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HOW TO USE THIS BOOK

In 2002 the Royal College of Nursing Accreditation Unit (RCN AU), working with the course
leaders of RCN accredited nurse practitioner programmes, developed a document called Nurse
Practitioners — an RCN guide to the nurse practitioner role, competencies and programme
accreditation. This detailed the domains and competencies for UK nurse practitioner practice.

As explained in the Preface, these domains and competencies later formed the basis for the NMC
standards of proficiency for advanced nurse practitioners, that were consulted on in 2005 and
signed off by the NMC Nursing Committee in September 2006. The profession is still awaiting (as
of May 2008) confirmation by the Privy Council that advanced nursing practice will be registerable
within the UK.

During the process of consultation and presentation to lay personnel and focus groups the
ordering of the domains was altered and the working of some of the competencies was subtly
changed. This text uses the order of domains and wording of competencies used in the NMC
consultation document (NMC 2005) — but they differ only very slightly from the original RCN
version. The differences are minor and not of substance.

We started to compile this text at a time when the NMC was confident that a level of practice
beyond initial registration would be in place within a shorter timeframe than presently appears to be
the case. However, the decision has been taken to go ahead with publication. This may mean that
some of the wording may alter slightly when (and if) NMC finalise their standards. Essentially,
though, this text contains the essence of what practitioners will be required to demonstrate in order
to prove that they are competent to practice at an advanced level.

As editors it was our intention that the reader (most frequently we saw him or her as someone
who was undertaking a course of preparation for practicing at an advanced level, or someone who
was hoping to gain accreditation as an ANP by virtue of being able to produce a portfolio of
evidence of practice at this level) would dip in and out of the book, rather than reading it from
cover to cover.

It should be seen as a handbook, a guide to putting together credible evidence of advanced
nursing practice. The reader might want to start off by studying chapters 1, 2 and 10 for
background information on what advanced practice is, how it started in the UK, the legal and
regulatory context and frameworks for it — and how to compile a portfolio and collect relevant and
compelling evidence.

In chapters 3 to 9 the text explains each of the seven domains and the competencies that they
contain. Readers will find that these chapters — each written by a different lecturer in advanced
practice — differ in how they approach the various domains and competencies. Some take a micro
approach, discussing each competency in turn — others are more broad brush. We hope that each
will be of value.

Scenarios are frequently used to illustrate how ANPs might demonstrate their competence
within a portfolio. Sometimes the authors offer reflective points where the reader is encouraged to
draw on their own practice.

Essentially, each reader will use and apply what they find here in a different way — but we hope
that it will become a key tool in the journey towards recognition of practising at an advanced level.
We wish you a satisfying journey and a fulfilling outcome!
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FOREWQORD

“If you want to walk fast, walk alone. But if you want to reach farther, look for a companion”, Gabbra
proverb, Marsabit District, Northern Kenya.

Writing this foreword has been, for me, something of a visit to the past. I was asked some months
ago to do this, and I accepted the honor with particular pleasure because two of the authors are
colleagues and friends from long ago and another was once a student of mine. And of course, the
subject was absolutely compelling for me, having been an early supporter of advanced nursing roles.
There is a sense of triumph in reading how far nursing has come in the last decade — arriving at a
destination that was not even on the map when I was at the start of this journey. At that time the
nurse practitioner programme had begun, but there was no official recognition of the advanced
nursing role that it exemplified. We longed for overnight revolution! Yet the stronger way forward
has proved to be a steady evolution, building on what was known and being practised and ensuring
that there is now a robust, sustainable framework to support and nurture the advanced nursing role.

In Chapter 1 Griffith reminds us that the debate about the nature of advanced practice continues
even now. While this may be frustrating to professional development, the ongoing debate does
serve to remind us of the complexity of describing what nursing offers to health care. I have been
away from the nursing field in the UK for some 15 years now but the impact that exploring the
advanced nursing practice role had on my development stays with me still. One reason that those
years are so unforgettable is the challenge that was inherent in unraveling those complexities of
nursing and describing them to others. I relied heavily on Benner’s domains of nursing practice
(Benner, 1984), as a map constructed by one who had sought a route to clarity based on
observations of practice, and it is heartening now to see these domains brought into this century
and into the broader picture of the NHS skills framework. What a great (and rare) example of
practice leading to theory which then underpins policy development! In Chapter 7 Crumbie looks
in detail at the iteration between policy and practice in the nurse practitioner role, and how nurse
practitioners have continued to collect and provide evidence to support their role development — is
this unique to nursing? I think so!

So it is inspiring to read this book that articulates so clearly the competencies associated with the
components of advanced nursing practice and conveys, through case studies, the ways in which each
of the facets of nursing is intricately linked to the others. Just as striking is the way in which the
competencies addressed here are relevant to all areas of nursing practice, marking a move towards
shared identity in advanced practice across the many specialist areas in nursing. It is this unity that
does indeed make it possible to walk further together — and that is one of the observations on this
book that prompted me to include the saying from Kenya which begins this foreword. But it is not
the only reason that this particular saying came to mind.

I heard this saying from a colleague who is actually from the North Central Province of Kenya.
He was telling me that a companion can be a person, but could also be a camel — a common form
of transport for the nomadic people in that area. He told me that it is vital to take care of your
camel, so that it continues to support you and he said that he thinks of this as a message about
supporting partnerships that enable us to continue to make progress. And that caused me to reflect
on the many partnerships that advanced nursing practice has nurtured, both within nursing, as I
have mentioned already, and outside nursing too.
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In the early days of developing advanced nursing practice there were seemingly endless battles
about territory — what was medicine and what nursing? What has evolved over time, it seems, is a
way of working in partnership with physicians that brings out the best in both practitioners.
Nurses are in a network of partnerships and as nursing becomes more expert the quality of these
partnerships changes too. The advanced nurse practitioner engages, contributes and consults with
others, secure in the boundaries of her knowledge and brave in asking for opinions and in acting as
an advocate for patients. As this book reminds us, the willingness to reflect on our roles and
relationships with others is characteristic of advanced practice.

More significant is the role that patients are now playing — experts in their own care, supporters
of others, partners in their care plans. Thome talks about walking alongside patients in their
journeys through illness and health, and this is a vivid image of partnership. And as the saying
reminds us when two people walk together, they walk further. It is our privileged partnership with
patients that teaches us how far we can walk! Advanced nursing practice has developed in the UK to
meet the needs of those who had no other access to care, or to provide care that was previously not
available at all (see p148). We can be proud that advanced nursing practice has grown out of our
commitment to patients and our partnerships with them.

This is a book worth reading! It will guide you through the exciting world of advanced practice
nursing, giving you enough history to show how far we have all come, but also practical
information to help us continue to move forward. May you enjoy the journey!

Barbara Stilwell
Chapel Hill, North Carolina, USA
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PREFACE

The road towards the recognition of an advanced level of practice on the UK’s register of nurses,
midwives and health visitors has been long and tortuous - and is still not over. The latest proposal,
at the time of going to press, awaits the outcome of a major consultation on a new nursing careers
framework (DH, 2006) and decisions regarding the future regulation of advanced practice arising
from the Department of Health’s White Paper on the future regulation of health professionals
(DH, 2007), before final ratification can be achieved.

The quest for full professional recognition began back in the early 1980s when the development
of the first nurse practitioner role by Barbara Stilwell (distinguished author of the Foreword to this
book) led to calls for the recognition and regulation of a branch of nurses beginning to extend their
practice way beyond traditional roles. Since then its gestation has seen the publication of three
different sets of competencies, has absorbed the Knowledge and Skills Framework set out in
Agenda for Change (DH 2004) and the introduction of the nurse consultant role and it has
emerged into a post-Shipman era determined (rightly) that public protection must be paramount.

In the absence of a recognized and distinct place on the register, however, and the enabling
legislation to create one, nursing practice has burgeoned and few now could imagine a UK health
service without the existence of nurse practitioners. As nursing practice itself has developed, driven
by an impatience to prove that nursing values can successfully and beneficially complement the
knowledge and skills traditionally located within a medical model of care, so the pressures of the
modern health service have conspired to create conditions in which the development of the
advanced nurse practitioner role is not just desirable but inevitable. The working time directive
which limited the hours junior hospital doctors were allowed to work, the new General Medical
Services contract and the development of nurse prescribing have all made it economically, as well
as professionally, desirable that whole swathes of care — for those requiring anticoagulant therapy,
those with Parkinson’s disease or dementia, those receiving intravenous or oxygen therapy at
home, and many others in both primary and secondary care settings — should be not just delivered
but directed and managed by nurses operating at an advanced level of practice.

The first set of RCN-accredited nurse practitioner programmes started running in UK
universities in 2002, based on competencies anglicized from those developed in the US by the
National Organization of Nurse Practitioner Faculties (NONPF). Many nurses have completed
these RCN-accredited courses, or sought alternative routes to advanced practice and are practising
at that level today. These competencies formed the basis of the current RCN framework for nurse
practitioners which was subsequently adopted by the NMC and received Council’s approval in
December 2005. They are reproduced in full in the Appendix to this book.

Although yet to be formally ratified, such is their currency and importance that the decision was
taken not to delay publication further and these competencies or domains therefore form the
backbone to this book. It describes each of the domains in turn but begins and ends with chapters
which seek to explain the nature and history of advanced practice, its legal base and the academic
and accreditation process required to achieve it.

Heather Griffith’s chapter charts in some detail the journey towards advanced practice and
offers profiles of nurses working at that level. Caroline Pennels then sets out the legal implications
of advanced practice — looking at what it means in law to be called an advanced practitioner, the
different standards expected in comparison with those required of the ‘ordinary’ practitioner, and
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how this relates to the professional backdrop. Subsequent chapters take each individual domain in
turn, detailing its theoretical base but explaining what that means in practice. Each one is liberally
illustrated with stories, profiles and practical examples of how the theory is put into practice.
Finally, Sue Hinchliff examines the accreditation process required of the nurse seeking to be
recognized as an advanced practitioner — the evidence and profiling he or she is expected to
maintain and the different ways in which an advanced level can be proved.

The book is aimed largely at those nurses seeking to become advanced practitioners — but we
hope it will also be used by those already practising at that level as well as by lecturers and by those
who manage or work with advanced nurse practitioners (ANPs). It is the first of its kind and is
meant to support both their studies and their practice. Similarly, as advanced practice is not a
concept that is confined to nursing but also increasingly evident in the practice and education of
allied health professionals, this book should also prove a valuable resource in that arena.

In an ideal world the publication of this book would have been timed to coincide with — indeed
to celebrate - the final definite creation of a separate place on the register for advanced nurse
practitioners. But just as ANPs themselves have decided that the needs and demands of their
patients, their health service and their own professional development could not wait, and have
developed their practice and their standards accordingly, so we feel that neither could a publication
to support that practice be further delayed. By the time of publication we hope the decision is
finally ratified — and look forward to a second edition reflecting that fact!

Sue Hinchliff and Rosemary Rogers,
May 2008
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INTRODUCTION

The decision by the Nursing and Midwifery Council (NMC) in 2005 to support the
regulation of the advanced nurse practitioner (ANP) role has major implications that
will prompt significant debate. For the first time in United Kingdom (UK) history
the regulatory council agreed that an advanced part of the nursing register should be
opened. For the many nurses who have been leading and developing advanced
nursing roles in the past 20 years throughout the UK, this was a welcome verdict.
There is compelling evidence to suggest that ANPs contribute significantly to health
care delivery (Horrocks et al. 2002, Laurant et al. 2004a) and clarifying the concept
of ‘advanced nursing practice’ will facilitate further innovation. However, despite
this decision being centrally relevant, it will have profound repercussions.

The aim of this chapter is to present an overview of the history and development of
advanced nursing practice roles in the UK, to outline the definition and competencies
agreed by the NMC (2005), and to consider future issues as modernization and
reform of the National Health Service (NHS) continues. Personal reflection is
included which reveals the perspectives of four nurses, currently engaged in advanced
practice roles, for whom the NMC decision has implications.

BACKGROUND

Social trends are increasing demands on health care as the population lives longer
and treatments advance with technology. However, there are significant gaps within
the workforce in meeting patient needs, and the current pattern of service provision
will not be sustainable (Wanless 2002). Nurses play a prominent role in health care
provision in the NHS, and advanced nursing roles have been identified in policy
documents (NAfW 1999, DoH 2000a, DoH 2002, SEHD 2005, NIPEC 2005) as key
to further reform and to cost savings. Policy changes encouraged entrepreneurship
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and nurses in primary care are now able to run nurse-led primary care practices and
become partners in general practices (DoH 2006). In secondary care, pioneering
roles have succeeded in demonstrating improved quality of care for patients, as
traditional role boundaries are challenged and new ways of working are actively
encouraged (DoH 2005a). These changes not only apply to the nursing and medical
professions but there is also a focus on innovation and remodelling in all health care
occupations. Allied health professionals (AHPs) such as pharmacists,
physiotherapists and optometrists are being actively encouraged to advance their
scope of practice and work autonomously (DoH 2000b). The Future Health Worker
report (Kendall and Lissaur 2003) recommended that workforce planning needs to
focus on developing existing staff to work in different ways (across traditional
boundaries) in addition to creating new roles.

The framework that underpins the current career changes was introduced in
Agenda for Change (NHSE 1999, DoH 2004a), a strategy that signalled the
Government’s intention for a more flexible workforce. This established a direct link
between pay thresholds and professional competencies with the intention that all
NHS employees might have more flexible career opportunities with greater transfer
of skills. The Knowledge and Skills Framework (KSF) is a key part of the NHS
Agenda for Change (DoH 2004b) and is the mechanism through which pay
progression operates. It applies to all staff employed in the NHS across the UK (with
the exception of doctors, dentists and board-level managers). As the KSF is a broad
generic framework it does not describe the exact knowledge and skills that people
need to develop. The specific competencies for ANPs, as defined by the NMC, have
been mapped against the KSF Framework (Appendix 1) and it is the application of
these that must be demonstrated. The British Medical Association (BMA 2002)
recognized the workforce challenge that the NHS faces and has acknowledged the
vital contribution of ANPs in care delivery.

The development of a national career framework for the NHS (SfH 2005) also has
implications for advanced nursing roles. The generic framework offers nine levels
through which careers can be progressed (Table 1.1) and is intended to ensure
consistency across the entire NHS workforce. It is based on the concept of ‘skills
escalation’ offering staff guidance on career progression through development of
their personal skills and competencies. Career frameworks have been published for
health care scientists (DoH 2005b) but work is still in progress regarding the
alignment of nursing roles with the Careers Framework. It would seem reasonable
to presume that the competencies agreed for ANPs (NMC 2005) correspond with
level 7, Advanced Practitioner, although this has yet to be confirmed. Modernising
nursing careers (DoH 2006) was launched to examine strategies for defining and
clarifying career pathways for nurses and is a joint project between the four UK
countries. Currently, Scotland is leading on initiatives for ‘advanced’ practice and is
piloting a framework to support the development of advanced practice attributes
(NES 2007).

The current scrutiny of professional regulation is another important contextual
consideration for health care workers. The Bristol Inquiry (BRII 2003) prompted a
review of professional self-regulation and in 2003 the Council for Health Care
Regulatory Excellence (CHRE) was established by parliament to ensure consistency
and good practice across each of the nine regulators (including the NMC). The
Government has specifically requested that the CHRE work with regulators on the
development of ‘common standards and systems’ across professional groups with
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TABLE1.1 NHS career framework for health

9

More senior staff — Level 9
Staff with the ultimate responsibility for clinical caseload decision-making and full
on-call accountability

Consultant practitioners — Level 8
Staff working at a very high level of clinical expertise and/or have responsibility for
planning services

Advanced practitioners — Level 7

Experienced clinical professionals who have developed their skills and theoretical
knowledge to a very high standard. They are empowered to make high-level clinical
decisions and will often have their own caseload. Non-clinical staff at level 7 will
typically be managing a number of service areas

Senior practitioners/specialist practitioners — Level 6

Staff who would have a higher level of autonomy and responsibility than ‘practitioners’
in the clinical environment, or would be managing one or more service areas in the
non-clinical environment

Practitioners — Level 5
Most frequently registered practitioners in their first or second post-registration/
professional qualification jobs.

Assistant practitioners/associate practitioners — Level 4

Probably studying for foundation degree, BTEC (Business & Technician Education
Council) Higher or HND. Some of their remit will involve them in delivering protocol-
based clinical care that had previously been in the remit of registered professionals,
under the supervision of a state registered practitioner.

Senior health care assistants/technicians — Level 3
Have a higher level of responsibility than support worker, probably studying for, or
have attained NVQ level 3, or Assessment of Prior Experiential Learning (APEL)

Support workers — Level 2

Frequently with the title of ‘health care assistant’ or ‘health care technician’ —
probably studying or has attained NVQ level 2

Initial entry level jobs — Level 1

Such as ‘domestics’ or ‘cadets’ requiring very little formal education or previous
knowledge, skills or experience in delivering or supporting the delivery of health care

http://www.skillsforhealth.org.uk/page/career-frameworks (accessed 04/04/08)

regards to advanced practitioners in nursing and AHPs (DoH 2007). Although it is
clear that each individual regulatory body will be in charge of approving standards
which registrants will need to meet, it seems likely that coherence will be demanded
in defining ‘advanced practitioner’ across all non-medical professions. In many ways
ANPs are at an advantage, in that the NMC has agreed regulatory documentation in
support of this specific role (Table 1.2), although legislation has yet to be approved at
the time of writing. In order for the NMC to open a further subpart of the nurses’
register it has to seek permission from the Privy Council and a response is still
awaited (NMC 2007).
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TABLE1.2 Nursing and Midwifery Council approved definition for advanced nurse
practitioners

Advanced nurse practitioners are highly experienced and educated members of the care team
who are able to diagnose and treat your health care needs or refer you to an appropriate
specialist if needed.

Advanced nurse practitioners are highly skilled nurses who can:

* take a comprehensive patient history

carry out physical examinations

use their expert knowledge and clinical judgement to identify the potential diagnosis

refer patients for investigations where appropriate

make a final diagnosis

decide on and carry out treatment, including the prescribing of medicines, or refer patients
to an appropriate specialist

use their extensive practice experience to plan and provide skilled and competent care to
meet patients’ health and social care needs, involving other members of the health care
team as appropriate

ensure the provision of continuity of care including follow-up visits

assess and evaluate, with patients, the effectiveness of the treatment and care provided and
make changes as needed

work independently, although often as part of a health care team

provide leadership

make sure that each patient’s treatment and care is based on best practice.

Only nurses who have achieved the competencies set by the Nursing and Midwifery Council
for a registered advanced nurse practitioner are permitted to use the title advanced nurse
practitioner. The title will be protected through a registrable qualification in the Council’s
register.

NMC 2005.

This section has considered the contemporary context of health care in the UK
including the structure, organization and delivery of services, and how this has
influence on the development of ANP roles. In order to explore the concept of
‘advanced nursing practice’ further it is necessary to consider the development of
these roles from a historical perspective.

HISTORY AND DEVELOPMENT OF ADVANCED NURSE
PRACTITIONER ROLES

The circumstances that led to the initial development of nurse practitioner roles in the
USA and UK are comparable. In the 1960s, American nurse practitioners were
employed in response to a shortage of doctors and inaccessibility to health care,
especially for disadvantaged groups (Harris and Redshaw 1998, Ketefian et al. 2001,
Furlong and Smith 2005). In the UK the first nurse practitioner was employed in the
1980s as a pilot project to address the health care needs of Muslim women in primary
care (Stilwell 1982). In the late 1980s nurses in accident and emergency departments
(A&E) extended their skills to attend to the needs of patients presenting with ‘minor
injuries’ to reduce excessive waiting times (Marsden et al. 2003). The potential for
utilizing nursing skills further was recognized in policy documents at that time.
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New patterns of treatment and care will stimulate changes in professional
practice in both hospital and community settings. Carefully evaluated
innovations to change traditional boundaries of clinical and professional
practice need to be encouraged. New nursing concepts are being tested and
evaluated; they include the primary nurse, the nurse practitioner and the
nurse consultant.

DoH (1989: 13)

The development of those roles coincided with the Government facing
criticism of neglect towards the NHS (Read et al. 2001). The response was
publication of The Patient’s Charter (DoH 1991a) and this initiative, together with
funding, resulted in further opportunities for role development. Workforce
restructuring also resulted from the Department of Health’s directives to reduce the
working hours of junior doctors (DoH 1991b), which was felt acutely in areas such
as A&E.

The nursing profession itself also contributed to advanced role development, and
in 1992 the United Kingdom Central Council (UKCC), the nursing profession’s
statutory body at that time, issued its Scope of professional practice document, which
sanctioned further progress. Although it did not clarify the competencies required
for ‘advanced practice’, nurses were no longer required to gain certificates for tasks
and practice was limited only by personal competence. A pilot project, Higher Level
Practice, was undertaken by the UKCC in an attempt to test and set a standard
(UKCC 1999), although neither an agreed definition nor title resulted. This lack of
clarity led to confusion and ambiguity about the role (Torn and McNichol 1998,
Smithson 1999, Walsh 1999, Read and Roberts-Davis 2000, Castledine 2003, Daly
and Carnwell 2003, Czuber-Dochan et al. 2006) and inconsistent approaches to
education preparation (Ketefian et al. 2001, Cox 2002).

In 1996 the Royal College of Nursing (RCN) led the direction by agreeing the
definition of nurse practitioner practice in the UK (RCN 1996), and setting
standards for educational preparation (RCN 2002). The competencies agreed were
based on those produced by the National Organisation of Nurse Practitioner
Faculties (NONPF) in North America and embraced the traditional ideals of nursing
within a specific role identity. These competencies have informed the definition of
advanced nursing practice subsequently agreed by the NMC, and the requirements
for this are now clearly defined (Furlong and Smith 2005).

Coxhead (1993) proposed that nurses themselves were key drivers in the
development of advanced roles, frustrated by their inability to have their knowledge,
skills or expertise recognized. A decade later Colyer (2004) suggests that the value
and potential of advanced nursing roles were more widely acknowledged and had
become ‘embedded’ in the NHS.

A survey conducted in 2006 revealed that nurse practitioners have established
roles in both primary and secondary care in a wide variety of settings (Ball 2006).
Examples include general practice, walk-in centres, out-of-hours services, A&E
departments, minor injury units, pre-assessment clinics, medical assessment units
and areas such as paediatrics and ophthalmology (RCN 2008). However, because the
role was unregulated, educational preparation has been variable and there is risk that
nurses may be using the title ‘nurse practitioner’ without undertaking the
appropriate level of study to underpin the knowledge and competence required
(RCN 2008).
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In 2004 the NMC acknowledged this concern and launched a consultation
regarding a framework for the regulation of advanced practice. It stated:

The NMC shares the concerns of both the public and the profession that
some nurses may hold job titles that imply an advanced level of knowledge
and competence that may be beyond the level they hold. There has been a
rapid growth in the number of titles that suggest practice at a higher level.
The concern is that currently the public cannot be sure that the level of
expertise and competence of the nurse providing care is commensurate
with their title.
NMC (2004: 3)

The final report presented to the council showed considerable support for the
proposal, and in June 2005 the Council agreed that ‘advanced nurse practitioner’
should be a registrable qualification and that the NMC should seek approval from
the Privy Council for opening a further subpart to the nurses’ register for advanced
practice. A policy was also agreed for accommodating existing practitioners,
including those who had completed RCN-approved programmes and those who had
undertaken alternative routes. Personal portfolios of evidence prepared for
recognition would require demonstration of competence in each of the domains of
practice.

This section has reviewed the development of ANP roles in the UK. It is evident
that some confusion and inconsistency exists but, despite this, ANPs have led service
delivery and innovation. In the first of four scenarios an advanced nurse working in
secondary care presents his perspective.

Scenario 1.1

Geoffrey is a Modern Matron for Medicine in a Foundation Trust hospital. His
role incorporates both management and clinical skills, and he is actively
engaged in patient care via his own nurse-led cardiology clinic. Previously he
was a nurse practitioner in coronary and intensive care.

My position is fairly unique in that | am a matron with budget-holding and
management responsibilities, and also an ANP — running my own clinic for
cardiology patients. | have always been an advocate for ANPs — whether at
ward level or in specialized areas. My ethos has always been to encourage
professional development in my staff — and this is key to recruitment and
retention. | currently have responsibility for 350 staff in nine clinical areas.
| observe nurses undergoing nurse practitioner training and | can see the
difference in their ability — | see the different ways in which medical colleagues
relate to them, | see the difference it makes to patient care.

When | began my training I didn't want to be a ‘good’ nurse | wanted to be
the ‘best’. | have reached the level | have because I've worked hard within my
Trust, I've gained the necessary qualifications — albeit in a fragmented way (as |
haven’t done a nurse practitioner degree). In some ways this has been the
drawback of unregulated ‘advanced’ roles — in that my skills are not necessarily
transferable outside this Trust. | certainly have the experience and can
demonstrate my competence — but this may not be recognized elsewhere. And
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this is unsatisfactory for the NHS — even if you are a qualified nurse practitioner
with a degree — individual Trusts may well set their own standards for what they
want or do not want you to do and this is what | hope that the NMC registration
for ANPs will sort out. What | hope is that now the NMC has set a standard —
that this will regulate practice, protect a recognizable title and improve
transferability of qualifications. This is what is needed, because in the NHS at
the moment we have variability between Trusts — even within the same region —
and that could compromise patient care.

How do we gain credibility as advanced practice nurses? We gain credibility
by enhanced knowledge, communication and team-working. Using language
that reveals clinical knowledge improves credibility. Nurses working at
advanced level think at an advanced level — they see patients in a different way.
In my clinic | do things that would be expected of a doctor: patients are referred
directly to me either from a GP or from a consultant. | see them, assess them,
cannulate them, | treat them and monitor them through the investigation, and |
then discharge them. | manage the complete patient pathway. | feel very
competent to do that because I've been trained and can demonstrate my
competence. | believe the service has improved since | took over the clinic
because, in the past, a doctor would be asked to cover the clinic — perhaps
without much prior experience — whereas | have developed expertise in this
specialty and patients appreciate this. | believe the patient experience is central
to service development and | am driven in this respect. In terms of improvement,
I have reduced the waiting list from 26 weeks to 2-3 and there is now another
ANP working with me.

| have a fundamental belief that when you're ill you deserve the best possible
care — second best will not do. ANPs have great potential as well as
demonstrable competence in delivering high-quality care. But regulation is
important — and although | would find compiling a portfolio of evidence time-
consuming and a challenge, the incentive is there. So | would want to go on to
the advanced register, not because | have to, but because | want to.

In this scenario Geoffrey raises important issues for consideration. He draws
attention to the impact that unregulated titles and non-standardized education and
preparation have had on transferability within the NHS. The next section will
explore the complexity of defining ANP practice.

DEFINING THE PRACTICE OF ADVANCED NURSE PRACTITIONERS

There is much ongoing debate regarding the definition of ‘advanced practice’ (Woods
1999, Castledine 2003, Carnwell and Daly 2003, Bryant-Lukosius and DiCenso 2004,
Colyer 2004, Furlong and Smith 2005), complicated further by the huge variation in
clinical contexts and settings in which advanced nursing roles have evolved (Lloyd
Jones 2005, Mantzoukas and Watkinson 2006). The rapid rise in the number of ANPs
has resulted in different models of practice emerging (Woods 2006) and challenges to
those who are expected to work beyond the traditional nursing role. Confusion is also
compounded in that some trusts have not distinguished clearly between specialist,
advanced and nurse practitioner roles (Williams et al. 2001).
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Although the debate is likely to continue, many authors have agreed that
autonomy is a defining element of advanced practice (Castledine 2003, Bryant-
Lukosius et al. 2004, Ball and Cox 2004). Ulrich et al. (2003: 319) describe autonomy
as the ‘freedom to make binding decisions based on discretion, expertise, and clinical
knowledge within the scope of practice’. Legal accountability is an important
consideration for advanced practitioners who are professionally autonomous and
these concepts are discussed more fully in Chapter 2. However, the reference point
for all ANPs is the Code (NMC 2008), which dictates that practice is bound by an
ability to demonstrate personal competence.

In 2001 Ormond-Walshe and Newham analysed the discrete differences between
clinical nurse specialist (CNS) and nurse practitioner (NP) roles and proposed that
the specialist role utilizes a narrower knowledge and skills base within a defined area.
Daly and Carnwell (2003) presented a framework for transition to competence,
emphasizing another clear difference, in that ANPs deal with undiagnosed patients
and conduct comprehensive health assessments, diagnosis, intervention and
discharge or referral. The authors propose that the degree of expertise and autonomy
differentiates the two levels. Castledine (2003) explains that confusion between the
terms specialist and advanced exists because both were used synonymously to refer
to practice beyond initial registration. He acknowledges that the role of the ANP
differs in terms of advancement.

In 2002 the RCN agreed a definition for ANPs and made recommendations for
their educational preparation (RCN 2008). They defined an ANP as:

A registered nurse who has undertaken a specific course of study of at least
first degree (Honours) level and who:
Makes professionally autonomous decisions, for which he or she is
accountable
Receives patients with undifferentiated and undiagnosed problems and
makes an assessment of their health care needs, based on highly developed
nursing knowledge and skills, including skills not usually exercised by
nurses, such as physical examination
Screens patients for disease factors and early signs of illness
Makes differential diagnosis using decision-making and problem-solving
skills
Develops with the patient an ongoing nursing care plan for health, with an
emphasis on preventative measures
Orders necessary investigations, and provides treatment and care both
individually, as part of a team, and through referral to other agencies
Has a supportive role in helping people to manage and live with illness
Provides counselling and health education
Has the authority to admit or discharge patients from their caseload, and
refer patients to other health care providers as appropriate
Works collaboratively with other health care professionals and disciplines
Provides a leadership and consultancy function as required

RCN (2008: 3)

The key components of the RCN competencies correlate with those that have been
approved by the NMC (Table 1.2). The NMC’s (2005) decision to open a subpart of
the nursing register is significant for the nursing profession as a whole. For the first
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time a clear outline of the core standard of proficiency for advanced practice has
been defined by the regulatory authority. Furthermore, a precise definition for ANPs
has been agreed, with indication that the title will be protected, and criteria for
educational programmes will be established. There is optimism that this policy will
facilitate implementation of future advanced nursing roles, and resolve the role
ambiguity that hindered development in the past (Lloyd Jones 2005). Additionally,
regulation will ensure that safety, effectiveness and quality of practice are monitored,
leading to further ‘legitimacy’ of the role (Bryant-Lukosius et al. 2004).

At an international level there is little differentiation between advanced practice
and the role title of ‘nurse practitioner’ as is evident in the following definition from
the International Council of Nurses (ICN):

A Nurse Practitioner/Advanced Practice Nurse is a registered nurse who has
acquired the expert knowledge base, complex decision-making skills and
clinical competencies for expanded practice, the characteristics of which are
shaped by the context and/or country in which s/he is credentialed to
practice. A master’s degree is recommended for entry level.

ICN (2002)

This also supports a recommendation in the broader literature that advanced
practitioners should demonstrate ‘masters level ability’ (Hughes 2005). The
recommended academic level for programmes of education will be discussed in the
next section. However, the NMC have agreed that ANPs should demonstrate
‘masters level thinking” (NMC 2005).

An additional aspect that appears in the literature is related to personal attributes
of advanced practitioners such as self-motivation, capability and determination for
professional development (Read and Roberts-Davis 2000, Griffith 2004, Elsom et al.
2005, Gardner et al. 2008). Fulbrook (1998) suggests that advanced nursing practice
is ‘a complex composite of knowledge and experience applied in a unique way
according to each situation through the medium of self’ (p. 100). Advanced
practitioners require an ability to engage in critical reflection on the nature of
nursing and the beliefs, judgements and values that underpin it (Elsom et al. 2005).
Furlong and Smith (2005) describe the personal ‘challenge’ that ANPs face. Self-
awareness is a powerful attribute that enhances consultation, collaboration and
communication skills, all of which are fundamental to the ANP role. Authors agree
that it is the combination of these personal attributes together with all, rather than
some of, the specified skills that distinguishes advanced practice from other nursing
roles (Castledine 2003, Carlisle 2003).

In summary, this section has considered the definition of ANP practice and
presented issues of contention. In the second of the scenarios included in this chapter,
the perspective of an advanced practitioner working in primary care is presented.

Scenario 1.2

Rosemary is employed in a general practice on the south coast of England. She
worked as a practice nurse for 19 years before undertaking a nurse practitioner
degree and states that her practice has changed immeasurably as a result.

| had been a practice nurse for 19 years and had done many courses,
including family planning, asthma, COPD, A51 Practice Nurse, Advanced Life
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Support, CHD training, etc., and | wanted to formalize what I'd done. My role was
continually evolving and the nurse practitioner (NP) degree offered me the
opportunity to consolidate my skills and develop them further. With the skills
from the NP degree | could be more autonomous and offer patients a ‘one-stop-
appointment’ and deal with any other problems that arose during their
consultation. For instance, in the asthma clinic, if the patient had a chest
infection | would have had to refer to a GP for examination, investigation and
prescribing. Now I'm able to do this myself.

I didn’t call myself a ‘nurse practitioner’ until I'd completed my training and
had a job as an NP. Changing identity from a practice nurse to a nurse
practitioner was challenging. Even though | had completed the training there
was a steep learning curve once | started to practise as an NP. The NP degree
opens your eyes to what you don’t know ... the more you learn the more you
realize what there is to learn — my role is now totally different.

I work autonomously as an NP and Independent Nurse Prescriber —and | am
accountable for my practice. | work 35 hours a week in clinical practice — much of
that open access. | can request and interpret my own investigations. Patients book
directly to see me and | don't know in advance what problems they're going to see
me about — | have to be equipped to deal with anything. The role is well evaluated
and patients choose to come and see me. | have never had a problem in being
accepted by patients — they are happy to book to see a NP. The only difficulty |
encountered initially was having my referrals accepted by some of the local
consultants, but this is no longer a problem. | hope in the future that | will be able
to request X-rays when the necessary changes to local policy have been made.

Advancing my skills is also about collaborating with colleagues — | manage
the nursing team, which comprises two nurse practitioners, three practice
nurses and one health care assistant. Within the team | have developed nurse
protocols and training. | am the mentor for our health care assistant and trained
as an NVQ 3 assessor (A1/A2) in order for her to gain her NVQ3 in Care. It’s also
about managing my role: because when | do need to refer a patient to see a GP
there has to be a system in place to support that. | have regular clinical
supervision and meet with my GP mentor every 2 weeks for case note analysis
and review of clinical decision-making.

I'm very pleased that the NMC are planning to protect the Advanced Nurse
Practitioner title. This will protect the public by ensuring that only nurses that are
registered with the NMC and have achieved the competencies will be allowed to
use the title. Importantly it will ensure public safety and give guidance to other
nurses and health care professionals about the role.

Rosemary reveals the impact of education in support of her developing role and
ongoing clinical supervision. In the next section the issues surrounding educational
preparation are discussed.

EDUCATIONAL PREPARATION OF ADVANCED NURSE
PRACTITIONERS

Currently in the UK there is no regulatory framework for the education of advanced
practice nurses, and as a result there is inconsistency in the academic preparation of
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ANPs (Woods 1999, Bryant-Lukosius et al. 2004, Laurant et al. 2004a). In the early
1990s, the RCN developed a specific programme of education at honours degree level
based on NONPF guidelines (RCN 2008) and this has been viewed by some as a
‘minimum standard’ for the education of ANPs. Since 2002 the RCN Accreditation
Unit has accredited programmes offered at Higher Education Institutes that have
attained the required standards. Simultaneously, a number of universities have
developed programmes designed to prepare students for advanced practice, often at
master’s degree level, but have not sought RCN accreditation. Regardless of the route
undertaken, it is the demonstration of clinical competence against each of the specified
advanced level outcomes that is the key requirement (Furlong and Smith 2005).
Specific guidance on collating evidence of personal practice is given in Chapter 10.

The NMC has yet to clarify precise details of the standards for educational
programmes, although it is likely that ‘masters-level thinking’ will be a required outcome
(NMC 2005). This correlates with consensus within the literature internationally and
within the UK regarding academic level (ICN 2002, Hughes 2005, NES 2007), although
the current NMC proposal does not specify a complete master’s programme.

One additional benefit of achieving standardized training for advanced
practitioners is the prospect of increased validity in future research. Few studies
reviewed by Laurant et al. (2004a) specified detail about the educational preparation
that the practitioner under investigation had for their advanced practice role. It
could be argued that validity of results may be jeopardized given the tremendous
variability that exists among advanced nurses.

There is no doubt that educators will need to respond to the emerging
requirements for advanced practice, and foremost of these will be the consideration
of patient and service needs. Opportunities for interprofessional learning will
facilitate collaborative working in the modernized NHS (NES 2007). Emphasis
should be placed on the learning environment and mentor support (Griffith 2004,
Pauly et al. 2004, Williamson et al. 2006), and curriculum content and assessment
processes must reflect regulator requirements. It is interesting to note that the NMC
expect ANPs to ‘prescribe medications’ (Table 1.2), yet currently the Independent
Nurse Prescribing programme is not consistently incorporated within advanced
practice programmes. Research suggests that prescriptive authority is an integral
aspect of advanced practice and should not be overlooked in curriculum
development (Furlong and Smith 2005, Williams and Jones 2006).

Continuing professional development (CPD) is an essential feature of advanced
practice (Ketefian et al. 2001) and is exemplified in the scenario that follows.

Scenario 1.3

Tracy is a British Heart Foundation (BHF) heart failure specialist nurse and is
also an independent prescriber. She completed an NP programme (post-
graduate diploma) 2 years ago and is currently working on her dissertation to
complete an MSc Nurse Practitioner degree. Although originally funded by the
BHF, she is now employed by her local Primary Care Trust. She is the principal
research investigator for Better Together, a new supportive and palliative care
service for patients with heart failure. She is also a facilitator on the advanced
communication skills course for BHF nurses, for which she recently received an
award.
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My role involves managing patients in the community with a diagnosis of
heart failure and preventing their admission to hospital. Patients are referred to
me by cardiologists, GPs, community nurses and nurse practitioners —there is a
high prevalence of confirmed heart failure in elderly people and my goal is to
improve their quality of life and improve life expectancy. | review and optimize
their treatment and in order to do that | have to take a detailed history, physically
examine them and then make decisions about their medications. Frequently this
involves taking patients off inappropriate medicines before optimizing the drugs
they should be on. Originally my role was funded by the BHF and during the first
3years it was evaluated by York University. This research revealed that the Trust
can't afford not to have us — because every patient we see saves the Primary
Care Trust around £2600. But it's not just about saving money — it’s also about
improving patient care. Patients say to me ‘I wish I'd known you a long time ago’—
because they previously hadn’t heard about the heart failure service. That's a
lesson for us really — to promote the service more.

Patients value my role because | visit them in their own homes — | can spend
time listening to their anxieties, discussing their symptoms and reviewing their
medications. | also provide support for their families or carers. If blood tests are
required | can do these, interpret the results and amend drug dosage if
necessary. | would say about 80 per cent of my work is home visits and |
generally see the high-intensity patients — those with stage three or four heart
failure. Unfortunately mortality rates are high and palliative care is an important
aspect of my role. | manage this through liaison with health care team members
such as the Marie Curie nurses.

Frequently | am phoned by GPs who may ask for advice about medicine
management of specific patients. They may phone and say ‘this patient is still
breathless and I've done this with the diuretics and | don’t know where to go
next’and I'll take over and monitor the patient as medication is titrated or
adjusted. They don't refer straightforward patients — it’s often the ones with
complex problems: with co-morbidities and/or multiple medications. | am a link
between primary and secondary care — and | often reinforce that to patients. It's
reassuring for them to know that if their next cardiology review is booked in 3
months time | will see them before this, if necessary. Patients appreciate this —
they see me as a link between their GP and their consultant.

