think he's
stopped smoking, he has made some lifestyle changes. He
has stopped drinking quite as much; I think he only
uses drugs on special occasions; he takes his insulin
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every day; he checks his urine periodically and while I
can never imagine living that way, I think he has made -
progress that he wouldn't have made if I had sent him
to the rotating resident clinic.

He and I have established rapport and he knows
that when he comes in the dietician and I are both
going to yell at him about his weight. He knows that
I'm going to ask him about his drugs and alcohol. And
so, over time, he's tempered these things and he's
gotten so he'll ask me about other things that are
bothering him. For example, I told him how to get into
the family study unit because he was having premature
ejaculation. And things like this have come up over

time that wouldn't have come up just in one visit.

This excerpt illustrates the nurse practitioner's

ability to accept the patient on his own terms and to show

nonjudgmental positive regard for the person as a fellow
hhuman being. This is an example of the egalitarian
X" e lationship that nurse practitioners establish with
Patients. It is also another illustration of the importance

S £  continuity in achieving changes in health habits.

=S cheduling Followup Visits to Closely Monitor Patients in
Uncertain Situations

A common strategy for managing the uncertainty or
indeterminacy of clinical situations is to monitor the
B> & tient closely with frequent followup visits.The following oo
A« scription of situation #4 illustrates this competency.

Nurse practitioner I have one woman who is 70 years

old and she's been my patient since I was a student, so

that's about six or seven years now. She came from the OO

southeastern United States where she had been

hospitalized for congestive heart failure In all the

period of time that I've seen her, she's never been

hospitalized. [
And her things are simple and complex, but if you —~

were putting it in terms of health care, if you define :

it as wellness and illness--it's bigger than that. Some .

of my time for her is spent writing letters to the .

housing authority so she can get a senior citizen's

apartment. And I want her to stay well and I guess
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that's part of the reason that I may see her more
frequently because I feel that with more contact at
least I can see how she's doing.

She lives alone. She has family, but she lives
alone. And the fact that she comes and she always keeps
her appointments and is very conscientious about it
means that it must fulfill something for her. And she
stays well.

This excerpt illustrates the effectiveness of frequent
pPersonal contact with a care provider. The nurse
practitioner monitors this woman's health by attending to
her diet, her medications, her blood pressure and
c ardiograms, as well as more general concerns such as her

housing needs. The woman feels cared for and she stays well.
In the six or seven years that the nurse practitioner has
b een following her she has never had any hospitalizations
&aannd no episodes of congestive heart failure.

Selecting and Recommending Appropriate Diagnostic and

T herapeutic Interventions and Regimens with Attention to
S aafety, Cost, Invasiveness, Simplicity, Acceptability, and

Efficacy

There was ample textual evidence that the nurse

P x> gmctitioners in this study emphasize low technology,
l:"<>l:\pharnxalcolog:lc interventions. This provides additional
= wa pport for Martin's (1983) finding that family nurse
B = gctitioners provide more low technology interventions
“ hien compared with family practice physicians. In the
o dlowing excerpt a nurse practitioner describes how she
B xovides low technology care with frequent followup visits
Toxr monitoring and emotional support:

One day I went to one of the consults to sign a bunch

of prescriptions and she said '"You know, you give more
vitamins and normal saline nose drops than anybody I
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know." And I realized that when I think about it, I
don't give a lot of prescriptions or a lot of drugs. w0
And when I do (because lots of times I find there are
certain patients that are locked in to getting
something), I tend to give vitamins.

If I was going to describe care I know that in a
lot of situations even though we're supposed to see
people once a year or once every six months, there are
certain patients that I see more frequently than that
when there isn't even a quote ''medical' indication that
needs close monitoring. Maybe I see them every 6 weeks
or every two months and mostly it's because they need
contact.

This excerpt shows the nurse practitioner's willingness
tCo see patients for nonspecific supportive visits. Even

€ hough it is not clear precisely what these visits provide

&and their cost effectiveness cannot be proven, the nurse
P xactitioner senses that the close and frequent contact 1is L
& n important link in health maintenance and illness
P ™ evention. The patients feel cared for and they remain .
S T able.
Another example of the emphasis on low technology
L xw erventions was provided by participant observation of a
™ Waxge practitioner/patient visit. During a visit with a
I"e\-vly diagnosed diabetic man who was overweight, the nurse
B xgactitioner stressed the importance of keeping his weight
QAo wn. She explained that with weight and diet control he may R

Yo t require any medications for management of his diabetes.