I have a very rewarding job. Just over 3 years ago | was a staff nurse on the
critical care unit, but | knew | could do a more autonomous role and be
responsible for my professional decisions. That is what led me to further
education. | wanted to do the nurse practitioner course because I'd seen the
programme and thought ‘this is exactly what | need to know and want to learn’ —
| wanted to be autonomous. But prior to this I'd worked on a medical ward where
my manager didn’t agree that this was an appropriate course — mainly because
I wouldn't be able to use the skills in that particular role. So it took a move to a
new department where | was supported in my desire to advance my skills — and
| was put forward for training.

I couldn’t do the job | have now without the skills | learned on the nurse
practitioner programme. Everything | studied is important for my current role.
Even areas that I'd studied before — such as health promotion theory — I've
applied and use daily. In particular the ‘entrepreneurial skills’ we were taught
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helped me to have a broader understanding of the context of health care, and |
was able to write a proposal for my current job. I'm always setting myself goals —
learning never stops does it? And | now lecture at conferences all over the
country — and | enjoy that — sharing good practice.

I think the NMC’s decision to protect and regulate the ANP role is
extremely important. There need to be explicit standards for advanced practice
roles in order that patients and health care colleagues are assured of ‘fitness to
practice’,

This scenario illustrates an ANP with expert knowledge and skills, providing a
valuable service greatly appreciated by the patients for whom she cares. Effort to
audit and quantify her work in terms of measurable outcomes has revealed cost
benefits, but this is only part of the picture. There is a need to consider how future
research will capture the ‘essence’ of advanced nursing practice.

FUTURE ISSUES

The development of new roles is often contentious, with perceived threats to existing
health care professionals and standards of patient care, but the NMC’s proposal for
advanced practice regulation will provide structure and clarity for the NHS
workforce. However, there is legitimate concern that advanced nursing roles
developed to undertake skills previously undertaken by doctors will be medically
driven rather than grounded in nursing (Bryant-Lukosius et al. 2004). This is
illustrated in recent debate within the USA regarding American NPs in which the
American Medical Association (AMA) Young Physicians’ Section voted to seek
change in legislation, in order that regulation of NPs came under medical, rather
than nursing, jurisdiction (AMA 2007). This has been robustly defended by the
American College of Nurse Practitioners (ACNP 2007) but clearly illustrates that
contention remains despite 40 years of established NP practice. Collaborative
interprofessional working will require strategic planning to facilitate greater
understanding and acceptance of advanced practice roles (Reay et al. 2003, Bryant-
Lukosius and DiCenso 2004). Hughes (2005) anticipates that practice-based
commissioning, designed to support development of local services, is an opportunity
for reshaping and redesigning patient-focused care, but managers must utilize
leadership strategies to fully implement the skills and realize the potential of ANPs
(Reay et al. 2003, Jasper 2005). And it is imperative that nurses themselves engage at
organizational level to influence and lead health care policy.

There is good support in the literature that ANPs make significant contributions to
health service delivery, offering more holistic care than medical colleagues (Seale et al.
2006), which results in increased patient satisfaction (Horrocks et al. 2002, Laurant
et al. 2004a). Coxhead (1993) established that ANPs exhibit more personal interest,
provide more information, health promotion and psychosocial support, and possess
better communication and interviewing skills than other health care providers. This
evidence supports the opinion that advanced nurses retain a strong nursing
orientation (MacDonald et al. 2005) but more evidence is required to illustrate the
unique contribution of the nursing components in advanced practice roles (Ketefian
et al. 2001, Carlisle 2003, Bryant-Lukosius et al. 2004). Pauly et al. (2004) proposes
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that new ‘nurse-sensitive’ outcome indicators should be developed rather than
replicate existing research that compares ANPs with doctors. Aranda and Jones
(2008) call for greater focus on the social and cultural processes that influence ANP
roles, rather than more evaluative studies that merely add ‘description’ of function.
There is, however, a reluctance among ANPs to participate in research (Hayes 2005)
and this must be overcome if ANPs are to demonstrate their true aptitude and value.

Cost-effectiveness is an important consideration in a climate where NHS finances
are limited. In a Cochrane Review of studies evaluating the impact of doctor—nurse
substitution in primary care on patient outcomes, process of care and resources
(including costs), there was no appreciable difference in any area although patient
satisfaction was increased with ANP consultations (Laurant et al. 2004a). The
expectation that savings on nurses’ salaries would demonstrate cost reduction was
offset by increased consultation times, increased tests ordered and further use of
services. However, the study by Sibbald et al. (2006) demonstrated that the detailed
advice and enhanced information about treatment resulted in higher patient
satisfaction when compared with general practitioner (GP) consultations (and the
measurement of the effect of ‘self-management strategy’ or ‘health advice’ as a
health outcome for patients is difficult to quantify). Additionally, gains will not be
achieved while GPs continue to provide services that are within the scope of ANPs.
In an author’s response to commentary regarding their research Laurant et al.
(2004b) clarify:

The fact that we found no impact on doctors’ workload is, in our opinion,
not a reflection on the capability of the nurses. Rather, it reflects an inability
on the part of the doctors to stop doing the type of work which should have
been delegated to the nurses.
Laurant et al. (2004b)

The ‘solution’, they argue, is to introduce better management systems to ensure
doctors stop doing the work that nurses have been prepared to take over.

In the final scenario a consultant nurse reveals her perspectives on ANP
developments.

Scenario 1.4

Mandy is a Consultant Nurse in Urgent and Unscheduled Care. She completed
an MA in Interprofessional Heath and Community Care while holding the position
of Lecturer Practitioner/Clinical Nurse Specialistin A&E. Ten years ago she
established and managed one of the first nurse practitioner-led minor injury
units. She is also one of the Non-Medical Prescribing Leads for a rural primary
care trust.

As a consultant nurse 50 per cent of my work is clinical practice. | currently
spend 1 day a week in a general practice: seeing, treating and discharging
patients with a wide range of presenting complaints — whether it is a minor
ailment, chronic condition or an acute problem. In order to do that | use every
skill associated with advanced practice: one minute | may be dealing with a
minor skin wound that requires suturing, and the next | may have to deal with a
paediatric emergency, such as a child presenting with scalded skin syndrome.
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Of course, this would require urgent referral to a paediatrician. But it reflects the
broad range of health problems | have to deal with. But despite my background
in acute care, | am also able to treat people with chronic conditions, such as
diabetes, or give advice to a newly diagnosed patient with hypothyroidism.

| learned my physical examination skills in London many years ago — on a
course run by an American Nurse Practitioner teacher, so my training didn't
follow a conventional ‘nurse practitioner degree’. (Although my physical
examination skills were assessed by means of an OSCE at a later date — which |
think adds to my credibility.)

| absolutely think that the decision to protect the title of ANP is important. It
is vital, in fact. Because my overwhelming concern is that there are nurses out
there working with a title that implies an advanced level of ability — yet they don’t
possess the skills and competencies to do that job. And not only that, but for
someone like me in the position of Consultant Nurse, holding a masters degree
with many years of experience, but without an RCN-accredited nurse
practitioner degree — where’s my protection? | know that | can demonstrate my
personal competency within the framework of the NMC Code — but | see the
opening of a register for advanced practice as an important development. | want
to go on that register — and | think all nurses working in advanced practice
should strive towards that. | was involved in the Higher Level of Practice (HLP)
project many years ago — as an assessor — and what that revealed to me was
that there were many nurses working competently in extended roles who could
demonstrate their ability, yet there were some who could not. And that's what
we need to sort out. Another real strength of that HLP assessment process was
that nurses were observed in their clinical practice areas — and that isn't done
objectively enough by some universities today.

One of the single most important elements for advanced practice is personal
vision. If you don't have the vision for the role — or you see it as very narrowed —
how can you develop your vision? That's when you get lost along the way.
Masters level thinking is about planning and developing personal practice — and
nurses need support in that. You know, I'm always striving to learn more. | think
there is a real danger in that advancing your practice you could become
complacent about your knowledge base — thinking you know sufficient for a
particular job, then losing that drive to further your knowledge.

In my opinion to be an ANP you need to be able to prescribe independently.

I think that’s integral to an advanced nursing role. But | don't think ‘independent
prescribing’ in isolation makes a nurse an advanced practitioner: it’s important
also to have the physical examination skills, the health assessment skills, the
knowledge of physiology and pathophysiology, diagnostic reasoning and disease
management. | studied neuro-behavioural biology — and this grounding in
physiological processes has underpinned my subsequent knowledge. | don’t
think that | could do my job without that knowledge — not that | think all ANPs
need to study this in depth! But | do think that generally this is an aspect of
advanced nurse education that needs to be strengthened.

I also think clinical reasoning is an area which, for some nurses, needs to be
developed further. I'm making complex decisions about care management — and
I have to be fully accountable for those decisions. Now to some extent all nurses
use clinical reasoning skills to a greater or lesser degree. But the difference is




16 What is advanced nursing practice?

considerable when you move into advanced practice and are providing care to
patients with complex health problems and making decisions about their
medications. And understanding risk management is vital too.

| know that building a portfolio of evidence to support my competency —
against all the standards the NMC has proposed — will be time-consuming. But
I will do it. Because it will show my proficiency in the role that | do, and in that
respect it's important for the nursing profession as a whole. As a consultant
nurse | am required to submit a portfolio of evidence, on a yearly basis, against
the four competencies — and it takes time to do that. But it verifies my scope of
practice and | know that every other nurse holding the title of ‘consultant’ could
do the same. It's about setting standards that are nationally agreed and
therefore recognized — we operate on the same level, and this leads to better
understanding for patients and colleagues.

One of the strengths of advanced nursing practice is enhanced patient care —
in which patients are viewed as partners who should be actively involved in
decisions about their treatment. In every patient encounter I'm promoting health;
I'm preventing ill health; I'm supporting them in their homeostasis and supporting
them in maintaining their social networking. To me that’s the essence of what
makes this advanced role ‘nursing’. But | do remember that, at first, as | moved
into advanced practice | focused on the medical skill acquisition, and the
‘nursing’ element can slip into the shadows for a while. It's only when you are
confident in those skills that the nursing, which is inherent, becomes integrated
into your practice once again.

I think this book will be important — because it will enable nurses like me,
who haven't had ‘traditional” nurse practitioner training to demonstrate the
strengths of their advanced practice, by producing personal evidence in a
portfolio. There are many different nursing titles now, and a variety of roles that
hint at ‘advancement’, but now is the time to have consensus on the level of
expert practice.

CONCLUSION

This chapter has considered the concept of advanced practice in relation to
contemporary developments regarding professional regulation in the UK. The
contextual influence of current health care policy has been described and the
prospective issues surrounding the NHS Careers Framework discussed. It is evident
that ANPs are expert nurses who provide high-quality care that is valued by patients
and widely accepted in a variety of health care settings. There is significant
opportunity for all nurses who want to move forward to advanced practice, and the
four scenarios have exemplified this. Each of their journeys has been unique in terms
of professional development, experience and training, but their narratives reveal
harmony in their strong nursing philosophy and commitment to enhance patient
care. They are also united in their desire to seek registration on the NMC
professional register and share determination to achieve this.

Advanced practice nursing ... represents the future frontier for nursing
practice and professional development. It is a way of viewing the world that
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enables questioning of current practices, creation of new nursing
knowledge, and improved delivery of nursing and health care service ...,
therefore, continued development is of paramount importance for society
and the nursing profession.
Bryant-Lukosius et al. (2004: 520)
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INTRODUCTION

This chapter sets out to clarify the extent and nature of the legal and regulatory
framework that underpins the practice of the advanced nurse practitioner (ANP).

It will identify the elements of the legal and regulatory framework surrounding
advanced nursing practice and illustrate its effect on selected aspects of the advanced
nurse’s clinical role. Many of the principles and concepts described apply to both
‘ordinary’ and ‘advanced’ practice. Differences in relation to advanced practice will
be explained later in the chapter.

Afeatureofadvanced nursingpracticeisthewidevariety ofclinical environments
wheresuchnursingtakesplace. Thisisnotalways viewed asa positive characteristic,and
itcanbeseenasdifficultto createstandardized practicewhenboth theclinical specialty
baseissowideand the qualificationsand experience of the practitionerssovariable.

Advanced nursing practice is not necessarily as difficult to regulate as anticipated,
however, and the legal controls in particular are effective because they are robust.
Throughout the chapter, a key theme will be the checklist in Table 2.1, showing the
broad categories of regulatory controls that are universally applicable to all areas of
nursing practice, whether it is defined as ‘advanced’ or not.

The assignment of a ‘level” indicates the degree of nursing-specific principles or
instruction contained in that type of regulatory control. For some areas of nursing
(e.g. nurse prescribing), statutory controls will be in place and can be very nursing
specific; others may be less so. Statutes (level 1) represent the highest level of
mandatory instruction that applies to that particular advanced nursing practice, and
in a nursing sense statutes are generally enabling rather than instructive or
prescriptive in terms of nursing practice. There should be no variation in the
application of statute law between organizations.

Far more commonly, the bulk of legal guidance for ANPs will be found in common
law (level 2). This relates to the legal principles established through individual cases
which have been litigated in court and whose outcomes either become comparative
principles to be applied to similar situations or binding judgements. The English
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TABLE 21 Types of legal and regulatory control

Level 1 Statute Law

Level 2 Common Law

Level 3 Professional regulations (NMC)
Level 4 Local organizational policies

legal system requires that courts operate the ‘doctrine of precedent’. When hearing
cases that have factual similarities with other, previously decided cases, the courts
must follow those previous decisions. In other words, where the legally significant
facts of a case match those of a previously decided case, the final outcome must be
decided in the same way.

Common law sits at level 2 because the principles established within it may be
generally applicable to health care practice (especially medical) rather than specific to
nursing. The principles in common law are mandatory as far as the interpretation of
them is agreed.

The third level of detail refers to the professional, regulatory component, represented
for ANPs by the Nursing and Midwifery Council (NMC). Within this, ANPs are bound
by the code of professional conduct and other official guidance and standards. This sits
at the third level because it reflects nursing law only — and often in some detail.

The greatest level of detail with respect to the legal and regulatory framework of
nursing practice (level 4) is in the local policy structure laid down by the practitioner’s
employer. This element will offer the greatest amount of instruction on clinical and
organizational practice and procedure. It will have been developed locally to reflect a
chosen organizational direction but must nonetheless be constructed upon the
principles of statute and common law and incorporate professional ethical guidance.

Every branch of advanced nursing practice, therefore, in whatever variation it
exists, will be subject to the range of regulatory measures shown in Table 2.1. Local
policy controls (level 4) will, of necessity, be of the greatest specificity to a given
clinical area but these may show a variation between organizations in terms of
implementation. Even so, they will be based upon the general legal principles
established in statute and common law (levels 1 and 2).

It is sound professional practice to have at least a working knowledge of how these
various levels of control apply to the particular clinical area where the practitioner works,
to allow informed and confident professional practice to develop. Appreciation of these
controls should not hinder or limit professional advanced practice but should encourage
practice freedom through an understanding of the boundaries of the professional role.

Within advanced nursing practice there should be frequent occasions when
advanced practitioners should ask the question: ‘Do I know if my practice is
underpinned by any particular statute or principles derived from case law and, in
addition to the usual professional guidance, are there any relevant local policies
within which I should be working?’

THE REGULATORY ENVIRONMENTS APPLYING TO CLINICAL
PRACTICE

For advanced practitioners, as discussed, there are four areas which regulate practice:

*  civil law;
*  criminal law;
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* employment law;
*  professional law.

Civil law

This provides the case and civil law principles in the law of tort (i.e. ‘civil wrongs’
compared with ‘criminal wrongs’), which is known as professional (or clinical)
negligence. This section deals with the detail of the process of establishing negligence
and the conditions that have to be satisfied for negligence claims to succeed.

Four criteria must be fulfilled in order for a negligence claim to be actionable,
described below. The actions will be subject to proof on the ‘balance of probabilities’;
i.e. whether the case is ‘more likely than not’ to have happened in the way alleged by
the claimant. This is known as the civil standard of proof.

Duty of care

The first of these criteria is that a duty of care is owed by the professional to the
individual. This duty is defined for doctors and nurses in the case of R. v. Bateman
[1925], when it was stated ‘if a person holds themselves out as possessing special skill
and knowledge and is consulted as possessing such by or on behalf of a patient, he
then owes a duty to that patient’.

This has been professionally acknowledged and incorporated into the code of
conduct.

A duty is owed to the following:

1 Any person, if a nurse’s actions are reasonably likely to cause them harm (Donaghue and
Stephenson [1932]). This could include relatives and visitors.

2 A patient personally, when they are under the care of a nurse, but not to all patients
universally.

3 Any patient admitted by a hospital trust or health authority.
Any person voluntarily attended by a nurse in an emergency situation (Skelton v. London
North West Railway [1867]).

The last of these applies where a nurse is acting as a volunteer offering assistance
outside her usual course of employment. Here there is no legal duty to assist, and a
nurse cannot be sued for breach of duty in deciding not to help in an emergency
situation. However, there is a professional duty to assist in these circumstances. Once
a nurse does assist, the expected reasonably competent standard of care must be
given, and a breach in this standard is actionable if damage can be shown to have
resulted.

A duty of care is owed under the following circumstances:

1 When an implied or expressed professional relationship exists between the patient and the
nurse.

2 When a patient presents himself or herself to hospital and nurses have knowledge of that
patient (Barnett and Chelsea and Kensington HMC [1968]).

3 When help is sought from nurses within their employment, even if facilities are not ideal;
for example, in an emergency where there is no A&E department. This is different from
the emergency circumstances described above, where the nurse is outside her course of
employment.
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The duty of care is owed by the following people:

1 individual doctors looking after the patient;
2 individual nurses caring for the patient;
3 the employing trust or health authority (Cassidy v. Ministry of Health [1951]).

Standard of the duty of care

The second criterion is that the duty of care must have been discharged to the
required standard. For an ordinarily skilled practitioner, the standard of this duty of
care is that defined in Bolam v. Friern HMC [1958] (see Box 2.1). For specialist
practitioners the standard is that defined in Wilsher v. Essex AHA [1988] (see Box
2.2). Both these cases are considered in some detail later in this chapter.

Box 2.1 Bolamv. Friern Hospital Management Committee [1958]

John Bolam was admitted to Friern Hospital suffering from depression. He was
treated by electroconvulsive therapy (ECT), given by attaching electrodes to each
side of his head and passing an electric current through the brain. His doctors did
not warn him of the side-effects of the treatment and when the treatment was given,
no relaxant drug was administered or manual constraint used to contain any violent
or convulsive movements. The only precautions taken were manual support for the
chin and shoulders and a gag placed in the mouth. Nurses were present on either
side of the couch to prevent him from falling. During the treatment Mr Bolam’s
movements were so violent that bilateral fractures of the acetabula were caused.

Mr Bolam alleged negligence in failing to warn him of the risks, failing to give him
relaxant drugs and failing to control his convulsive movements.

At trial, the defendants were found not negligent. The judge stated, ‘Where you
get a situation which involved the use of some special skill or competence, the test
as to whether there has been negligence is judged against the standard of the
ordinary, skilled man exercising and professing to have that special skill. A man
[doctor] need not possess the highest expert skill. It is sufficient if he exercises the
ordinary skill of an ordinary competent man [doctor] exercising the particular art.’

Box 2.2 Wilsherv. Essex Area Health Authority [1988]

Martin Wilsher was born 3 months prematurely. He could not breathe effectively
and needed extra oxygen such that an umbilical arterial catheter was required to
monitor his oxygen saturations. The senior house officer (Dr Wiles) accidentally
and unknowingly inserted the catheter into a vein instead of an artery, providing
false oxygen saturation readings. The readings were questioned. Dr Wiles
requested a radiograph of the catheter and asked the registrar to check its position.
As a result, the registrar replaced the catheter but again, a vein was cannulated
instead of a artery, this time by the registrar. Despite further radiographs, the error
was not noticed. Consequently, Martin Wilsher received excessive levels of oxygen
for 8-12 hours and developed retrolental fibroplasia (RLF).
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It was held at trial and on appeal that there was no dispute about negligence.
A doctor’s (and nurse’s) duty of care is related to the post he or she holds. The
registrar was found negligent but Dr Wiles was not as he was entitled to rely on
his work being checked by the more experienced doctor. Whether the raised
oxygen in the baby’s blood actually caused or contributed to the RLF was not
decided because of conflicting expert opinions.

Other cases also comment on the issue of competency and the level of skill
required. For example, if you possess special skills you must also exercise the
ordinary skills of your job (Maynard v. Midlands RHA [1984]). It is also understood
that to be inexperienced in a role is never a defence to incompetence or poor
performance (Jones v. Manchester Corporation and Others 1952, Nettleship and
Weston 1971).

It is also essential to appreciate that the standard of care required is that agreed to
be of acceptable and current practice at the time of the incident (Roe v. Ministry of
Health 1954) and not the practice at the time the incident is investigated or litigated.

Breach in the standard of care

The third criterion to be met is that a claimant must show that there hasbeen a breach in
therequired standard of care. A breach in the duty of care can arise either because a duty
was owed to an individual but the duty was not discharged because the care was not
given atall, or because care was given but alleged to have been of substandard quality.

It is usually clear to the patient and the nurse involved that a professional
relationship exists between them for the purposes of carrying out nursing care.
Therefore, the more common cause of a breach in the duty of care occurs where that
care and treatment is allegedly negligent. At this point, even if the care is negligent, it
is possible that no harm has resulted.

A negligent breach in the standard of care (whether the ordinary standard or the
specialist standard) can result from either an action which was not properly or
adequately undertaken, or a failure to act when reasonably expected to have done so.
The classic description of negligence was explained in Blythe v. Birmingham
Waterworks [1987] (not a medical case) as ‘the omission to do something which a
reasonable man, guided upon those considerations which ordinarily regulate the
conduct of human affairs, would do, or doing something which a prudent and
reasonable man would not do’.

There are many clinical examples of failures to act or actions that cause a breach in
the standard of care and which are enshrined in classic textbook cases. Examples are
listed here.

*  Failure to get advice or a second opinion (Payne v. St Helier Group HMC [1952]). A
patient was seen in A&E after being kicked by a horse. The attending doctor noted
bruising but considered internal injuries unlikely and discharged the patient. He returned
18 days later with peritonitis and died shortly afterwards following two operations. The
court decided that the doctor had ignored important clinical signs and should not have
discharged the patient, and failed to exercise reasonable care in the diagnosis.

*  Departure from normal practice for no good reason (Clarke v. McKlennan [1983]). In this
case, a woman found she was suffering from stress incontinence 2 days after giving birth.
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She was offered corrective surgery and this was performed 4 weeks after delivery.
Subsequently, the patient suffered a substantial haemorrhage and the surgical site also
broke down. Despite two further remedial operations, the incontinence became
permanent. The patient brought a case claiming that the initial surgery was performed too
soon. She won her case and the court decided that the doctors had unreasonably and
unjustifiably departed from usual gynaecological practice, which was to offer this surgery
3 months after birth, as the passage of time reduces the risk of haemorrhage and increases
the chance of successful wound healing.

Examples of actions that should not constitute a breach include:

* Any action which is supported by a responsible body of similarly qualified nurses
(a ‘Bolam’ defence). For example, an individualized wound dressing regime devised by a
tissue viability nurse to meet the particular requirements of a patient, and based on
guidelines drawn up by the National Institute for Health and Clinical Excellence (NICE)
and informed by her clinical experience.

*  Any accepted, approved and justifiable nursing practice; for example, any clinical practices
described in current textbooks of nursing care and which may be additionally repeated in
employers’ local policies.

*  Any action that was reasonable in all the circumstances, even if there is no supporting
opinion available; for example, a decision not to fit anti-embolitic stockings to a mobile
patient who did not meet the criteria for such stockings, against the view of the relatives
that stockings should have been offered as a preventative measure, regardless of lack of
clinical need. The supporting opinion in these circumstances is whether or not damage
would be caused by applying the stockings where there is no apparent clinical requirement.

*  Any failure to follow accepted practice but for which a justifiable and good reason can be
made (Maynard v. West Midlands RHA [1984]); for example, for a post-operative knee
replacement patient, a failure to fit foot pumps for deep vein thrombosis (DVT)
prophylaxis as prescribed by the doctor, when a deformity of the patient’s feet prevented
the foot pumps working, and in circumstances where the patient was also receiving
appropriate oral prophylactic medication.

In some situations, even where there is a division of nursing opinion, the
questionable action carried out may not necessarily represent a breach in the
standard of care.

Absolute knowledge of a process, treatment or procedure is also not demanded
(see Box 2.4 Crawford v. Charing Cross Hospital [1953], p. 43). This case also
established that ‘failure to know’ does not necessarily constitute negligence, but
given the date of the case and the changes in nursing practice and expectations since,
it would be prudent not to rely on this without a responsible professional approach.
It is also fair to say that precautions can only be taken against reasonably known risks
(Roe v. Ministry of Health [1954]) and that a pure error of clinical judgement is not
necessarily negligent (Whitehouse v. Jordan [1981]).

Causation and harm

The fourth criterion for a successful claim is that the claimant is able to prove
recognizable physical and/or psychological harm and that they cannot claim
compensation for something they did not suffer. Importantly, and in addition, it is
essential that there is a direct and causal link between the alleged negligence and the
harm.
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It is possible, however, that as in Wilsher above, the negligence is just one possible
cause of the harm (Kay v. Ayrshire and Arran HB [1987]), although it may be
sufficient in some circumstances to show that the negligence ‘substantially
contributed’ to the harm (Hotson v. East Berkshire AHA [1980]). In these cases it can
be very difficult to apportion the cause of the harm between several, simultaneously
occurring possible causes (Sindell v. Abbott Laboratories [1980]).

In some cases it may seem unlikely for the incident to have occurred without
negligence (e.g. the amputation of the wrong leg or retention of surgical swabs) and
these are known as res ipsa loquitur decisions (meaning the facts speak for
themselves). The claimant would have to show that what happened would not have
occurred if a reasonable standard of care had been given. For their part, the
defendant would have to show how the circumstances could occur without
negligence (Ward v. Tesco Stores [1976]).

Reasonable forseeability

Even if the harm can be shown to have resulted from the negligent act, that harm
must also have been reasonably foreseeable. Precautions can only be taken against
reasonably foreseeable risks (Roe v. Ministry of Health [1954]). If the harm that
occurred was not reasonably foreseeable, even if the act causing it was negligent,
there will be a defence to the claim.

Connection between the negligent act and the alleged harm

Harm alleged to have been caused by the negligent act can be challenged if the harm
can be shown to be more extensive or generally not of the kind expected as a result of
that particular alleged act of negligence. As an obvious example, if there was an
allegation of negligence in an ANP applying the incorrect technique to bandage a leg
ulcer, a patient who also alleges that development of subsequent recurrent toothache
is also a result of the negligent nursing actions is likely to have that particular
allegation challenged.

Breach of duty of care but no causation

It is also possible that there may be shown to be a breach of duty of care, but that the
negligent act may not have caused any harm. For example, a patient falls off the
operating table in theatre having been unattended by nursing staff following the
reversal of an anaesthetic. Subsequent radiographs show what seems to be a fracture
of a bone in the arm. Expert radiological opinion, however, shows that the fracture
was an old one, pre-dating the fall in theatre. In addition, there are no injuries as a
result of the fall. Thus in this case, there is a breach of the duty of care in allowing
this patient to fall off the operating table, but the negligence did not cause any
damage.

Defences

An important part of assessing whether a claim for clinical negligence will succeed is
an examination of whether there are any substantial defences to all or part of the
claim. These defences will commonly be contributory negligence, voluntarily taking
a risk (volenti non fit injuria) or factual inadequacies.

Contributory negligence occurs when the damage suffered can be wholly or partly
attributed to the actions of the claimant. An example may be when an important
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part of the claimant’s treatment is to take certain medication and she/he chooses not
to take it. The resulting harm could be said to be due to some extent to the failure to
follow medical instructions.

Voluntarily taking a risk (volenti non fit injuria) describes cases where a particular
proposed treatment carries known risks to the claimant who is informed of those
risks. If the consent process is correctly completed, no action can follow if the risks
do materialize and cause harm. This value of this defence is dependent upon the
quality of the consenting process. Where a difference of opinion exists between one
professional and another, one professional is not negligent merely because his
conclusion differs from another.

Finally, it is not unknown for the facts of a particular case to be absent or
incomplete in the documentary record. If essential facts are unable to be determined,
the claimant may fail to bring their claim because they cannot establish the facts of
their case. This can be without fault on the part of the defendant.

Criminal law

In contrast to civil claims for clinical negligence, criminal prosecutions are proven
on the basis that the guilt of the accused person is proven ‘beyond reasonable doubt’,
rather than ‘on the balance of probabilities’. This higher test reflects the significance
of the penalties for some criminal offences. The burden of proof to this standard
rests with the prosecution.

Crime connected with health care practice is either that committed by someone
who happens to be a health care worker by profession, or a crime that is
professionally connected to their work. Of greater professional interest are those
offences or crimes where the intention of the health care worker was to harm or kill
patients. In terms of clinical practice, one of the distinctions between civil and
criminal law is the interface concerning whether or not it can be proven that the
accused individual intended to cause the harm or not. In clinical negligence, it is
accepted that there is no such intention. Where any intention is suspected, this
directs the case into the arena of criminal law.

Alternatively, there are instances when the intention to harm the patient cannot be
proven (and may even be agreed to be unlikely), but when the standard of care is so
low and the outcomes so serious that a criminal penalty is considered. For example,
when a patient has died and the standard of care is shown to have been grossly
negligent, such that a prosecution for manslaughter is appropriate. The involvement
of a criminal penalty reflects the fact that the professional standard of care was so
reprehensible that the health care practitioner involved deserves punishment.

Employment law

Every nurse working in an employed capacity (as distinct from being ‘self-employed’)
will have contractual conditions of employment as specific terms within their contract
of employment, whether an ANP or not. Through these terms of employment the
practitioner is accountable to his/her employer. Each contract of employment
contains the implied or express terms that nurses will ‘obey’ the employer (by
adhering to hospital policies and organizational practices) and ‘use reasonable care
and skill in their work’ that sets a competency standard. A breach in either of these
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terms could lead to implementation of the employer’s disciplinary process and
appropriate action thereafter.

Employer’s responsibility

Employers are responsible for failures in care within the hospital services which they
provide. These arise out of statutory responsibilities delegated to them by the
Secretary of State for Health. This is a non-delegable duty and cannot be passed on
to staff working in the hospital.

The second type of responsibility that employers have is known as indirect or
vicarious responsibility. This arises out of the direct liability described above and
means that the employing organization will accept legal responsibility for the alleged
acts or omissions of any employee.

Under the principle of vicarious liability, in a situation where any individual nurse
is involved in an allegedly negligent incident, the employer assumes responsibility for
the allegedly negligent act and can be sued in place of the employee.

Certain conditions need to be in place for this to happen:

* the allegedly negligent individual must be an employee;

*  he/she must have been acting in the course of his/her employment;
*  he/she must have used due care and skill at the time;

*  he/she ‘obeyed’ the employer by working within hospital policies.

If any of these conditions do not apply, the employee is at risk of losing this cover
and may be vulnerable to being sued personally.

Reasons why these conditions may not apply relate to the status of an individual as
an ‘employee’ as seen in the first of the criteria above. In particular, the law is not
settled on the status of individuals who work through employment agencies, that is,
the law is not clear whether that individual is an employee of the recruitment agency,
an employee of the place where they are working or indeed an employee at all (Brook
Street Bureau (UK) v. Patricia Dacas [2004]).

This uncertainty applies specifically to agency nurses, where the practical outcome
is that the legal benefit arising from the employer being vicariously liable for the acts
and omissions of the agency nurse may not be available to the agency nurse, or may
not be available without some analysis of the employment relationship. Furthermore,
it is not safe to assume that without an express term in the employment contract,
that there is some implied term that indemnity is offered by the employer (Lister v.
Romford Ice and Cold Storage Co Ltd [1957]) or that in any particular set of
circumstances, the employer will automatically be liable for the tortuous acts of an
employee (L and Others (AP) v. Hesley Hall Ltd [2001].

Professional regulation

It is not the purpose of this chapter to deal in detail with the workings of the Nursing
and Midwifery Council (NMC) as there are many texts which deal comprehensively
with this. However, reference needs to be made to their professional regulatory
authority as part of the advanced practitioner’s regulatory framework and to the
main elements of their function.

The principal functions of the NMC are to establish standards of education,
training, conduct and performance for nurses, midwives and health visitors, to
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ensure the maintenance of those standards and to safeguard the health and well-
being of persons using or needing the services of the registrants.

The NMC is also required to prepare and maintain a register of qualified nurses
whose education, training, conduct and performance it will record, to add nurses to
the register on qualification and to remove them from the register where appropriate.

Recognizing that nurses’ practice was moving into extended, advanced roles, and
in the interests of improving standards of public protection, the NMC took the
decision in 2005 to set up and maintain a separate part of the register for advanced
practitioners. Full consultation on this is currently in process, but providing it is
approved by parliament and the Privy Council, ANPs will be listed on this subpart of
the nursing register if they meet the required standards and competencies described
in detail in subsequent chapters.

Nurses can be removed from the register because of impaired fitness to practise,
because there is an error connected with the entry on the register or because there is
a suspicion that this has been fraudulently obtained.

Reasons for removal from the register due to questionable fitness to practise arise
from:

+ allegations of misconduct;

* allegations of lack of competence;

*  conviction or caution for a criminal offence or conviction elsewhere which would
constitute a criminal offence in England and Wales;

* questionable state of physical or mental health. Any suggestion from a body in the UK
responsible for the regulation of a health or social care professional that fitness to practice
is impaired.

The outcome for any of these conditions is that the individual can be removed
from the register. Alternatively an individual can be suspended from the register for
a specified period of time which will not exceed 1 year.

ADVANCED NURSING PRACTICE

What's in a name?

As discussed, one of the defining features of advanced nursing practice is the wide range
of clinical specialties in which this type of practice will be found, and the wide range of
skills and qualifications of the practitioners within it (Carroll 2002). There is a continual
and unresolved debate about the inequalities and inaccuracies arising from the extensive
range of titles that are created and used in advanced practice (Nazarko 2004).

This is seen to be a problem because it allegedly gives neither comparative fairness
to those who have got the qualifications to be considered appropriately qualified for
advanced practice and who should be allowed to call themselves ‘advanced’ or
‘specialist’ on the basis of their knowledge and expertise, nor recognition to those
who lack the academic qualifications but compensate by virtue of their experience —
which can be less easy to evidence and to accredit (Scott 2005).

This concern has been the subject of regulatory investigation through the NMC
consultation (NMC 2004) around the standards required for advanced nursing
practice. If this is a real difficulty, it is primarily one of defining a standard of
achievement in practice which can be correlated with an expected standard of care.
The regulatory authorities are concerned to accurately label the standard of care
that is given, reliant upon the practitioner being able to demonstrate a level of
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practice-based competence. The value of ANPs in many roles has been described and
acknowledged (Jolly 2002, Jones 2002, Palmer et al. 2003, Hekkink et al. 2005).

The law sees this situation in an alternative, if not opposite, way. Instead of taking
the standard of practice and assigning the agreed title, the law will see the title and
have an expectation of the standard of care which will be demonstrated. The law is
quite clear that whatever the practitioner’s title says the practitioner does, that is
precisely what the law will expect them to be able to do.

For example, a specialist nurse who has arrived at that position by gaining several
academic qualifications will be judged in law by exactly the same criteria as a specialist
nurse who has none. Both will be expected to deliver a specialist level of care,
regardless of the precise nature of their skills, simply because of the title they use.

Similarly, a consultant nurse will be required to provide evidence of the level of
her standing that allows her to be regarded as a senior colleague to whom colleagues
may make referrals for advice, and an ANP will be assumed to be able to deliver an
advanced level of practice.

The law will not look behind what your title says you are. Your title will be taken
at face value and will be interpreted on the basis of the meaning which an ordinary
member of the public would place upon it. In practice, this also means that if your
practice has fallen short of the standard expected by your title, the law may not tend
to leniency with regard to reasons and explanations for that failure. Rather, it will
rely on the reasonable expectations created in an ordinary member of the public who
is treated by a practitioner with a particular title. The rule of thumb is that in a
situation where the quality or standard of care is under question, to claim
inexperience (that is, experience which is less in quality, length or qualification to
that implied by your title) will not be a defence.

Higher standard of care

In situations where the quality of care given is alleged to be substandard, there are
different legal standards that define the acceptable level of care. For example, an
‘ordinary’ nurse (one who neither calls herself a specialist of any type, nor holds a
title of broadly that description, nor professes to be one in any other way) is
measured by a different standard from a nurse who has the title of a ‘specialist’,
‘consultant’ or ‘advanced’ nurse. The last one is higher and more demanding and can
be analogous with the medical standard if the care given requires a medical standard
of knowledge and/or skill.

The legal tests and case law defining the two standards of care are found in Bolam
v. Friern HMC [1957] (Box 2.1 on p. 24) and Wilsher v. Essex Area Health Authority
[1988]. This is an example of the application of the level 2 regulatory control
described in Table 2.1 whereby binding law has been created by common law cases.

Bolamv. Friern HMC [1958] (see Box 2.1 on p. 24)

The question of what constitutes a generally acceptable standard of care has been
described in this case, which ultimately defined the standard to be expected of ‘a
reasonably skilled and competent doctor (nurse)’.

In directing the jury in this case, the judge stated: ‘where you get a situation which
involves the use of some special skill or competence then the test is to whether there has
been negligence or not. It is not the test of the man on the top of a Clapham Omnibus
because he has not got this special skill. The test is the standard of the ordinary skilled
man exercising and professing to have that special skill. A man need not possess the
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highest expert skill, it is a well established law that it is sufficient if he exercises the
ordinary skill of an ordinary competent man exercising that particular art’.

Bolam based his claim partially on the fact that no relaxant drugs were given and
that staff had failed to restrain his movements. However, expert witnesses agreed
there was a large body of competent medical opinion that was opposed to the use of
relaxant drugs for ECT. It was also the view of some competent and respected
doctors that the more restraint that was used the more likelihood there was of a
fracture occurring. There was also a conflict about whether or not a warning should
have been given, whereby the doctors attending Mr Bolam took the view it was not
desirable to warn a patient unless he specifically asked about the risks, in contrast
with the experts who say the patient should have been warned.

With respect to the warning about risks, the judge commented: ‘Having
considered the evidence you [the jury] have to make up your mind whether it has
been proved to your satisfaction that when the defendants adopted this practice
[namely the practice of saying very little and waiting for questions from the patient]
they were falling below a proper standard of competent professional opinion on this
question of whether or not to warn’.

The judge went on to say that even if it is decided that it is good practice to give
some warning, the real question is whether that would have made any difference to
Mr Bolam’s acceptance or refusal of the treatment. Unfortunately, the only man who
could answer that question was Mr Bolam and he was never asked. The result of the
case was that the judge stated: ‘a doctor is not guilty of negligence if he has acted in
accordance with the practice accepted as proper by a responsible body of medical
men skilled in this particular art. Putting it another way round, a doctor is not
negligent if he is acting in accordance with such practice merely because there is a
body of opinion that takes a contrary view’.

Translating this to nursing practice, the Bolam case confirmed, therefore, that it is
sufficient to exercise an ordinary level of nursing skill and competence, and that the
highest standard of nursing is not necessary to practise in a lawful manner if you are
an ‘ordinary’ nurse.

Wilsher v. Essex AHA [1988] (see Box 2.2 on p. 24)

This case illustrates an extremely important principle for ANPs. Although the
standard of competence for an ordinary skilled nurse has been established by the
Bolam test, the standard expected of specialist nurses — those who profess a
particular or special skill - is different and higher.

This case illustrates the contrast in the accountability and standard of care expected
from a junior and senior practitioner. The main principle established was that in
comparison to a non-specialist, a specialist practitioner is expected to deliver a higher
standard of care which reflects their additional training and experience, and the fact
that he or she occupies a specialist position. The case also illustrates the difference in
the standard of the duty of care between a senior and a junior practitioner.

Principles that arise from this which are significant to ANPs are that:

* the standard of care required is related to the post and not to the individual;

* the standard of care is related to the skills needed for the job, not what skills the individual
doing the job can offer;

*  specialist practitioners are expected to give a higher standard of care than more junior
nurses because a registrar is expected to correct the work of the junior doctor.
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R.v. Adomako [1995] (Box 2.3)

Box 2.3 R.v. Adomako: manslaughter by an anaesthetist

Dr Adomako was an anaesthetist in charge of a patient during a surgical
procedure. He failed to realize during the early part of the operation that part of
the equipment had been disconnected and failed to remedy the problem. He
became aware that something was amiss when an alarm sounded on the machine
monitoring the patient’s blood pressure. The supply of oxygen to the patient
ceased and led to a cardiac arrest at 11.14 a.m. From the evidence it showed that
some 4.5 minutes had elapsed between the disconnection and the sounding of the
alarm. When the alarm sounded, the defendant responded in various ways by
checking the equipment and administering atropine to raise the patient’s pulse.
But at no stage before the cardiac arrest did he check the integrity of the
endotracheal tube connection. The disconnection was not discovered until after
resuscitation measures had been commenced. The patient subsequently died.

Dr Adomako accepted at his criminal trial that he had been negligent. The
issue was whether his conduct was criminal. He was convicted of involuntary
manslaughter, but appealed against conviction. He lost his appeal in the Court of
Appeal and a subsequent appeal to the House of Lords was also dismissed.

This case is of extreme importance to all nurses but has a particular significance to
ANPs, providing the clearest indication of the way in which the law regards fatalities
which arise from negligent professional care.

The case makes important clarifications about how seriously low the standard of
care has to be in order to place it into the realm of criminal behaviour. The
interaction of civil law and criminal law is interesting at this point.

Civil law provides that an individual who can show that if on the balance of
probability (i.e. more likely than not) some negligent act or omission by an advanced
practitioner caused some physical or psychological damage, monetary compensation
can be recovered by the patient. This reflects the intention that the patient should, as
far as is possible, be put back into the position they were in before the negligence
happened. Because the only compensatory mechanism available is money, this is
what a damaged patient is offered.

In circumstances where there is also a potentially criminal component to the
incident (as in Adomako) a criminal prosecution as well as a negligence claim can be
made. The involvement of criminal law indicated that the professional behaviour
which caused the problem is viewed as being so serious that a jury would class it as
being ‘gross’ (and this is a decision for a jury) and is worthy not just of offering
monetary compensation but the individual accused of grossly negligent care ought to
be punished.

Manslaughter has traditionally been one of the offences where gross negligence can
form a sufficient basis of liability for prosecution. However, the question remains as
to how bad the negligent actions have to be in order to meet this threshold for
prosecution. A helpful test was given in R v. Bateman [1925] which is still relevant:

the facts must be such that in the opinion of the jury the negligence of the
accused went beyond a mere matter of compensation between subjects and



34 The legal and regulatory implications of advanced nursing practice

showed such disregard for the life and safety of others as to amount to a
crime against the State and conduct deserving punishment.

Having established that negligent professional conduct can fall as low as the
criminal threshold, what then are the ingredients of manslaughter by gross
negligence? An answer was provided in a recent case whereby two junior doctors
were convicted of manslaughter (Dyer 2006) but received suspended prison
sentences. The doctors were treating a young patient admitted for routine knee
surgery. The patient developed toxic shock syndrome which the doctors were
accused of failing to treat, and he died four days later. The doctors failed to take
blood samples, give antibiotics or seek senior review of the patient in a timely
manner. Although account was taken of the fact that the case had exceptional
circumstances and those were not of the doctor’s making, that is, the orthopaedic
ward was understaffed and both doctors were under pressure, the case confirmed
that, nevertheless, the criteria for gross negligence is:

the offence [of gross negligence or manslaughter| requires first, death resulting
from the negligent breach of the duty of care owed by the defendant to the
deceased, second, that in negligent breach of that duty the victim was exposed
by the defendant to the risk of death and, third, that the circumstances were so
reprehensible as to amount to gross negligence.

The final question to consider is whether the conduct was ‘gross’ in its seriousness.
This is regarded as a question for the jury to decide at the time of the trial and this is
confirmed in Adomako:

the essence of the matter — which is supremely a jury question — is whether,
having regard to all the risk of death involved, the conduct of the defendant
was so bad in all the circumstances as to amount in their judgement to a
criminal act or omission.

There is therefore no criminal definition of ‘gross’ to describe the negligent act or
omission except to confirm that it will be made in accordance with the jury’s
understanding of the word ‘gross’, which does, after all, have a comprehensible
meaning and needs no sophisticated legal definition.

Boundaries of the advanced nursing practice role

For any advanced nursing role to be successfully integrated into a multidisciplinary
team, the boundaries of the role and what is contained within it must be agreed, as far
as possible, at its inception, by the members of that team who might be affected by it.
In particular, it must be agreed by medical colleagues who should accept and support
the extended role specifically on the point that it is likely that the advanced
practitioner will be contributing to the medical assessment and treatment of the
patient. In this respect it is vital that all parties understand where the boundaries of
the advanced role are and where nursing and medical responsibilities begin and end.

Initiated by the employing organization

It is also very important that the advanced practitioner role is initiated and authorized
by the employing organization, as only by these means will the acts or omissions of
the ANP be vicariously indemnified. In this way the employer has asked the nurse to
undertake certain tasks by virtue of creating the job description and recruiting the



Advanced nursing practice 35

nurse to that job. The employing organization, through its recruitment process, has
made an assessment of the skills of the nurse and, by implication, has decided that this
meets the competencies required. Therefore the organization assumes responsibility
for the standard of care offered by that nurse.

Skill-matching

It is therefore very important to match the individual nurse to the job very carefully in
terms of experience, qualifications and skills and to take account of the principle in
the Wilsher case (Box 2.2 on p. 24). Here it was confirmed that the person
undertaking the role must be fit to practise in that role. The boundaries of the job
must not be set too wide (or allowed to become too wide) to encompass skills which
the practitioner cannot offer, just because they are the only practitioner available to
tulfil that particular post.

Setting the boundaries

The support of other members of the multidisciplinary team is also important in that
whenever the advanced practitioner approaches the boundaries of the role, reaching
a point which is becoming beyond their area of expertise, the other members of the
team need to accept that it is professionally appropriate for the nurse practitioner to
refer onwards and upwards to other colleagues, if the nurse practitioner feels it
necessary. This again refers back to the Wilsher case, where the junior doctor who
had not been able competently to fulfil a post had escaped negligence by referring
upwards to a more senior member of the team.

For a practitioner to feel they are regularly exceeding the boundaries of the post
would indicate that there is a legal and professional risk for them in doing so and
also that the job has not been adequately assessed. For the nursing practitioner,
accountability will follow whatever the practitioner has agreed to undertake. Again, if
the boundaries of the post are too wide, this will create areas of practice for which
the nurse cannot really be held accountable.

Although many ANP roles are unusual and even innovative, the legal principle of
adhering to common and accepted nursing practice should be uppermost in the
minds of those creating and undertaking these roles. If the boundaries of the role are
significantly beyond what might be seen as common practice, an area of risk is being
created in justifying why these boundaries are so wide and also for the individual
practitioner who has to account for his/her practice.

Competent advanced nursing practice

Other chapters in this book will explain the professional view of competent advanced
practice. However, according to the law, competent practice will involve the
following components.

*  Onan ordinary level and for ordinary nursing skills the practitioner must be able to
demonstrate ‘reasonably competent’ practices (Bolam,).

*  Asan advanced nurse or a practitioner with advanced nursing skills, the standard of care
must be shown to be that of a specialist practitioner as described in the case of Wilsher.

*  ANPs must have both ordinary and advanced skills. It is not an acceptable defence to have
lost basic, ordinarily competent nursing skills or to have those basic skills but to practise
advanced skills infrequently.
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*  For both ordinarily competent practitioners and ANPs the standard of competent practice
can fall so far short of what is expected that the level of care may be judged to be
criminally grossly negligent, in which case it becomes a matter of criminal prosecution
rather than civil procedure (Adomako).

In deciding what makes up competent practice, three areas can be considered —
the standard of care, what constitutes common or accepted practice and evidence-
based practice.

Standard of care

First, the employing organization needs to decide the standard that the advanced
practitioner needs to meet and this will be based on what is broadly expected of the
role. These expectations will be created by what the organization expects of the role
and what is commonly offered in other similar circumstances. This must be in line
with what is widely accepted as required of the job and research may be required into
comparable posts. Even if parallels are to be found in other organizations, there may
still be an element of risk in the organization deciding where to draw the line in
terms of the training, skills and experience needed to be competent in that particular
advanced practice role.

For a defence of substandard practice to be effective, the practitioner’s standard of
care must conform with the Bolam and Wilsher cases; that is, the ANP must be able to
show that he/she can offer the standard of care expected by a specialist practitioner,
and in so doing is operating at a level which would be supported by a group of
similarly trained and qualified advanced practitioners.

Common and accepted practice

The second component of competent practice is that the care and standards offered
by the advanced practitioner must be in accordance with the current, common and
accepted practice of other individuals doing that particular job. This connects with
the standard of care in that both refer to there being a certain safety in numbers. If
any advanced nursing practice is challenged it must be able to be shown that the
practice under scrutiny is the same as that offered by a group of practitioners doing
that job and is representative of common and accepted practice at that time.

Evidence-based practice

The third component of competent practice is a demonstration that it is in line with
available evidence relating to those practice issues. There may not be a great depth of
evidence available but where there is, it may be incompetent not to comply with what
the evidence base demonstrates. It may also be that the evidence base does not refer
specifically to nursing practice but may originate from research into the practice of
other health care professionals. It is generally reccommended that the advanced
practitioner has a wide knowledge of these various practices and gives careful
consideration to what applies in their particular role. It may be seen as less competent
to be acting in contravention of some evidence base, where this is available, and to do
so would mean taking accountability for giving the reasons why this was done.

Keeping up-to-date
As previously mentioned, the classic case of Crawford v. Board of Governors Charing
Cross Hospital [1953] (Box 2.4) makes it clear that the law does not demand absolute
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Box 2.4 Crawfordv. Board of Governors Charing Cross Hospital
[1953]

In this case, a patient was admitted to hospital for treatment of a cancerous
bladder growth and was duly operated upon. During the surgery, the anaesthetist
extended the patient’s left arm at approximately 80 degrees to enable a blood
transfusion to be given. Subsequently, the patient discovered that he was
suffering from loss of power in the left arm due to brachial palsy. This was
particularly problematic for the patient as he had lost the use of his right arm in
childhood. The patient sued the anaesthetist for negligence on the basis that 6
months before his operation an article had been published in the Lancet journal
on the subject of the operation, and the anaesthetist had not read the article. The
trial judge held that failure to be familiar with clinical journals amounted to
negligence. However, the anaesthetist appealed the decision and the Court of
Appeal subsequently held that there was no negligence because it would place an
unreasonably high burden on medical professionals to require them to read every
article available in the medical literature.

nursing knowledge of all procedures or treatments. This case also introduced the
principle that a ‘failure to know’ is not necessarily negligent, meaning that a nurse is
not expected to know of every development in nursing care.

However, when previously new or innovative nursing practice and procedures
reach the point where they may be considered reasonably well accepted, and
increasingly grounded in nursing research and practice, the defence that an advanced
nurse did not know about that development may be challenged. Although it is not
possible to keep up to date with every aspect of nursing development, advanced
nurses should ensure that they are familiar with those developments in the areas of
their own practice. This applies with particular respect to high profile guidelines such
as those produced by NICE.

Although advanced clinical practice allows a measure of judgement about the
applicability of guidelines in the treatment of every patient, in a case where a
problem arises as a result of nursing care given outside accepted guidelines, there
would at best be a weighty burden on the advanced nurse to justify why guidelines
had not been adhered to in the circumstances.

Clinical supervision

Another required element of competent practice is for the practitioner to undergo
clinical supervision. Although it is acknowledged that this is often a personally
directed reflective activity, there may be occasions when it would be valuable to show
that supervision or reflective practice had taken place.

It is not necessary to show that the clinical supervision was offered by a colleague
working in precisely the same area. The appropriate clinical supervisor may well be a
doctor or another member of the multidisciplinary professional team. In this way it
would be responsible practice to seek clinical supervision of the best and most
appropriate quality from whoever is best placed to offer it. It is appropriate to be
imaginative about where the supervision can be obtained, and to prioritize the
maintenance of safe practice rather than unnecessarily to emphasize a nursing input
into the supervisory process.
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Awareness of limits of competence

A critical part of competent practice is to know where your boundaries of
competence lie and to apply the principles in Wilsher. It is not a weakness to pass on
the problem to another practitioner better placed to resolve the difficulty, and the
Wilsher case was very clear that this is the most professionally appropriate course of
action and can act to deter any allegations of negligence.

Whistleblowing

Part of professional practice at all levels is not only possessing the ability to identify
when one’s own practice is being drawn into unfamiliar areas, but also to see and act
when this is happening to colleagues. It may be necessary to report colleagues who
do not reach levels of competence or do not refer onwards when their own
boundaries of competence have been reached.

It is important to know what whistleblowing policies are in existence in your
organization. There would be a difficult area of accountability to satisfy if it was
shown that substandard practice of one practitioner was known about by others and
not acted upon.

Entrepreneurial activities

It is accepted that there have been many reports of innovative practice by ANPs and
indeed the role itself is an example of the boundaries being pushed back in terms of
how highly qualified and experienced nurses are prepared to develop (Faugier 2005).
There are tremendous opportunities available for practice to continue to develop
and this is also in the best interests of patients (Harrison 2006). Entrepreneurial
activities can take place where the advanced practitioner is employed to develop an
individual service for patients, for example in a general practice surgery where a
particular nurse-led clinic is devised. In this situation, the requirements of indemnity
and other statutory requirements of employment are the responsibility of the
employer.

Where the advanced practitioner is the employer

However, opportunities are now developing for the advanced nurse to become an
employer in his/her own right, for example setting up a clinic or clinical services to
provide nursing and/or prescribing care independently of the NHS, or private
nursing clinics caring for patients with particular nursing needs matched by the skills
of the advanced practitioner. Such arrangements could potentially present
opportunities for these care settings to operate on a commercial basis, part of which
may involve the employment of other qualified or unqualified nursing staff. The
business owner who is an ANP could employ any professional colleagues, whether
qualified nursing or not, or medical or therapy staff. In these circumstances, the legal
and regulatory framework extends beyond medical law into company and
commercial law, the detail of which is outside this chapter.

However, within this scenario the following are important considerations.
The advanced nurse as employer can employ colleagues on a permanent basis with a
‘contract of service’ (i.e. they are contracted to work for the company set up by the
advanced nurse employer) or colleagues who are contracted to perform certain
services for the employer, a ‘contract for services’, and these have different
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implications for the employer. In the first situation, the advanced nurse as the
employer would have vicarious liability for the acts and omissions of the employed
staff. If, however, staff are contracted to provide services, the professional
responsibility to provide a competent service rests with the individual nurse or
doctor, while the business owner who contracts the services has a responsibility to
reasonably ensure that the contracted professional is competent. In all instances, the
ANP, who may be the owner of such a business, remains professionally accountable
for his/her own clinical practice.

Personal indemnity

If the ANP is an employer but also continues to work in a clinical capacity, an
adequate amount of insurance cover will be required. This may mean that the nurse
will have to take out new professional indemnity cover with an insuring organization,
and this may be the first time in his/her clinical career when this has been necessary.
The amount of indemnity cover required should be carefully assessed, both in relation
to the clinical activities currently being undertaken, and those which may be undertaken
with any future development of the role. Some medical defence organizations (that is,
organizations providing indemnity to doctors) for example Medical Defence Union
(MDU) or Medical Protections Society (MPS) extend their indemnity cover to
non-medical professionals in circumstances where additional indemnity is required,
thus nurse practitioners, practice nurses, assistant practitioners and consultant nurses
can source additional indemnity where needed. Subscription rates for indemnity for
such categories of ANP are based on the actual clinical tasks undertaken, hence the need
for careful and realistic assessment of the role.

Vicarious liability for permanent employees (full-time or part-time)

It may be the intention of the ANP to employ other clinical colleagues and to

offer contracts of employment and in this situation, the advanced nurse as employer
needs to investigate how this indemnity will be provided. At the moment, members
of the Royal College of Nursing (RCN) who employ other clinical staff can offer
vicarious liability cover to those staff only if they are also RCN members. If not, this
cover will not be effective. This is a commercial decision on behalf of the insurance
company.

This is currently a developing situation and enquiries need to be made by any
prospective employer to ensure that indemnity practices are up to date. Any
prospective advanced nurse employer needs to ensure that this is clear in the terms
and conditions of the contract of employment. This is clearly important as the
employee will be relying upon the vicarious liability to cover their practice.

Liability for practitioners who are not permanently employed

It is possible that an advanced nurse employer may recruit or hire colleagues to
perform particular roles on specific occasions. In these instances the individuals
recruited may be employed by other agencies, or may be self-employed. In the first
instance, it is vital to check whether the other agency offers indemnity. If not, the
individual needs to understand that they are responsible for providing their own
cover. Where the individual is self-employed, there will be no option but to have
their own cover, and the employing advanced nurse needs to be sure this is
appropriate and functioning.
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Additional insurance cover

As an employer, the advanced nurse has obligations under health and safety laws for
the protection of employees and the public. This means that both employer’s liability
(to have cover for employees suffering personal injury during the course of their
work) and public liability cover (for the protection of the public on the employer’s
premises) need to be in force. If the premises are not owned by the advanced nurse
employer, then occupier’s liability cover is the alternative.

Health and safety requirement for employers

There are many requirements under health and safety legislation that need to be put
in place in order to act lawfully as an employer, and professional advice must be
taken on these aspects.

Where the advanced practitioner is a partner in a practice

It may become an increasingly attractive proposition for nurses to become full or
conditional partners in general practices. In these working environments, conditions
for indemnity cover and other implications of professional practice are different,
principally in the manner in which indemnity cover may be organized. The practitioner
needs to be clear whether there is whole-practice cover, or whether individuals are
expected to arrange their own indemnity.

It is also a feature of partnerships that there is joint and several liability’ between
the partners. This means that each partner is asked to take on part of the liability of a
practice partner and liability for claims is shared between the partners. This can
sometimes put pressure on the quality and competence of the partners, as each
partner is partly responsible for the acts and omissions of the other partners. Again,
specific legal and professional advice must be taken on all these issues.

Common and accepted practice

Because ANPs are often operating in areas where there are few colleagues doing the
same thing, or few examples of nursing services being run in the same way, it can be
difficult to satisfy the important legal test of adhering to common and accepted practice.

To be entrepreneurial is deliberately to push the boundaries beyond common
practice. It may be that the activity being developed will be accepted as appropriate
for an advanced practitioner and something which similarly trained colleagues
would undertake if the opportunity were available to them. In this instance, if the
new activity is set up correctly it should not attract risk simply because it is not an
activity frequently practised by nurses. The greater risk is attached to whether the
new activity would be supported by a body of practitioners if the opportunity were
given to them to undertake it, whether or not they are nurses. For example, if the
activity involves an element of medical skill, the body of practitioners whose
common and accepted practice was to be considered would be doctors.

Justification

In order to set up any entrepreneurial activities in a safe manner, a good case needs to
be constructed about why it is appropriate, safe and professional to practise in a way
which may be approaching the boundary of common and accepted practice. Any such
developing practice needs to have an accurate basis of reasoning why the practice has
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been allowed to develop, what the intended benefits are and how likely it is that those
benefits can be realized. It is also important to have reasonable safeguards put in place
and to demonstrate that appropriate practitioners are undertaking the roles and that
they have the right skills, qualifications and experience.

Accountability

Developing practices for ANPs can mean that they are solely responsible for a patient
caseload without recourse to medical care. This can occur in some specialist, nurse-
led areas where patients may not have a nominated medical consultant for the
entirety of their care.

These situations are new and unusual. They also illustrate the level of
accountability that may be put upon the advanced nurse, whereby they fulfil the role
of the medical consultant in retaining complete responsibility for the patient’s
clinical care. They are also responsible for the delegation of care to other clinical
(medical and nursing) staff and for the quality of that care.

It is also prudent to continue to check the set-up parameters of any new activity at
regular intervals. This is not only to ensure that the new practice is still operating
within the originally defined guidelines but also to monitor any feedback from
patients or from the advanced practitioner undertaking the duties.

Confidentiality and access to health records

This section is included not because the dangers of poor practice concerning health
records apply only to advanced practitioners — indeed they apply to all health care
professionals — but because ANPs may have a more sophisticated and closer relationship
with a patient and relatives (which may continue for a significant period of time) and
thus may have access to a considerable quantity of confidential information. ANPs may
also find themselves involved not simply with the patient but holistically with several
members of the patient’s close family. The burden to respect the confidentiality of this
information is considerable. A careful path has to be taken between maintaining the
relationship and confidence of those supporting the patient and at all times knowing
which information the patient wishes to remain entirely confidential and which
information the patient is happy to share with those close to her/him.

Access to confidential information comes not only by reading the medical or
health record but also through conversation with and physical treatment of the
patient. In these circumstances the ANP may have more information to protect than
ordinarily skilled members of the nursing staff. It is therefore of paramount
importance that the advanced practitioner regularly assesses which information
patients are happy to make freely available and which they are not.

In some situations, advanced nursing practice allows patients to be treated in the
community or their own home. In such cases, confidentiality needs greater
protection than is automatically available in a hospital and advanced practitioners
must be aware of this and act professionally and ethically.

Regarding access to written records, the legal rules are clear but not often easily
applied. For living patients, access to their health records is only by their consent.

In practice this means that health care professionals use and pass on health care
information about the patient on a need-to-know basis only. This procedure and ethical
duty is explained in the Department of Health guidance document Confidentiality — the
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NHS Code of Practice (2003). It is commonly understood by health care professionals
that information relevant for treatment by professionals in other disciplines can be
freely exchanged. This is necessary for safety and continuity of care and is accepted
practice, although it may be prudent to ensure the patient is aware of this.

Under the Data Protection Act 1998, access to health records can only be made by
the living patient her/himself or with her/his express written consent. This means
that in any situation of advanced practice, the patient must be consulted before any
information from health records is shared. Access to the written record will not be
given by the data controller (i.e. the organization holding and using the medical
record) to any other individual. This includes any member of the family who for any
reason assumes that they have an entitlement to see the health records of the patient.

This can be a difficult situation, and a high level of communication skills is
required from the advanced practitioner to explain that the information requested
by the relatives or next of kin will not be disclosed without express consent from the
patient. It would be dependent upon the skills of the advanced practitioner to
balance the rights and wishes of the patient with the expectations of those close to
the patient. Some verbal explanation can be given to the relative or next of kin, but
confidentiality must be uppermost in the mind of the ANP. It may be appropriate to
make reference to a document, but visual or physical access to the medical records
should not be given. A general guide is to ask the reason why the relative or next of
kin wishes to see the medical records. It may be that the records will not answer their
query, and the relative or next of kin can be satisfied by other means, such as careful
discussion with a doctor, nurse or other staff involved in the care of the relative.

After the death of a patient, the ANP may continue to have a therapeutic
relationship with those close to the patient, possibly for a considerable time. During
this period, the relatives may wish to discuss the care and treatment of the deceased
or indeed access their health records. The Access to Health Records Act 1990
provides clear legal rules on who can have access to such records and who cannot.

Because the legal duty of confidentiality extends into death, only individuals who
have a potential or actual claim (e.g. of clinical negligence or personal injury, or an
insurance claim or a claim on the estate which is reliant in some way on information
in the medical record of the deceased) may have access to that record. To gain access
to the records, such individuals do not necessarily have to be the personal
representative of the deceased, or the executor of the estate, but they do have to
prove that they have an actual or contemplated legal claim.

The ANP’s professional and ethical duty of confidentiality to the patient
continues, therefore, after the death. Even when a documentary authority is
validated, it is the responsibility of the organization holding the notes to continue to
protect the confidentiality of the deceased patient by deciding which notes are
relevant for release and which are not.

It is interesting to note that the Mental Capacity Act (2005) provides that an
Independent Mental Capacity Advocate (ICMA), where appointed, can have access
to the records of an incapacitated patient. This seems to conflict with the Access to
Health Records Act, where only those who can demonstrate the basis of a claim
arising out of a patient’s death can obtain relevant parts of the records.

In situations where the ANP is dealing with a living patient who does not have the
capacity to give or withhold consent (e.g. because of dementia or confusion), these
patients are wholly protected and their medical records will not be released as their
consent cannot be given. Again this may present a very difficult communication
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responsibility for the advanced practitioner and again they will have to balance the
rights of the patient with the expectations of the relatives.

Leadership and responsibility

By the nature of the role, the ANP will be in a position of leadership. This may take
the form of personal, professional leadership in individual decision-making or it may
involve managing teams and working within them.

On the issue of personal leadership and decision-making, previous points relating
to standards of care and competence are relevant. In addition, the legal rules relating
to the boundaries and parameters of individual practice will also dictate where
leadership within individual practice will end.

Leading the team

Leadership for the advanced nurse is also commonly seen in terms of leading a team
or being one of several senior members of a team. This is manifest in decisions
related to prioritizing care for individuals, delegating tasks to team members and
supervising team members. Prioritizing care, whether on a one-to-one basis, or
between a team, requires accurate and competent clinical assessment and diagnosis
skills. These will need to be demonstrably in compliance with both Bolam (see Box
2.1, p. 24) and Wilsher (see Box 2.2, p. 24) in the sense that the skills expected of an
advanced practitioner will need to be representative of the decisions made by a body
of similar colleagues. When those decisions are felt to be beyond the knowledge of
the advanced practitioner, they will need to be referred onwards.

Delegation

Similar skills will be needed when prioritizing that care among the staff available in
the team, when the effective delegation of duties becomes important. An advanced
nurse, the team leader will be expected to know accurately the skill mix of staff
available so that the workload can be appropriately divided between them.

This may range from health care assistants and student nurses to other qualified staff.
A wide skill mix may lead to easier decisions about the delegation of tasks than where
there is a rather more limited range of staff available. In either situation, the advanced
practitioner must be fully aware of the importance of appropriate delegation, to ensure
that no member of staff is allocated a task which falls outside their skills or experience.

Advanced nurses are often in a position in which delegation to qualified and
unqualified staff is routine. There are two potential hazards connected with this.
First, advanced practitioners can be guilty of wrongful delegation in circumstances
where the nurse to whom the job has been delegated is not competent to carry it out.
The delegating nurse is consequently accountable for his or her actions in wrongly
delegating the task, although the individual nurse who is at fault remains personally
liable for his or her own acts or omissions. Unqualified staff and students do not
carry the same accountability and the delegating nurse retains complete
responsibility for the work given to them.

Second, ANPs must be careful not to allow misuse of their specialist position by
undertaking work wrongfully delegated to them by doctors who have not ensured
that the nurse in question has the requisite skills to carry out the particular task.
There is an equal burden on the practitioner to whom the work has been delegated
to make it known if he/she is not able to safely carry out the task.
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Team liability

Many advanced practitioners work in small mixed teams of doctors and nurses
together with unqualified staff and students. In law there is no concept of team
liability, whereby accountability for an incident can be apportioned to the whole
team. It will always be the case that the team members involved in the incident are
individually liable for their actions or inactions connected with the incident.

It is possible that multiple liability can exist, whereby several members of the team
can simultaneously be individually liable for their part in the incident. Consequently,
it is extremely important to be aware of the skill mix and competence level of your
colleagues.

Consent

ANPs are increasingly involved in the consent process, either as a patient advocate
or by themselves obtaining consent from the patient. This is a welcome and
appropriate professional development and has arisen from the recognition that
the taking of consent does not have to be carried out by a medical practitioner.
The Department of Health Reference guide to consent for examination or treatment
(2001) recognizes that

the task of seeking consent may be delegated to another health professional
as long as that professional is suitably trained and qualified, in particular
they must have sufficient knowledge of the proposed investigational
treatment and understand the risks involved in order to be able to provide
any information the patient may require.

This has opened the way for many patients to have consent for procedures obtained
in outpatient and pre-assessment clinics by ANPs.

For the advanced practitioner there are three particular issues concerned with the
consent process. First, they must meet the criteria stated in the guidance above and
be suitably trained and qualified to take the consent. This refers to previous
explanations with regard to the boundaries of their role; it is not an automatic
assumption that advanced practitioners should be required to take consent for
procedures and this should only be undertaken if the advanced practitioner thinks
he/she is competent to do so.

Second, the advanced practitioner must have sufficient knowledge of the proposed
investigation or treatment and understand the risks involved. This again corresponds
to the points raised about making the boundaries of the role entirely clear and within
that being certain of the skills required to do the job. If the advanced practitioner
does not feel he/she has sufficient knowledge to be able to inform the patient, taking
consent should be referred on to a member of the medical team.

Third, the practitioner must be able to answer all questions put to them by the
patient, or find a colleague who can answer them. The amount of information which
should be given to a patient in order for a valid consent to be obtained is often a
difficult one. Advanced nurses are often at the forefront of providing information
and education to patients and as such have a considerable responsibility to ensure
sufficient meaningful information is offered and to consider how this information
is given.

The question of what information should be imparted to the patient is addressed
in the cases of Sidaway and Bethlem Royal Hospital [1985] and the case of Blythe v.
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Bloomsbury HA [1987]. The guidelines derived from these cases were that the
information given must conform with that which a responsible body of similar
professionals in the same speciality would tell the patient (i.e. it must be ‘Bolam
compliant’).

The information must tell a patient about the ‘material risks of agreeing to the
treatment and also the material risks of not having the treatment’. In this respect
material risks are those to which a ‘reasonable patient’ would attach some significance.

A doctor can withhold information (even if there is a material risk) if in his or her
clinical opinion it would be detrimental to the patient to inform him or her of those
material risks. This is commonly referred to as the therapeutic privilege and it is
important to understand that this is a concept unique to the medical profession and
does not extend to ANPs. If situations arise where the ANP has concerns about the
effect that certain information will have on a patient, it is recommended that they
refer this on and discuss it with the medical team concerned, since a doctor does not
have to tell a patient all that he/she knows about a subject and will not be criticized
for not doing so, even if the patient specifically asks.

The amount of information provided can be related to the specific circumstances.
For example, more comprehensive information is expected in an outpatient clinic
environment or pre-assessment clinic than in a situation where there is some
urgency, such as A&E. Emergency treatment is often limited and there is every
possibility that further treatment will be required, so there will be the opportunity to
add any further information necessary.

This illustrates the disadvantage ANPs experience when called upon to obtain
consent. ANPs do not have the same or any therapeutic or professional right to
withhold information. In order to protect against the allegation that inadequate
information was given for some risky procedures it may be prudent to ask the
patient to sign a form to confirm receipt of relevant information. Giving a patient
information leaflets can be very helpful in this situation.

Consent and mental incapacity

With regard to consent, it is also important to have a good working knowledge of the
Mental Capacity Act (MCA) 2005, which came into force in full in October 2007.
The MCA makes provision for the treatment of individuals who lack the capacity to
make decisions for themselves, and is directly applicable to the health and social care
of such patients (Bartlett 2005). Those provisions within the MCA which directly
impact upon the ANP’s decision-making process are considered below.

The capacity principles

The MCA sets out a clear set of principles explaining how professionals are required
to approach patients who have no or fluctuating capacity (Box 2.5). Where an ANP
has been delegated the task of obtaining consent from a patient, a capacity
assessment is part of consent process and will identify whether a patient has the
capacity at that particular time to give consent to treatment. The statutory test for
capacity is the commonly used two-stage test (Box 2.6).

‘Best interests’ decision

Where the patient lacks capacity, it is up to the medical staff to confirm that the
proposed treatment is in the patient’s best interests. It is entirely likely that an ANP
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Box 2.5 The five capacity principles

+ A person must be assumed to have capacity unless it is established that he lacks
capacity.

+ A person is not to be treated as unable to make a decision unless all practicable steps
have been taken to help him to do so without success.

+ A person is not to be treated as unable to make a decision merely because he makes an
unwise decision.

*  An act done, or decision made, under this Act for or on behalf of a person who lacks
capacity must be done, or made, in his best interests.

+  Before the act is done, or the decision made, regard must be had to whether the
purpose for which the act is needed can be effectively achieved in a way that is less
restrictive of the person’s rights and freedoms.

Box 2.6 Two-stage capacity test

Stage 1

Is there an impairment of, or disturbance in, the functioning of the person’s mind
or brain?

Stage 2

If so, is the impairment or disturbance sufficient that the person lacks the capacity
to make that particular decision?
Test for capacity — the individual must then be able to do the following:

+  Understand the information relevant to the decision

+  Beable to retain that information

+  Beable to use or weigh up that information as part of the process of making that
decision

+  Communicate his decision (by talking, using sign language or any other means)

will be involved in multidisciplinary discussions about the choice of treatment for
such patients and the ANP must be aware of the statutory checklist which exists to
guide such decisions (Box 2.7). It is now a legal duty to make any such best-interest
decisions in accordance with this checklist.

Duty to consult

The MCA places a legal duty upon clinical decision-makers to consult with anyone
who has an interest in the patient’s welfare. These interested persons have no decision-
making powers, and could be relatives, next-of-kin, friends or acquaintances, but the
ANP may be an important link in identifying and supporting any such individuals,
while also satisfying her/his own professional advocacy responsibilities. This must, of
course, be carried out with the usual care to safeguard the patient’s confidentiality.
Where the incapacitated patient has no known individuals interested in their

welfare, the MCA requires that an independent advocate is provided — an ICMA.
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Box 2.7 Checklist for determining best interests

+  Avoid making assumptions about someone’s best interests on the basis of age,
appearance, condition or behaviour

+  Consider all the relevant circumstances — the checklist is not inclusive of all possible factors

+  Consider whether the person will at any time have capacity, and if so, when that could
be? Can the decision be put off until then?

+  Permit and encourage the person to participate as fully as possible in the decision-
making process

+  Proposed treatment relating to life-sustaining treatment must not be motivated by a
desire to bring about death

+  Consider what is known about the person’s past and present wishes and feelings, any
beliefs and values that could influence any decision of his and any other factors,
particularly any relevant statements written while he had capacity

+  Must take into account (where practical) the views of any person nominated by the
person as one to be consulted in these circumstances, any carers, any donee of a lasting
power of attorney or any court deputy

+  Take account of the views of any appointed independent advocate

+  Record clearly the decision-making process that leads to the proposed treatment in
best interests

+  Take the least restrictive treatment option

In the acute and community setting, these will commonly be supplied through the
ANP’s employing organization.

There is a legal duty on all clinical staff to source an ICMA for any patient they
regard as being unsupported by an individual interested in their welfare, where the
clinical decision can wait the short period of time it takes to provide an ICMA.
Where the proposed treatment is time critical, the treatment must be carried out as
usual in the patient’s best interests.

CONCLUSION

This chapter has attempted to set out the legal and regulatory requirements for
advanced nurse practice. More detailed texts about the legal aspects of nursing are
referenced so that points of particular interest can be followed up. The key points
covered are as follows:

*  practice is subject to statute law, common law, professional law and local policies;

* these types of regulatory controls appear in different forms in the different levels of
accountability which apply to ANPs, that is, accountability to the patient through civil and
criminal law, to the employer through contractual and employment law, and to the
nursing profession through the Nursing and Midwifery Council;

* the title the nurse has as a practitioner determines the standard of care expected;

* ahigher standard of care is expected for the ANP than for the ‘ordinary’ nurse;

*  general nursing skills practised by ANPs will be expected to be carried out at a higher level
of skill and knowledge;

* entrepreneurial activities for ANPs carry specific risks which need to be understood and
particular advice obtained.
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This chapter is not written defensively, but in the spirit that responsible ANPs will
want to be shown clearly where the professional and legal dangers to themselves lie,
so that these can be accounted for to the benefit of their patients.
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INTRODUCTION

Good communication and interpersonal interactions underpin and form the
foundation of advanced practice. Higgs and Jones (2000) view communication as

one of the multiple dimensions that contribute to clinical expertise. Without skilled
communication the practitioner, however knowledgeable or technically skilled, remains
a mere technician. Stilwell uses the analogy of the pianist to illustrate this point.

A pianist can perform with technical brilliance, but to be a truly great
performer she also needs to combine technical competence with sensitive
interpretation, and an understanding of and feeling for the music.

Stilwell (1998: 44)

This chapter considers the domain of the ‘nurse—patient relationship’; the
competencies of the domain will be explored in terms of their meaning for advanced
practice. One main case study provides the anchor to illustrate different aspects of
the domain and links the ideas to practice; other smaller vignettes illustrate specific
points. The focus of the chapter will be in helping the practitioner to construct a
portfolio of evidence to demonstrate competence in the domain discussed.

SCENARIO 3.1

Mary, aged 49 years, presented to me in surgery describing symptoms of a muzzy
head, dizziness, tingling in her forearms and one episode, 3 weeks previously, of
loss of strength in one leg that lasted for 10 minutes. While telling me this she
became tearful and told me she had lost her hushand suddenly 3 months ago but
she was ‘coping very well'".

| explained that | would need to take a detailed history and Mary was very
pleased that | took her seriously as she was afraid she was having a stroke. My
immediate thoughts were that she had been in shock which had enabled her to
‘cope very well” with her bereavement, but that she was now experiencing a
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bereavement reaction that was manifesting itself in anxiety and physical
symptoms.

Her medical history revealed nothing of any note, but | found Mary to be very
guarded in her responses to questions about her personal situation and feelings.
With her consent, | proceeded to undertake a thorough cardiovascular and
neurological examination. This activity enabled me to explore her feelings about
her husband’s death without the need to maintain eye contact, which she might
have found overly intrusive. Mary became very tearful and explained that she
had no siblings, her children lived away, her neighbours had been very good but
she had no one to grieve with. She also revealed other symptoms of anxiety,
such as inability to concentrate and poor sleep.

My only physical finding was of elevated blood pressure and although | felt
increasingly confident in my initial hypothesis | had to remain aware that it was
not possible at this stage for cerebrovascular pathology to be conclusively
excluded. | explained this to Mary and arranged for fasting lipids to be taken. In
the meantime, having ensured there were no contraindications, | advised her to
take 75mg of aspirin daily. | also discussed with her the possible use of
medication for anxiety, a course of action | was not keen to pursue but | wanted
to give her a sense of choice. Her response to my suggestions also enabled me to
assess her ability to cope with decision-making, even in her distress. Mary was
quite clear that she did not want medication to lift her mood and with this decision
she regained control of her feelings and actively negotiated a plan with me.

Mary was travelling to stay with her son in 2 days’ time. | asked her to come
and see me on her return so we could re-check her blood pressure and discuss
the results of her blood test. Mary told me she felt much better, partly from relief
that | had found ‘nothing wrong’, but mainly because | had encouraged her to
talk about her husband. When | saw her 2 weeks later her blood pressure and
blood lipid results were normal, making the likelihood of cerebrovascular
pathology very low. Indeed, Mary had accepted that her symptoms were due to
anxiety and had independently developed coping strategies so that her
symptoms began to improve. | mentioned the bereavement counselling service
but she declined.

| followed Mary up over the ensuing months and after a time she became
depressed. At this point she accepted the need for treatment with anti-
depressants, which she took under my supervision for a period of 6 months.
During this time she found a job and her social life improved.

SPECIFIC COMPETENCIES

Creates a climate of mutual trust and establishes partnerships with
patients, carers and families

This is one of several competencies in the domain that emphasize the building of a
working partnership between practitioner and patient. The concept of partnership
means that the nurse is not the sole decision-maker, the patient, too, has a part to
play. This particular competence focuses on building mutual trust as a basis for
working together.
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Good and effective relationships are built on trust and mutual understanding. In
health care this kind of relationship has to be established quickly and often within
difficult circumstances for the patient, who finds him/herself in an alien and
threatening environment, afraid and anxious.