=S e scheduled an appointment for him to discuss his diet

Y 1 th the dietician and paid particular attention to the

1 X s tance he had to travel and what was most convenient. The

) oen

™ e ge practitioner explored specific aspects such as meal

I:)::"EBIDarat.:ion, eating in restaurants, and cutting down on




139

cets with the patient. This attention to concrete details
important for promoting understanding and the ability to
‘ually carry out recommendations.

Two of the nurse practitioners practice in a
ertension clinic where they emphasize nonpharmacologic
erventions for controlling high blood pressure. They
ally don't start patients on drugs on the first visit and
" to control the blood pressure with weight loss and 1low
t diets and they emphasize patient education and active
"ticipation in care. One of these nurse practitioners
rmented that she can usually really see a difference
ween the first and second visits in terms of the blood
ssure level. She attributes this to decreased stress and
lains it as follows:

They know who we are; they know where the clinic is;

they don't have to worry about what we are going to do

to them. We've already told them what we're going to
do. They know what's going to happen.
> adds that ""we have a lot of patients who are referred to
 clinic that were started on medications--just like that,
| we take them off and they do fine."

A nurse practitioner who works in employee health
scribes her attention to nonpharmacologic, low technology
e as follows:

When someone comes in for low back pain, rather than

automatically getting x-rays and putting them on

tylenol with codeine and muscle relaxants and
everything else, I just try to figure out why the
client has back pain. I try to explain to him or her
how to do back exercises and how to sit properly and
that sort of thing. About the only thing you need is a

heating pad and some aspirin or something like that.
You don't have to use real sophisticated medical
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technology for a lot of things. The back pain may be

totally due to using poor body mechanics or sitting -
improperly and if you don't change that it's not going

to help and you can give all the drugs in the world and

it's not %oing to make it go away. So I think it's a

matter of a different approach to problems, that

ls1olx)niet:imes; you have to change your lifestyle or your

abits.

Investigator: So would you say in most cases if there
wereqa choice that you would choose a way other than a
pill?

Nurse practitioner: Yes. For instance, I had a person
in here this morning for a pre-employment checkup.
She's 4' 8" and she's a ward clerk. She said that she
has chronic back Pain. It's no wonder, this is a big
person world She's at a big person's desk; sitting in
a big person's chair; driving a big person's car and
she's complaining about low back pain. Well, an
orthopedist may have given her a muscle relaxant, but
basically when you look into it, it's because she s 80
short that she's really straining her back. She's i
really putting strain on her back in everyday life. We :

discussed things that she could do to make her closer

to her work area and we talked about exercise and that

I think is more helpful to this person in the long run. D

She's not overweight at all, but her muscle tone is not

that great, so exercises can help her back.

Investigator: And how did she react to all that?

Nurse practitioner: Oh, she thought it was wonderful.
She never knew why she had back pain. Her mother has it
and so she figured that she had to have it too. Her
mother is also short and probably has the same sort of
problem.

This excerpt points to the nurse practitioner's

o

= P plication of medical and nursing knowledge in attending to
< ~>eryday activities, such as driving and sitting at work and
E> & xsonalization of these to the individual, in this instance
Rer short stature. She attempts to alleviate problems by
beeommending individualized lifestyle modifications rather
than simply relieving discomforts with medications.

Another nurse practitioner relates her theory of care
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] provides another exemplar of low technology care.

Nurse practitioner: My theory is that as much as giving
the right diagnosis or ordering the right tests or
giving the right medicines, it's your attitude and how
you talk to people that counts. Some people I can't do
anything for, but I can be nice to them or help them to
get what they need. Like the other day, I had a man in
my clinic who had polio in 1956. He's probably 60 and I
see him annually to do a physical and teach him about
his prostate. 1It's 1like the ideal nurse
practitioner/patient contact. He's not too sick, I do
patient education, check him out and see if anything 8
changing, and try to anticipate what may develop as he
gets older.

He had some shoes on that he said were 35 years
old--very expensive, well-cared for shoes that he had
resoled, but to get them adapted to his brace he had to
goto a special subsection of the prosthetics
department. So for that patient, he doesn't need the
CAT scan, or the computerized lab, or all that stuff.
He said that the most important thing we could do for
him was to adapt his shoes for his braces.