In acute settings, much of this initial rapport is established through good eye
contact, reassuring body language and the ability of the practitioner to remain calm
and confident in highly anxiety-provoking situations. In other settings the
practitioner needs to remain relaxed and flexible, and be able to adapt her/his
communication through subtle reading of the patient’s signals as they first present.
All of this happens very quickly and is not often made explicit.

Body language and eye contact are important in all situations. However, the
following example demonstrates their particular importance in building a rapport
when two-way verbal interaction is difficult or impossible and body language
becomes the main means of communication.

Scenario 3.2

‘How can | analyse my communication skills with someone having an acute
asthma attack!” was my outraged reaction to being asked to video a routine
consultation in my practice.

It was only when | had done the video that | realized how much
communication did go on. How much | worked with eye contact, gestures and
body language. Using the video | was able to analyse what was happening
between me, my colleagues and the patient in a busy A&E department. Our team
used the video to change some aspects of our practice, for example making sure
we did not turn our back on a very distressed patient (this involved changing the
rooms around), and making sure we made eye contact at the level of the patient.
I learnt so much about how | communicate, things | was not aware of until | saw
myself on the video (Nurse practitioner student 2005).

This scenario illustrates a number of points about creating trust:

* the crucial role of body language and non-verbal communication in the nurse—patient
relationship;

* the difficulty of being aware of these issues without feedback;

* the unwitting contribution of the environment to poor communication.

The student in this scenario learnt to observe her practice and the team reconsidered
how they worked together to improve the contact with patients in this environment.
Understandably, everyone had been focused on the acute care and paid less attention to
the communication issues. It was only when they saw the video that they became aware
of how they might have built mutual trust through body language and eye contact.
Regular observation of practice or video recording can help you to give evidence to the
skills in the competency as well as generate useful information for changing practice.
Video recording is a powerful tool, which, given careful consideration of the ethics
involved, can be used to improve practice (Royal College of General Practitioners 2003).
Effective communication is easy to recognize when observed, but hard to define
and describe in detail. Titchen’s (2001) work on the expert practitioner goes some
way towards articulating some of the more elusive aspects of skilled communication.
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Her work on skilled companionship, although initially difficult to read, is very
helpful in thinking about and naming expert practice, and the communication skills
that are usually left unspoken.

Titchen (2001) suggests that communicating effectively is about entering into a
relationship with another person or persons to establish a rapport that will support
the relationship, however long- or short-lived it may be. Creating this rapport
demands a willingness from the practitioner to be open and receptive to the world
and understanding of the other person. It requires the practitioner to develop an
awareness of their own judgements, prejudices and preoccupations, and letting them
go so that they are open to the other person and their needs. Competency 9 in NMC
Domain 1 explores the practitioner’s self-reflection in greater depth.

Core skills required in this crucial stage of relationship-building are good listening
skills and patience, conveying a sense of having time and not being preoccupied with
the next task. This idea of ‘being there for the patient’ is discussed in Competency 4.
Listening requires fluency and competence in the technical aspects of the
practitioner’s work. Without this fluency the space to listen is simply not available.

Scenario 3.1 demonstrates some of this process, in that the practitioner hears and
is sensitive to the patient’s reluctance to talk. However, the discussion is facilitated by
using the physical examination to allow the patient to release the feelings that are of
concern to her. A less experienced practitioner might be preoccupied with technical
skills and reaching the correct diagnosis. Such preoccupations would make the
practitioner less available and less sensitive to the patient’s signals.

In the scenario, the practitioner remains open to the patient, noting that the initial
reluctance to talk is part of a process of building rapport and trust and testing out the
evolving relationship. The sense of timing is demonstrated by the practitioner not
pushing the patient to reveal feelings when she is reluctant to do so, and yet giving
the patient time and space to do so later when ready. The practitioner is sensitive to
the patient’s needs and this helps build mutual trust; the parctitioner’s interactions
go beyond the tasks to be completed and include what Sellman (2006) calls the
essential component of nursing practice, ‘trust’.

The skill of the advanced practitioner is to select appropriate interventions for
each encounter, not only through physical clues but also by establishing the kind of
relationship that will allow wider issues and emotional concerns to be considered
(Stilwell 1998). This practitioner was aware of the reluctance of the patient to talk
about her recent bereavement. Having noted this, a different approach was used,
allowing the patient to relax and tell her story in that ‘space between’. The
practitioner’s confidence and experience made it possible to work in this way.

KEY POINTS

B Trust is fundamental to the nurse—patient relationship.

B The importance of non-verbal communication, body language and eye contact in the
initial and ongoing relationship with the patient.

B The sensitivity of the practitioner to both verbal and non-verbal cues given by the
patient.

B A sense of timing — not being rushed and putting other preoccupations aside.

Fluency in practical skills to allow space for listening and ‘being there’.
B The importance of the physical environment in facilitating effective communication.
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Building rapport and establishing a trusting relationship are the foundations of
the nurse—patient working relationship (Sellman 2006). Without these, the
encounter remains superficial and frequently unsatisfactory (Freshwater 2002). The
experienced practitioner is able to assess a situation and quickly tune in to the
patient, using all the skills inherent in building rapport and trust, consciously and
purposefully with the intent to help and support the patient.

Validates and checks findings with patients

Validating and checking findings with patients is an important element in building
the working partnership between practitioner and patient. It enables the practitioner
to start bringing the patient into the decision-making process and to improve the
patient’s understanding of the course of treatment prescribed.

The emphasis on consultation and history-taking skills in nursing is new and is
covered in detail in Domain 3. In broad terms, however, there is a threefold process.
First, the practitioner needs to listen to the patient without early interruptions.
Second, they gather further evidence by taking a history and carrying out a relevant
physical examination. Finally, they provide feedback to the patient about their
thinking and possible conclusions.

The conduct of a consultation is a relatively new concept for nurses. Nurses have
always assessed patients and made care plans but have tended not to take an active role,
asking the pertinent questions required by a ‘consultation’. Nurse practitioners now
bring their nursing skills to the consultation and combine these with the skill of history-
taking and physical examination and case-presentation (Connie and Coralli 2006).

However, in the process of taking a history it is easy to become caught up in
clinical reasoning and intense questioning of the patient. This approach tends to
silence the patient and put the practitioner in control of the consultation. The results
of failing to give a patient adequate opportunity to tell their story can have a
surprisingly powerful and detrimental impact on patient care (Silverman et al. 2005).

Research demonstrates that if patients are given the opportunity to give their
narrative without interruption, the practitioner is much more likely to come to the
correct diagnosis. In contrast, if patients are not given this opportunity and are
interrupted, they frequently do not actually reveal the reason for attending the
consultation (Kurtz et al. 2004).

Validating and checking findings starts, therefore, with allowing patients to
explain their concerns. It is then possible to focus, take a more detailed history and
come to a diagnosis. This thinking process can then be checked with the patient to
ascertain their view as well as their cooperation with any suggested treatment plans
(Pendleton et al. 2003).

In Scenario 3.1 the practitioner engages with the patient, while at the same time
drawing on their own professional knowledge and expertise to formulate ideas as to
diagnosis. The nurse practitioner integrates their internal thinking and their
interaction with the patient. They involve the patient in their thinking and are able
to do so fluently. They manage their time well and conduct the consultation within
the allocated time. This fluency is built on experience and takes a confidence
developed over time and through numerous patient encounters.

Inexperienced practitioners often fear that allowing a patient to tell their story
will take too much time and that it will then be impossible to conduct the
consultation within the required timeframe. This is not usually the case, given
sufficient practice.
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Skills required include careful listening, observing the patient for non-verbal cues
and sensitive questioning. Both open and closed questions can be used, moving from
an open approach to more focused closed questions in order to form a clear picture
about the issue presented by the patient. The practitioner needs to focus on the
patient and not be preoccupied with other concerns (Pendelton 2004).

Based on these foundations, the practitioner is much better able to validate and
check findings with the patient. The patient will then hopefully feel that their story
has been heard and may be able to take a more active part in their treatment
decisions.

KEY POINTS

B Listening to the patient’s story is the first step in taking a good history.

B Checking that the patient’s narrative has been correctly understood supports good
diagnostic skills.

B Taking a history based on the patient’s narrative moves from broad open questions to
more closed and focused questions.

B Validation and feeding back findings to the patient helps to retain partnership and
cooperation for treatment planning.

Creates a relationship with patients that acknowledges their
strengths and knowledge and assists them in addressing
their needs

Two patients manifesting exactly similar symptoms may differ radically in terms of
their abilities to cope with their condition, their knowledge about it and indeed their
level of interest in finding out. This competence asks the practitioner to assess each
patient’s unique combination of strengths and knowledge and to tailor his or her
relationship with each patient accordingly.

This approach ties in with the overall theme of forming a working partnership
between practitioner and patient. In addition, it encourages patients to recognize
their own strengths, thereby allowing them to move on and regain a sense of control
that may have been lost through illness (Nordgren and Fridlund 2001).

To recognize and acknowledge a patient’s strengths requires both attention and a
level of creativity from the practitioner. On a simple level it means being sure to
listen to the patient and to ascertain what their level of knowledge might be and what
they expect and wish from the consultation. Although this sounds obvious,
practitioners can forget to allow the patient to share their experience and knowledge
about their illness (Neighbour 2003).

On a more complex level, ascertaining a patient’s strengths might require a great
deal more imagination and creativity on the part of the practitioner (Mattingly
1991). For example, patients who are suffering a serious life-threatening illness or a
condition that will limit their lives may not initially see how they will be able to cope.
This is where the advanced practitioner can take care a great deal further, and work
with the patient to create a new and different future, one that reintegrates the new
life circumstances of the patient into the present and future (Haidet et al. 2006).

Mattingly (1998) calls this way of working ‘practical’ or ‘narrative reasoning’. The
practitioner is mindful of the change that has taken place and, without losing her
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own hope and courage, joins with the patient in bearing the pain and loss that the
patient has to face (Mattingly 1998, Naef 2006). This process allows the practitioner
to understand the person that the patient used to be and to help the patient
construct the new person that he/she will be.

A glimpse of this kind of work is visible in Scenario 3.1. Here the practitioner was
able to give the patient sufficient space and respect to tell her story, initially of the
worrying symptoms and then the loss of her husband and the loneliness of grieving,
away from family and friends. Over time this patient did reconstruct her life,
rebuilding her social network. The quiet and unobtrusive support given by the
practitioner no doubt played a part in that process. The practitioner could have
discharged the patient once they had established that there was no physical problem.
However, they remained available for long enough to allow the patient to recover
and determine in her own time when it was right to leave.

The following scenario illustrates this creative way of working in a different setting.

Scenario 3.3

| was working with a man who had suffered a stroke which affected his short-
term memory in particular. He was no longer able to carry out his normal job as a
business person. He had lost his sense of identity, had become very depressed
and did not want to participate in rehabilitation. Through talking with him |
realized that the one thing he had some interest in was his grandson. We talked
alot and | came up with the idea to teach him to juggle to impress the grandson.
He took up the challenge and has now become ‘grandad the extraordinary
juggler’ to the delight of his grandson. He constructed for himself a new identity
and role in the family that defines him differently from his stroke and illness
(Physiotherapist 2004).

This may sound easy but to work in this way requires imagination and the ability
really to ‘be with’ a patient, to enter their world without fear, to be able to recognize
strength and courage at times when patients themselves are unable to see the future.
It requires the practitioner to sustain his or her belief in recovery and to support the
patient in their journey towards redefining themselves (Heath 1998).

It also demands of the practitioner that they step back and let go once the patient
is able to take control. Campbell (1984) captures this idea in the analogy of the nurse
accompanying and assisting a patient on a journey. It suggests working together for a
time and parting at the end of the journey, each going their own way.

KEY POINTS

Each person possesses a unique combination of strengths and knowledge.
Acknowledging a patient’s strengths and knowledge is more than just listening.
Holding hope for the patient at times when they cannot see a future.

Walking alongside the patient on their journey bearing the pain with them.

Creative and imaginative thinking are integral to this competency.
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Communicates a sense of ‘being there’ for the patient, carers and
families and provides comfort and emotional support

Being there for a patient and others, also called ‘presence’, is a rather elusive quality
that is easily recognized by those who are at the receiving end, but more difficult to
explore and make explicit. It is completely different from the practitioner being in
the same physical location as the patient. It is much more to do with being genuinely
interested in the viewpoint of patient, carer and family member, and indeed it is
quite possible to achieve this during a telephone call.

In the phrase ‘being there for’, it is the word ‘for’ which is perhaps the most
important but is often overlooked. It says why the practitioner is there. It is for the
patient, their carers and family — rather than from any notion of having a duty to
dispense standard and convenient treatment solutions on a one-size-fits-all basis.
Again this moves away from the practitioner being in sole charge and towards the
concept of partnership (Jonsdottir et al. 2004).

Patients frequently comment on this quality of presence, and they are quick to
recognize when it is missing. They might say, ‘She was with me’ or ‘T did not have to
explain all the time. She knew what I needed’ or ‘She seemed to always have time for
me’ or ‘She listened to me and understood’.

These comments touch on various aspects of presence. ‘She was with me’
highlights the idea of being fully engaged with the other person and focused on their
needs without distraction. ‘She listened to me and understood’ expresses the ability
of the practitioner to listen empathically and imagine herself in the place of the
patient. It also indicates her ability to feed this back in a way that allows the patient
to feel heard and understood.

‘She seemed to always have time for me’ suggests that, despite the time-limited
nature of many nurse—patient interactions, the experienced practitioner is able to
create the feeling of time and space focused on this particular patient. With sensitivity
the practitioner paces the interaction, giving the patient the sense that he or she is the
most important concern for the practitioner in that moment (Jacobs 1993).

‘I did not have to explain. All the time she knew what I needed’ suggests the
practitioner is attentive to the patient’s needs and that this attention is underpinned
by her experience and expertise, fluently woven into the consultation.

Campbell (1984) encapsulates these ideas when he says that:

We feel cared for when our need is recognised and when the help which is
offered does not overwhelm us but gently restores our strength at a pace
which allows us to feel part of the movement to recovery. Conversely, a care
which imposes itself on us, forcing a conformity to someone else’s ideas of
what we need, merely makes us feel more helpless and vulnerable.

(Campbell 1984: 107-108)

Two phrases from Campbell’s words are particularly powerful: ‘our need is
recognised’ and ‘conformity to someone else’s ideas’. Being there entails the former
rather than the latter.

The quality of presence is often observed in less experienced health care
professionals. However, the advanced practitioner is able to use these skills more
consciously and with intent, using and adapting their skills to work in partnership
with the patient (Hardy et al. 2002).
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In Scenario 3.1 the practitioner is sensitive to the patient’s needs and allows the
patient time to relax and feel comfortable to tell her story. Although concerned to
exclude physical problems the practitioner remains open to the broader issues in the
patient’s life.

It is easy enough to be ‘present’ with a patient we like and feel positive towards. It
is much more difficult to bring the same quality to a patient who challenges us and
whom we may not like. Gallant et al. (2002) point out that this aspect of the
nurse—patient relationship is largely ignored in the literature. Being present at this
level is very skilful and demanding. To build and sustain a therapeutic relationship
requires self-knowledge and the ability to use empathic understanding consciously,
even when the situation is difficult and anxiety inducing.

It requires the practitioner to be willing to explore and develop his/herself and to
examine his/her own feelings and emotions about difficult issues. Fear of not being
able to cope with the emotions or feelings the patient may present is a frequent block
to good communication and the ability to build meaningful relationships (Sandgren
et al. 2006, Sheldon et al. 2006). It is for this reason that self-reflection, as discussed
in Competency 9, is so important for a practitioner.

KEY POINTS

B Having a sense of timing and pacing, giving the patient space to build trust.

B Good time management and the ability to focus on the patient despite other pressures.

B Being genuinely interested to understand the viewpoint of each patient, their carers
and their family.

B Being able to listen with empathy and feed this back to the patient.

B Paying attention to the patient’s needs and having the experience and confidence to
contain and hold the patient’s concerns and feelings.

B The ability to give of self and to be physically and emotionally present for the patient
and family.

Evaluates the impact of life transitions on the health/ iliness status
of patients and the impact of health/ illness on patients’ lives
(individuals, families, carers and communities)

This competency is concerned with change, with life transitions and their effect on
health and illness, as well as transitions that are unexpected and which traumatically
affect the lives of those involved. Being mindful of transitions is part of the idea of
practitioners approaching each patient as an individual with a view to building a
working partnership.

Transitions are a normal part of the process of life and occur throughout the
lifespan. Most transitions are expected and managed as part of the normal rhythm of
life, for example puberty and menopause. Nevertheless, such transitions can be
difficult to navigate and may cause temporary difficulties even when foreseen. For
example, a young person might find it challenging to adapt to university life, despite
looking forward to leaving home and being independent, or an older person could
become depressed following retirement despite looking forward to the freedom
(Meleis et al. 2000).
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Illness impacts powerfully on people’s lives. Any illness demands some level of
adaptation and adjustment in the life of a patient, and this kind of transition is
mostly unexpected and unwelcome. Even a short illness can affect a person
powerfully and a practitioner needs to remain sensitive to this. Practitioners who are
routinely exposed to a great deal of human suffering need to be aware of the danger
of underestimating the impact of what may appear to be a ‘minor problem’ in a
patient’s life.

Illness sometimes coincides with major life transitions and this can complicate the
adaptation process, for example an adolescent who is diagnosed with diabetes. In
contrast, life transitions can sometimes be responsible for bringing about illness,
such as the physical symptoms of fatigue experienced by a patient who is losing her
role in the social world as her children move away into adult life. Keeping the
broader aspects of a patient’s life in mind will help the practitioner to work more
effectively (Meleis et al. 2000).

In Scenario 3.1, the patient is negotiating the transition from wife to widow state,
her body betraying the pain and anxiety she is unable to express openly. The
practitioner recognizes this process and the stress that the bereavement and
adjustment to a new life role brings. They give the patient permission to talk about it,
unafraid of the emotions that may spill out in the process. They are aware that they
cannot ‘make it better’ for the patient, and know that the adaptation may take some
time. They anticipate this by not discharging the patient as soon as the physical
symptoms are dealt with.

KEY POINTS

B Transitions are a normal part of life.

B [llness can complicate normal life transitions.

m  Difficult transitions can manifest as physical and psychological symptoms.

B Practitioners need to have an understanding of normal transitions and remain

sensitive to these when working with a patient.

Taking account of transitions is part of working in partnership with patients as
individuals and understanding their unique viewpoints.

Applies principles of empowerment in promoting behaviour change

This competency focuses on the empowerment of patients. Taken literally,
empowerment means granting real power to patients in terms of decision-making
and taking control over their care. However, it is only possible for practitioners to
empower patients if the practitioners themselves feel empowered.

True partnership and empowerment of patients and their families presupposes a
person-centred approach to care, an approach where patients are truly consulted and
their decisions accepted, even if they do not necessarily fit with the ideas of the
practitioner. This does entail some element of risk, and a willingness on the part of
the practitioner to be an advocate for a patient’s choice, even if it goes against
normally accepted views (Wheeler 2000).
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‘Advocacy’ is another term used in nursing literature to denote empowerment
(Mallik 1997). It has been variously defined. For example Baldwin (2003) chose three
main and useful attributes of patient advocacy:

* atherapeutic nurse—patient relationship in which to secure a patient’s freedom and self-
determination;

* promoting and protecting the patient’s rights to be involved in decision-making and
informed consent;

* acting as an intermediary between patients and their families and between them and
health care providers.

In Scenario 3.1 the practitioner meets the first two criteria of advocacy. They offer
the patient an option of treatment with anti-depressants, even though they themselves
do not feel this to be the best option at that moment. They have the power to withhold
this treatment option. By giving the patient the choice they put aside their view of what
is ‘best’, giving the patient real choice. It was possible that the patient might have opted
for anti-depressants contrary to the practitioner’s initial clinical judgement. But this
willingness to share power with the patient helps build mutual trust and opens the
opportunity to get to know the patient, to understand the unique details of this
person’s illness within the context of her life, building a real partnership.

Central to the discussion surrounding advocacy and nursing practice is the
concept of moral agency. To act as moral agent, nurses must have the power of
decision and action (Wilmot 1993). Advanced nurses are increasingly gaining more
control over their clinical decisions and actions. Moral agency is linked to personal
agency and has been defined by Bandura (1995) as a person’s self-belief in their
ability to achieve control over situations. Some authors believe that the higher a
person’s self-esteem the higher their moral practice (Arthur and Thorne, 1998).

The stronger a nurse’s sense of self the more they will be able to influence and
affect care positively (Randle 2002). Acting as moral agent for patients and their
families is not easy in the light of the pressures inherent in modern health care, such
as resource constraints, staffing shortages and low morale. It requires self-confidence
and leadership skills.

The advanced practitioner needs to develop their practice and at the same time
develop themselves. The Royal College of Nursing leadership programme
demonstrated that learning to manage uncertainty, handling negative feelings and
developing self-confidence are essential prerequisites to improve and influence
patient care issues, and at the same time empower patients to take control over their
care (Cunningham and Kitson 2000).

Evidence from the literature seems to indicate that in order to help other people,
nurses need to be aware of themselves and to develop their self-confidence and

KEY POINTS

B Empowering patients to make decisions about their care is part of a good
nurse—patient relationship.

B To empower others the practitioner needs to have a sense of self and a measure of
power over her own decisions and practice.

B To act as advocate for patients and families is not easy in the present climate of
health care.
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self-esteem (Higgs and Titchen 2001, Pask 2003). Freshwater (2002) also posits that
self-awareness not only benefits the nurse—patient relationship but is also important
to the well-being and efficacy of the practitioner.

Preserves the patient’s control over decision-making, assesses the
patient’'s commitment to the jointly determined plan of care and
fosters personal responsibility for health

This competency is concerned with giving patients some control over the decision-
making about their care. It touches on the notion of who holds the power in this
relationship and how decisions are made or negotiated. It is central to the key theme
for this entire domain, encouraging practitioners to allow patients to play an active
part in decisions about their own care.

Government policy advocates patient involvement in care decisions. Consumers of
health care should experience choice and express opinions about the care they receive.
This view challenges the traditional paternalistic approach to health care, which
believed that ‘the professional knows best’. Nurses have long espoused the idea of
holistic patient-centred care, which by definition involves the patient in the decision-
making. Most nurses would express this as part of their core philosophy of nursing.

However, the reality of shared decision-making with patients is complex, fraught
with difficulties and often misunderstood (Charles et al. 1997). As nurses increase
their decision-making power and gain more control over their own practice,
involving the patient in this decision-making process becomes more urgent.

Much of the literature on shared decision-making relates to medicine, as
diagnostic and treatment decisions have mostly lived in the medical realm. Nursing
literature has tended to promote the importance of a nurse—patient relationship that
fosters the involvement of the patient in negotiation and decision-making regarding
care, and tends to be less focused on diagnostic or treatment options. This is
changing with the advent of the role of advanced nurse practitioner (ANP).

The scenario illustrates the type and level of diagnostic and treatment decisions
nurses and patients will now need to negotiate. It also demonstrates the level of
autonomy in decision-making of the ANP. This will be further enhanced with the
advent of independent prescribing. The practitioner here remains sensitive to the
patient’s perspective and offers treatment choice but does not impose it nor withhold
it, despite their own views and feelings.

Concern with shared decision-making has come about largely because of a shift in
the power relationship between doctor and patient. In particular, patients are
becoming more informed and are able to access specialist knowledge. Increased
consumerism and patient autonomy is challenging medical authority and forcing a
more equal relationship. As the asymmetry of information between patient and
medical practitioner diminishes, so the power of the medical profession decreases.

In addition, the changing nature of medical practice with ever-increasing speed
and the need for long-term care and monitoring has altered some of the focus of
treatment from cure to long-term care and management. Complex treatment
options and increased choice options require more discussion and negotiation
between practitioner and patient (Elwyn and Glyn 1999).

The ANP operates under the impact of all these changes; indeed, advanced
practitioners, with more autonomy and prescribing power, may well be perceived by
patients as more powerful now than nurses who do not function at that level. This
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creates an interesting reversal. ANPs need to be aware how powerful they may
appear to patients and will need to temper this in the way they construct the
relationship with the patient.

The partnership relationship between practitioner and patient is crucial in shaping
how decisions are made in the consultation. In a shared decision the process,
outcome and responsibility are truly shared and negotiated by the patient and the
practitioner. This way of working implies a commitment on both sides to engage
fully in that relationship and share responsibility for the outcome.

Sharing decisions in this way does imply a positive and trusting relationship
between health care professional and patient. It is a model that necessitates some of
the skills discussed earlier and a level of insight into one’s own process as a
practitioner, as it can be challenging and disturbing fully to take on board the wishes
and context of patients’ lives (Greenhalgh 2002).

It is important to remain sensitive to the patient’s wishes (Elwyn et al. 1999,
Levinson et al. 2005). Some patients may not want to be so involved in the decision-
making process and prefer to leave the decision to the professionals, others may want
more or less involvement depending on the decisions being made (Whitney 2003).
Gwyn et al. (2000) suggest that inherent in the interaction between health
professional and patient there is a power imbalance and a knowledge asymmetry that
cannot be entirely eliminated. They go on to say, however, that the quality of the
relationship can temper and reduce the power imbalance; a view that is supported by
Rundgvist and Lindstrom (2005), who argue that a caring relationship is not mutual
since nurse and patient cannot change places as they are on different levels, nor can
responsibility be delegated from nurse to patient.

Sharing decisions with patients often entails sharing the uncertainties about the
outcomes and involves exposing the fact that data are often unavailable or not known;
this can cause anxiety to both patient and practitioner. To accept that some patients
choose not to do the things we would see as imperative to their health, to be able to
sustain the relationship and to support the patient in their choices, some of which might
challenge our deeply held beliefs, demands a great deal of confidence and humility.

KEY POINTS

B True shared decision-making requires the building of a meaningful partnership
between practitioner and patient.

B Shared decision-making has become more current because of changes in health care
and the shift in power relationships between practitioners and patients.

B Not all patients want to be that closely involved in the decision-making process.

B The level, complexity and timing of the decision may inform how much the patient
wants and is able to be involved.

B Compliance with treatment tends to be improved if the patient has some input into

the decision-making process.

Maintains confidentiality while recording data, plans and results in a
manner that preserves the dignity and privacy of the patient

This competency addresses the issues of recording and keeping records of the patient’s
care. This includes how a record is made, where it is stored and who has sight of it. The
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specific points discussed here are based on the Nursing and Midwifery Council
guidelines (NMC 2005) and the NHS confidentiality code of practice (DoH 2003).

Record-keeping is an important and necessary part of nursing work. Records
provide continuity and safety of care for the patient. The NMC (2005), in its
guidelines for record keeping, states that:

Accurate record-keeping is essential to protect the welfare of clients, to
maintain high standards of care and to afford continuity of care. Good
record-keeping should give an accurate account of treatment care planning
and delivery of care, thus increasing the ability to detect problems such as
changes in patient condition at an early stage. Good records increase the
communication and dissemination of information between members of the
inter-professional team.

NMC (2005)

To review the NMC guidelines you can access the NMC website at
http://www.nmc.uk.org.

The way care is delivered in the NHS is changing. In the past, patients would
receive treatment from one GP or a hospital doctor. Today, owing to the reduction
in junior doctors’ hours and an increasing number of specialists involved in care,
patients are most likely to be treated by a team of health care professionals, both in
primary and in secondary care. Although this delivers great benefits in terms of the
quality of treatment, it also means that professionals from different disciplines need
to communicate effectively with each other.

Record keeping, in this changed environment, becomes ever more crucial to
ensure continuity and patient safety (Dimond 2005). Nurse practitioners will be
contributing to medical records as well as nursing records and will need to be sure
that they are able clearly to outline the work they have done with the patient and the
action they have taken or wish to be taken.

In some settings ANPs will only see a patient when called in on a consultancy basis.
The practitioner may not initiate the care actions and needs to be sure that their
advice is clearly recorded in the patient notes, both for their own protection as well as
to enable continuity of care for the rest of the team. Sometimes it may not be clear
which patient records the practitioner needs to use. Clarity within the organization as
to which set of records are to be used is essential when developing a new ANP role.

The way the records are written is also important. Depending on the setting of
care, the input of patients should become the norm in record keeping. This is more
possible in primary care where the record of the consultation can form a normal part
of the summary and closure of the nurse—patient encounter.

The practitioner reviews the findings, the plan for the future and the treatment
decisions with the patient and carer if appropriate, when they are recorded in the
notes. This process requires some fluency in the mechanics of recording as well as
maintaining the connection with the patient. In sharing the content with the patient
the practitioner ensures that the record remains respectful and is written in such a
way as to be understandable to the patient and carer.

This immediate participation and involvement of the patient may not be possible
in different settings, although it should always be considered. Sharing records allows
for good communication with the patient, with both parties being clear about
planned action and treatment options. It avoids confusion and mistakes and
supports the idea of shared decision-making.
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Confidentiality of records is another important consideration. Patients entrust us
with sensitive information relating to their health. They do so in confidence and they
have the legitimate expectation that staff will respect their privacy and act
appropriately (DoH 2003).

The NHS confidentiality code of practice (DoH 2003) suggests three main
requirements for confidentiality. First, protecting patient information entails looking
after the patient’s information. This is achieved at individual level in keeping
accurate and consistent records and at organizational level in the safe storage and
retrieval of records. Equally, all staff need to be aware of their responsibility
regarding the confidentiality of records. Second, informing the patient involves
making sure that patients know how and in what way information is used and that
there are no surprises at any stage. Third, providing choice allows the patient to
decide whether information can be disclosed and used in a particular way. It is
important to remember that different people have different sensibilities.

These same principles apply to the use of patient material in the construction of
the portfolio. Permission needs to be sought for the use of patient material and the
patient should never be identifiable.

KEY POINTS

B Records are an important aspect of patient care.

B Sharing records with patients whenever possible is good practice.

B The habit of sharing records ensures the notes are written respectfully and in a way
that patients can understand.

B The principles of confidentiality apply to all use of patient information, including the

portfolio material.

Monitors and reflects on own emotional response to interactions with
patients’ carers and families and uses this knowledge to further
therapeutic interaction

This competency deals with the ideas of reflection, reflection on self and reflection
on practice, in order to grow and develop as a person and as a practitioner. It
touches on the ideas of therapeutic use of self and intentional practice.

This is possibly the most challenging and difficult aspect of advanced practice. To
be able to reflect on one’s own process and to allow others to challenge long-held
beliefs and familiar patterns is not easy. Nurses have traditionally found it hard to
explore themselves. In many ways, it is easier to help others than to delve into our
own motivations and feelings (Freshwater 2002).

Nurse culture has, and to some extent still does, sustained this attitude, and
self-exploration is often described as ‘navel gazing’. However, in the last few years
there has been a much greater focus on reflection in nurse education, and the
implementation of clinical supervision in many clinical areas has brought about
some change in this way of thinking (Rolfe et al. 2001).

It can be difficult to make time to examine one’s own feelings and thoughts in a
busy clinical practice. Yet unless reflection becomes part of nursing practice, the level
of development and growth a practitioner can achieve remains limited. In particular,
advanced practitioners who often work alone and autonomously need to reflect and
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to participate in clinical supervision. The idea of ‘presence’ and ‘being there’
explored earlier as part of the relationship with patients requires a level of investment
of self that demands time and space for reflection (Graham et al. 2005).

The Scenario 3.1 demonstrates some of the process of reflection. The practitioner
has written down their encounter with the patient. As they explore some of the
reasons for their actions, the practitioner reflects on the idea that the patient was
reluctant to make direct eye contact. The practitioner then uses the physical
examination to build trust and make a safe space.

This realization of the intent of their actions may have happened ‘in action’, in
that they had experienced this before and knew the examination would offer another
opportunity to help the patient to talk. Or it may have been a ‘reflection on action’,
in that in writing the encounter down they then unpicked the process and realized or
made conscious what it was they had done, without being aware of it at the time
(Schon 1991). They made the invisible part of their practice visible by reflecting
critically on what happened and how they acted.

This practitioner also makes explicit in their account the thinking they are
engaged in during the consultation, their diagnostic reasoning, the type of
knowledge they bring to their decision-making process, and the conclusions they
draw from this. All of this is captured in the writing and reflection, allowing the
reader and themselves a glimpse into their thinking.

The writing of scenarios is a useful tool for constructing a portfolio. One scenario,
carefully written and reflected on, can be evidence for a number of competencies.
That process in itself demonstrates the practitioner’s ability to reflect and think
critically about practice.

In teaching reflection I am frequently asked why it is so important and what
difference it really makes. Scenario 3.4, recounted to me by a colleague, will help
answer this.

Scenario 3.4

| was teaching one of the nurses in our team to carry out cervical smears. She
was finding it really difficult to do and was hesitant and shaky at every attempt.
This surprised me as she was quick to learn in other situations. We struggled
and tried different approaches without success. It then occurred to me to ask
her how she felt about having a smear taken herself. Her response was
explosive: ‘I hate it, it is awful and always painful.” We were both left a little
breathless after this outburst. We then sat and talked, | asked if she assumed
that every woman felt the same about having a smear and she admitted that she
did, realizing in that same moment that this was an unreasonable assumption
and the impact it had on her ability to perform the smears.

Amazingly the next smear she performed went smoothly and well. She never
looked back. | reflected on the powerful influence our own assumptions and
experiences have on our practice and | was grateful to have thought to explore
this with her and not dismiss her as ‘useless at smears’. | was also glad to have
realized that it was not of necessity my poor teaching skills that were at fault.
Two thinking patterns | could easily have fallen into to explain the inexplicable
difficulties my colleague was having in acquiring this practical skill.
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This story illustrates the power of reflecting on what we do, paying attention to the
reactions that seem different and outside our usual behaviours. Doing this alone can
be difficult, but writing and keeping a diary is helpful.

Working with others in supervision is another positive way to talk about and
critically examine our practice. Jill Down’s writing in Chapter 3 of Therapeutic nursing
(Freshwater 2002) is a useful example of how supervision can be used to explore in
depth some of the tensions around the care of an acutely ill patient. She struggles with
the tension between technology and retaining the human element of care in a highly
technical setting. The process of clinical supervision enables her to begin to unravel
some the complex issues that face her as a nurse and as an individual.

KEY POINTS

Critical reflection is an integral part of working as an advanced practitioner.
Reflection develops self-knowledge and moves practice forward.
Writing about one’s practice is an important part of the process of reflection.

A reflective group or clinical supervision should be part of every advanced

practitioner’s life and practice.

Considers the patient’'s needs when bringing closure to the
nurse—patient relationship and provides a safe transition
to another care provider

This competency is concerned with endings, boundaries and the skill of knowing
when and how to close a relationship. As with other competencies in this domain, it
is a question of understanding each patient as an individual and working with them
in partnership.

Some relationships with patients end naturally. These time-limited encounters do
not usually present a problem. The care setting often determines the length of
involvement with a patient. In acute care the patient’s discharge usually heralds the
end of the relationship. Even in these settings it may be important to plan the ending
and to have a pre-discharge consultation to ensure the patient has all the resources
and information they require.

Today, with the increase in chronic illness, even in the acute setting, there may be
relationships that last over a number of years, some ending only when the patient dies.

Nurses need to acknowledge the importance of these relationships to themselves
and to the family and allow time for that bond to dissolve. In many instances the
practitioner will have become a familiar and trusted figure in the lives of the patient
and the family and they may feel the need to seek support even after the patient has
died. Whether this is appropriate depends much on the individual situation and
requires some reflection on the nurse’s part. In primary care a nurse practitioner will
develop relationships that span years and involve close knowledge of the patient and
the family. Some of these relationships never end entirely. Only different episodes of
care come to closure.

It is important to know when to close the relationship and when to refer to other
care providers. This is not always easy to achieve, as some patients may want to
continue the contact with the practitioner for reasons other than the health needs
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they presented with initially. Loneliness and a need to receive attention may motivate
the patient to continue seeking advice and help when they could manage on their
own. Gently helping the patient to let go and to seek resources elsewhere is a skill
many nurses find difficult to manage. Discussing cases with peers can be helpful in
finding solutions to some of these dilemmas.

Appropriate referrals are important but negotiating the referral with the patient
without jarring their trust can be difficult. For example, if a patient has been telling
the practitioner their difficulties, a referral to a counsellor may seem like a rejection
of the patient. The reverse may also be the case where the practitioner finds it hard to
let the patient go. The nurse may find it hard to accept that the patient has the
resources to manage their own problems. Repeated appointments to make sure the
patient is all right should alert the practitioner to their own needs and lead to
reflecting on who is being served by these actions.

In some situations endings can be left in the patient’s control and in Scenario 3.1
the practitioner left the patient the choice and once she had built up her resources
and moved on to another phase of her life she was able to close the relationship
herself. This is not always appropriate and some endings need to be managed more
actively by the practitioner.

KEY POINTS

B Endings need careful planning.

B Ending a relationship can be difficult for the patient and the practitioner.

B Referrals need to be negotiated sensitively taking into account the patient’s feelings.
B Building the patient’s resources throughout the relationship helps facilitate endings.

CONCLUSION

This domain of nurse—patient relationship underpins every aspect of the work
carried out with patients. Technical know-how and up-to-date knowledge are the
basis for good practice; however, knowledge and technical skills alone are not
sufficient to bring about a successful nurse—patient encounter. Sensitivity, empathy
and a willingness to give of oneself are essential elements of advanced practice. In
this domain we have explored issues such as trust and the elusive quality of
‘presence’ and have focused on skills and qualities that can be refined and honed in
the service of the patient. This work is arduous and demanding but it is also
immensely rewarding and enriching to the practitioner. It is a journey taken with
each patient; it is also a journey of self-discovery and growth for the nurse. Working
in this way in the busy and demanding context of today’s health care is not easy; it is
hard to remain steady and focused faced with the conflicting demands of this rapidly
changing environment. Being an advanced practitioner is about keeping the human
and caring elements of working with patients at the forefront of practice, to role
model and advocate for it, and thus support others to follow in their footsteps.
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INTRODUCTION

It is essential to know man it would seem, before attempting to do him good.
Nathaniel Hawthorne (1850)

There is no place for discrimination or harassment in the NHS on grounds
of race or ethnicity, gender, sexual orientation, disability, religion or age.
The Hon. John Reid, UK Department of Health

The context of health care is changing in response to changes in society and patterns
of diseases, increasing patient expectations and challenging the new policy agenda for
the NHS through its modernization programmes (DOH 1998a, 1999a, 2002).

The UK is rapidly becoming a multicultural, multilingual, multiethnic and
pluralistic society as more and more people from ethnic minority groups have joined
the UK population. The UK National Health Service (NHS) policies have clearly put
the ‘patient’ at the centre of service provision (DoH 1998b, 1999a,b), which implies
that nurses need to have an awareness of the demographic changes in the British
population in order to implement these policies. There is also increasing evidence of
inequalities in health linked to ethnicity (Townsend and Davidson 1982, Whitehead
1987, Nazroo 1997, Acheson 1998, DoH 1998a,b), which has created many
challenges for health professionals, including those nurses working in advanced
practice roles. This is important, as many of these professionals may lack cultural
competence and may be unaware of how to meet the needs of culturally diverse
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clients. Nurses working in advanced nursing practice roles are in the

frontline of care and must be skilled in providing culturally appropriate and
competent care for their clients irrespective of their diverse clinical needs. Nurses
need to have a sound cultural knowledge base as this will enable them to understand
their own cultural values, biases, beliefs and prejudices. This should help to prevent
biases, conflicting cultural encounters and unethical care. Having cultural knowledge
can also help the advanced practitioner to articulate differences and accurately assess
patients’ individual needs through partnership in care planning.

This chapter focuses on two of the most challenging issues of contemporary
health care for advanced nursing practice. In order fully to understand the concept of
culture and spirituality within health care, other concepts need to be understood and
applied. Once recognized, the advanced practitioner will be able to use this knowledge
to inform areas of cultural and religious competence in advanced practice.

DEFINING CULTURE, ETHNICITY AND DIVERSITY

Culture

The terms culture, race and ethnicity are sometimes used interchangeably by health
professionals and the public alike. However, these terms have differing meanings
and interpretations.