This excerpt illustrates the nurse practitioner's
lity to maintain interest in helping people get what they
>d to enable them to manage their everyday lives in the
sence of specific problems that require diagnosis and
atment. The nurse practitioner describes the ideal nurse
ctitioner/patient contact as involving patient education,
itinuous followup to detect changes, and anticipatory

dance.

P
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nitoring And Ensuring the Quality of Health Care Practices

The areas of skilled practice in this domain were

nsiderably expanded on from Benner's work (see Table 7).

ble /

MAIN: MONITORING AND ENSURING THE QUALITY OF HEALTH CARE
PRACTICES

cas of Skilled Practice:

roviding a Back-up System to Ensure Safe Medicaland
Nursing Care
*Developing Failsafe Strategies When Physician
Consultation is Judged Inappropriate

ssessing What Can Be Safely Omitted from or Added to
Medical Orders

otting Appropriate and Timely Responses from Physicians
*Using Physician Consultation Effectively

21f Monitoring and Seeking Consultation As Necessary

Eving Constructive Feedback to Physicians and Other Care
Providers to EnsureSafe Care Practices

-e. from Benner, 1984a, p. 137.
*indicates competencies identified in this study.

>viding a Backup System to Ensure Safe Medical and Nursing

Care*Developing Fallsafe Strategies When Physician
Consultation is Judged Inappropriate

As described by Benner this competency requires the use
discretionary judgment by the nurse in weighing
nflicting priorities and needs. Nurses develop skill in
ndling conflicts with physicians about appropriate
nagement of patient problems. This skill is further
@loped and expanded by nurse practitioners in ambulatory
e, Edmunds (1984) delineates four factors that influence

s e practitioner behavior in the face of nurse
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practitioner/physician conflict over the appropriate -

treatment plan as follows: 1) experience as a nurse

practitioner and how secure she feels about her own level of
competence; 2) the nurse practitioner's assessment of the
physician's competence; 3) the degree of risk involved and
whether the patient or the nurse practitioner assumes it;
and 4) the nature of the nurse practitioner/physician
relationship.

The following excerpt in which the nurse practitioner

relates a paradigm case from her training period highlights
T hese four factors. The situation illustrates how the nurse
P xractitioner has come to use a failsafe strategy in
O b taining appropriate consultation for her patients.

Nurse practitioner: I was doing a history and physical
on one of the in-patients and discovered what I though
was a rectal mass. And 1 had the preceptor physic an
there double check it and he felt it was okay, that it
was normal tissue. But, the guy turned out to have a
cancer and had surgery. And I guess that brought home
to me early that just because I might have less
experience doesn't necessarily mean that I might not be
right in my examination.

Investigator: And howhas that affected youinthe
aftermath?

Nurse practitioner: Well, probably not so much in the

first year that 1 graduated because everything 1is

hitting you and you don't even come off that high the

first year, but I think after that it makes you go more

with your own feelings sometimes and to double check

something. So that if I get a physician to double check

something because I don't feel comfortable with it and

he ignores it‘ 1'l1l probably do a failsafe with that e
patient and I'11 have him come back the next week or -
I'll do something so that he won't fall through the -
cracks.

Investigator Do you ever have the opportunity 1if
you're not particularly pleased with the way somebody
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responds to your question, to ask another physician or
are?you limited to just the one that is available that
day?

Nurse practitioner: You might not get that opportunity
that same day, but you bring that up with someone that
we trust more.

Another Nurse practitioner: Or we'll bring the patient
back on the day that another attending is there.

Nurse Practitioner: That's something that we do a lot.
It isn't always possible to get somebody that same day
to come back and double check them. I have done it, but
it's tricky to try. I mean there are times that I've
ended up sneaking down to the Chief of Ambulatory Care
to rediscuss a case because I'm not comfortable enough

to send the patient home that day.
Utilization of a failsafe strategy which was aptly
1 abeled '"collateral consultation" by one of the nurse
P xractitioners was commonly described by the study
P arxticipants. This competency involves recognition of the
Lamicertainty in clinical situations. It takes some time for
Txwarse practitioners to realize that they may get five
<2 X fferent recommendations from five different physicians for
T e same patient problem. While they are acquiring this
= wwrareness they are also gaining experience with clinical
= A _tuations and over time they come to trust their own
< 1 inical judgments in patient situations and learn to
& & lance this against the physician's advice so that they can

<A e termine when they really need another opinion.