There are many definitions of culture. According to Leininger (2001) culture can
be defined as ‘the values, beliefs, norms and practices of a particular group that are
learned and shared and guide thinking, decisions and actions in a particular way’.
However, culture is not static but is continually evolving, therefore, achieving cultural
competence is ongoing (Henley and Schott 1999, Dufty 2001, Leininger 2001,
Helman 2002). Consequently, as cultures evolve, health professionals need to keep
abreast of changes to maintain cultural competence. Distinctions of race and ethnicity
are socially constructed but they are not synonymous, and racial judgements are
sometimes based on perceptions of physical appearance which are shaped by beliefs
about the intrinsic, unchanging qualities of people of different races (Jenkins 1997,
Macbeth and Shetty 2001). Conversely, in defining the nature of culture, Helman
(2002: 2) believes that culture is ‘a set of guidelines which an individual inherits as a
member of a particular society and which tells him how to view the world and learn
how to behave in it in relation to other people. It also provides him with a way of
transmitting these guidelines to the next generation by use of symbols, language art
and rituals’ (Helman 2002: 2). Spector (1996), on the other hand, posits that it is a
meta-communication system which is based on non-physical traits, such as beliefs,
attitudes, customs, values, behaviour and language, that are shared by a group of
people and passed down through generations. Despite the agreement in defining the
term, the concept of culture remains problematic in the public domain. This fluidity
of the cultural realm is evident during expressions of illness. Conversely, clinicians use
cultural beliefs to understand particular illness behaviours, such as adherence to
prescribed treatment modalities. During an encounter with the patient, nurses are
said to be exposed to three cultures (De Santis 1994):

* the nurse’s professional culture;
* the patient’s culture;
* organizational culture.
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All three cultures have their own sets of beliefs, values and practices and need to be
considered when patient care is being planned. There is a universal need of all people
to be treated with respect, which is predicated on the awareness of the interaction of
these three cultures. This can also be experienced by patients as well as nurses, as
patients are also confronted with these cultural phenomena which they, too, have to
understand during the encounter with health professionals. The NMC (2008)
requires that all nurses, including those working in advanced practice roles, respect
the values, customs, spiritual beliefs and practices of all individuals and groups. A
nurse who is culturally competent will be able to recognize and understand the
impact their own culture and professional beliefs will have on workplace practices
and will recognize that cultural differences occur across all levels of cultural diversity.
Ignorance of any of these will create barriers to achieving a positive, productive and
caring nurse—patient relationship. Consequently, the ability to give optimal, sensitive
care will require knowing and owning feelings, beliefs and attitudes and recognizing
their influence on patient care.

Ethnicity

Like culture, there are several definitions of ethnicity and its concept is also
problematic as there does not seem to be a universally accepted definition of
ethnicity.

Jones (1994: 292) believes ethnicity ‘refers to cultural practices and attitudes that
characterize a given group of people and distinguishes it from other groups’, where
the popular group is seen to be different by virtue of their religion, language,
ancestry, common interests and other shared cultural practices, for example dietary
habits or style of dress. There is an extensive body of anthropological and
sociological literature relating to ethnicity, but the concept remains elusive as it is
inextricably linked with concepts of race and racism (Jenkins 1997). This suggests
that ethnic differences are wholly learned and are the result of socialization and
acculturation (the process by which members of one culture or group adopt the
beliefs and behaviours of another group) and not genetic inheritance. This needs to
be considered when planning health care for clients from different ethnic groups and
rests within the advanced practitioner’s sphere of practice. All health professionals
need to provide services that meet the needs of a multicultural society.

Diversity

Cultural diversity has become a very prominent feature in the British health care
system and impacts significantly on the quality of nursing care. This poses a
challenge for health care professionals, firstly because the British health care system
is dominated by western values and secondly, because this population expects to
receive a quality service that is culturally sensitive, and thirdly, because diversity is
promoted as a fundament principle of nursing (Boyle 2000, Leininger 2001, NMC
2008). Cultural diversity is an inclusive concept that embraces not only ethnic
groups but also other marginal or vulnerable people in society, for example those
suffering from AIDS and drug abuse, because they too, may experience
marginalization and discrimination based on their lifestyle choices.

Diversity, like health, means different things to different people. Leininger (2001)
has argued that an understanding of cultural diversity is essential to the provision of
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effective and safe client care and that the knowledge of a client’s cultural beliefs,
values, and attitudes, is an integral part of providing health care. Nursing care and
practice in the UK have undergone radical changes in recent years, as the population
has become more culturally diverse. The demographic changes in the UK have
meant that people from diverse groups and different cultural backgrounds will have
health care needs requiring high-quality, effective needs-led services. Because of this,
health care professionals working with these patients will need to keep abreast of the
diversity of patients’ cultures (Boyle 2000). The NMC (2008) also requires nurses to
respect the values, customs, spiritual beliefs and practices of all individuals and
groups. This means that nursing care needs to be delivered safely to patients,
irrespective of their ethnicity and sexual orientation.

In any health care setting, the nurse who is culturally competent will recognize and
understand the impact that his/her own cultural and professional beliefs will have on
practices in the workplace and will be able to acknowledge that cultural differences
will occur across all levels of diversity. Some researchers have suggested that cultural
insensitivity can create barriers to accessing health care because of increased exposure
to a multicultural and multilingual clientele and because of the patient-centred
orientation of nursing, it is imperative that nurses are able to respond to the unique
cultural needs of their client groups when challenged to provide effective caring and
curing in varied cultural contexts. The role of advanced nurses is central to this, as
they are strategically placed to provide culturally competent care through regular
interaction with diverse cultural groups in their practice.

KEY POINTS

B The context of health care is changing as the UK continues to be a multiethnic,
multicultural and multifaith society.

B The concepts of culture, race and ethnicity, although often used interchangeably, are
problematic.

B Cultural insensitivity can create barriers to accessing health care.

B Advanced nurses are strategically placed to provide culturally congruent care for
patients with diverse cultural needs.

LEGAL AND ETHICAL CONSIDERATIONS IN ADVANCED
NURSING PRACTICE

Increasingly, nurses are being held accountable for providing care that is congruent
for patients from cultural and linguistically diverse groups.

The United Nation’s Universal Declaration of Human Rights (UNO, 1948)
recognized access to adequate health care as a fundamental human right and
imposed on all member states a moral obligation to attempt to provide health care to
all its citizens without discrimination or regard to status. The International Council
of Nurses Code (ICN 2000) with its relevance to nurses globally, stressed two areas
of responsibility:

*  promoting and restoring health;
*  preventing and alleviating suffering.
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This would, therefore, infer that nurses are deemed responsible for patients’
human rights irrespective of their age, colour, ethnicity, culture, disability, gender,
illness, politics, nationality, gender or their social status (ICN 2000) and reflects the
accountability expected of all nurses.

The 2004 version of the Code of Professional Conduct stressed nurses’
professional accountability, stating that as a registered nurse, midwife or specialist
community public health nurse, you must:

*  protect and support the health of individual patients and clients;

*  protect and support the health of the wider community;

* actin such a way that justifies the trust and confidence the public have in you;
* uphold and enhance the good reputation of the profession.

It further stated that as nurses:

you are personally accountable for ensuring that you promote and protect
the interests and dignity of patients and clients, irrespective of gender, age,
race, ability, sexuality, economic status, lifestyle, culture and religious or
political beliefs.
(NMC 2004: 2.2)

This clearly infers that nurses are personally and professionally accountable for
ensuring that they have some knowledge of cultural competence with regards to race,
culture and spirituality. Changes in demography internationally and nationally have
meant that nurses at all levels who are caring for diverse client groups need to be able
to demonstrate enhanced awareness of cultural differences in order to optimize
health care delivery. Achievement of this is central to the role of advanced nursing
practitioners who will be at the forefront of care delivery and provision. See also the
2008 version of the NMC Code (NMC, 2008).

Patient autonomy and choice

Involvement of patients, carers and the public in health care decision-making is at
the heart of the NHS Modernization Agenda (DoH 1998b).

Autonomy refers to the right to act independently and respecting another person’s
autonomy involves respecting their human rights (Thompson, et al. 2006, Walsh 2006).
The principle of respect for patient autonomy acknowledges the right of a patient to
have control over his/her own life (Thompson et al. 2006). The respect for autonomy
relates to the practitioner’s duty of care to the patient/client and any breach of the NMC
code (NMC 2008) would be deemed an act of negligence in a court of law. Advanced
nurse practitioners (ANPs) need to have a working knowledge and understanding of the
cultural beliefs and attitudes of patients that might influence their care and need to
demonstrate that they can assist patients to become empowered. Patients and health
professionals need to work collaboratively in the interest of the patient in order to
achieve care that is optimum and culturally acceptable.

Scenario 4.1

A 48-year-old homeless man arrived at the practice to register with a doctor
because he had rash on his leg which he had noticed for 2 weeks. The patient
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was seen as a temporary resident as he had not given a home address/abode.
He was seen by the duty doctor who diagnosed an infected venous ulcer and
requested that the man be admitted to hospital for a few days for treatment.
However, he refused to be admitted, despite the GP advising him of the dangers
of leaving the leg untreated. The GP asked the practice nurse to obtain a swab
and gave the man a prescription for a week's course of antibiotics and asked
him to return at the end of the week for a review. There was no reason to believe
that he did not understand the consequences of his actions as it was not evident
from his discussion with the GP that he had any mental health problems that
would impair his judgement. Unfortunately, the patient did not return for follow-
up of treatment.

Related cultural competencies

*  Shows respect for the inherent dignity of every human being, whatever their age, gender,
religion, socioeconomic class, sexual orientation, and ethnic or cultural group.

*  Accepts the rights of individuals to choose their care provider, participate in care, and
refuse care.

*  Acknowledges their own personal biases and actively seeks to address them whilst
ensuring the delivery of quality care.

*  Actively promotes diversity and equality.

*  Accesses culturally appropriate resources to deliver care.

*  Assists patients from marginalized groups to access quality care.

Critical reflection

In considering this scenario, how would you manage a similar situation in your area
of practice?

Feedback

This scenario reflects the importance of respecting patients’ wishes. As suggested
above, respect for the patient’s autonomy acknowledges the right of patients to have
control over their own life and is accepted as the practitioner’s duty of care to the
patient. It is therefore important for the advanced practitioner to treat every patient
with respect and ensure every patient receives a high standard of care, irrespective of
their culture or socioeconomic status.

KEY POINTS

B Nurses are personally and professionally accountable for providing culturally
congruent care, for patients from culturally and linguistically diverse groups.

B ANPs should respect patients” autonomy and work collaboratively with patients in
order to achieve optimum and culturally acceptable care.
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CULTURAL COMPETENCE

As our society becomes more heterogeneous the need for cross-cultural competence
becomes even more paramount.

In 1991, Leininger, the founder of transcultural nursing, said that practice needed
to relate to cultural needs, and for it to be truly caring in the act of delivering
culturally sensitive care, nurses need to be culturally competent. She argued that an
understanding of cultural diversities is essential to the provision of effective and safe
care for clients and that the knowledge of a client’s cultural beliefs, values and
attitudes is an integral part of providing health care (Leininger 2001).

Campinha-Bacote (1996) defines cultural competence as a process, not an
endpoint. She describes a model of culturally competent care containing the
components of cultural awareness, cultural knowledge, cultural skill and cultural
encounter and desire. The model is a symbolic representation, in which cultural
desire acts as a stimulus for the process of cultural competence, which requires
nurses to visualize themselves as becoming rather than being culturally competent
(Campinha-Bacote 2003). The Campinha-Bacote model of cultural competence
(Figure 4.1), views cultural awareness, cultural knowledge, cultural skills and cultural
encounters, as components of cultural competence in nursing care delivery. The
model is a symbolic representation of a person’s readiness and desire to engage in the
process of cultural competence and the volcanic eruption stimulates the process of
cultural competence (Campinha-Bacote and Munoz 2001).

Cultural awareness

According to Campinha-Bacote (1998), cultural awareness may be viewed as a
deliberate, cognitive process in which health care providers appreciate and become
sensitive to the values, beliefs, practices and problem-solving strategies of their
patients’ culture. Cultural awareness ultimately involves recognition and
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THE PROCESS OF CULTURAL COMPETENCE IN THE DELIVERY OF
HEALTH CARE SERVICES

FIGURE 4.1 The Campinha-Bacote model of cultural competence. Reprinted with permission from the author and
publisher, Campinha-Bacote, J. (2003). ‘Many faces: addressing diversity in healthcare’. Online Journal of Issues
in Nursing 8 (1).
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examination of one’s own prejudices and biases and an exploration of one’s own
cultural background, in order to avoid ethnocentricity. Self-awareness is necessary
for the advanced practitioner in order to enable him/her to start the process of
becoming culturally competent.

Cultural knowledge

This involves obtaining knowledge about patients with regard to specific physical,
biological and physiological differences among ethnic groups (Purnell and Paulanka
1998). Caring for people in a multicultural and multiethnic society will require an
understanding of the differences within that group as well as an understanding of the
inequalities in health to which the group may be exposed. Therefore, an understanding
of the group’s cultural values and beliefs will go a long way towards helping to improve
their health. Cultural knowledge and an understanding of patients’ cultural beliefs can
enable enhanced understanding of the barriers to health behaviours.

Cultural skills

This is defined as the ability to collect cultural data that are relevant to the patient’s
presentation of illness and to perform a culturally competent physical examination
(Campinha-Bacote 1999) which can be carried out on patients from differing ethnic
backgrounds.

Cultural encounter

This is defined as the process that encourages the nurse to engage directly with
patients from culturally diverse backgrounds and involves assessing linguistic needs
of clients (Campinha-Bacote 1998). This helps to increase cultural competence,
which is an ongoing process and provides nurses with the opportunity to learn and
appreciate the norms and uniqueness of patients from diverse cultures (Campinha-
Bacote and Munoz 2001).

KEY POINTS

B Cultural awareness, cultural knowledge, cultural skills and cultural encounters are
important for ANPs in understanding patients’ cultural beliefs and can enable
enhanced understanding of the barriers to health behaviours.

HEALTH

Health is, and continues to be, a contested concept. The World Health Organization
(WHO 1986) defined health as ‘a state of complete physical, mental and social well-
being and not merely the absence of disease’. Although this definition provides a
broad view of health, the concept of ‘health’ is open to differing interpretations
because the meaning of health is socially constructed and means different things to
different people. Perceptions of the determinants of health are socially constructed
(Davey et al. 2005) and this has implications for advanced practitioner practice in
the delivery of health promotion messages and treatment of illness. The social model
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of health sees the health of the individual as the outcome of socioeconomic and
political determinants as well as medical care (Townsend and Davidson 1982,
Whitehead 1987). The concepts of health and illness are embodied

in the everyday life of people of all cultures and religions, making it difficult to
establish universal consensus. In 1974, the Canadian Minister of Health, Lalonde,
argued that health and illness are dependent not only on medical conditions but
also on environmental and living conditions. The WHO (1986) definition of health
had been intended to have universality but this concept of health is unattainable and
sets aspirational targets for its achievement. Health also has a negative connotation
of ‘illness and disease’, which are attributes of the medical model of health. This
overlooks the important elements of well-being, psychosocial and economic factors
embedded within cultures, which should be reflected in any meaningful definition
of health for it to reflect cultural aspects. Health care practitioners, including
advanced practitioners, are both providers of services as well as agents of change,
who will facilitate the empowerment of clients and the wider community in
increasing their control over and improvement of their health. Therefore, a universal
definition of health has implications for health, health care, health promotion and
nursing practice. In an attempt to reduce inequalities in health and provide holistic
care for patients, ANPs need to understand the impact that culture has on the health
of the individual, as well as the biopsychosocial, religious, environmental and
economic impact, as this will go a long way towards achieving care that is holistic
and culturally congruent.

Concepts of health and illness experience

In western thinking health and illness are said to coexist, whereas other cultures
employ the notion that harmony and balance exist between various parts of the body
in health, and illness is regarded as a state of disharmony and imbalance (Helman
2002). Because health and illness cannot coexist in this cultural realm, it has
implications for the ways in which people conceptualize illness and its treatment. This
provides a challenge for health care professionals to provide treatment and care that
is meaningful to patients. Government policies have emphasized the importance of
improving and increasing access to services for all users, including black and ethnic
minorities (DOH 1998b); therefore, health professionals are required to consider the
physical as well as emotional and psychological dimensions of care. This puts the onus
on health professionals to consider how care will be experienced by patients from
different cultures, depending on their cultural values, attitudes and beliefs about
health and the ways in which the experience of health and illness are defined, together
with expectations of treatment modalities. Medical pluralism (a multiplicity of
choices of healers and medical practices from which patients can seek or choose
medical or traditional treatment or therapy) exists (Holland and Hogg 2001, Helman
2002); therefore, nurses need to have the time to listen and question people about
their individual beliefs as this will help to progress beyond superficial knowledge of
cultural patterns. Health professionals need to learn about an individual’s personal
interpretation of a presenting illness and be able to manage and negotiate with
patients within the context of the particular interaction. Patients will not attain a
sense of complete health unless their cultural needs are fully met.

Importantly, the way we care for patients and their response to this care is greatly
influenced by their cultural beliefs and attitudes. Health professionals must possess
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the ability and knowledge to communicate and understand health behaviours and
recognize how these are influenced by culture. Having this ability and knowledge can
eliminate barriers to the delivery of health care. It is also important that health
professionals recognize clinical differences among people of different ethnic and
racial groups (e.g. the propensity for hypertension in Afro-Caribbeans) and that they
respect an individual’s belief system, and the effects of those beliefs on their well-
being, as this is of critical importance in achieving culturally competent care.

Ethnocentrism

Ethnocentrism is the belief that the ethnic group with which an individual identifies
is superior to all other ethnic groups (Giger and Davidhizar 2004, Marks et al. 2004,
Papadopoulos 2006). Consequently, the individual persistently uses membership of
the ethnic group as the primary criterion when forming relationships with others
and when evaluating and making judgements about other individuals. The tendency
towards ethnocentrism makes health care environments challenging. This belief
exists in all people and affects the provider and recipient of health care services.
Professionally, nursing is influenced by a western middle-class ideology, which
permeates the health care system and affects many aspects of the care processes. A
paternalistic attitude is evident and may consequently affect the way care is
delivered, resulting in a conflicting relationship between nurses and patients.

THE HEALTH BELIEF MODEL AND EXPLANATION OF
HEALTH BEHAVIOURS

The health belief model (HBM) is a psychological model that attempts to explain
and predict health behaviours. This is done by focusing on the attitudes and beliefs
of individuals (Rosenstock 1966, Becker 1984).

The HBM was explained in terms of four constructs representing perceived threat
and net benefits: perceived susceptibility, perceived severity, perceived benefits and
perceived barriers. These concepts were proposed as accounting for people’s
‘readiness to act’. An added concept, cues to action, would activate that readiness
and stimulate overt behaviours. A recent addition to the HBM is the concept of self-
efficacy, or one’s confidence in the ability successfully to perform an action.
However, the HBM has been widely criticized, as it does not take age or ethnicity
into account, which has implications for practice as people have their own lay beliefs
about health and illness that differ from those referred to in the HBM.

Lay health beliefs

Health beliefs are inherent in every ethnic group. A patient’s culture influences
health beliefs. These diverse beliefs are embedded in practices and lifestyles in
accordance with peoples’ worldviews and values. This results in wide discrepancies in
practice between patients and health care practitioners and the medical belief system,
and helps to explain the difficulties which occur between patient and health care
practitioners. The beliefs individuals hold about their illness will determine how they
cope (Henley and Schott 1999, Holland and Hogg 2001).

In working towards a reduction in equalities in whatever context, freedom from
illness is everyone’s responsibility (McClachlan 1997, Gerrish 1998). There are wide
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variations in health beliefs between and within different cultures. Health care
professionals need to consider that patients will experience care in different ways,
depending on their cultural values, attitudes and beliefs about health, which will
influence the ways in which they define and experience health and illness and their
expectations of treatment. Therefore, having the ability and knowledge to
understand health behaviours that are influenced by culture can eliminate barriers
to health care delivery.

Explanatory models of illness

Kleinman (1980) described explanatory models (EMs) as the conceptions of
causation of illness and appropriate treatment held by individuals experiencing
illness. Explanatory models are defined as ‘the notions about episodes of sickness
and its treatment that are employed by all those engaged in the clinical process’.
Explanatory models are held by both health professionals and patients and provide
an explanations of an illness. Kleinman (1980) asserts that lay EMs tend to be
‘idiosyncratic and changeable’ and influenced by personality and cultural factors.
They are used by individuals to explain, organize and manage episodes of impaired
well-being (Helman 2002). Kleinman’s (1980) view of EMs is focused on illness and
uses five constructs to elicit EMs of illness:

* aetiology of illness;

*  symptoms onset;

* pathophysiology;

e course of the illness;

* recommended treatment.

The understanding of illness helps patients to make sense of an illness experience.
This understanding is not formalized consciously but tends to change over time and
is influenced by the individual’s social environment, ethnicity and culture (Kleinman
1980, Spector 1996, Pool and Geissler 2005), as well as past experiences and tacit
knowledge. Respect for others’ belief systems and the resultant effects of those beliefs
on patient well-being is of critical importance to competent care. Lack of
understanding, tolerance and respect for other peoples’ beliefs will cause conflict in
any interaction with patients from differing cultural backgrounds.

KEY POINTS

B Health is a contested concept, which is open to differing interpretations.

B The concept of health and illness is embodied in the life of people from different
cultures and religions, making it difficult for universality of meaning.

B ANPs need to understand the impact of culture on health to enable them to provide
holistic and culturally congruent care.

B ANPs need to be able to communicate with patients and understand how their culture
influences health behaviours.

B EMs are held by practitioners and patients and used to explain, organize and manage
episodes of illness.

B Lack of understanding, tolerance and respect for peoples’ beliefs will cause conflict

when interacting with patients from differing cultural backgrounds.
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Scenario 4.2

Mr Abraham is a 60-year-old Afro-Caribbean gentleman who was recently
diagnosed with hypertension by his GP and was prescribed an anti-hypertensive
drug to control his blood pressure. At the review 3 months later, his blood
pressure remained high and the doctor decided to increase his medication
because he assumed that the drug prescribed wasn't strong enough to reduce
Mr Abraham'’s blood pressure; another appointment was given in 3 months’ time.
Mr Abraham'’s blood pressure was even higher than the previous reading. The
GP decided to add another drug and another appointment was arranged in a
further 3 months. The blood pressure reading remained high despite a further
increase in both drugs. A month after his last appointment Mr Abrahams visited
the surgery for an appointment with the nurse practitioner for lifestyle advice.
His blood pressure was taken by the nurse practitioner, who after assessing his
notes saw that his blood pressure had remained high despite the medication. On
further questioning, Mr Abrahams revealed to the nurse practitioner that he had
not taken his tablets as he feared that they would harm him; thus, the reason for
the non-reduction in his blood pressure.

Related cultural competencies

Shows respect for the inherent dignity of every human being, whatever their age, gender,
religion, socioeconomic class, sexual orientation and ethnic or cultural group.

Accepts the rights of individuals to choose their care provider, participate in care, and
refuse care.

Acknowledges their own personal biases and actively seeks to address them whilst
ensuring the delivery of quality care.

Actively promotes diversity and equality.

Incorporates cultural preferences, health beliefs and behaviours and traditional practices
into management plans as appropriate.

Accesses culturally appropriate resources to deliver care.

Assists patients from marginalized groups to access quality care.

Critical reflection

What implications do these beliefs have for your practice?
How would you manage this presentation?

Scenario 4.3

Mrs Thomas is a 79-year-old woman who migrated to the UK from Jamaica in
1964. Since the death of her hushand 15 years ago, she has lived with her 34-
year-old unmarried son. She has nine other children, some of whom live locally
and the others live overseas. She was diagnosed with type 2 diabetes and
hypertension 10 years ago but does not adhere to any of the advice given to her
by health professionals from the hospital or from the primary health care team.
As a consequence, she is now living with resultant chronic complications from
both diseases.
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Related cultural competencies

*  Shows respect for the inherent dignity of every human being, whatever their age, gender,
religion, socioeconomic class, sexual orientation, and ethnic or cultural group.

*  Accepts the rights of individuals to choose their care provider, participate in care, and
refuse care.

*  Acknowledges their own personal biases and actively seeks to address them whilst
ensuring the delivery of quality care.

e Actively promotes diversity and equality.

* Incorporates cultural preferences, health beliefs and behaviours and traditional practices
into management plans as appropriate.

*  Provides patient-appropriate educational materials that address the language and cultural
beliefs of the patient.

*  Assists patients from marginalized groups to access quality care.

Critical reflection

When caring for Mrs Thomas what action would you take in this situation?
How would you elicit this lady’s beliefs about her health?

Feedback for Scenarios 4.2 and 4.3

It is evident from these two presentations that both patients had different beliefs
about their health/illness from those of the health professionals they had
encountered. Peoples’ beliefs about health and illness are individual and are
influenced by their culture and worldviews. Misunderstanding how a patient defines
health can ultimately lead to cross-cultural conflict. These beliefs are powerful and
strongly held and people cannot always be dissuaded from practising them by the
arguments of health professionals.

It is important to explore health and illness beliefs and negotiate care with respect
and communication, for this may help the nurse practitioner and patient mutually to
agree plans of care delivery which may lead to adherence. Understanding peoples’
health beliefs is fundamental to nursing practice and will allow the ANP to care for
patients holistically and deliver culturally safe and effective care.

SPIRITUAL COMPETENCE

There have been many definitions of spirituality and there is conclusive evidence to
suggest that spirituality enhances health. However, defining the concept of
spirituality is elusive, making it problematic. One reason for this elusiveness is that
spirituality is considered by many to be an individual, personal and subjective
concept (McSherry et al. 2004). Another reason is that one aspect of the meaning of
spirituality is inextricably bounded up with religion (McSherry 2000) in relation to
the patterns of worship and prayer, such as past religious observance. Respect for
beliefs is an important part of practice for nurses and allied health professionals
(NMC 2008). Human spirituality is not homogeneous and ANPs need to
acknowledge the importance of adopting an individualistic and non-judgemental
approach to care delivery, and they need to explore issues of spirituality with their
patients. Spiritual care is person-centred, and the best use of personal and spiritual




84 Domain 2: Respecting culture and diversity

resources helps patients cope with suffering and ill health, as well as the experience of
a new and unfamiliar health care system. Spirituality can also be of particular
significance in end-of-life care, enabling patients to find meaning and purpose in
death as in life.

Some researchers have suggested that spirituality and religion provide health
benefits in terms of prevention, improved health status, recovery from illness or
enabling people to cope with illness and diversity (Dein and Stygall 1997).
Spirituality can also benefit health by providing meaning and purpose in life.
However, illness can also bring meaning and purpose and can promote spiritual
healing (Hall 1998), which helps people deal with death and gain some control over
the fear of dying.

Scenario 4.4

Mrs Baktari, a 36-year-old mother of two, was found collapsed at the side of the
road by a passer-by and was taken to the A&E department by ambulance. On
arrival in the unit she was resuscitated, but this was unsuccessful. Her
documents revealed that she was of the Hindu faith, but the nurse who was
allocated to her had no experience of the religious rituals or customs regarding
the death of a Hindu person. She sought advice from a colleague who told her to
‘make the body presentable’ for the relatives, who had been contacted and were
on their way to the hospital. On arrival at the ward, the relatives were escorted to
the cubicle but were annoyed that the body had been touched and asked that the
body be released immediately to their care.

Related cultural competencies

*  Shows respect for the inherent dignity of every human being, whatever their age, gender,
religion, socioeconomic class, sexual orientation, and ethnic or cultural group.
*  Actively promotes diversity and equality.

Related spiritual competencies

*  Assists patients and families to meet their spiritual needs in the context of health and
illness experiences, including referral for pastoral services.

*  Provides appropriate information and opportunity for patients, carers and families to
discuss their wishes for end-of-life decision-making and care.

*  Respects wishes of patients and families regarding expression of spiritual beliefs.

Critical reflection

In considering this scenario, how would you ensure that religious rituals are adhered
to for patients in the future?
Where do you access religious resources in your area of practice and how could

you enhance your knowledge of end-of-life care for patients with diverse religious
beliefs?
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Feedback

In considering this scenario it is important for the ANP to understand the religious
beliefs and practices of the Hindu faith pertaining to end-of-life care and death and
dying. It may be useful also to explore general cultural beliefs and attitudes about
Hinduism and offer support to the family as necessary.

Scenario 4.5

Mr Patel is a 52-year-old with type 2 diabetes, which is managed by diet and oral
hypoglycaemic tablets. He was driven to the A&E department by his son because
he had complained of feeling sweaty and drowsy. On examination and further
investigation, it was found that he was hypoglycaemic. On questioning, it was
revealed that Mr Patel had been taking his tablets at regular times but had not
eaten because he had been fasting for Ramadan and had refused to eat, despite
having discussed this with the diabetes specialist nurse at the clinic. Strong
religious beliefs had prevented adherence to health care advice.

Related cultural competencies

Shows respect for the inherent dignity of every human being, whatever their age, gender,
religion, socioeconomic class, sexual orientation, and ethnic or cultural group.

Accepts the rights of individuals to choose their care provider, participate in care, and
refuse care.

Acknowledges their own personal biases and actively seeks to address them whilst
ensuring the delivery of quality care.

Actively promotes diversity and equality.

Incorporates cultural preferences, health beliefs and behaviours into management plans as
appropriate.

Provides patient-appropriate educational materials that address the language and cultural
beliefs of the patient.

Accesses culturally appropriate resources to deliver care.

Assists patients from marginalized groups to access quality care.

Related spiritual competencies

Respects the inherent worth and dignity of each person and the right to express spiritual
beliefs.

Assists patients and families to meet their spiritual needs in the context of health and
illness experiences, including referral for pastoral services.

Assesses the influence of patients’ spirituality on their health care behaviours and
practices.

Incorporates patients’ spiritual beliefs in the care plan.

Respects wishes of patients and families regarding expression of spiritual beliefs.

Critical reflection

How do you care for patients during religious festivals?
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Feedback

During Ramadan, Muslim patients fast between sunrise and sunset. Those who are
sick, although not expected to fast, do so regardless of discussions about their
illnesses with health professionals. If a hospitalized patient wishes to fast during
Ramadan, food should be available before sunrise and after sunset. Essential
medicines can also be administered during this period. It is thus important for the
ANP to understand the patient’s spiritual beliefs and the impact these may have on
care delivery and the ANP must be able successfully to negotiate culturally congruent
care that respects the wishes of the patient. For further information, please see Kemp
and Bhungalia (2002) and the National Association of Health Authorities and Trusts
(1996).

DEFINITION OF SPIRITUALITY AND RELIGION AND
MEETING THE NEEDS OF PATIENTS

Because the UK is a multifaith society, it is important for providers of care to take
the cultural and spiritual needs of patients into account in order to enable the NHS
to continue to provide culturally congruent care of the highest standard to patients.

Spirituality is often used to refer to an individual’s personal beliefs, experiences and
principles (Markham 1998, McSherry 2000). Religious beliefs may help people focus
on spirituality and can lead to positive effects. This may be because the meaning of
spirituality is inextricably tied up with religion (Narayanasamy 1999b, Davidhizar and
Bechtel 2000). Spiritual needs may be experienced by anyone, not just those who have
faith. Therefore, the acknowledgement of language, culture, dietary habits, customs,
fears and anxieties are some of the components of spiritual care.

Addressing the spiritual needs of patients is a fundamental part of holistic care and
may be the most neglected area of care. However, there have been changes in the way
people describe their religion or spirituality. In the recent population census (ONS
2004), 76% of the UK population answered positively regarding religion. There is
also growing research evidence to support the notion that a large percentage of the
UK population within the health care system has strong spiritual beliefs, even in the
absence of a specific religious affiliation. The NICE (2004) guidance for palliative
care states that spiritual care concerns all staff who have contact with patients, and if
they cannot respond to such needs or if it is inappropriate for them to do so, they
should make these needs known to other members of the multidisciplinary team.
Narayansamy (2001) suggests that nursing care must explore the language of
spirituality to ensure that an aspect of holistic care is not dismissed, as this may be
crucial to patients’ well-being and the integrity of nursing. It is, therefore, of crucial
importance that ANPs acquire the skills and knowledge needed to prepare them to
meet these needs.

KEY POINTS

B A large percentage of the population within the UK health care system holds strong
spiritual beliefs.

B Spirituality enhances health but defining the concept is problematic because
spirituality is inextricably linked with religion.
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B Human spirituality is not homogeneous and needs to be fully explored with patients.

B [tis important for ANPs to take the cultural and spiritual needs of patients into
account.

B Cross-cultural communication skills are important for successful nurse—patient
relationships.

BARRIERS TO ACHIEVING CULTURAL, LINGUISTIC AND
RELIGIOUS COMPETENCE

Barriers exist because most organizations have not been designed to facilitate
cultural diversity for the following reasons:

» there may be a lack of facilities to accommodate certain cultural or religious needs;

»  staff shortages may limit time spent to attend to patients’ specific religious/spiritual needs;

*  in hospital, some practices relating to religious preparation for or after death are not
possible due to organizational barriers and restrictions on the number of visitors to the
bedside, which may hinder communication between families in respect of religious
preferences;

* communication barriers between staff and patients;

* lack of time and funding for staff training and education;

*  concerns about projecting own beliefs and attitudes to patients;

* uncertainties and concerns over managing some issues relating to death.

Critical reflection

When considering the above barriers to communication consider the following
questions:

*  How are patients/religious/spiritual needs assessed in your area of practice?
*  What would suggest to you that a patient has religious needs?
*  How would you ensure that a patient’s religious needs are met?

Feedback

It is important for ANPs to have some understanding of the basic concepts and
principles underpinning other religious and spiritual beliefs. It may be helpful in this
context to find out what religious services, facilities and resources are available for
patients in the area of practice, and local community knowledge gained can be
shared and disseminated to other health care professionals through on-site training,
induction or hospital intranet services within the area of practice. There should be
wide access to specific information concerning death and dying, and the contact
numbers of local religious and community outreach workers should be available in
the practice. These could include booklets, leaflets and other written information,
which should be available for all health care staff and patients from different
cultures. Access to NHS trust guidelines with regards to good practice in addressing
the spiritual and religious needs of patients should be available to all involved in
caring for patients from diverse cultural backgrounds. Collaboration between the
multidisciplinary team is important to successfully achieve culturally congruent
religious care.
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CULTURAL LINGUISTICS

Shifting demographic trends offer challenges both to those delivering services and
government organizations in providing care that is culturally and linguistically
competent. Communication across cultures and faiths can have a profound effect on
individuals collaborating in care delivery. Therefore, successful relationships will be
dependent on cross-cultural communication skills and capabilities. Linguistic
competence adheres to the principle that patients who have limited English
proficiency have the right to medically trained interpreter services (Luckman 1999).
If health professionals are unable to understand or be understood, this will
contribute to poor health outcomes for the patient, irrespective of gender, culture,
ethnicity or social class, as culture is not just about ethnic minorities.

Scenario 4.6

Mrs Ali is an Ethiopian Muslim woman who was invited for a cervical smear by
the local primary care trust. She arrived at the clinic accompanied by her
husband who spoke ‘little English’. He handed the letter to the practice nurse
saying his wife did not speak any English. The nurse took the letter and told the
couple that the letter was an invitation for Mrs Ali to have a smear test. The
nurse tried to explain the reasons why she should have the smear and assumed
that this was understood by the couple. The nurse then proceeded to take Mrs
Ali to the treatment room to perform the test. Her husband refused to have his
wife’s clothes removed as this was against his religion and they left the surgery.

Related cultural competencies

*  Shows respect for the inherent dignity of every human being, whatever their age, gender,
religion, socioeconomic class, sexual orientation, and ethnic or cultural group.

*  Accepts the rights of individuals to choose their care provider, participate in care, and
refuse care.

*  Acknowledges their own personal biases and actively seeks to address them whilst
ensuring the delivery of quality care.

*  Actively promotes diversity and equality.

*  Provides patient-appropriate educational materials that address the language and cultural
beliefs of the patient.

*  Accesses culturally appropriate resources to deliver care.

Related spiritual competencies

*  Respects the inherent worth and dignity of each person and the right to express spiritual
beliefs.

*  Assesses the influence of patients’ spirituality on their health care behaviours and
practices.

*  Provides appropriate information and opportunity for patients, carers and families to
discuss their wishes for end-of-life decision-making and care.

*  Respects wishes of patients and families regarding expression of spiritual beliefs.
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Critical reflection

Consider this scenario, how would you ensure that Mrs Ali’s dignity, privacy and
respect for her religion were addressed? How would you have acted on this occasion?

Feedback

In order for culturally appropriate care to take place, the ANP needs to know and
understand how health behaviours are influenced by culture and religion. It is
important to remember that perceptions of health, illness, disease and their causes
will vary culturally. Therefore, ANPs must possess the ability and knowledge to
communicate and understand patients’ spiritual and religious needs. Showing
respect for people from different cultures and their religious and cultural beliefs and
being able to listen and communicate with patients from diverse cultural
backgrounds is very important.

CONCLUSION

The UK is a multicultural, multiethnic and multifaith society which has a major
impact on the demographic discourse of the British population. As Britain embraces
its demographic challenges, so do health care environments, service provision and
care delivery in an attempt to manage these changes. There are numerous challenges
for health care practitioners who are required to become competent and creative in
their delivery and provision of services. It is evident that the concepts of health,
ethnicity, diversity, religion and spirituality remain problematic, for there is no
universal consensus about these concepts. The traditional approach to focus care on
the indigenous population is no longer enough in a multiethnic society. Individuals
from other cultures have different beliefs and concepts about health and illness that
conflict with western beliefs about medicine and treatment. This requires nurses, as
well as ANPs, to have the knowledge and skills to become culturally competent in
order to deliver culturally congruent care.

PRACTICAL STEPS IN ACHIEVING DOMAIN 2: CULTURAL AND
RELIGIOUS COMPETENCIES

The scenarios and examples provided in the text will help you to demonstrate how
the NMC competencies relating to Domain 2 can be achieved. This section provides
information that will help you to reflect critically on the scenarios presented in the
text and will help you to consider the context in which a patient’s culture is
addressed within your own area of practice and the steps you would take as an
advanced practitioner to achieve the competencies.

Suggestions for achieving cultural and religious competencies

*  Written critical reflective accounts of a significant event or critical incidence reviews
(identifying the key elements of cultural, religious and spiritual care and personal
knowledge, skills and develop action plans to achieve competence).

*  Portfolio of evidence for achieving competencies (Appendix 3)

*  Learning contracts to identify strengths and weaknesses in relation to each cultural and
religious competence (see Appendices 4 and 5).
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Tools for developing competencies

Job description — identify, select and critically reflect on appropriate elements of your
roles and responsibilities within your job description that relate to the appropriate
competence, to demonstrate how the competence would be achieved.

Study days, seminars, workshops — attendance at any event relating any of the
competencies could be achieved by critical reflection, showing how appropriate
competence has been achieved.

Induction training — any element of your induction training that relates to caring for
patients with diverse cultural and religious needs could be used to reflect achievement of
the related competence and evidence of this supplied in your portfolio.

Training courses, e.g. first contact, continuing professional education and continuing
personal development courses, courses for nurse practitioners, etc., could be used to
demonstrate achievement of any of the competencies, through critical reflection.
Case or critical incidence reviews.

Discussions at multidisciplinary and interdisciplinary and professional meetings.
Personal and professional development reviews, such as, appraisals and personal and
professional development plans.

Research and dissemination.

Attendance at conferences.

Publications in journals.

A written critical, reflective analysis of each of these could be used to support
learning and be mapped against each competence to demonstrate achievement.