Assessing What Can Be Safely Omitted From or Added To
Medical Orders

This competency identified by Benner as evident in the
P x> actice of hospital nurses was not highlighted in this

= t"~ldy. In ambulatory care the nurse practitioners are
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essentially in charge of their patients and they write the

orders with physician consultation as they deem necessary.

Getting}Appropriate and Timely Responses from Physicians
Using Physician Consultation Effectively

Hospital nurses develop skill in communicating clearly
and convincingly to physicians. This skill is further
dewveloped by nurse practitioners in ambulatory care where
they learn to use physician consultation effectively. This
is a complex competency which involves recognition of the
uncertainty of clinical situations, security in one's
identity as a nurse, a broad base of knowledge, the
© s tablishment of mutual trust, and finely tuned
communication skills.

In one of the study sites a physician was specifically
In the clinic setting for the purpose of consulting with the
Care providers. In the other sites physician consultation
Was pot so readily available and nurse practitioners had to
de‘-7e10p strategies to obtain consultations without undue
delay for their patients. During participant observations of
The nurse practitioners there was evidence of a bartering
st1’-‘at:egy that the nurse practitioners developed to obtain
SO nsgultations. For example, one of the nurse practitioners
(= sigted a physician in finding out where a lost patient was
sLllbposed to be and when she later needed a consultation she
o 1 d the physician "It'll be quick. I helped you find where

Chae patient belonged."
The nurse practitioners developed considerable skill in

Pra Senting a concise, relevant presentation of the patient's
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situation so that consultation could be effective and quick.
There was of course variablilty in the quality of the

presentations depending on the nurse practitioner's

experience and skill. Nurse practitioners with more

experience were observed to complete their presentations
w i th their assessment of the situation and proposed plans
while those with less experience tended to be unsure about
their assessments and asked the physician what they should
do instead of formulating their own ideas. As the nurse

Practitioners acquired experience they got to know the

Preferences of their physician consultants and would

S8e lectively choose a physician they expected would be in

agreement with the plan they had in mind. This skill

requires a high level of clinical expertise, as well as in-

depth knowledge of the physician's approach.

Nurse practitioners assume responsibility for diagnosis
| N4 treatment of patients' presenting complaints. In
eal‘rying out this responsibility they may consult with
Varxrjious resource persons, however in most situations, it is
The nurse practitioner and the patient who make the decision
| b oyt what to do. In situations where admission to the
l-1':-’8p:lt:a1 is an issue, the nurse practitioner is responsible
fox the patient up to the point of admission and then
Phy gicians in the various services of the hospital assume
t‘espons:l.blity for the patients' care since the majority of
RS S se practitioners have no authority regarding hospital

Qdmissions. (There were 2 exceptions in this study, a nurse
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practitioner who was a midwife and a nurse practitioner who
worked with dying patients both had some hospital admission
privileges). Being responsible for careful evaluation of
patients and recommendation for hospital admission with no
authority to finalize the admission is a particularly
complicated state of affairs. The nurse practitioners need
both highly developed communication and clinical skills to
Present a convincing case for admission to admitting
re sidents who are often overworked and haven't seen the
patient.

A major theme that surfaced in the situations described
wa s frustration and conflict over hospital admission
de cisions. Assuming responsibility for assessing a patient's
he alth status and recommending hospital admission is an area
wWhere nursing practice intersects with medical practice.
Thesge situations highlight subtle distinctions between
Nturging and medicine and illustrate how the nurse
Practitioners need to develop skill in supporting a
Patient's admission using language and rationale (i.e.,
Making interpretations) that the admitting physicians
COnsgider reasonable. The following situations depict these
Subtle distinctions.

Situation #87 illustrates the nurse practitioner's
©Oxientation to assessing the total picture of the client in
Ehe context of his life situation.

Nurse practitioner: The man was 92 and was huffing and

puffingat 26 respirations per minute and this was at
rest. I thought he was in respiratory distress. His
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chest was congested and that was after a respiratory
therapy treatment. He lived at home with his wife who
was rather weak. I was afraid that he was going to die
if he went home and had to care for himself,.

The attending physician saw the patient and
thought that he could go home. I told the attending
that I felt uncomfortable sending the patient home even
if the x-rays and blood gases came back negative. He
replied that if it was a case of admitting or not
admitting then we would need additional lab work. I
didn't understand. I said to myself "Now what is that
going to tell you about admitting a patient?" It was as
though he thought that all you need are lab results
before you can admit a patient. But, I said to myself,
"No, I'm sorry you ought to be able to look at a
patient and get a cumulative history and decide whether
or not he needs to be admitted."

This excerpt shows the nurse practitioner's frustration
Ower being unable to present the case for admission
convincingly enough. She had prior experience in respiratory
inmtensive care and felt quite sure of her assessment that
the patient was indeed in distress and was too weak to care
for himself at home. This excerpt illustrates the
Physician's concern with allocation of resources and cost
© f fectiveness because of his responsibility for hospital
admissions.

Another nurse practitioner describes situation #98
wWhich further illustrates the nurse practitioner's attention
o the whole situation.

Nurse practitioner: I saw a patient who had pneumonia.

He also has a really complex underlying condition that

has not been determined specifically, but is possibly

Wegener's granulomatosis--something that I'd never

heard of. His wife called and said that he was real

sick and wanted me to see him. So he came in and he was
cyanotic--his 1lips, his ears--his color was just
horrible and his chest x-rays showed several
infiltrates. 1 had the attending come in and listen to
him and look at the x-rays and right away decided that

he obviously needed to be admitted.
He really looked bad and I was concerned that he
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was going to have a respiratory arrest here in the
office because he looked so horrible. So we put him in
the ER and started an IV, sent off for blood gases,
started oxygen, and then called the admitting resident
upstairs and gave him that history. And he said ''Well,
you don't have the blood gases back yet--how do you
know he's ill enough to be in the hospital?"

And I was furious! This man was sick! He looked
bad; he was weak; he wasn't eating; he was
cyanotic...He was a sick person and even without those
lab values, we (the attending physician and the nurse
practitioner) still felt that he needed to be admitted.

Invgstigator: Why was there such reluctance to admit
him?

Nurse practitioner: They felt '"What's pneumonia?" His
P02 came back 60 which is still borderline and they
felt that he could be treated as an outpatient with
antibiotics. He was finally admitted after we got the
Chief of Ambulatory Care involved. But, it's very
frustrating when you see somebody that you know is sick
and you have to struggle to get him admitted.

I think that nurses often just have a gut level
feeling and especially after 10 years of working here,
there are not many people that I really get nervous
about and really have that feeling about, but there are
certain ones that I do and I know that they are sick
and would be better off in the hospital.

This excerpt clearly shows the nurse practitioner's

At tention to the whole situation and her clinical ability to
S ense when a patient is very 1i11l. She states that she''felt
Nervous" and explained that she does not often get nervous
about a patient's condition unless it is warranted. She knew
thig patient well and could tell that he was very sick.
Pneumonia may not necessarily be an indication for
hC>spitalization, however, in this situation the patient had
&  complex underlying condition which complicated the
S 1 tuation. The nurse practitioner explained that her
frustration resulted from having a certain amount of

i""<?1ependence and a lot of responsibility in terms of
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assessing and monitoring the health status of clients, but
then having no power or authority for admitting someone to
the hospital.

The nurse practitioner may not have authority for
admitting patients to the hospital, but she does have some
power. The power is that which derives from being an expert
clinician. Over time the nurse practitioners develop their
c 1l inical acumen and they gain a reputation for being able to
detect and predict significant problems and seeking
admnissions that are indeed indicated. A problem that
pPxevents the transmission of the knowledge that a particular
nuarse practitioner is an astute clinician is that admitting
re sidents often rotate and change over the years. Therefore,
nuwuarse practitioners are faced with having to prove their
c 1 inical ability to different residents over and over again.