ELIMINATING LINGUISTIC BARRIERS

ANPs can help to eliminate linguistic barriers through collaboration and partnership
with other members of the multidisciplinary team and with the wider community in
the following ways:

developing religious diversity initiatives in practice that will promote respect and inclusive
care;

developing strategies to integrate religious diversity into patient care plans;

identifying obstacles to communication between self and people from other cultures and
identifying ways to build relationships with people from different cultures;

understanding the racial, ethnic and cultural demographics of the community in which
you practice;

ensuring access to trained interpreters is available for translation;

ensuring linguistically appropriate resources/literature are available in identified
languages;

liaising with religious and spiritual organizations to help facilitate care;

being aware that clients/patients from different cultures may hold conflicting beliefs about
the causes and treatment of their illness;

identifying training needs of self and others;

adapting educational materials for the appropriate ethnic group, because literal
translation of health information will not be culturally specific and will not be able to
address lay beliefs (Gerrish 1998) and could be viewed as ethnocentric because they fail to
acknowledge the patient’s own cultural perspectives;

developing health education materials that are culturally specific;
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*  providing culturally congruent resources, e.g. forms, leaflets, videos and audiovisual aids;

* incorporating cultural awareness into assessment and treatment, e.g. diabetes in Asian
people;

*  offering training to staff in communication skills.

Examples for achieving religious and spiritual competencies

*  incorporate spiritual care into patients’ care plans in partnership with patients and
carers/families;

* foster a multidisciplinary approach to assessment of spiritual health and care needs of
patients;

* communicate with spiritual bodies (e.g. local temples and elders, etc.) of different faiths
for spiritual support;

*  provide access to a private and suitable place for prayer and religious observance;

* document patients’ spiritual needs in patients’ records;

* develop and broaden knowledge base for spirituality in multifaith religions;

* identify training needs in relation to bereavement care, and communication and
interpersonal skills, and find ways of achieving them;

*  respect patients’ choices for religious preferences/rituals through communication,
negotiation and respect;

*  preserve patients’ autonomy for as long as possible;

* access chaplaincy services in order to provide and facilitate spiritual care of patients;

* regularly review patients’ spiritual issues and care as necessary;

*  help patients/carers/staff articulate their spiritual and religious needs and identify sources
to address them;

* actasaresource for knowledge, support, training and education of other staff members;

*  identify and develop resources to aid spiritual care within the unit/department;

*  participate and influence development of local and national initiatives to facilitate
spiritual care through collaboration with public, private and voluntary organizations.
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INTRODUCTION

The third domain of the Nursing and Midwifery Council (NMC) Standards of
Proficiency for Advanced Nurse Practitioners (NMC 2005) is concerned with the
skills and competencies required for the clinical assessment and management of
patients. It requires advanced nurse practitioners (ANPs) to demonstrate:

*  health promotion strategies;

* aholistic health assessment approach, which includes diagnosis and management of acute,
chronic, urgent and complex patient problems;

* evidence-based practice;

* autonomous/independent practice within a multidisciplinary team context;

*  self-awareness of competency level.

This chapter will illustrate the type of evidence that can be used in the assessment and
accreditation process to gain NMC recognition for the competencies in Domain 3. It is
designed to provide guidance and support to ANPs on how to recognize and evaluate
their practice experience and knowledge and how this can be collected and used.

Background

The development of advanced practice roles in the UK over the last 15 years has been
influenced by a range of factors including health care policy (DoH 1999a, 2000a,
2006a), health care restructuring (NHSME 1991, Bryant-Lukosius et al. 2004), the
international experience of advanced nursing roles (Mantzoukas and Watkinson
2006) and recognition of the unique and valuable role of nursing (DoH 1999b, UKCC
1999, NMC 2005). In addition, nurses themselves are key drivers for these role and
service developments, with a large percentage involved in direct patient care and
undertaking role functions such as patient assessment/referral, autonomous decision-
making and offering specialist advice (RCN 2005). Assessment and management of
patients during health and illness episodes has always been a core component of
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nursing practice, but in the context of advanced practice these activities can be seen to
involve new role functions for nurses. These new skills include physical examination
of body systems, clinical reasoning, diagnosing and prescribing, which have
traditionally been associated with medical practice. Role development for advanced
practice, therefore, tends to be diverse, with significant blurring of interprofessional
role boundaries (Daly and Carnwell 2003). The effectiveness of advanced nursing
roles has been assessed in relation to patient assessment skills (history-taking and
physical examination of body systems), patient diagnosis and management, and the
overall clinical role and found to be equivalent to the level of care provided by
medical practitioners (Horrocks et al. 2002) at no extra cost but with increased
patient satisfaction (Venning et al. 2000). In addition, Mantzoukas and Watkinson
(2006) identified seven generic features of an ANP, including the use of knowledge in
practice, critical thinking and analytical skills, along with clinical judgement and
decision-making skills. These particular features are evident within Domain 3.

The competencies for Domain 3 are listed in Appendix 1 and this chapter
recommends the types of evidence you might use to demonstrate that you have met
these competencies (see Table 5.1). It outlines how to ensure that the evidence you
use is robust (see the section Collecting evidence for Domain 3) and provides four case
studies (scenarios) illustrating application of evidence to the competencies. The aim
of this chapter is to familiarize you with the competencies for Domain 3 and to help

you understand what evidence to choose and how to apply it to this domain.

TABLE 5.1 Types of evidence suitable for Domain 3

Evidence

Requirements

Critical reflective review to demonstrate achievement
of a competency, i.e. reflect and cite evidence on
how each competency is met

O0SCA/QOSCE station that you have successfully
completed

Video/dvd/audio-recording of a patient consultation
with reflection on elements of the consultation

Consultation assessed using Calgary Cambridge
(Silverman et al. 2005) (or similar) framework

Assignment from an assessed course

Testimonial

University transcript of modules or qualification
certificate

Learning objectives from clinical placements

Guidelines, strategies, reports, profiles, patient
information related to clinical area that you have
developed or implemented

Letters, minutes of meetings

Copies of patient’s notes/files that you have
completed including investigation results

Verified by a peer or other colleague to confirm that
this is representative of your normal practice

Verified by university

Submit recording with completed self-assessment
tool or reflective account
Self-assessment and/or peer/university assessment

Mark sheet and comments, qualification certificate
or university transcript of units, course information

Signed by a patient, peer/colleague or university
lecturer

Course information or university mapping of course
content to NMC competencies

Verified as achieved by appropriate assessor

Verify your role as author/implementer, accompanied
by case history to illustrate how patient benefits, or
use patient testimonial

Permission from author of letters, chair of meetings
to present data in your portfolio

Permission from patient to use (essential to ensure
patient anonymity), permission from employer to use

0SCA/OSCE, objective structured clinical assessment/examination.
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The scenarios presented demonstrate a range of exemplars and evidence and you
will find that each one is mapped against specific competencies. All the competencies
for this domain have been addressed and some have been met by more than one
scenario. This is desirable in that it demonstrates triangulation which supports
the robustness of the evidence and is necessary to ensure that some competencies
are fully met (e.g. competency 24 requires you to demonstrate knowledge of
pathophysiology of conditions commonly seen in practice and Scenarios 5.1 and 5.2
illustrate knowledge about two different commonly presenting pathologies, i.e. sore
throat and peptic ulcer disease). However, you will notice that the breadth of
evidence chosen for these scenarios does not demonstrate that all competencies have
been fully met and this is something that you would need to do when you submit
your portfolio of evidence. (For example, the diagnoses and management of acute
and long-term conditions has not been fully met by the scenarios presented.) It is
your responsibility to ensure that all the competencies have been fully met by the
evidence you present before submitting your portfolio. Although this may seem a
daunting task, it is worth noting that the exemplars provided in this chapter may be
used as evidence against competencies in the other domains.

The scenarios presented in this chapter are representative of the author’s practice
setting and should not be considered as the ideal or correct form of exemplar for
you; every practitioner will present different cases or evidence which should reflect
their individual clinical setting/role. You should be able to use these cases to
understand what is needed in order for each competency to be met fully and how to
apply evidence to them. This allows you to reflect on your practice and to apply your
knowledge and skills to the competencies.

So how do you get started? First, familiarize yourself with the domain and the
competencies; you may find it helpful to list all the competencies in a table so you can
start brainstorming ideas on what evidence you might use to meet each competency.
Refer to Table 5.1 for help on the types of evidence that may be useful and consider
whether you have similar evidence that you can use. Once you have identified some
evidence, cross-match it against the competencies and think about whether the
evidence partially or fully meets the competencies you are considering (e.g. the
competency demonstrating critical thinking is fully met by Scenario 5.1). Then assess
the evidence itself against the key criteria detailed in the section entitled Collecting
evidence for Domain 3 (e.g. find the mark sheet and comments for the assignment,
Scenario 5.2). Finally, start collecting and organizing your evidence into a portfolio.

COLLECTING EVIDENCE FOR DOMAIN 3

Much of the evidence you collect for this domain should be readily available to you
as a consequence of any relevant study that you may have undertaken, including
independent learning, or will be evident/collectable from within your normal clinical
practice. The types of evidence that could be used for Domain 3 are suggested in
Table 5.1.

The material that you use to demonstrate that you have fully met the
competencies for Domain 3 must meet some key criteria; it should be:

* verifiable (by someone relevant, e.g. a colleague testimonial, which must be signed by your
colleague and their contact details must be available so the examiner can contact them if
required);
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*  applied to specific competencies (so that it is clear that every competency has been met);

* diverse (a wide range of evidence is more robust and aids triangulation and credibility of
the evidence);

* of high quality (you should show analysis of the evidence to ensure its relevance to any
given competency is clear and to demonstrate higher or master’s level thinking);

*  signposted (to create a logical flow through the work and to facilitate clarity of what is
being claimed).

For more advice on collecting evidence for your portfolio, please refer to Chapter 10.

Type of evidence

This section describes the evidence needed for your portfolio and four scenarios
are considered. The first is a critical reflective review of a patient presenting in
practice.

Scenario 5.1

Diana (pseudonym) was a 22-year-old student who came to the walk-in centre
complaining of a sore throat for the previous 3 days. She reported recent coryzal
symptoms, fever but no headache, vomiting, photophobia or a rash. She was
drinking well and had a fair appetite. She had no difficulty swallowing but this
was painful. She had no cough. She admitted to finding her course quite stressful
and didn't want to miss any time from studying so having had symptoms for 3
days she was feeling worried.

Past medical history: fit and well; previous tonsillitis episodes X2 treated
with antibiotics by her GP.

Medication: Microgynon; over the counter Beechams Hot Lemon; echinacea
drops daily.

Allergies: nil.

On examination: looks well; temperature 37.3°C; ears: tympanic membrane
visualized, no signs of infection, throat red, tonsils slightly enlarged — no
exudates; minimal cervical lymphadenopathy; no neck stiffness, no rash.

The issues that I wish to consider in relation to Scenario 5.1 and would discuss
during the consultation are: diagnosis; use of investigations; patient expectations,
beliefs and concerns; management — clinical decision-making and ethical
considerations; use of antibiotics; self-care advice and treatment.

Diagnosis

Sore throat is a very common presentation in primary care and can be caused by
bacterial and viral infections. It is generally a self-limiting illness with most patients
recovering within 8 days (Lindbaek et al. 2006). Clinically, viral and bacterial signs
can be similar. The most common bacterial organism is Group A beta-haemolytic
streptococcus and this can be isolated from up to 30% of patients presenting with
sore throat (Drugs and Therapeutics Bulletin 1995).
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After history-taking and examination I took the following into account before
making a diagnosis:

*  recent coryzal symptoms are suggestive of viral cause;

*  low-grade fever, lack of exudates, minimal cervical lymphadenopathy, no photophobia,
no neck stiffness or rash all reassure me that the illness is mild in nature and serious
pathology at this time (e.g. meningitis) is ruled out;

* the patient’s age is relevant, as an alternative diagnosis in this age group is infectious
mononucleosis (glandular fever); however, at present I was able to put this to one side as
she was feeling able to carry out normal activities of daily living, and the symptoms were
mild and of short duration. I would consider a blood test for glandular fever if the sore
throat persists longer than 7-10 days or in patients who do not respond when treated with
antibiotics;

*  clinically there were no exudates and minimal cervical lymphadenopathy;

*  she was taking no other drugs except for the oral contraceptive pill. In decision-making
around differential diagnoses it is important to recognize the effects of drugs such as
carbimazole, which can cause bone marrow suppression, one of the signs being a sore
throat.

Use of investigations

Throat swabs are not thought to be useful routinely in sore throats as they cannot
differentiate between infection and carriage (MeReC 1999). They have poor
sensitivity, with results taking up to 48 hours to be reported, and the test is relatively
expensive (Little and Williamson 1996). However, I do take swabs in patients whose
symptoms are prolonged or in high-risk groups.

Other tests available are rapid antigen tests which give almost immediate results (not
thought to be cost-effective) and anti-streptolysin O (ASO) titres, which can identify
whether a person has recently been infected with streptococcus, and may be useful for
people who remain unwell or who develop complications. A further test is an anti-
DNAse B test, which, when combined with ASO titres, gives more useful results.

In the walk-in centre the clientele generally have acute presentations and patients
are encouraged to return to their own GP if symptoms do not resolve, so there is
little need for these tests in my current practice, although it is useful to have
knowledge of them.

Patient expectations, beliefs and concerns

An important part of the consultation is to understand the reason that patients
attend. Many patients attend for a seemingly obvious reason but often the presenting
complaint is not the only complaint. Presentation with a sore throat may be part of a
wider agenda (Scottish Intercollegiate Guidelines Network 1999). Several authors on
communication skills teaching recognize the importance of this element in a
consultation (Byrne and Long 1976, Neighbour 2004, Silverman et al. 2005).

In exploring the patient’s expectations I considered the fact that she has had
antibiotics on previous occasions for sore throat presentations and may well have
attended expecting to receive them again. A third of patients attending want or
expect an antibiotic (Butler et al. 1998). She had also been taking echinacea drops
daily for the last month hoping that this would stop her getting colds this winter and
so it was possible that she perceived a need for conventional medicine because the
complementary therapy appeared to have been unsuccessful.
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Diana’s main reason for attendance was that she wondered if she needed antibiotics
because the pain was not being controlled by the over-the-counter measures she had
tried. Patients’ expectations are known to influence prescribing decisions (McFarlane
et al. 2002) and as a nurse prescriber I must be alert to this request.

Clinical decision-making

In coming to any decision, ethical considerations are an important part of the
thought process. I have a duty of care to the patient to ensure that she receives safe
competent care and I must act within my NMC code of professional conduct (NMC
2008). I have a responsibility to patients who expect to receive a diagnosis, advice
and treatment for their presenting problem.

Seedhouse (1998) has designed a grid to help formulate ethical considerations
used in decision-making. I wanted the most beneficial outcome for the patient and
in this consultation I was aware of my professional responsibilities and the need to
respect patients as partners in their care.

Part of any consultation includes ‘safety netting’ (Neighbour 2004). This requires
an understanding of the likely cause of the disease and possible complications so that
information can be given to the patient to seek further help if any deviation from
anticipated natural progress occurs.

It is known that sore throat symptoms resolve within 7 days whether or not
they are treated with antibiotics (Del Mar et al. 2007), and I used this knowledge
to explain to Diana that antibiotics are not thought to be necessary in treating
most causes of tonsillitis. There was nothing in her past medical history that
would make me more likely to treat with antibiotics, for example rheumatic fever or
being immunocompromised.

More common complications I thought of were otitis media and sinusitis, with
more serious complications being a quinsy, rheumatic fever or glomerulonephritis.
In clinical practice, however, it is not practical to go through all possible scenarios
with the patient. It would be too time-consuming and too worrying, so I generally
explain the normal signs and symptoms, expected length of illness and ask them to
return if they feel more unwell or any new signs or symptoms appear. I discussed
when to seek further help with Diana so that she would feel confident in managing
her illness. Obviously, I must work within my scope of professional practice (NMC
2008). Should there be any clinical signs that could suggest a more serious illness I
would refer on to a medical colleague — either to an ENT specialist (e.g. if I had
diagnosed a quinsy) or to a GP (e.g. if the patient presented with more severe or
unusual symptoms or had a complex medical history that could mean complications
were more likely to develop).

I also use the walk-in centre written guidelines on the management of sore throat
presentations as a guide to my clinical care. This information is provided by the
Prodigy web site (www.prodigy.co.uk) Patient Information Leaflet service.

Use of antibiotics

Diana had no risk factors or signs/symptoms to suggest antibiotics would be
appropriate in managing this episode of illness. She was generally well and, as I
discussed earlier, had symptoms of a coryzal illness suggesting a viral origin. I
discussed with her my thought that it was more likely to be a viral sore throat and
would not improve with the use of antibiotics. To encourage acceptance of this
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decision I discussed possible side-effects of antibiotics, for example vaginal thrush,
interaction with oral contraception and risk of developing an allergy to the drug.
However, it is useful to re-look at antibiotic therapy in the management of sore
throats to demonstrate my knowledge and understanding, should the clinical
indications be different.

In writing clinical care guidelines for the walk-in centre I researched the use of
antibiotics for the treatment of acute sore throat. This involved speaking and writing
to experts in the field of sore throat management, for example the local
microbiologist, and appraising clinical guidance from respected organizations.

The National Institute for Health and Clinical Excellence (NICE 2001)
recommends antibiotics in the following situations:

* features of marked systemic upset secondary to acute sore throat;

* unilateral peritonsillitis (quinsy);

* ahistory of rheumatic fever;

* anincreased risk from acute infection (such as a child with diabetes mellitus or
immunodeficiency).

The antibiotic of choice in treating tonsillitis is Penicillin V unless there is a
known allergy to penicillin in which case erythromycin should be used instead. A 10-
day course is recommended to eradicate possible streptococcal infection (Drug and
Therapeutics Bulletin 1995, Scottish Intercollegiate Guidelines Network 1999).
Shorter courses are sometimes given because there is no good correlation between
microbiological and clinical cure for relief of symptoms. The Public Health
Laboratory Service (PHLS) recommends either twice or four times daily dosing for
7-10 days for penicillin and 5-10 days for erythromycin (PHLS 2000).

It is known that the prescription of an antibiotic increases re-attendance rates for
further episodes of sore throat (Little et al. 1997). There is also the risk of adverse
reactions, and there is a concern that indiscriminate prescribing increases bacterial
resistance in the community (Standing Medical Advisory Committee 1999, Drug and
Therapeutics Bulletin 2007).

Self-care advice and treatment

Having explained to Diana the nature and likely course of the illness, I offered
reassurance, and gave advice on symptomatic treatment.

I recommended paracetamol or ibuprofen as analgesics for sore throats. As she
was already taking Beechams Hot Lemon with little effect, I mentioned that she
might like to try ibuprofen as an alternative or in addition. Beechams Hot Lemon
contains paracetamol and I was careful to remind her that she should not take both
together because they contain the same drug and could result in overdose. An
alternative analgesic to Ibuprofen is soluble aspirin gargles but there is little evidence
to demonstrate the efficacy of this method.

I discussed her use of echinacea drops and explained that there was conflicting
evidence surrounding the benefits. Some studies found no evidence to support that
echinacea prevents colds and flu or shortens the duration of the illness (Barrett et al.
2002), whereas others suggested some benefits (Fugh-Berman 2003). On reviewing
the safety of echinacea, the Medicines Control Agency state that the main risks
appear to be of allergy, particularly for people suffering from hayfever (Medicines
Control Agency 2002).
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As well as addressing her physical symptoms I attempted to explore Diana’s
feelings of stress related to her studying. I gave her some practical advice on stress
management including relaxation techniques.

Where possible I follow up verbal advice with a patient information leaflet to
reinforce the advice given. This helps patients to manage their illness confidently.
Diana agreed to follow a self-management strategy and I re-emphasized the need to
seek further help should she develop other signs or symptoms that made her feel
worse.

Conclusion

Writing this scenario has demonstrated the thought processes I used to underpin the
clinical decisions during my consultation with Diana. I have been surprised at the
breadth of knowledge I draw upon in my clinical practice. It provides evidence
demonstrating that I am a safe, competent nurse practitioner in the assessment,
diagnosis and management of a patient presenting with an acute illness.

In order to reach this decision I have shown that I have an understanding of sore
throat presentations, the natural progression of the illness and how to assess for the
severity of the disease. I understand the pharmacological and non-pharmacological
approaches to modifying disease and promoting health and can link theory to
practice. I can take a comprehensive medical history and undertake an appropriate
physical examination in order to make a diagnosis, which also considers various
other differential possibilities. Although I rarely take swabs for sore throats I have
knowledge of what tests are available to aid patient management and when it is
appropriate to request tests.

Scenario 5.1 enables you to demonstrate a range of competencies within this
domain that will be discussed below. Some of these competencies can be seen to be
met fully, for example formulating an action plan, and others will only be met
partially, for example diagnosing and managing acute and long-term conditions.

Obtains, analyses and interprets history, presenting symptoms,
physical findings and diagnostic information to develop the
appropriate differential diagnoses

A brief patient history is provided in this Scenario 5.1 and, importantly, the history
and physical findings are interpreted and analysed. For example, the diagnosis of
viral sore throat is explicitly informed by key information gained from the history
(recent coryzal symptoms, lack of marked systemic upset); the physical examination
(looks well, no exudates visible on tonsils, minimal cervical lymphadenopathy); and
the potential use of investigations (throat swab). Differential diagnoses are also
considered based on information from the history (patient’s age makes infectious
mononucleosis a possibility) and the physical examination (absence of photophobia,
neck stiffness or body rash eliminate meningitis as a diagnosis).

Diagnoses and manages acute and long-term conditions while
attending to the patient’s response to the illness experience

The scenario clearly discusses management of an acute condition (sore throat) and
describes the awareness of the patient’s feelings and potential response to the illness.
However, in order to meet this competence fully you need to offer further evidence
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demonstrating how you have diagnosed and managed a long-term condition while
attending to the patient’s response.

Prioritizes health problems and intervenes appropriately, including
initiation of effective emergency care

This scenario demonstrates how you have been able to discriminate between serious
(meningitis) and minor (viral sore throat) pathology and that you have
appropriately intervened to manage a minor health problem. You would need to
demonstrate how you prioritize and initiate effective emergency care. This could be
achieved by using other types of evidence (see Table 5.1); for example, by providing
evidence of successful completion of an OSCE/OSCA (objective structured clinical
examination/assessment) station of a patient who presents requiring urgent care (i.e.
patient having an asthma attack or an epileptic fit).

Employs appropriate diagnostic and therapeutic interventions and
regimens with attention to safety, cost, invasiveness, simplicity,
acceptability, adherence and efficacy

The use of a throat swab in this scenario has been considered, taking into account
cost, simplicity and efficacy. By reflecting on the patient’s perception of having a
throat swab and any risks to the patient as a consequence of this investigation, the
remaining descriptors (safety, invasiveness, acceptability) will have been met.
Likewise, this scenario effectively analyses the use of antibiotics as a therapeutic
intervention incorporating all the descriptors except cost and adherence.

Formulates an action-plan based on scientific rationale,
evidence-based standards of care, and practice guidelines

The scenario describes the use of clinical guidelines (NICE) as well as reference to
local experts who will be aware of local guidance (microbiologist) to underpin the
decision on whether or not to prescribe antibiotics. In addition, the evidence to
support the use of relevant investigations (throat swab) is reviewed.

Provides guidance, counselling, advice and support regarding
management of the health/illness condition

Within this scenario it has been demonstrated that the patient is provided with
guidance (under what circumstances they must return for review), counselling (self-
management strategy), advice (on medications to relieve sore throat symptom) and
support (recognizing that the patient may have other concerns but uses the sore throat
symptom as an excuse to access help). To meet this competency fully you would also
need to demonstrate this for a patient who does not have an illness, but perhaps
requires help with management of a general health issue, for example healthy eating.

Demonstrates critical thinking and diagnostic reasoning
skills in clinical decision-making

This competency is fully met by the scenario. Diagnostic reasoning was evidenced via
the identification of a range of differential diagnoses and final choice of diagnosis.
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Critical thinking was evidenced by the appraisal of the value of a throat swab, safety-
netting and the clinical decisions related to treatment and use of medications.

Analyses the data collected to determine the health status

Analysis of the patient’s history and physical examination findings (i.e. when you
discuss how you make a diagnosis) enables the health status of the patient to be
determined within this scenario.

Demonstrates knowledge of the pathophysiology of acute or chronic
diseases or conditions commonly seen in practice

For this competency, it is important that evidence is provided demonstrating your
knowledge of pathophysiology relating to a range of clinical conditions that present
in your normal working environment. The scenario illustrates your knowledge in
relation to one commonly presenting condition only.

Applies theories and evidence-based practice pertinent to guide
practice

Within this scenario, the discussion about the use of throat swabs, and whether or
not to prescribe an antibiotic, demonstrate that you apply an evidence-based
approach to practice.

Evaluates the use of complementary/alternative therapies used by
patients for safety and potential interaction

This competency is partially met, in that you have commented on the safety of
echinacea, but you do not explicitly mention whether you investigated if Diana had a
past medical history of hayfever. You would also need to comment on the potential
for drug/complementary therapy interaction to meet this competency fully.

Integrates appropriate non-drug-based treatment methods into
a plan of management

The management plan incorporates a non-drug-based method (relaxation
techniques) of treatment for Diana’s stress-related problems.

Orders, may perform, and interprets common screening and
diagnostic tests

The discussion about the value of throat swabs in the scenario illustrates competency
in appropriately ordering/performing and interpreting a diagnostic test. Further
evidence would be required to demonstrate that you have achieved this with regard
to screening tests, in order to meet this competency fully (For X-ray referral
guidance, see Appendix 2.).

The next exemplar and scenario is a direct extract from an assignment done whilst
studying on the Nurse Independent and Supplementary Prescribing course, 2006.
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Introduction

Tobacco smoking is associated with high levels of morbidity and mortality in a range
of disease processes. This recognition is reflected in recent health policy documents
(DoH 1999¢,d, 2000b, 2004). The national smoking cessation strategy involves a
three-tiered approach: health care practitioners to provide smoking cessation advice
to patients opportunistically; intermediate support via dedicated appointments or
clinics in both primary and secondary care; and referral pathways to specialist
services. Currently, there are two pharmacological interventions available for patients
to assist with smoking cessation: nicotine replacement therapy (NRT) or Bupropion
(British Medical Association and Royal Pharmaceutical Society of Great Britain 2007).

Nurse prescribing has a long history in theory (DHSS 1986, DOH 1989) but has
only recently become a reality (DoH 1999a, 2006b). In the last decade there has been
a paradigm shift in nursing, with recognition of different levels of practice resulting
in an explosion of new nursing roles in both primary and secondary care (Daly and
Carnwell 2003). This has been influenced by some key policy changes, including
reduction in junior doctors’ working hours (NHSME 1991), introduction of the
Scope of Professional Practice and its subsequent development (UKCC 1992, NMC
2004), recognition of the unique nursing role (DoH 1999b, 2000a, 2006a) and a
drive to encourage greater multiprofessional working (NHSME 1999). Nurses are
therefore well placed in a number of arenas to support patients with smoking
cessation, for example in general practice, walk-in centres, cardiac rehabilitation,
diabetes care and others.

Scenario 5.2 presents a case study of a patient who presented for smoking cessation
advice in a general practice setting. It highlights the importance of providing patient
information and support, as well as pharmacological interventions. The complexities
of prescribing, including weighing up the risks and benefits of NRT for this patient,
will be debated.

Scenario 5.2

Harry (pseudonym) is a 75-year-old retired office worker who smokes
approximately 25 g of tobacco a day via a pipe. He has smoked continuously
since the age of 18 years. He stopped smoking cigarettes about 30 years ago and
started to use a pipe and tobacco. He has never attempted to stop smoking. He
lives alone and socializes with friends, who are all smokers, three times a week.
He has a high alcohol consumption, averaging about 35 units per week. He is
normally fit and well.

He has a past medical history of hiatus hernia, peptic ulcer, hypertension and
recently atrial fibrillation. His current medications include ramipril 2.5mg once
daily and aspirin 75mg once daily. He does not take any over-the-counter
medication other than paracetamol occasionally for headaches.

Harry had presented for advice because his GP had told him that his recent
experience of atrial fibrillation and his hypertension were probably a result of his
smoking habit. He was shocked by this and felt motivated to attempt to stop
smoking in order to maintain and prevent deterioration of his health. Becker
(1984) suggests that a patient’s belief about their susceptibility to a serious
disease directly affects their motivation and the likely success of behaviour
modification to reduce their risk.
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A patient-centred consultation style was adopted in order to facilitate a
catalytic and supportive environment (Heron 2001) and which would allow
exploration of Harry's health beliefs and motivation and encourage a partnership
approach to care. This is important because Harry was going to have to do all
the hard work in order to be successful in his attempt to quit. This approach
reflects the philosophy of the social-psychological consultation model, which
focuses on human behaviour within a therapeutic relationship. Pendleton et al.
(2003) state that establishing a relationship and promoting collaboration and
partnership with the patient are key aims of a consultation. Additionally, the
quality of the interaction between a patient and a health care practitioner has
been found to affect patient concordance with treatment (Crumbie 1999a).

Harry expressed some concern that he had left it too late to stop smoking;
however, age should not be a barrier to smoking cessation intervention (Rigotti
2005, Davidhizar et al. 2002). Ageism has a significant effect on the motivation of
older people to concord with treatment (Resnick 1991) as does lack of choice or
coercion (Sherwood 1995), i.e. if a patient believes they must alter their
behaviour in order to prevent further ill-health. It was therefore important to
reinforce the potential health gains associated with smoking cessation to Harry,
as well as offering him choices in all aspects of the quit attempt.

The key components of the consultation were patient assessment and
information giving. Assessment centred around ascertaining Harry's smoking
history and factors that influenced his smoking, judging whether he was
addicted to nicotine, investigating how he felt about giving up smoking as well
as clarifying his current health status. This information would help inform the
decision-making in relation to whether pharmacological treatment was an option
for this quit attempt.

Local guidelines on the assessment and management of smoking cessation
interactions were utilized (Manchester, Salford and Trafford Health Promotion
Department 2002). Guidelines that synthesize evidence into clear recommenda-
tions for practice are valuable to practitioners who may experience practical
difficulties accessing, assessing and assimilating health information and can lead
to improvements in both the process and outcomes of care (Rycroft-Malone 2002).

Harry required information relating to the harmful effects of smoking,
difficulties associated with trying to stop smoking and strategies that may help
him overcome problems he may experience, for example NRT to reduce craving.
Heron (2001) emphasizes the importance of ensuring that the information is
relevant to the individual patient’s needs and is delivered in such a way that it
encourages the patient’s active involvement in the learning process. Harry
expressed an interest in trying NRT, which has been found to be effective in
aiding smoking cessation (West et al. 2000), and felt that the patches would be
easiest to manage.

The prescribing dilemma

In weighing up the risk/benefit of treatment with NRT, Harry’s past medical history of
peptic ulcers, his current health status of hypertension and the recent episode of atrial
fibrillation needed to be considered. Smoking is associated with the pathogenesis of
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gastric ulcers by causing gastric hypersecretion and compromising the mucosal
defence mechanisms (Crumbie 1999b) and consequently contributes to delayed ulcer
healing and relapse of peptic ulcer disease. Additionally, smoking is considered a
causative factor in the development of heart disease, lung disease and various cancers
(DoH 2004). The British Medical Association and Royal Pharmaceutical Society of
Great Britain (BNF 2007) advise that NRT should be used with caution in patients
with cardiovascular disease or a history of gastritis and peptic ulcers and it should not
be used in patients with severe cardiovascular disease, including severe arrhythmias.
Review of the evidence supporting the use of NRT in patients with these conditions
suggests that nicotine medication is not a significant risk factor for cardiovascular
events (Murray et al. 1996, McRobbie and Hajek 2000, West et al. 2000), including
atrial fibrillation (Tobacco Advisory Group of the Royal College of Physicians 2000),
and is not likely to cause peptic ulcer disease (Murray et al. 1996).

Therefore, NRT appeared to be a suitable option for Harry. However, it has been
established that Harry has a high alcohol intake, which predisposes him to further
peptic ulcer disease (Cabrera and Groer 2001) and his anxiety about his current
health problems could result in a rise in his blood pressure and cause palpitations. It
was necessary to address these issues with Harry in order to prevent any resulting
symptoms being falsely perceived as attributable to the NRT.

NRT patches are available in either 16- or 24-hour doses and in a range of
strengths (BNF 2007). Harry preferred the 16-hour dose because he was anxious not
to experience sleep disturbances. He did not usually start smoking within the first
hour of rising in the morning so was used to low circulating nicotine levels as a result
of smoking abstinence overnight. He did not have any skin problems that would
make using a patch difficult. In order to reduce the likelihood of recognized side-
effects such as palpitations, chest pain and dyspepsia, which might worry Harry, and
to improve concordance with the treatment, I recommended trying a medium dose
10-g Nicorette patch, which releases 10 mg of nicotine over 16 hours. Additionally, I
was anxious about his recent episode of atrial fibrillation and this contributed to my
decision to prescribe cautiously. Following a brief case review, the prescription was
signed by the GP mentor.

Having agreed on a treatment and management plan, Harry was issued with a
prescription and a further appointment for 1 week to review his progress. It was
important to be positive and to encourage Harry but also to be realistic: the quitting
process may be difficult and may not be achieved on first attempt. Relapse is
common and should not be viewed as failure but as part of the learning process
(Clarke 1999).

Reflection

On further discussion of this case, the GP mentor proposed that I might have been
overcautious in my prescribing decision. Having decided that the benefits of
smoking cessation to Harry were significant and the use of NRT was safe and
acceptable, he questioned whether I might have jeopardized the quit attempt by
issuing a subtherapeutic treatment dose. There is some evidence that in patients who
are medium to heavy smokers, lower strength patches are not as effective as higher
strength patches (West et al. 2000). However, I did not want to cause iatrogenesis,
which may be more likely in older people because of altered pharmacokinetics
(Downie et al. 2003) and polypharmacy (DoH 2001). Guidelines for prescribing for
elderly people suggest that drug dosages should be reduced in order to account for
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these factors (British Medical Association and Royal Pharmaceutical Society of Great
Britain 2007). Therefore, I felt it was reasonable to start at a lower dose. There was
also the option of using another form of NRT, for example gum, alongside the
patches if the patches were insufficient in reducing symptoms of nicotine
withdrawal. Combining the patch with other forms of NRT is safe and may be more
effective than the patch alone (West et al. 2000).

Conclusion

The risks to health resulting from smoking are well established and a smoking cessation
strategy is part of the current health agenda. The development of a prescribing role for
nurses could have a significant beneficial impact on patient care, particularly in relation
to health promotion activities such as smoking cessation. Nurses need to be cognisant
of their underpinning knowledge base in relation to pharmacology, utilize local and
national guidance, provide a rationale for decision-making processes and regularly
reflect on practice in order to be effective and safe prescribers.

Scenario 5.2 demonstrates how to provide evidence relating to health
promotion/health protection and disease prevention as well as therapeutic
interventions (e.g. safe prescribing practice) within Domain 3. The competencies
covered by this scenario are described below.

Provides health promotion and disease-prevention services to
patients who are healthy or who have acute and/or chronic
conditions

A thorough assessment of the patient’s health education and health promotion needs
relating to smoking cessation is provided in this case study, including knowledge
requirements and consideration of readiness to change behaviour. The evidence
would fully meet the requirements for this competency.

Evidence of a smoking cessation programme offered to individual patients is
provided, including your role in planning, developing and implementing care for a
particular patient. You have made explicit your attempts to promote health and
well-being (benefits of stopping smoking at any age, reducing iatrogenesis) and
addressing individual needs (consideration given to patient’s existing health
problems, patient’s smoking habits).

Provides health education through anticipatory guidance and
counselling to promote health, reduce risk factors, and prevent
disease and disability

In undertaking a thorough assessment of this patient you have demonstrated
effective guidance and counselling that supports health promotion (benefits of
smoking cessation being explicitly linked to the patient’s health concerns), and
reduction of risk factors (preventing iatrogenesis as well as reducing the patient’s risk
of health ill associated with continuing smoking). In addition, you have recognized
potential disease and disability (heart disease, peptic ulcer disease) that the patient is
at risk from if he continues smoking and used this knowledge effectively within your
health education strategy.
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Develops and uses a follow-up system within the practice workplace
to ensure that patients receive appropriate services

It is clear that the patient management plan incorporates patient review within
this clinical setting. To meet this competency fully, evidence of a comprehensive
follow-up system which demonstrates a range of services that may be beneficial for
the patient, for example smoking cessation support groups, repeat prescriptions
policy for patients taking NRT, recall of patients who miss review appointments,
would need to be provided.

Employs appropriate diagnostic and therapeutic interventions and
regimens with attention to safety, cost, invasiveness, simplicity,
acceptability, adherence, and efficacy

The decision-making process associated with the therapeutic intervention for this
patient clearly demonstrates that you have considered safety (risks of adverse effects),
invasiveness (giving the patient a choice of therapeutic intervention), simplicity (one
patch a day which can be supplemented by nicotine gum if required), adherence and
acceptability (rationale for choice of 16-hour patch) and efficacy (reference to
appropriate literature). You would need to consider cost issues, and all of the above
for a diagnostic intervention or regimen, in order to meet this competency fully.

Formulates an action plan based on scientific rationale,
evidence-based standards of care, and practice guidelines

A scientific rationale has been utilized (reference to appropriate published literature),
evidence-based standards of care (guidelines for prescribing for older people, Tobacco
Advisory Group of the Royal College of Physicians) and practice guidelines
(Manchester, Salford and Trafford Health Promotion Department guidelines) in the
formulation of an action-plan for this patient and so have fully met the competency.

Provides guidance, counselling, advice and support regarding
management of the health/iliness condition

This scenario demonstrates that this competency has been fully met in relation to
management of a patient’s health problem, i.e. management of smoking cessation.
You would need to do the same with respect to management of an ill patient.

Demonstrates critical thinking and diagnostic reasoning skills in
clinical decision-making

Critical thinking has been demonstrated when reflecting on the prescribing decision
in this case, as well as sound clinical decision-making. This would need to be
evidenced with regard to diagnostic reasoning in order fully to meet this competency.

Formulates a problem list and prioritized management plan

A problem list has been formulated (investigation of the patient’s smoking history,
assessing if he was addicted to nicotine, discovering his thoughts and feelings about
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smoking cessation and clarifying his health status) and a prioritized management
plan (discussing alcohol intake and anxiety levels, use of NRT patch, positive
encouragement with quit attempt and a follow-up appointment) presented in this
scenario. Therefore this competency is fully met.

Demonstrates knowledge of the pathophysiology of acute or chronic
diseases or conditions commonly seen in practice

Pathophysiological knowledge of peptic ulcer disease is clearly demonstrated within
this case study. Additional evidence demonstrating pathophysiological knowledge
relating to some other common conditions is necessary to show the range of
knowledge required to meet this competency fully.

Applies principles of epidemiology and demography in clinical
practice by recognizing populations at risk, patterns of disease, and
effectiveness of prevention and intervention

Understanding of the epidemiology of smoking-related illnesses has been utilized to
provide a potentially effective intervention (smoking cessation) and illness
prevention strategy (prevent progression of potential cardiovascular disease while
being cognisant of iatrogenesis) for a particular patient. Knowledge of populations
that are at risk (smokers with co-morbidity such as diabetes or peptic ulcer disease,
as well as smokers generally) and that patterns of smoking-related disease may be
more likely to present in the older adult has been demonstrated.

Provides information and advice to patients and carers concerning
drug regimens, side-effects and interaction, in an appropriate form

A patient-centred approach has been taken to provision of information and advice
for this patient. The patient was helped to choose an appropriate form of NRT and
consideration was given as to whether a 24-hour or 16-hour regime should be
recommended. Analysis of risk to the patient relating to side-effects (reactivation of
peptic ulcer disease, deterioration of cardiovascular status) and potential interactions
relating to use of NRT (skin condition of patient) is evident. No mention is made of
providing information via another format (e.g. written leaflets), and this would be
required to meet this competency fully.