Several nurse practitioners who have been in practice
for more than 8 years have begun to develop strategies to
handle these conflicts more constructively. They have
Capitalized on the fact that although the admitting
regjidentschange, the attending physicians tend to remain
their permanent consultants. They have begun to establish
Negotiations with the attending physicians such that if the
4 €t tending physician sees the patient and agrees that
hC’Spi.tal admission is warranted then the patient will be the
& T tending physician's responsibility if the resident refuses

Co admit the patient. This has the potential for being a

Ve ry effective strategy for decreasing the nurse
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practitioner's frustration because they explain that the
most frustrating situations are when a patient waits around
all day for an admission that both the attending physician
and the nurse practitioner agree is clinically indicated and
then the resident refuses to admit the patient because of
inadequate manpower or other resource deficiencies and the
patient is sent home. This strategy is not however in the
pa tients' best interests since it involves the nurse
pxr actitioner giving up her advocacy for the patient. The
following excerpt illustrates one nurse practitioner's
frwustration over these struggles:
Often times to get a patient admitted can bea real
uphill battle.First we go to our attending who then
sees the patient and if it's agreed that admission is
indicated then you talk to the admitting resident who
starts arguing about why the patient shouldn't be
admitted. And I've just reached the point where I just
say '"Look, if you don't like this, you can talk to the

attending" m just not even going toget into it
anymore.

This excerpt illustrates the repetitiveness of these
S truggles. Several nurse practitioners talked about feeling
POwerless to change this state of affairs. Of particular
Concern here is the potential for the nurse practitioners'
o become discouraged over repeated unsuccessful struggles to
@dmit patients with the result that their arguments in
Support of hospital admission for patients may become less
COogent and their commitment to advocacy for patients' needs
In these situations may weaken.

The following excerpt takes place just after two nurse

PX a c titioners have related that a patient with pneumonia
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over whom there was an admission struggle had been
discharged the next day.
Nurse practitioner: The fact that even though you
struggle and get the man admitted, yet he gets
discharged the very next day. If I thought about that I
would go nuts.

Nurse practitioner colleague: Yes, you have to shut
that part out because you have no more responsibility.

Nurse practitioner: And you don't have control over it.
There's just nothing you can do.

This excerpt illustrates the particularly difficult
s 1 tuation that the nurse practitioner is in with regard to
hospital admissions. After struggling to get a patient
adnnitted to the hospital, the nurse practitioner has no
c ontrol over when he or she is discharged and this is
fxustrating because she sees the consequences of premature
release from the hospital in ambulatory care.

A potential strategy for attempting to resolve
conflicts in this area of their practice would be for the
Nurse practitioners to collect followup data on events
following such unfortunate situations to substantiate the
Nurse practitioners' claims and provide them with exemplars
To help them present the case for admission more
Convincingly. One such exemplar was situation #104 (see pp.
225-226) where the nurse practitioner was sure that there
Was something very wrong with a patient who complained of
back pain. He was sent home and the nurse practitioner

€ TNicouraged his wife to take him to another hospital where
SQncer was diagnosed.

An exemplar which highlights the complexity of



153

admission decisions is situation #95. The nurse practitioner
saw a cirrhotic alcoholic who had severe ascites. He denied
any bleeding, but he was severely decompensated and
obwviously needed to be hospitalized. The attending physician
agreed with the nurse practitioner that the man's condition
warranted admission. The admitting resident refused to admit
the man and he was sent home. He began passing blood clots
Per rectum that evening and died in the emergency room of
another hospital the next day.

In discussing this situation the nurse practitioner
re fers to the problem of scarce resources and explains that
Cthiere was insufficient nursing staff on the in-patient units
amnd the admitting resident was extremely busy. The nurse

P X actitioner relates:

While the admitting resident was in my examination room
trying to examine the patient, he had at least 5 phone
calls. He was one step from screaming from the pressure
he was under. It was a horrible day.

Although it was frustrating for me because it was
obvious that the man needed to be admitted, I didn't
feel that there was a lot that we were going to be able
to do for him at this point. I observed the resident
and could see that he was totally stressed out and 1
thought if I were in his place, how would I be
functioning? What kind of decisions would I be making?

We all know that in emergencies (whether this
could be called an emergency situation or not, I'mnot
sure) you have to triage and decide who you save and
who you don't; who can you do something for and who you
can't. It was obvious that this man was pretty far
gone, 80 if you were going to make a choice between him
say and the man with the pneumonia, maybe that was a
good choice.