If legally authorized, prescribes medications based on efficacy,
safety, and cost from the formulary

This case study was undertaken as part of the Nurse Independent and Supplementary
Prescribing course and so the nurse was not legally authorized to prescribe the
treatment. However, it has been demonstrated that the nurse has made an appropriate
prescribing decision, and has clarified that the actual prescription was signed by the GP
mentor. The prescribing decision demonstrates due consideration has been given to
efficacy (literature that supports NRT patches and gum as a combined therapy, as well
as the value of smoking cessation interventions to older adults), safety (lower dose for
an older adult, taking a thorough past medical history) and cost (if patient is
concordant with the regime then medication will not be wasted).
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Schedules follow-up visits appropriately to monitor
patients and evaluate health/illness care

This competency has only been partially met with respect to planning a follow-up
visit for this patient. You would need to evidence how you have appropriately
monitored a patient (how the patient was reviewed, by whom and when, the use of
investigations or tools to determine the efficacy of the intervention) and evaluated
the prescribed care for patients you have to see, for both health promotion and
illness-related health issues.

Scenario 5.3 consists of a testimonial from Mr Candy, consultant gynaecologist, at
North Kent Foundation Trust; a referral letter for patient x; and the reply following
her gynaecological treatment.

Scenario 5.3

Dear Alice 17th November 2006
RE: Your referrals to the gynaecology services at North Kent NHS Foundation Trust

In the last 18 months you have appropriately referred patients with a range of
gynaecological problems to the gynaecological services at North Kent NHS
Trust. These referrals have included urgent presentations including post-
menopausal bleeding and suspected ectopic pregnancy as well as more routine
problems such as cervical dyskaryosis and menorrhagia. Your referral letters
have been comprehensive and inclusive of all relevant information.

Yours sincerely
Mr J. Candy

Dear Mr Candy 1st July 2006
RE: X, DOB 4.4.80

I would be grateful if you would urgently review X who presented with a
24-hour history of increasing left iliac fossa pain and vaginal bleeding. She had a
positive pregnancy test on 29.5.06 and her LMP was on 27.4.06. She complains of
constant pain in the left iliac fossa region, which started yesterday morning, has
been getting worse and is unrelieved by oral analgesia. The pain is now more
generalized over her lower abdomen and she also feels nauseous but has not
vomited. There have been no bowel changes and she has not opened her bowels
in the last 24 hours. She describes the vaginal bleeding as “spotting’ only.

She is normally fit and well and has a past medical history of asthma, which
is currently well controlled. Her last cervical smear was negative in August 2005.
She discontinued the oral contraceptive pill, Marvelon, in December 2005, and
since then her menstrual cycle has been a regular 28-day cycle with
approximately 5 days of bleeding.

Medication: salbutamol inhaler prn; becodtide inhaler qds; folic acid 4009
od; No known allergies.

She is married and this pregnancy was planned. She works as a shop
assistant. Her husband will be accompanying her to A&E. They are both
distressed and very concerned about the implications of an ectopic pregnancy.
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On examination, she is pale and obviously in pain. Her BP is 100/70mmHg,
P 86, RR 20. She demonstrates mild guarding of her abdomen on palpation and
she is acutely tender in the leftiliac fossa. No organomegaly. Quiet bowel
sounds were heard on auscultation. On vaginal examination the cervical os was
slightly open and she had a small amount of bright red blood in the vagina. She
was very tender in the left adnexa and demonstrated cervical excitation. PR
exam was not performed.
| am concerned that she is presenting with an ectopic pregnancy and so
would appreciate an urgent review.
Yours sincerely
Alice White

Dear Alice 19th July 2006
RE: X DOB 4.4.80

Thank you for your prompt referral of X, who unfortunately did have an
ectopic pregnancy. She was admitted from A&E on 1.7.06 and underwent a left
salpingectomy. The procedure was uncomplicated and she was discharged on
3.7.06.

| have advised her to avoid getting pregnant for the next 3 months and she is
planning to use condoms for contraception. | will review her in the outpatient
clinic in 3 months’ time to discuss fertility issues.

Yours sincerely
Mr J. Candy

The testimonial and referral letters enable you to demonstrate the competencies
Domain 3 described below.

Diagnoses and manages acute and long-term conditions while
attending to the patient’s response to the illness experience

In the evidence the appropriate management of an acute condition (ectopic pregnancy)
is discussed and highlights awareness of the patient’s (and her husband’s) feelings and
potential response to the health problem. However, in order to meet this competence
fully you would need to offer further evidence demonstrating how you have diagnosed
and managed a long-term condition while attending to the patient’s response.

Prioritizes health problems and intervenes appropriately, including
initiation of effective emergency care

The action taken with this patient (immediate referral to A&E) demonstrates the
seriousness and urgency of this patient presentation and appropriate intervention
has been prioritized, thereby meeting this competence fully in relation to emergency
care. You would need to demonstrate that that you can perform in the same way for
other health problems, other than those requiring emergency care, in order to
provide breadth of evidence for this competency.
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Initiates appropriate and timely consultation and/or referral when the
problem exceeds the nurse’s scope of practice and/or expertise

This competency has been fully met with respect to appropriate and timely referral.

You would need to consider presenting evidence that demonstrates how you would seek
help with a patient presentation that exceeds your scope of practice or expertise, other
than via referral, for example discussing the case with a colleague in your workplace.

Assesses and intervenes to assist the patient in complex, urgent or
emergency situations

The appropriate assessment (history and physical examination) and management of
this patient (urgent referral to A&E) demonstrates the ability to assess and intervene in
urgent and emergency situations. You would need to provide evidence on assessment
and intervention of a complex patient situation in order fully to meet this competency.
Clarification of what you believe made the situation complex would be helpful.

Rapidly assesses the patient’s unstable and complex health care
problems through synthesis and prioritization of historical and
immediately derived data

This competency is fully met with respect to patients presenting with unstable health
care problems but would need more evidence to demonstrate a complex health care
problem. Once again, clarification of what you believe made the situation complex
would be helpful.

Diagnoses unstable and complex health care problems using
collaboration and consultation with the multiprofessional health
care team as indicated by setting, speciality, and individual
knowledge and experience

The evidence presented confirms that a correct diagnosis has been made of a
potentially unstable health care problem via appropriate referral and consultation
with a consultant gynaecologist. You would need to present some additional
examples which outline a range of health care problems (including complex ones) to
demonstrate the required breadth of evidence for this competency.

Obtains a comprehensive problem-focused health history from the
patient or carer

This competency has been fully met by this evidence. Please note it is important that
the evidence details the history fully.

Performs a comprehensive problem-focused, age-appropriate
physical examination

This competency has been partially met by this evidence. A comprehensive (includes
general inspection, baseline observations) problem-focused (abdominal and pelvic
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examination) age-appropriate (i.e. pelvic examination for a woman who is sexually
active) physical examination has been undertaken. Further examples of patients with
different health problems and in different age groups is needed to cover the breadth
of evidence for this competency. Please note that you would need to have evidence of
formal assessment of your physical examination techniques (i.e. via an OSCE/OSCA
or a colleague testimonial) in order to demonstrate competence in physical
examination skills.

Analyses the data collected to determine health status of the
patient

Clear evidence of clinical reasoning and analysis of the available evidence is not
presented in this evidence. A reflective account that details the differential diagnoses
that were considered for this patient presentation and what elements of the history
and/or physical examination were required in order to accept or refute the
differentials is needed to meet this competency.

Assesses, diagnoses, monitors, coordinates, and manages the
health/iliness status of patients during acute and enduring
episodes

This competency has been met in relation to assessment, diagnosis and coordination
of the health/illness status of a patient during an acute episode. Details on moni-
toring a patient are needed for an acute episode, for example for this patient,
description of the care provided before the patient attended A&E (regular
observations, advising patient to be nil-by-mouth, providing analgesia) is required.
All of the above needs to be evidenced for a patient experiencing an enduring
episode, for example description of the assessment, diagnosis, monitoring and
management of a patient with a long-term health condition.

Communicates the patient’s health status using appropriate
terminology, format and technology

This competency has been clearly met with regard to a referral situation. Providing
evidence of your communication of a patient’s health status in electronic and/or
written patient notes and/or verbally (e.g. a colleague testimonial of a verbal
handover) would provide the breadth of evidence required.

Works collaboratively with other health professionals and
agencies as appropriate

Evidence of collaborative working is provided in the consultant’s letter about the
referrals. Further evidence of how you work collaboratively with health agencies, for
example social care, would help you to meet this competency fully.

The final scenario comprises an extract of your documentation in a patient’s
medical notes.
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Scenario 5.4

Mr N; DOB, 11.8.40;
4.3.07;10.30 am

Mr N is a 67-year-old Asian man who has recently come to England from
India to live with his son. He complains of feeling generally unwell for the last
2 weeks and has developed chest pain and mild shortness of breath in the last
2 days. Today he coughed up some blood, which worried him so he self-referred
to the A&E department.

Symptoms of lethargy, malaise, night sweats and a mild cough for the last 2
weeks. Wakes at night feeling hot and sweaty most nights, denies sweats during
the day, has not taken his temperature. Has 'no energy’ and does not feel rested
after sleep, sleep disturbed by sweats and cough. Has been unable to help outin
his son’s shop in the last week because of fatigue. Dry cough with no sputum
until this morning when expectorated purulent sputum, which was blood stained.
No relieving or aggravating factors for cough. Has been self-medicating with
paracetamol 1g tds for last 2 days. No one else in the family is unwell. Patient
worried he may have cancer.

Previous medical history

1952 appendicectomy

December 2006 diabetes mellitus (diet controlled)

No regular medications

No known allergies

Vaccinations: tetanus 2005; does not recall TB vaccination, no scar on arm

Family history

Father died at age 35 in a road traffic accident, mother died at age 80 from a CVA,
brother age 59 years fit and well, sister age 62 years diabetes mellitus.

No FH of heart disease, jaundice, thyroid disease, renal disease, cancer,
asthma or mental iliness.

Social history

Widower — wife died last year (brain haemorrhage). Lives with his son and family
in a two-bedroom flat; it is very cramped, with a total of three adults and three
children sharing the accommodation. No other children. Moved to England from
India in November 2006 following the death of his wife. Speaks English well,
planning to stay in England.

Non-smoker, drinks alcohol rarely (less than 1 unit per week), does not
exercise but usually helps out in his son’s shop, which involves lifting boxes.

Review of systems

General: unintentional weight loss in last few months, approximately 3.18 kg
(71bs), but pleased about this because advised he needed to lose weight when
he was diagnosed with diabetes.

Skin: no rashes, no skin changes.

Neck: no lumps or swollen glands.

Respiratory: never had a chest radiograph, no wheezing, no recent
infection, cough noted with productive sputum, haemoptysis one today, none
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previously, has noticed SOB on exertion in last 2 days, relieved by rest. No
dyspnoea at rest.

Cardiovascular: no known heart disease, BP normal when last checked
approximately 2 months ago, no palpitations, no orthopnoea. Intermittent, dull
chest pain for last week on right side of anterior chest, no radiation of pain, no
aggravating or relieving factors.

Gastrointestinal: poor appetite in last few weeks, has been trying to lose
weight since diagnosed with diabetes, avoids sugar and high carbohydrate
foods. No nausea/vomiting or indigestion symptoms. Opens bowels daily, no
constipation, diarrhoea or rectal bleeding. No abdominal pain, no jaundice.

Urinary: no frequency, dysuria or nocturia.

Musculoskeletal: no joint pain but muscles feel ‘weak’.

Neurological: recently bereaved but feels he is coping, denies low mood. No
fainting, seizures or memory loss. No sensation loss.

Endocrine: diet-controlled diabetes mellitus, no thyroid problems.

Physical examination

Mr N is fully mobile and is not experiencing acute chest pain or SOB. He is alert and
orientated. He looks tired and his clothes look loose suggesting recent weight loss.

Vital signs

Height 1.7m, weight 87 kg.
BP 142/88 mmHg, pulse 92 regular, respiratory rate 22, temperature 38.6°C,
oxygen saturation 98% on air.

Respiratory

Symmetrical chest, dull percussion note and crackles heard in apex of right lung,
resonant percussion note and vesicular breath sounds heard over rest of lung
fields. No pleural rub. No cervical lymphadenopathy.

Cardiovascular

JVP 2cm, S1 and S2, no adventitious sounds. No bruits, no ankle or sacral oedema.
Impression: ? TB, ? pneumonia.
Plan: for chest radiograph, sputum for M,C&S X3, bloods (FBC, ESR, CRP,
U+Es, LFTs, RBS, HbAIC).
Refer to respiratory physician

Mark Jenning
Nurse practitioner

11.15am

Patient developed a sudden onset of SOB at rest and worsening sharp chest
pain located in upper right chest. Patient distressed, fully conscious. Respiratory rate
30, pulse 110, oxygen saturation 91% on air. On respiratory exam, trachea deviated to
left, hyper-resonant percussion note and absent breath sounds in right upper chest.

Patient reassured and moved into a resuscitation bay, high flow oxygen 100%
administered via a non-rebreathing mask, refer to casualty officer and for urgent
chestradiograph.

Pneumothorax in apex of right lung seen on chest radiograph, for chest drain
insertion.
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Mark Jenning
Nurse practitioner

12.15pm

Patient stable, intercostals chest drain inserted without difficulty or further
trauma, patient remains on high flow oxygen, analgesia given.

BP 145/88 mmHg, pulse 96 regular, respiratory rate 22, temperature 38.6°C,
oxygen saturation 97%.

Diagnosis — pneumothorax secondary to probable erosion of TB lesion

No suspicion of multidrug resistant TB in this patient so patient does not need
to be transferred to a negative pressure room at this point (NICE 2006), refer to TB
specialist nurse. Discussion with Mr N and his son regarding the possible
diagnosis of TB. Explained that all family members will need screening for TB and
possibly vaccination or treatment. In addition, advice will need to be sought on
whether contact tracing of customers who were served in the shop or co-workers
will be needed. The immediate care plan was explained, including admission to
hospital to manage the pneumothorax and the subsequent drug treatment regime.
The importance of concordance with the treatment regime was emphasized.

Mark Jenning
Nurse practitioner

Scenario 5.4 enables you to demonstrate the competencies within Domain 3
described below.

Recognizes environmental health problems affecting patients and
provides health protection interventions that promote healthy
environments for individuals, families and communities

Consideration of the potential impact of environmental factors (Mr N’s cramped
home circumstances) is demonstrated in this scenario. In addition, referral to the TB
specialist nurse will ensure that relevant health protection interventions are
addressed for this family and potentially for the local community. In order to fully
meet this competency you would need to provide further evidence of your role in
providing health protection interventions for individuals, families and communities
(i.e. other than via referral to another practitioner).

Analyses and interprets history, presenting symptoms, physical
findings, and diagnostic information to develop the appropriate
differential diagnoses

A comprehensive history and physical examination has been documented and two
differential diagnoses identified for this patient. So whilst it is clear that the history
and physical examination findings have been obtained and interpreted, the
information has not been analysed and so clinical decision-making is not explicit.
In addition, the range of differential diagnoses is limited (more could have been
considered but there is no evidence of this documented). This evidence could be
supplemented by a critical reflection of the clinical reasoning process.
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Diagnoses and manages acute and long-term conditions while
attending to the patient’s response to the illness experience

This competency has been met with respect to diagnosing and managing an acute
condition (chest pain and dyspnoea) while attending to the patient’s response to the
illness experience (recognition of the patient’s distress and provision of support and
reassurance). This would need to be repeated with a patient who has a long-term
condition in order to meet this competency fully.

Prioritizes health problems and intervenes appropriately, including
initiation of effective emergency care

Evidence has been presented to demonstrate prioritization of a health problem
(deterioration in the patient’s breathing) and appropriate intervention by providing
effective emergency care (commencing oxygen therapy, transfer to resuscitation bay
for close monitoring) so this competency has been fully met.

Formulates an action plan based on scientific rationale,
evidence-based standards of care, and practice guidelines

Within this case study a plan of care making explicit reference to NICE guidance on
diagnosis and management of TB has been outlined, demonstrating that practice has
been informed by scientific rationale and evidence-based standards of care.

Provides guidance, counselling, advice and support regarding
management of the health/iliness condition

The final entry in the patient’s notes details how both the patient and his son have
been supported by providing advice and guidance on the diagnosis and immediate
management plan. Evidence would need to be provided to illustrate how counselling
has been provided to the patient in order to meet fully this competency. Patient
feedback would be a useful form of evidence here.

Initiates appropriate and timely consultation and/or referral when the
problem exceeds the nurse’s scope of practice and/or expertise

The referral to the casualty officer on clinical deterioration of the patient’s condition
demonstrates appropriate and timely consultation/referral. This, in addition to
referral to the TB specialist nurse, conveys clearly the boundaries with regard to your
professional knowledge and expertise.

Plans and implements diagnostic strategies and therapeutic
interventions to help patients with unstable and complex health care
problems regain stability and restore health, in collaboration with the
patient and multiprofessional health care team

The request for sputum sample examination and chest radiograph (routine and
urgent) demonstrate an ability to plan and implement relevant diagnostic
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interventions for a patient with a complex and unstable health care problem.
Initiation of emergency care (commencing oxygen therapy, moving to the
resuscitation bay for closer observation) and prompt referral to other multi-
professional team members (casualty officer, TB specialist nurse) demonstrates
effective planning and implementation of therapeutic interventions that restore
stability but not full health, for this patient. You need to make explicit how you
worked in collaboration with both the patient and the multiprofessional team in
order to meet fully this competency.

Rapidly and continuously evaluates the patient’s changing condition
and response to therapeutic interventions and modifies the plan of
care for optimal patient outcome

Within this case study there is evidence of a rapid response (initiation of oxygen
therapy, removal to resuscitation bay) and continuous evaluation (regular review of
patient) of the patient’s changing condition, and appropriate changes to the care
plan have been documented.

Obtains a comprehensive problem-focused health history from
the patient or carer

This has been fully evidenced within this case study.

Performs a comprehensive problem-focused, age-appropriate
physical examination

This scenario contains a comprehensive problem-focused physical examination. You
would need to illustrate how it was age-appropriate or choose another example to
illustrate effectively this aspect of the competency. Please note that you would need
to provide evidence of formal assessment of physical examination techniques (i.e. via
an OSCE/OSCA or a colleague testimonial) in order to demonstrate competence in
physical examination skills.

Analyses the data collected to determine health status of the
patient

This is implicit within the case study. It would be helpful to provide a reflective

commentary on your clinical reasoning with regard to the differential diagnoses
which would enable you to demonstrate explicit analysis of the data and how it

informed your reasoning.

Assesses, diagnoses, monitors, coordinates and manages
the health/iliness status of patients during acute and enduring
episodes

Assessment (history and physical examination), diagnosis, monitoring (observation
of patient’s deterioration) and management (action taken on patient’s deterioration)
of a patient during an acute episode of ill health has been demonstrated. You would
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need to do the same for a patient with an enduring episode of ill health in order to
meet fully this competency.

Communicates the patient’s health status using appropriate
terminology, format and technology

This competency has been fully met by the case study. In order to demonstrate
breadth in this competency it would be helpful to provide evidence on how you have
done this via other media, for example electronically, verbally.

Uses community/public health assessment information in evaluating
patient needs, initiating referrals, coordinating
care and programme planning

The reference to TB guidelines to inform your clinical decision-making provides
evidence of how public health assessment information has been utilized to make an
appropriate referral. In order to meet fully this competency evidence in relation to
evaluating patient needs, coordinating care and programme planning is required.

Applies principles of evidence-based practice pertinent to their
area of practice

This competency has been fully met (use of NICE guidance).

Provides information and advice to patients and carers concerning
drug regimens, side-effects and interaction, in an appropriate form

Provision of information about the drug treatment regime to both the patient and
his son has been illustrated; however, the exact regimen or discussion of side-effects
and interactions have not been detailed. This would need to be evidenced — as would
provision of information in another format, for example use of a leaflet or website.

Orders, may perform, and interprets common screening and
diagnostic tests

Within this case study diagnostic tests (chest radiograph, sputum and blood tests)
have been ordered but have not been interpreted. Evidence of interpretation of these
tests, as well as ordering and interpreting common screening tests is needed in order
to meet this competency fully.

Evaluates results of interventions using accepted outcome criteria,
revises the plan accordingly, and consults/refers when needed

This competency could have been met by evaluating the intervention of providing
oxygen therapy to the patient in response to his dropping oxygen saturation rate.
This would best be achieved by a short reflective account, making reference to
guidance on management of a patient showing deteriorating oxygen saturation and
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clarifying the decision to commence oxygen therapy, as well as outlining when this
therapy would be discontinued, and when, and to whom, referral would be made if
the patient continued to deteriorate.

CONCLUSION

Domain 3 of the NMC Standards of Proficiency for ANPs (NMC 2005) is concerned
with the work of ANPs relating to direct patient care. Therefore, the evidence likely to
be used by practitioners to demonstrate achievement of the competencies will be
specific to the clinical area for the individual nurse and derived from clinical practice.
This chapter has shown how a range of clinical practice data can be applied to the
competencies in order to evidence the ANP role within this domain.
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INTRODUCTION

This chapter examines the role of the advanced nurse practitioner (ANP) within the
domains of practice identified by the Royal College of Nursing (2002) as the teaching
and coaching function. (Note that this is referred to by the NMC as the education
function.) It approaches the analysis against the backdrop of three policy documents:
The expert patient: a new approach to chronic disease management for the 21st century
(DoH 2001), Choosing health: making healthy choices easier (DoH 2004) and Our
health, our care, our say (DoH 2006). It draws into the frame the experiences of ANP
students as they work with patients, clients and carers, with the intention of enabling
health and managing illness. It uses examples from a range of everyday practice
settings to illustrate the inherent challenges of the teaching and coaching function of
the ANP, at the same time as recognizing its significance if patients, clients and carers
are to be enabled to make choices that might optimize their well-being. Before this,
however, some statistics are presented to focus thinking on why education is an
invaluable component of advanced nursing practice.

THE HEALTH OF THE POPULATION

As the DoH (2006b) acknowledges, we are faced with a number of challenges that
need to be accounted for and worked with if nursing is to be responsive in its role.
Although society is increasingly complex in respect of its social, cultural and ethnic
composition, health inequalities persist, a fact evidenced in the statistic which notes
that infant mortality rates vary from 1.6 per 1000 live births in Eastleigh, Hampshire
to 9.8 per 1000 live births in Birmingham. The consequence of disadvantage cannot
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be underestimated, not least its potential to create a sense of disengagement which
risks damage both to the individual and to society as a whole. Alongside the reality
and impact of health inequalities within some sections of society, expectations of
health care and its providers continue to rise, as evidenced by the determination of
individuals to be treated as partners and equals while they engage with the different
elements of the service, and to have choices and options made available to them.

If health and its protection is the priority of some members of society, it is also the
case that 15 million individuals live with long-term conditions which either do, or
will, limit and shape their lives. This equates to approximately 25% of the
population, a proportion of society which clearly cannot afford to be ignored.
Embedded within this statistic are others; for example, obesity rates have doubled
over the last 10 years. If the trend continues, it is estimated that by 2010, 1 in 4
individuals will be clinically obese, and, as a consequence, will be at an increased risk
of cardiovascular disease, notably strokes and heart attacks, and the onset of type 2
diabetes. Smoking is still the single greatest cause of illness and premature death in
the UK, killing at least 86 500 people a year and accounting for a third of all cancers
and a seventh of all instances of cardiovascular disease. Its significance as a problem
to society has been targeted via the smoking bans in public places across the UK. Yet
without understanding smoking as a behaviour and its addictive components, health
care providers cannot hope to work positively with individuals who smoke and who
at this point in time may, or may not, wish to stop (Rollnick et al. 1999).

In this context it is noted that health care spending continues to increase. Figures
from the Department of Health record that the NHS budget has doubled since the
Labour party took office in 1997. Predictions estimate that it will have trebled by
2008 when it reaches £93.6 billion. Intentions to modernize the way in which monies
are spent is evidenced by the plethora of National Service Frameworks (NSFs) issued
since the Labour Government took up office in 1997. Although NSFs centre
attention on specific groups or health problems, for example, the older person and
diabetes mellitus, collectively they can be seen as frameworks with the potential to
drive policy forwards.

PERSPECTIVES FROM POLICY

The expert patient: a new approach to chronic disease management
for the 21st century

The premise upon which the expert patient policy rests is the acknowledgement that
an individual living with a chronic disease commonly understands his or her illness
better than the health care providers responsible for its management (DoH 2001). As
a result, individuals with chronic diseases cannot simply be the passive recipients of
care but, instead, can and should be key players in the decision-making that is central
to the maintenance of their well-being and the moderation of the impact of the
disease on their life:

... by ensuring that knowledge of their condition is developed to a point
where they are empowered to take some responsibility for its management
and work in partnership with their health and social care providers, patients
can be given greater control over their lives.
DoH (2001)
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Clearly the view is that if chronic disease, earlier acknowledged as impacting directly
on the lives of 25% of the population, is to be better managed, then the knowledge-
base of individuals living with long-term conditions needs to be enabled so that they
can take control of the diseases affecting their lives. However, two points provoke
reflection. First, there is the assumption that all individuals with a chronic disease
want to assume the role of expert patient in the way the policy describes. Secondly,
there is the issue of ‘control-surrender’ on the part of health care providers to the
patient, an exchange of power which may not be as easy to make happen as the above
quotation suggests. Thinking both points through it seems important to remember
that in seeking to drive forward the intentions of the expert patient agenda, patient
choice should not be ignored. In the event that this is the direction that patients want
to travel, it is suggested that concurrent with the need for health care providers to
fashion opportunities for patients to learn about their illness, it will be necessary to
create the space for the emergence of a new relationship between the two parties.

The government has added further detail to its vision of the expert patient via its
long-term conditions model (DoH 2005). Underpinned by a determination to secure
effective joint working of all providers operating in health and social care settings,
the model identifies three categories of patients (Figure 6.1).

Despite the argument that it is important to enable all individuals living with a
long-term condition to acquire knowledge and understanding, the model depicted in
Figure 6.1 suggests that efforts need to be targeted at the 70-80% of individuals at
Level 1 so that disease progression either in terms of its complexity or co-morbidity
might be delayed.

Level 3

High complexity

Case management focused
on the very high intensity users
of unplanned secondary care

Level 2

High risk

Disease-specific care management focused
on people who have a complex
single need or multiple conditions

Level 1
70-80% of the long-term condition population

Supported self-care focused on helping individuals and their
carers to develop the knowledge, skills and confidence to care
for themselves and their conditions effectively

FIGURE 6.1 The NHS and social care long term.
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One particular strategy is in place to facilitate the government’s vision: the Expert
Patient Programme. Described as a ‘lay-led self-management programme’, it seeks to
support people so that their confidence is increased, their quality of life improved and
their condition better managed (DoH 2006). Made available through primary care trusts
and partner organizations, data generated from an evaluation of its impact on 1000
participants who completed the programme between January 2003 and January 2005
indicate its effectiveness in improving health outcomes for patients and provide evidence
of a reduction in the extent to which they used health care services (DoH 2007).

Choosing health: making healthy choices easier

Described as a new approach to the health of the public that is ‘more down to earth’
and practical in its orientation Choosing health seeks to support people in making
better choices for their health and the health of their families. Its perspective is wide-
ranging, paying attention to key themes and areas of activity, including health
inequalities, consumerism, community-based action, health at work and a health-
promoting NHS. It is underpinned by three core principles (Table 6.1) and a
number of priorities identified as reducing the numbers of people who smoke;
reducing obesity and improving diet and nutrition; increasing exercise; encouraging
and supporting sensible drinking; improving sexual health and improving mental

health.

TABLE 6.1 The principles underpinning Choosing health

The principle

A footnote to the principle

Informed choice

Recognizes that people want to make their own
decisions about choices impacting on their health
and to have credible and trustworthy information to
help them do so

Personalization

Recognizes that deprived groups and communities
are not always in receipt of services that meet their
needs. Understands that services may be available,
but difficult to access

Working together

Recognizes that neither the government nor
individuals can make progress on healthy
choices in isolation

Qualification of the principle

Noted that society needs to exercise a special
responsibility for children who are too young to
make their own informed choices

Noted that special arrangements need to be in
place where one person’s choice causes
nuisance or harm to another individual, e.g.
second-hand smoke

The intention
The provision of support tailored to the realities of
individual lives, with services and support
sensitively personalized and provided flexibly
and conveniently

The expectation

The public looks to the government to lead,
coordinate and promote partnerships across
communities including local government, the
NHS, business, retailers, the voluntary sector, the
media and faith organizations. The public looks to
individuals to take their health seriously, and that
of their families, and expects constructive
engagement in the process of health protection
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An analysis of the substance of Choosing health highlights the importance of the
role of the nurse, whether working with individuals, groups or in communities in
comparative isolation or operating collaboratively with other agencies and providers.
Thinking particularly, but not exclusively, about the role of the ANP and its potential
to create a climate for positive change, Choosing health notes the need to build a
‘comprehensive and integrated prevention framework’ that maximizes the
opportunities afforded by the ‘millions of encounters that the NHS has with people
every week’ (DoH 2004). In so doing, it acknowledges the importance of embedding
the opportunities for health improvement in everyday work with patients. In other
words, the policy is arguing that health improvement is not something separate that
only some health care providers engage with, rather it is everyone’s business.
Thinking then about the role of the ANP whose work commonly centres on
gathering information from patients, clients and carers in a range of settings,
Choosing health would invite every conversation to be inclusive in its focus, rather
than exclusively centred on the presenting problem. Clearly there are implications
for practitioners, not least the need for them to be prepared to open up discussions
in ways that value the priorities of the patient and which appreciate the limitations of
the health care provider’s knowledge base. At this point, readers are invited to reflect
on how the incorporation of the ideals and intentions of the policy into their
everyday practice might work to challenge health inequalities and to facilitate what
can be a difficult decision for some patients, i.e. to choose health.

Our health, our care, our say: a new direction for community services

Our health, our care, our say (DoH 2006)sets out a vision which looks to provide
people with good-quality social care and NHS services in the communities

where they live. As such, its goals can be seen to be consistent with the Labour
government’s 10-year plan to promote health, to be more responsive and to
facilitate independence, choice and control across the field of health and social care
provision.

Although debatable, it is possible to argue that the outcome focus of the goals as
presented in Table 6.2 sets outline targets that can be used to create opportunities for
health and social care providers to progress the government’s agenda and to
challenge current systems and processes which disable the policy’s vision.

Although the ease with which at least some of the anticipated outcomes can be
readily audited is an issue, a review of the policy’s success over a 9-month period
suggests that positive change is under way. For example, the NHS Life Check is being
piloted as a two-part service: a self-assessment followed by personalized advice and
support for those shown to be at risk. It aims to help people to assess the risk of ill-
health created by their own lifestyles (DoH 2006). Of course, the initiative depends
on a number of factors, not least its ability to reach the people most in need of
teaching/coaching to facilitate their health and well-being. This said, by focusing on
three key life stages — the first year of life, adolescence and mid-life (age 50-60 years),
NHS Life Checks can be understood as targeting three specific groups: parents, who
can create a positive environment in the home which supports the health and well-
being of children; young people, who are widely recognized to be among the most
healthy members of society, but may be at risk of harm by virtue of self-selected
lifestyle choices; and individuals at mid-life, who could maximize their well-being
and reduce unnecessary risks to their health.
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TABLE 6.2 The goals and anticipated outcomes of Qur health, our care, our say

The goals Anticipated outcomes
Better prevention Reduction in the prevalence of damaging underlying determinants
and early of health, e.g. smoking and obesity and associated service usage

intervention for
improved health,
independence and
well-being

More choice and a
stronger voice for
individuals and
communities

Tackling inequalities
and improving
access to services

More support for
people with long-
term needs

Reduction in the number of people out of work or unable to work
due to ill health or dependency

Shiftin resources and in planning emphasis to prevention and early
intervention, supported by robust cost-benefit analysis

Increased self-care and condition management among service-users

Service users and carers have more say over where, how and by whom
their support is delivered and better access to information that informs
their choices. Individuals and communities are able to influence the shape
and delivery of local services and to trigger action to look at problems

Service-users are more satisfied with their overall experience of care

More services provided in the community
Improved range of services for urgent care
Streamlined GP registration and appointments processes to improve
access and convenience
Partnership working across health and social care communities
to understand and address inequalities

Service-users with long-term needs and their carers receive supportive
services that respond to their preferences and choices, in a location
convenient to them

More support for self-care including increased participation and take-up
of the expert patient/carer programme

Ongoing reduction in avoidable hospital admissions

Better coordination of health and social care services to meet the
needs and wishes of individuals with long-term needs

THE DEVELOPING ROLES AND FUNCTIONS OF THE NURSE

The recent move towards to enhancing the health of the nation and minimizing the
impact of illness has been evidenced in the host of consultation documents and
White Papers produced since 1997. Expectations of nursing are also clear.

Although differently expressed and variously focused, all of the government’s
policies and papers that centre on the reform of health care look, in some way, for
nurses to drive forward change; witness, for example, Liberating the talents (DoH
2002). However, it is worth noting that the development of nursing pre-dates the late
1990s. Particularly significant to its evolution and the resultant diversification of the
traditional role of the nurse was the United Kingdom Central Council’s (UKCC)
(1992) Scope of professional practice, which sanctioned the expansion of the
individual nurse’s role as defined by his/her own analysis of the boundaries to their

competence.

Perhaps unsurprisingly, the UKCC’s (1992) decision to place responsibility for the
decision to undertake an aspect of practice, or indeed not, with the individual nurse
did attract controversy. Not least among the questions that it invited was the
possibility that practitioners may not be the best judges of the boundaries to their
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own professional competence. It was a concern that focused attention on the
unconsciously incompetent and the potential for the safety of the patient to be
compromised. Even so, Scope provided a framework for a new way of working for all
nurses, and as a consequence breathed life into an emergent area of practice that was
already challenging traditional roles. This area of practice was the role of nurse
practitioner.

Analysis of the role of ANP and its functions helps to explain the negativity
with which it is sometimes, but not always, associated (Horrocks et al. 2002,

Wilson and Bunnell 2007). The fact that its area of work butts up to and extends
over the boundary of medical practice was always going to be both an enabler
and a constraint to its ongoing development and acceptance by fellow nurses,
medical practitioners and allied health professionals. As noted by Beattie (1995),
territorial protectionism of roles and responsibilities is a feature of the health care
system.

Although the role of the ANP, as it is currently described by the Royal College of
Nursing (2005), continues to attract debate and divide opinion, some of its elements
are less contentious, for example the aspects of practice captured within the
education domain. Unlike, for example, the skill set that centres on health
assessment, diagnostic reasoning and clinical decision-making, there is an
expectation that the work of any nurse will, in some way, involve the process of
enabling learning. It is an expectation that finds form in the standards of proficiency
for nursing which define the benchmark for the registrant at the point when they
first are admitted to the professional register (Nursing and Midwifery Council 2004).
Specifically, at this point in their career, initial registrants are required to
demonstrate the ability to ‘create and utilise opportunities to promote the health and
well being of patients, clients and groups’ (NMC 2004). As such, even novice
registered nurses can be understood to be capable of contributing to the strategic
vision set out in The expert patient: a new approach to chronic disease management for
the 21st century (DoH 2001), Choosing health: making healthy choices easier (DoH
2004) and Our health, our care, our say (DoH 2006).

Expectations of the ANP build on those required of the initial registrant and find
life in the standards set out by the Royal College of Nursing and adopted by the
NMC (2005) with the intention of regulating the role (Appendix 1). However,
careful consideration of the substance of the education domain invites comment.
Conversations with nurses who have developed into a range of roles, notably, but not
exclusively, that of the clinical nurse specialist, suggest that the expectations of the
ANP in relation to education are not dissimilar to the work undertaken by nurses
operating in other roles. Inevitably this raises the question whether this particular
aspect of advanced nursing practice is any different for nurses working in different
roles. In pursuing this argument there is a risk of seeking to argue that ANPs
somehow ‘do it better’, but that is not the intention. Rather, the aim is to consider
that perhaps, because of their role, ANPs may get to ‘do it differently’. In order to
pursue this possibility and to illustrate the scope of the domain, specific examples are
drawn from information provided by ANP students. As the detail unfolds it will
become apparent that the strength of the ANP role lies, in part, in its capacity to
complement the work of fellow health care providers so that health opportunities
can be maximized as envisaged by the government in its plans for the nation’s health.
However, first, in order to facilitate the analysis some theoretical perspectives are
introduced.
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PROMOTING HEALTH: MODELS AND THEORETICAL PERSPECTIVES

Whether the individual is fit and well or living with a long-term condition that
already is, or will in time shape their lives, the intention to promote health can be
argued to be an appropriate goal because it maximizes health opportunities.
However, different approaches to the promotion of health are available for use.
Situated within the options that are available to practitioners are subtleties which
centre on the explicitness, or not, of the approach as it concerns the intention to
influence, and perhaps even change the patient’s, client’s or carer’s behaviour. Rather
than seeing these differences in approach negatively, or perceiving some to be better
than others, it may be the case that the most effective practitioner is the one who can
alter their approach dependent on the person/people and the accompanying
contextual factors which need to be taken into account. Although this may be so, it is
the case that nurses generally and ANPs specifically tend to have preferred ways of
working in their teaching and coaching roles.

Reviewing the literature, it is clear that the contrast between the different models
and theoretical perspectives available for use reflects something more than a variance
in the words used to describe an approach. For example, the knowledge, attitude,
behaviour (KAB) model appears soft in its stance, in that it appears to rely on the
potential of information to transform behaviour. In effect, the message is that an
increase in knowledge will facilitate attitudinal and then behavioural change. It is a
premise that appears naive and invites criticism because of an evidence base which
makes it clear that knowledge of itself, although necessary to the promotion of
health, is insufficient. In other words, factors other than knowledge are powerful in
their potential to influence attitudes and behaviours.

In contrast, Becker’s (1974) health belief model operates with a premise which
maintains that behavioural change depends on a cost-benefit analysis undertaken by
the individual whose health might be promoted. It recognizes that for behavioural
change to take place, the individual must:

* have an incentive to change;

+ feel threatened by their current behaviour;

* feel a change would be beneficial with few adverse consequences;
* feel competent to carry out the change.

Different again is Ajzen’s (1991) theory of planned change, which suggests the
need to consider three particular variables if behaviour is to be understood,
influenced and altered:

*  Attitudes: because they present as the outward manifestation of beliefs focused on the
consequences of behaviour and the ensuing appraisal of potential positive and negative
outcomes.

*  Subjective norms: because they connect to ideas about what ‘significant others” do and
expect and to the degree to which the individual wants to conform to prevailing norms.

*  Perceptions of control: because of the recognition that behavioural change will depend on
the extent to which the individual perceives that they are in control of the situation as it
relates to the health issue in focus.

Tones’ (1995) Health Action Model offers a contrasting perspective because it
emphasizes the influence of self-esteem on the behaviour of the individual and
indicates that life skill education may be a prerequisite for change. It is an approach
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TABLE 6.3 Factors influencing behavioural change

Importance Why? Confidence How? What? Readiness When?

Is it worthwhile? Can1? Should I do it now?

Why should I? How will | do it? What about other priorities?
How will | benefit? How will | cope with x, y and z?

What will change? Will | succeed if ?

At what cost? What change ?

Do I really want to?
Will it make a difference?

that contexualizes health choices within a range of environmental, social and
psychological determinants and seeks empowerment for the individual by helping
them to value themselves and to invest in the skills necessary to the change process.

Reflecting on the approaches presented, their similarities and differences, and the
evidence which indicates that education, of itself, will not necessary influence
behaviour, it seems important to consider factors that might make a difference to the
individual with whom the ANP works. This thinking finds life in Rollnick et al.’s
(1999) analysis of behavioural change. Specifically they argue that three factors could
make a difference: the importance of the message to the individual, the confidence of
the individual and readiness of the individual (Table 6.3). To elaborate their thinking,
Rollnick et al. (1999: 21) suggest the kind of questions people might ask themselves or
voice in their interactions with others about readiness, importance and confidence.