This excerpt illustrates the kind of situations that
San occur in the health care system when cost benefit

al"'alysi.s alone guides resource allocation. Humanitarian



154

needs are not considered when patients are looked at
objectively and decisions about hospital admissions are
based on the principle of utility rather than patient need.
There was concern that the patient's family would sue the
institution. The son felt they should sue, but the wife
called the nurse practitioner to thank her for caring for
her husband and was obviously not inclined to sue. She
realized how terribly sick her husband was and the nurse
practitioner felt from what the wife told her that the staff
at the hospital where the man died did a very commendable
job of caring for the family. They allowed the wife in to
see her husband and explained to her and her son that he
died of alcoholic heart failure and would probably have died
even if he'd been admitted to the hospital the day before.
The wife was reassured that her husband's death was not a
consequence of not being admitted. However, the nurse
practitioner colleague who participated in the interview
when situation #95 was described commented: "it must have
been pretty traumatic for the family to watch him and not be
able to do anything."

The complex issues surrounding these situations dealing
with hospital admission struggles raise many important
qQuestions. The trend toward discharging patients from
hospitals sooner and denying admission to those who are not
considered to be sick enough or worse yet denied because of

inability to pay for their care creates suffering and

inequities. Nurse practitioners provide a real service to
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patients by maintaining vigilant caring concern for them and
for the patient's sake it is hoped that they won't give up
their advocacy in the face of the commercial climate of
health care where utility and cost effectiveness override
good clinical judgment and concern for the patient's

welfare.
Self-Monitoring and Seeking Consultation as Necessary

This is a competency of central importance to nurse
practitioner practice because they practice essentially

autonomously with patients and seek physician and other

consultation as they see the need. Evidence for a

progression from seeking consultation for almost every

patientvisit to seeking consultation selectively was

Provided by participant observation of the nurse

Practitioner participants. The more experienced nurse

Practitioners sought consultation much less frequently and
MOre selectively than the less experienced nurse
PTractitioners. This finding was consistent with what was
€X pected. Evidence for self monitoring is also apparent in
the many situations described.

Situation #63 provides an exemplar of a nurse
PXactitioner who has learned to be quite cautious about her
P X actice in regard to minor surgical procedures. She
describes a situation where she was assisting a resident who
was performing a punch biopsy of a lesion on a man's
:Eot‘ehead. The nurse practitioner relates:

He cut through the skin and through the temporal artery
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and the blood was spurting out. You know you have to
tie off the vessel, but when this hydrant of blood is
coming out--how do you look in there and tie it off?
The man was about ready to pass out. We looked at it
and it was clear that when we took the pressure off, we
were in trouble. So we called the surgeons and they
said "you did the biopsy, you fix it."

The resident was a first year resident and tears
were running down his eyes. He said "I can't stop this'"
and it became clear to me that the two of us were in
trouble. I was clearly out of my territory. Well, what
are you going to do? We're holding it and nobody will
come down to helP. The first thing I did to calm the
resident was say ''we're going to tie this off." He said
"Well, I know that, but it's too bloody." If you just
released a little the blood was in your face. So I said
"what we have to do is clamp lower and then tie off
this part'" and he said "I know that,' but he couldn't
do it. If you just released a little the blood was in
your face. How were we going to get in there and tie
this thing off that's pulsating and squirting all over?
It was impossible.

So I called a code and the whole team came. They
were very mad and wrote it up that the code was
inappropriately called, but the surgery person who came
down picked up a hemostat and tied it off and it was
done. He knew what he was doing. We didn't. The patient
then stopped losing blood and everything was okay, but
it became very clear to me that these are skills that I
don't have. I didn't go to medical school. I don't know
what's down under there. It's not my role and I don't
want to get into it.

They all tease me now in the clinic and say "will
you help with a punch?" I mean I palpate where the
vessel is, I move the skin around and they laugh and
say that was one in a million chances that would ever
happen again. I don't like getting put in that
position. I will not biopsy a leukemic patient whose
white count is under 1000. They could get an infection
and die and I grant you that leukemia can kill you,
but... And I've just set things that if I'm not
comfortable doing them--I just won't do it. They all
laugh at me, but they know I won't do it. So it's
clear, if I say '"No," nobody can push me into doing
what I don't want to do.

So I got real intimidated by surgery and every
Wednesday we have surgery clinic and I can go in and
suture up a hole that's this big if I have to, but
there's a whole lot I don't know about it and I don't
like doing<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>