It seems that Rollnick et al.’s (1999) thinking offers an orientation to the person
which accepts that health behaviour change can provoke a multitude of questions for
the individual which might overlap and could well compete. What Rollnick et al.
(1999) argue is that by recognizing the possibility that all, or some, or just one of
these questions could be featuring in the individual’s mind has the potential to open
up a conversation which might enable change. Put another way, the failure to
recognize that these questions, or others like them, might exist, risks closing down
the opportunities for discussions that could help the individual to make decisions
with the potential to support and enhance their health and well-being.

If it is important to promote the opportunity for conversations with the intention
of promoting health, at the same time as bolstering the individual’s confidence and
supporting their readiness for behavioural change, Rollnick et al. (1999) urge
practitioners to recognize the risk of resistance and to consider the impact of a lack
of motivation. They go on to suggest that resistance, although not inevitable, can be
a common factor in a health-focused conversation introduced either because of what
the individual brings to the consulting room, or because of what the practitioner
elicits. Sometimes they see that potentially negative outcomes are the outcomes of
the interaction between the two individuals (Rollnick et al. 1999). Clearly the need to
minimize resistance in individuals matters, as does the importance of avoiding traps
likely to induce it. With a view to supporting practitioners committed to promoting
health and well-being, Rollnick et al. (1999) isolate three traps and suggest three
strategies to address them (Table 6.4).

If resistance suggests active disengagement with the process of behavioural change,
a lack of motivation on the part of the individual suggests passivity. However,
Rollnick et al. (1999) caution against simplistic thinking with regards to motivation,
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TABLE 6.4 Resistance: traps and strategies to avoid them

Trap What not to do Strategy
Take control away Ignore the resistance and proceed Leave control with the individual,
with advice-giving to tick the box respecting where they are at the
moment and their right to choose
Misjudge importance, Assume that it doesn't matter how Review where the individual is
confidence or readiness ready the individual is or what his/her regarding the importance of the
feelings are about importance or message, their confidence and
confidence readiness for change. Stay
aligned with their reality
Meet force with force Attack or defend Back off and come alongside
the individual
Importance
—_— Confidence &
Resistance . Lack of motivation
Readiness

FIGURE 6.2 /solating key factors influencing health behaviour change using Rollnick et al. (1999).

or rather the lack of it, and, in particular, advise practitioners not to fall into the
belief that motivation will be enhanced if the individual can be helped to understand
the importance of the health message. As such, it is a view that supports evidence
arguing that knowledge is a necessary, but insufficient condition for behavioural
change. Just because something is understood to be important, does not mean that
individuals will alter what they do. As Rollnick et al. (1999) appreciate, the
importance of the message, combines with the confidence of the individual to
support their readiness for change and so boosts their motivation.

Taking Rollnick et al.’s (1999) ideas as a whole it is possible to present them
diagrammatically in a way which illustrates how resistance and a lack of motivation
can impact negatively on the individual’s appreciation of importance of the message,
their confidence and/or their readiness for change (Figure 6.2).

Rollnick et al.’s (1999) thinking, as it concerns health behaviour change, is as
capable of critique as any other. This said, its overt patient-centredness is congruent
with the aspirations of the role of the ANP (RCN 2002). Moreover, its recognition
that conversations with patients can be one-off, time-limited exchanges, as well as
developed over a period of time, suggests its flexibility. As such it has the potential to
progress the intentions embedded in The expert patient, the potential of Choosing
health and the hopes of Our health, our care, our say. As the chapter moves to
introduce the reality of working within the education domain of practice using the
lived accounts and reflections of ANP students, Rollnick et al.’s (1999) propositions
will be drawn upon together with other models and theoretical perspectives. The
material shared will serve to illustrate the challenges inherent within this area of
practice and its potential. As the analysis unfolds, it will become evident that despite
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the expectation that all nurses have an education function, the enhanced knowledge
and skill base of the ANP can be seen to create different opportunities for health
promotion and health protection focused on the interests of individuals and
communities.

INTRODUCING THE ANP STUDENTS

In total, eight ANP students agreed to provide reflections on their education
function and examples to illustrate their practice. Names and any other details likely
to risk a breach of confidentiality have been altered in order to protect the identity of
the individual, their place of work and the patients/clients with whom they work.

* Isabel’s background is in acute care, mainly in the environment of A&E. She is now in a
developmental post in a primary care setting where she is employed by the local primary
care trust.

*  Gloria also works in the primary care setting, but with the armed forces. Although her
patients are defined as being fit and well, maintaining their health and well-being in a
culture which can invite risk through lifestyle choices is a factor that Gloria needs to
account for.

* Kate is a lone worker in the community setting. A children’s nurse by background, much
of her work involves supporting parents so that they can manage the care of their children
who are living with life-limiting illnesses.

*  Ruby works in a district general hospital in a role bridging two environments: A&E and a
surgical assessment unit (SAU). She openly acknowledges feeling more at home in the SAU.

*  Beth also works in an acute setting, where her role is that of a critical care outreach sister.
It is a role that involves facilitating discharge from critical care units to the wards,
preventing the deterioration of patients on the wards and, where necessary, enabling the
timely transfer of patients from the wards to the critical care areas.

*  Wendy works in a minor injuries unit in an isolated setting within which access to services
necessary to the management of serious health care problems is complicated by distance.
It is also an environment within which the patients who attend frequently are well known.

*  Jackie’s role is new and centres on female street workers.

*  And finally, there is Allison, who works in a primary care setting for two partners. The
population she works with is by definition ‘deprived’ and unemployment is high.

REFLECTIONS ON THE EDUCATION FUNCTION OF THE ROLE

Different as individuals and varied in terms of the focus on their work, each of the
students share something in common, namely their positive orientation to the
education function of their roles. In a variety of ways they speak of the fact that it is
intrinsic to their work. As Kate explains:

teaching families nursing care procedures, enabling them to manage their
child’s health care needs within the home environment and to act as a specialist
resource for health and social care workers is a key component of my role.

Isabel agrees, but, as she does so, considers the change in emphasis from an acute
to primary care setting that she has experienced:

In my previous role in A&E, health promotion was specifically related to the
short-term goals of accident prevention and improving recovery. There was
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not the emphasis placed on coaching and health promotion that there is in
primary care and so this was a steep learning curve, particular in relation to
the coaching that relates to long-term conditions.

Gloria’s perspective on the importance of the education function of the role
connects with her work with the armed forces, where, as she observes:

The primary task of the Forces Medical Services is the preservation of the
health of the troops; therefore, disease prevention, health promotion and
health education must be part of the remit of every health care provider in
the military.

If the students agree on the significance of this domain of practice, they also share
a common understanding that effectiveness within its parameters depends on well-
refined communication skills. As Beth puts it, without them ‘teaching patients about
their health and guiding them to understand their illness’ becomes very difficult. She
goes on to consider that the way in which the ANP communicates may be key in
supporting motivation that will support lifestyle change. It is a point which connects
back to Rollnick et al.’s (1999) thinking.

Interestingly, Allison’s experience highlights the willingness of patients
experiencing significant challenges to their health and well-being to listen to positive
health messages, providing they are offered in a way which respects them as
individuals. Ruby also subscribes to a belief in the significance of communication
skills reflecting that they have the potential to:

promote an alliance with the patient that creates a belief in themselves and their
ability to handle situations effectively from their strengths and personal power.

Ruby continues, insisting that simply telling people what to do is not enough.
Citing Benner (1984), she argues that ANPs need to become:

experts in coaching patients through an illness so that ... they take what is
foreign and fearful to the patient and make it less frightening.

Importantly, she then adds a comment which suggests an understanding of what has
changed for her since commencing her ANP studies:

I feel my expanding clinical knowledge base, coupled with my increasing
ability to perform an extensive physical examination and a comprehensive
assessment at a more advanced level, is enabling me to provide more
information which reflects my patients’ needs.

Ruby’s reflection on what has changed for her in her practice is important for
another reason, because it begins the process of connecting together the different
domains of the advanced practitioner role. Yes, communication skills matter, but
that could be argued to be the case for all nurses. In this particular context with this
particular role in focus, Ruby is indicating that the conversation with the patient
alters because of the knowledge and skill base she has been enabled to develop.

PRACTICE, POLICY, THEORETICAL PERSPECTIVES AND
ROLE DEVELOPMENT

The experiences of three student ANPs are used to clarify the education function in
relation to the role of the ANP. The first connects with the strategic vision embodied
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in The expert patient, the second links to the aims of Choosing health and the third
focuses on the intent of Our health, our care, our say. Each example is offered because
of the dimension it offers and its potential to facilitate understanding of how the
education function of the ANP can take shape. Readers are invited to consider what
is shared and to reflect on which theoretical perspectives and models might have
been influencing the practice of the three students. It may be that alternatives present
which could be used to inform future practice.

The expert patient

Wendy offers the account of her work with Bob, described as a regular attendee in
the Minor Injuries Unit, with whom she developed a positive working relationship.
Bob first attended the unit in 2004 with a graze to his leg sustained in the garden 6
weeks previously. The graze had not healed and had deteriorated to such an extent
that Bob attended the hospital to see his GP at the insistence of his wife. He was
reviewed by his GP, commenced on a course of flucloxacillin and referred to the
Wound Management Clinic (WMC). He was subsequently referred back to our
department for a dressing change at the weekend because the WMC was closed.

Bob was 72 years old when I first met him. He lived with his wife in a
bungalow in the centre of town. He had two children, both of whom had
left home. Bob had been retired from his profession in the local town for
over 10 years and identified his hobbies as walking, cycling and meeting his
friends once a week in their local pub.

Bob was on medication for hypertension and had a medical history of
osteoarthritis and a previous DVT in his left leg — the leg that had developed
the ulcer. His GP had noted at the time that signs of venous hypertension
had been observed bilaterally, with an oedematous left lower leg. The WMC
had carried out a Doppler reading on his leg with an ABPI of 0.5; it was
decided that the ulcer was arterial in origin and that he was unsuitable for
any form of compression therapy. Investigations had been undertaken on
his referral to WMC to eliminate any other contributing untreated medical
condition such as diabetes mellitus.

On initial examination the ulcer was very superficial in depth, measuring
10 X 5 X 0.3 cm. Because of the good state of the ulcer when Bob first
began visiting us for weekend dressings, staff believed that it would heal
well. However, it soon became apparent that Bob’s views were quite
different from ours. The first inkling that we had of this was during one of
the early dressings, when we were talking about the wound and I was asked
how long it would take to heal. Knowing the complexity of wounds and the
chance of it regressing, I mentioned that I thought that it would take some
months for it to heal. I remember seeing the look of surprise on Bob’s face.
Observing this I asked him how long he thought it would take, and was
surprised when he told me his time-frame was measured in weeks rather
then months. I decided at this point to ascertain his knowledge of his ulcer.

Bob believed that his wound was like any other and would heal quickly
enough. At this early stage I didn’t want to overburden him with
information, especially as it was probable that we would see a lot of each
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other. Information, therefore, was provided on what Bob wanted to know
and what I thought was important with the intention of building on it.

I pointed out that ulcers were unlike normal wounds and because of a
number of factors were slower to heal than other wounds. Although at the
time I thought that Bob had understood what I had told him, with
hindsight I realized that he had not. Throughout the consultations, advice
and suggestion were given on factors that can help/hinder healing, such as
nutrition, age, medication, infection, smoking, chronic diseases such as
diabetes, sleeping and psychosocial aspects (Russell 2000, Dealey 2005).

Kolb (1984 cited by Oliver and Endersby 1994) identified four types of learning
competencies: feeling, perceiving, thinking and behaving. A person’s life and past
experiences will affect the way in which he learns, for Bob it was found that he preferred
actively to seek and experiment, leading me to see him as an accommodator (Oliver and
Endersby 1994).

Because of the nature of my shifts it was over a month later when I saw Bob
again. I realized that he was having some problems with his wound. When he
arrived for his dressing, Bob appeared less talkative then usual. On asking
how he was and how he was getting on, he informed me that he was feeling a
bit down. He’d had the ulcer for a number of months now and had seen no
improvement; in fact, he thought that it was getting worse. He commented
that it appeared slightly bigger and was producing more ‘stuff’. He also
confessed that it was beginning to bother him. When I asked him to elaborate
on this, using listening skills that I had begun to learn, Bob told me that it was
becoming sore and this, along with everything else, was beginning to get him
down. Normally I would have provided him with advice on what he needed
or could do. But I somehow knew that this was not what he needed. Instead I
invited Bob to talk and I listened. I noted that Bob appeared to be in a
brighter mood when he left and seemed determined to try some of the
suggestions that had been mentioned to him in previous consultations.

Nevertheless, the ulcer continued to deteriorate and with it came a change
in Bob’s attitude, general demeanour and appearance. As the wound
steadily broke down, Bob became more withdrawn and began to banter less
and less with myself and the other staff. He had always given the appearance
of being younger than his years, so it was a shock to see him almost visibly
age in front of the staff. It was also observed that his clothing was stained
and badly fitting, whereas his appearance at the initial contact had been
smart and clean.

Investigations were undertaken by me, my colleagues and the staff of the
WMC, with whom we closely liaised. An infection of the wound had
previously been identified on more that one occasion via clinical signs and
through results of wound swabs. Although prescribed medication had
appeared to halt the progression of the infection, the wound continued to
deteriorate.

In October 2005, a routine blood test revealed that Bob had a high alcohol
content in his blood. A study by Stephens et al. (1996) found that alcohol
delays the healing process through its effect on fibroblast function and
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collagen synthesis. When dressing his wound, I mentioned the blood test
and the result. Bob made it clear that he was unhappy to receive any advice
on this subject. His notes indicated that staff in the WMC had also strongly
advised him to cut back on his drinking. I began to wonder whether it had
increased in response to the poor healing of his ulcer.

Using the CAGE questionnaire I enquired about his alcohol intake
(Mayfield et al. 1974 cited by Bickley 2003). Bob told me that as well as
going out once a week at the weekend, he was now drinking most nights at
home. He appeared to be rather defensive about his alcohol intake and I did
not enquire any further. Although I would have liked to have given him
advice and for him to follow it, through constant contact I had discerned
that Bob was a person who would change his behaviour when he decided he
was ready to and would not be pressured or told. On reflection, Bob was at
the pre-contemplation stage of the stages of change model regarding his
alcohol intake (Prochanska et al. 1992 cited by Rutter and Quine 2002). I
decided that at this stage the relationship between us was more important
than his alcohol intake. Although I was worried by the increase, his self-
assessment indicated that he was within recommended limits.

However, Bob’s alcohol intake was not his only problem. Colleagues were
extremely concerned about his emotional well-being. Depression has been
categorized by the American Psychiatric Association (1994) as the patient
showing or complaining of five or more symptoms over a period of 2 weeks,
from a symptom list of nine. Depression, anxiety and hostility have been
reported in the literature by patients with chronic wounds such as ulcers
(Franks et al. 1994, Gould 1999). I approached Bob’s GP to express my
concerns. Patients who develop low self-esteem can lose the motivation to
persevere with treatment, believing that their ulcer will never heal and thus
tulfil their own prophecy. The steady deterioration in the ulcer may have
accounted for the state that Bob was in.

Bob still complained occasionally of pain in his ulcer and although he had
been prescribed analgesia, the team was not aware whether he was using it
or not.

There is a perceived cultural difference in the response to pain, which can lead to
stereotyping. The young person is believed to be more vocal and demanding
regarding pain relief, whereas the older population appear to ‘make do’, not wanting
to cause a fuss (Gould 1999). The effect of ulcers on patients’” quality of life can
include pain, reduced mobility, disfigurement, lack of energy and affect their work
and social life (Callam et al. 1985, Franks and Moffatt 1998). This effect can be more
pronounced on men than women and can engender negative feelings and emotions
in the patient (Frank and Moffatt 1998). Patients reported feeling unclean because of
the smell of the exudate from the wound, which led to them withdrawing from
people and isolating themselves (Douglas 2001).

The condition of Bob’s ulcer had deteriorated until it was almost
circumferential and covered most of the anterior leg, with satellite ulcers to
the posterior of the leg. The wound, especially at its distal aspect, had
become much deeper. The amount of exudate had increased so that daily
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dressings were required for its management. The distal aspect of his foot
had become swollen and blue in colour, and there was an offensive smell
and deterioration in the surrounding skin.

The nursing staff at the WMC decided to refer Bob to the hyperbaric
chamber for treatment in late 2005. However, Bob’s attendance was
sporadic. He found that the procedure was uncomfortable and increased
the amount of pain and exudate to his ulcer. He decided to stop going, but
was persuaded on a number of occasions to try the therapy again. By
November 2005, Bob had decided that he would not attend the chamber
anymore despite the risks, which included the need for amputation.

At this point, there appeared to be a positive turn around in Bob’s
emotional state. Throughout the period mentioned, I had consistently
supported Bob and offered suggestions for improving the healing progress.
After making the decision regarding the treatment via hyperbaric oxygen
and being supported in this, Bob decided to visit France with his wife in
March 2006. Dressings and referral notes were taken with him and the
weekend proved to be a success. Bob felt happier in going out and more
confident. He did not feel so self-conscious regarding the smell of the
wound. After a few visits to France, Bob returned home with a few new
treatments that he wanted to try out. One was the use of magnet therapy,
which he had read about on the Internet. Electromagnetic therapy
supposedly works by promoting healing through fields of electricity. Its
benefit has been debated in the literature with no conclusive evidence
established (Ravaghi et al. 2006). Another was a cream to be applied to the
skin surrounding the ulcer. The composition of the cream was: 40 g of cérat
de Galien, which was made up of 53.5% sweet almond oil, 33% rose water,
13% beeswax and 0.5 sodium borate; 30 g of fucidine; and 30 g of diprobase.

The use and effectiveness of alternative and complementary medication has been
debated in the literature, with moves towards the need for professional regulation
being highlighted (Mills 2001, Simpson and Roman 2001, Barnes 2003, Shang
et al. 2005). After deciding on the basis of the evidence that neither of these
‘treatments’ would inhibit skin healing nor have a detrimental effect, Bob was
supported in his decision-making. The importance of listening and involving the
patient in their treatment has been highlighted by Ebbeskog and Emami (2005) and
in policies such as The NHS improvement plan (DoH 2004b).

The change in mood also coincided with a change in the ulcer itself. The exudate
became much lighter so that Bob was able to return to alternate-day dressings. Most
remarkably, the skin surrounding the ulcer made a huge improvement and no longer
looked macerated. Health-promoting advice continued to be offered in small
amounts. Bob has made changes to his diet, which had been very calorific. He has
reduced his alcohol intake to normal levels. He now only drinks socially, but is
unwilling to give up alcohol at the moment. His expectations of healing are now
more realistic as he realizes that it is a long process. According to Morse’s (1991)
work on nurse—patient relationships, my relationship with Bob is a connected
relationship. Our relationship has build into a therapeutic one over a period of time.
Talking and listening is at the heart of the relationship, which accounts for much of
Bob’s attendance at the department, without it becoming over-involved.
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Poulton (1991) wrote that individuals modify their health behaviours when they
can see a clear and obvious benefit. Bob has since given up alcohol and has lost
approximately 9 kg. Although he misses drinking and finds it hard at times, he
believes that the benefits are worth the effort.

Choosing health

Gloria offers this account of a one-off interaction that took place in a military
medical reception station (MRS), using de Bono’s (1985) Six thinking hats as an
organizing framework.

A 22-year-old male soldier (Mr Z) arrived ‘on spec’ one evening for the
treatment of heel blisters. There are set times for attending the MRS and
only emergencies should be seen outwith these times. Most staff, especially
military combat medical technicians (CMTs), turn soldiers away to return
at the appropriate time (07.30 at sick parade). As an Ministry of Defence
nurse I totally understand the military culture of following orders, but
nonetheless I also understand the pressure cadets are under to perform. The
ethos of not letting the side down and the fear of the wrath of their training
officers if they want to attend ‘sick’ in the morning puts the cadets under
tremendous pressure. As a student ANP, I know that there could well be a
rampant, infective, cellulitic blister lurking in Mr Z’s socks! I make sure
cadets know the MRS rules so they don’t end up being told off by others,
but I never turn them away.

The combination of soldiers traditionally having a ‘macho’ stereotype (Dawson
1994 and Goldstein 2001) and the stereotype of men as healthy, strong and self-
sufficient (Robertson and Williams 1998) means that many feel that they need to live
up to this image, although it may prevent them from seeking advice. Once Mr Z was
reassured that I would not be ‘telling him off’ for attending out of hours and by not
trivializing his concerns, I felt he relaxed and we built up a good rapport.

Red hat: my feelings

While treating his blisters Mr Z asked if I could help him stop smoking. I'd
just returned from training as a smoking cessation (SC) advisor, and was
more than keen to put my newfound knowledge into practice and was full
of the most up-to-date evidence about smoking cessation advice, although I
explained that I was a novice in the field. Consequently, I asked if he would
object to my sitting in on his first session with a more experienced advisor
and to follow his progress. We spent some time discussing his motivation
for stopping and what help we could offer at the MRS. We discussed in
detail where he could foresee problems and talked about coping strategies
for these; basically I worked through the Four A system (ask, advise, assist
and arrange). He explained that he had tried to stop smoking in the past
using patches but ‘they gave him nightmares’. He was a 20+ a day smoker
and lit his first cigarette before he got out of bed in the morning; he thus
scored highest in the Fagerstrom test for nicotine dependence (Heatherton
1991), thus he was a perfect candidate for intense intervention therapy.
Although the latest NICE (2006) guidelines say that there is no evidence



142 Domain 4: The education function

that the transtheoretical (stages of change) model is more effective than any
other approach, I deduced that Mr Z was in the contemplation stage
(Prochaska and DiClemente 1982). An appointment was made for a couple
of days later when I looked forward to helping Mr Z on his journey to
becoming a non-smoker. I was excited at his determination and felt positive
that we would be able to help him.

Black hat: negative side

Presently the only smoking cessation services offered in this practice are
30-minute appointments at the medical centre, which inevitably restricts
access. During the consultation, I sat quietly to one side. My colleague took
Mr Z’s smoking history and told him ‘jokingly’ that he had to succeed
because she needed a success! She prescribed 16-hour nicotine replacement
patches (as opposed to 24-hour ones). After I tentatively mentioned nicotine
gum to supplement the patches, she said he could have gum to take in the
evenings as he couldn’t chew gum in uniform. I had to bite my tongue, as I
couldn’t believe that she was giving suboptimal advice (Hajek 2006), but it
would have been unprofessional to start a discussion within the
consultation, despite the fact that the evidence indicated that my colleague
was not working to recent guidelines and was almost setting this soldier up
for failure. Unsurprisingly, Mr Z didn’t come back after the second week.

Yellow hat: positive side

I was deeply disappointed that a good opportunity had been missed and
became determined to improve soldiers’ access to SC clinics and up-to-date
practice, so affording them the optimal chance of success. Nicotine
replacement therapy, in whatever form, is an established pharmacological aid
to help smokers quit and has consistently been shown to almost double the
abstinence rate, irrespective of the level of additional interventions (Stead and
Lancaster 2005). NRT and SC Clinic availability in medical centres offer the
best chance of quitting for soldiers (Mahony-Zahe 2002). Some barriers to
successful quitting include the military hierarchical rank structure, military
duties and training exercises that take soldiers away from camp regularly, and
peer pressure, especially among the young recruits who don’t want to ‘lose
face’. Nevertheless, there are also enablers. NRT is free to serving soldiers, and
the discipline within the military could provide a positive influence if more
people, not just nurses, were involved in smoking cessation.

Research has shown that the more a soldier smokes, the poorer his or her fitness
performance, with a resultant increase in injuries (Jones et al. 1993). It is also the
case that following surgery, smokers’ wounds take longer to heal (Bahrke et al. 1988).
Historical evidence suggests that military efficacy could be compromised because a
smoker is to some extent visually challenged in darkness, requiring some 20% more
time to readapt following a ‘flash’ (von Restorf and Hebisch 1988) and logistically,
the frequency with which smoker’s cough, the lighting of a cigarette or the smell of
tobacco can give away the soldier’s location (Adam and Ladell 1953). Bearing all
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these factors in mind it is not only the physical health of the soldier that needs to be
considered when planning smoking cessation within the army, but also the
battlefield implications.

Green hat: application to practice

Initially I spoke to my mentor about how to handle this sensitive situation
and we decided that instead of a teaching session on the latest evidence-based
practice, which we knew would provoke the same antagonistic reaction, it
would be better to start by inviting the drug representative from our NRT
supplier to come and give us the most up-to-date information about the
products. Meanwhile, I prepared handouts from my recent course to
distribute at the meeting. I don’t believe that direct confrontation is always
the answer. Letting people think something is their own idea often leaves
them in their own ‘space’. Nevertheless, I would like to work on my people
skills so that I can handle situations like this without feeling uncomfortable.

Blue hat: application to other situations

Nurses need to understand the requirements of their target population while
implementing public health policy during clinical practice, and advice about
smoking in the military may be a component of primary (discourage from starting),
secondary (encouraging otherwise healthy smokers to stop) and, although less
common in this setting, tertiary health promotion (encourage to stop after disease is
established) (Donaldson and Donaldson 2000).

Within the army, the Maudsley Model is considered to be the most suitable base
for an effective programme. I envisage that the establishment of group sessions could
utilize the camaraderie and support that is inherent between soldiers. Drop-in clinics
in the messes or gym, or even IT solutions, such as text-messaging communications
of encouragement could be beneficial. The government White Paper Choosing health
(DoH 2004) advocates that people need to make informed choices so, perhaps,
physical training instructors (PTIs) (in charge of soldiers’ fitness) and the combat
medical technicians (CMTs) (who accompany the soldiers in training), both of
whom understand the culture and ethos of the military lifestyle, are the ideal
‘message bearers’ between the health care providers and the soldiers. They could
become the ‘heath trainers’, as envisaged in the White Paper. Army dental services
could also play a vital role in smoking health education (Barnfather et al. 2005).

Although the implementation of these solutions would involve extra cost both in
training and man-hours, the long-term benefits could far outweigh the costs.
Discussions are now under way between the GPs, smoking advisors, practice
manager, PTIs, CMTs and platoon commanders to negotiate the most appropriate
way forward so that this vital public health issue can be addressed.

Our health, our care, our say

In contrast to the two previous examples, which illustrate the potential of the ANP role
on a one-to-one basis, Jackie’s emergent role embraces a specific population focus and
brings to life particular elements of the education function within the context of
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Our health, our care, our say. It highlights the work of an outreach worker whose role
centres on substance abuse in a population of street workers.

The role was specifically developed in recognition of the particular health needs of
the substance-misusing, female street worker population and the belief that an
outreach ANP could encourage clients into mainstream services via the delivery of
locally based services. In order to focus what might risk becoming a diffuse service,
Jackie’s role centred on massage parlours and the need for health input concentrated
on hepatitis B and contraceptive advice. As such, it sought to work collaboratively
with prostitution as an activity, defined by the Home Office (2004) as the exchange
of sexual services in return for a payment, be it money or drugs, and with prostitutes
as individuals. Importantly, Jackie’s role recognized the risk to female street workers
that comes from their reluctance to disclose their area of work, whilst at the same
time understanding that the locally based Centre for Sexual Health is currently
overstretched, with excessive waiting times. Furthermore, Jackie notes that despite
the fact that services provide free condoms, support and educational advice, evidence
suggests that female street workers remain reluctant to access them. Jackie questions
why this is the case in the context of Paying the price (Home Office 2004), which
acknowledges that individuals involved in prostitution require specialist support by
means of outreach services.

Jackie goes on to describe a growing understanding of the target population.

The age range of the sex workers is between eighteen and fifty-three. Contact
with the parlour girls is quite regular ... and they appear happy to disclose
personal information. Some workers are married, some have long-term
relationships but it appears that very few of the girls disclose their
occupation to their partners. Many appear to use the occupation of care
home workers to cover up the shift patterns, or state they are receptionists at
the parlours. All use pseudonyms. Some of the women are mothers who
state they work to give their children things they would otherwise not be able
to afford. Locally in the parlours the cost appears to be forty pounds with the
parlours taking a cut of this; however, more can be earned in negotiation
with the customer. The busiest periods were stated as the summer months,
when the holidaymakers were about and the slackest period after Christmas.
All the girls stated they use condoms all the time whilst at work; however,
split condoms do occur. It also appears that outside of work, in their own
personal relationships, the girls do not use condoms.

Determined to develop an evidenced-based service, Jackie recounts her analysis of
the literature and the identification of key themes, specifically the correlation
between sex workers and drug use; inconsistencies in use of condoms by sex workers;
understanding of sexually transmitted infections (STIs) among sex workers; and the
provision of outreach services for marginalized groups.

Jackie concludes that evidence from Britain and abroad highlights that sex workers
find it difficult to access mainstream service provision. The reasons for this include
the fact they are perceived as undesirable or difficult (Weiner 1996). In addition, the
work itself promotes social exclusion along with illegal aspects involved in it. Jackie
argues that to be a sex worker brings with it discrimination and hostility and so
argues the need to provide an outreach service provision for sex workers which has
an in-built educational perspective designed to promote empowerment and
minimize health risk.
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REFLECTIONS AND CONCLUDING THOUGHTS

Using as a benchmark the domains of practice identified by the Royal College of
Nursing (2005), now adopted by the NMC with the intention of regulating the role,
it is possible to surmise that student ANPs are likely to experience the most dramatic
role development in dimensions of practice with which they are less familiar, for
example health assessment, diagnostic reasoning and clinical decision-making.
Pursuing this argument, it might then be concluded that role development in respect
of the education function would be quieter. As noted previously, initial registrants
need to be able to demonstrate that they can create and use opportunities to
promote the health and well-being of patients, clients and groups (NMC 2004).

The voices of student ANPs challenge this expectation. Although it is indeed the

case that the individuals who shared their thoughts were familiar with educating
both children and families, and a range of adults in different settings, the experience
of learning to take up, as a whole, the competencies which define the role can be
seen to alter they way in which they are approaching this vital component of
professional practice.

The accounts of Wendy, Gloria and Jackie illuminate this further and, in addition,
enable understanding to build in respect of the ways in which student ANPs can drive
forward government policy in the interests of patients, clients and hard-to-reach
groups. Specifically reflecting back on Rollnick et al’s (1999) analysis of behavioural
change and the risk of creating resistance (Figure 6.2), in different ways, Wendy,
Gloria and Jackie can be seen to be forging relationships that have the potential to
protect health and minimize risk now and into the future. It is argued that one of the
reasons why they are able to do this links to the dynamic interplay between the
component parts of the seven domains. Consequently, the education function is not
isolated from any of the other domains and the competencies identified therein. This
implies that the way in which the ANP takes forward the education function may be
different to the way in which a clinical nurse specialist, for example, develops this
aspect of their practice. Readers are invited to reflect on this as a possibility, not with
the intention of arguing that ANPs are in someway better than their peers. Rather the
invitation centres on building an understanding of how and why each of the different
elements that comprise the seven domains combine to maximize a role committed to
promoting health and minimizing risk in the interests of individuals, groups and
society as a whole.
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INTRODUCTION

The nurse practitioner role in the UK was first introduced into general practice by
Stilwell in the early 1980s (Stilwell 1981, 1985, Stilwell et al. 1987). Since that time
the role has developed and changed and there are now numerous examples of nurse
practitioners working in diverse and varied roles in both hospital and primary care
settings throughout the four countries of the UK. Nurses have moved into the nurse
practitioner role to meet the needs of underserved populations (Smith 1992), to
enhance the capacity of general practice in areas of poor GP recruitment (Kenny
1997) and to deliver innovative health care services to populations with specific needs
(Walsh and Howkins 2002). Examples now exist of nurse practitioners taking on
triage roles (Reveley 1999), running minor illness clinics (Marsh and Dawes 1995),
accepting same-day clinic appointments (Kinnersley et al. 2000, Venning et al. 2000)
operating open access clinics (Salisbury and Tettersell 1988), running bronchiectasis
clinics (Sharples et al. 2002), working with farming communities (Walsh and Howkins
2002) and carrying out day case preoperative assessment (Wadsworth et al. 2002). In
addition to the diversification into a wide range of clinical areas, nurse practitioners
have also been expanding and developing their practice, with many now prescribing
independently, ordering radiographs, referring to colleagues in secondary care and
taking sole responsibility for whole areas of clinical care with only minimal input
from medical colleagues.

The reason the nurse practitioner role has evolved in this way is not only because
the government and nurse leaders have encouraged this development but also because
nurses themselves have continually worked at developing their professional roles.
Nurse practitioner posts have grown and taken shape because clinical nurses have
used evidence-based practice to underpin their work with patients; they have researched
their own roles and have provided evidence to managers and employers to sustain
and develop their work. Nurse practitioners have provided leadership both within
the clinical team and within the profession of nursing. The Nursing and Midwifery
Council (NMC) competency framework addresses a range of domains of practice
which focus on the skills associated with the role; the ‘professional role’ is the
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domain which is focused on introducing, developing and establishing advanced
nurse practitioner (ANP) practice. The aim of this chapter is to examine the
professional role domain with a specific focus on the development of the role,
approaches to directing care and methods of providing leadership to others.

DEVELOPS AND IMPLEMENTS THE ADVANCED NURSE
PRACTITIONER ROLE

Uses evidence and research to implement the role

In order to implement a new nurse practitioner role, or to make the case for
developing the role of an existing nurse practitioner, it is important to be aware of
the research that has been conducted on similar roles or in similar areas of practice.
There is a growing body of research which examines the nurse practitioner role.
Becoming familiar with the existing work can help you to be fully aware of the benefits
and pitfalls that lie ahead. Nurse practitioner research originated in the United States
in the early 1960s (Hooker and Mayo 2002). In the UK, research into the role of the
nurse practitioner commenced with Barbara Stilwell in the early 1980s. Stilwell (1981)
provided a description of the pilot project in which she was involved and, later on,
an analysis of her role (Stilwell 1985, Stilwell et al. 1987). The analysis included a
description of the types of conditions she dealt with, how many required referral for
further investigation and the results of patient questionnaires. Patients gave their
reasons for consulting with the nurse practitioner including, ‘T thought I could talk
better to her’, ‘to save the doctor’s time’ and ‘she’s got more time for you’. The
conclusions from this study were that the nurse practitioner could deal with one-third
of all consultations without referral to a doctor; additional problems were raised in
46% of consultations which mostly involved health education; and most patients
made an appropriate choice to consult with the nurse. Stilwell acknowledged that she
had 20 minute appointment times and that this was considerably longer than the GP.

Owing to the small number of qualified nurse practitioners in the UK during the
1980s and early 1990s, evaluation of the role was focused on single practitioners
(Salisbury and Tettersell 1988, Reveley 1999) or on newly qualified practitioners
(South Thames Regional Health Authority 1994, National Health Service Executive
1996, Reveley 1999). Towards the end of the 1990s, nurse practitioner research began
to compare the work of the nurses with that of the GP. Concerns were raised that
nurses may be acting as cheap alternatives to the GP and therefore could be providing
a lesser service to patients and at worst could even be unsafe (Dickson et al. 1996,
Crawford 1997). Reveley (1999) carried out an evaluation of the triage role of a single
nurse practitioner working in general practice with seven GPs, and Venning et al.
(2000) and Kinnersley et al. (2000) reported on randomized controlled trials involving
nurse practitioners in general practice. Examples of other studies that used randomized
controlled trials to compare the work of the nurse practitioner with doctors in the
same setting are Sharples et al. (2002), who examined care in a bronchiectasis clinic,
and Cooper et al. (2002), who focused on emergency nurse practitioner services.

In 2002, Horrocks et al. reported on a systematic review of the literature relating
to whether nurse practitioners working in primary care can provide equivalent care
to doctors. They state that it is important to consider whether nurse practitioners can
substitute for doctors by providing safe, effective and economical management of
patients. The results of their review demonstrate that patients are more satisfied with
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care by a nurse practitioner and that the quality of care offered by a nurse practitioner,
when compared with a GP, is ‘in some ways better’ (Horrocks et al. 2002: 821). The
authors reported that nurse practitioners tend to have longer consultations and tend
to make more investigations, but that there is no difference in the number of
prescriptions generated, return consultations, referrals or in patient health status
between the two groups.

The research consistently reveals a significant difference between nurse practitioners
and doctors in patient satisfaction. The reasons for enhanced patient satisfaction are
not clear. Patient satisfaction is a multidimensional construct and components of
satisfaction change over time (Fitzpatrick 1993). Patient expectations have been
found to affect subsequent patient satisfaction (Merkouris et al. 1999) and it is
possible that this plays a role in the increased patient satisfaction with nurse
practitioner consultations. Whatever the reason might be for increased satisfaction,
the results of the patient satisfaction data in the studies reviewed above would
suggest that there is some kind of qualitative difference between nurse practitioners
and GPs. There is no information relating to the nature of this difference.

More recently the research has turned to examine the cost-effectiveness of nurse
practitioners. Hollinghurst et al. (2006) compared the cost of nurse practitioners in
primary care with GPs and found that nurse practitioners were more expensive. This
research was based on data that had been collected towards the end of the 1990s
before the implementation of independent prescribing and at a time when many
nurse practitioners were new to their roles and were having difficulty with patient
referrals and liaison with hospital consultants. Many barriers to nurse practitioner
practice have now been dealt with and therefore the arguments made by Hollinghurst
et al. (2006) need to be reviewed and updated to reflect the current climate. Laurant
et al. (2004) carried out a randomized controlled trial and examined what impact the
presence of a nurse practitioner had upon the workload of GPs. They concluded that
in the short term at least, the GP workload was not reduced and that nurse practitioners
should not be considered to be a substitute for GPs; instead, they should be seen as
supplementing the work of general practice.

Making yourself familiar with the research that has been carried out on the role of
the nurse practitioner in the UK will provide you with a sound basis from which to
make your case either to implement or develop the role in your setting. It is important
to be aware that several of the studies point to increased patient satisfaction with
nurse practitioners and yet, at the same time, you need to treat such a finding with
caution because we know so little about the nature of that satisfaction. Equally,
it is important to be aware that some researchers have made the claim that nurse
practitioners are less economical than GPs, both from a monetary and a time
perspective, and yet this research was based upon data collected at the end of the
1990s, when nurse practitioners were unable to prescribe and had difficulty in
referring patients.

It is important to ask yourself what you can add to your organization and what
impact you can have on patient care. In order to do this, you may need to collect
evidence relating to your place of work or your proposed place of work. Identify gaps
in care, consider how the nurse practitioner might be best placed to address the gaps
and then develop a succinct, articulate argument drawing on all of the available
evidence to make your case. Later in this chapter we shall consider how you align
such arguments with the strategic vision of an organization and how you might go
about marketing such a role.
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In summary, before developing and implementing the role of the ANP ask
yourself the following questions:

*  Why develop the role?

+  What can the ANP add to the organization?

* What organizational needs can the ANP address?

* Which gaps in the organization can the ANP address?

+  What research has been conducted to support this development?

+ In what ways will the introduction of an ANP role benefit patients?

Functions in a variety of role dimensions: health care provider,
coordinator, consultant, educator, coach, advocate, administrator,
researcher, role model and leader

Nurses who are working at an advanced, expert level will have the flexibility to work
in diverse ways to meet the needs of patients, their colleagues and the organizations
within which they work. If you stop to analyse a single consultation you might find
examples of all of the role dimensions that are listed in this competency, particularly
when you are dealing with complex, challenging situations. An example of such a
consultation is shown in Scenario 7.1 that demonstrates the breadth of the ANP role
in practice.

Scenario 7.1

A 24-year-old woman walked into the consulting room. She was dressed in
fashionable clothing, had curly blonde hair and was carrying a large green bag.
As usual | greeted her and offered her a seat before | sat down myself to begin
the consultation. She blurted out ‘I have a sore ear” and then grabbed her bag
and started to open it, rummaging through the things inside. | kept quiet and
observed her actions. She then put her hands to her face and burst into tears.
‘I've not stopped crying for days,” she said, ‘My life is in a mess, | have no friends
and it’s all my fault.” She went on to tell me about her problem with drinking and
that she felt she needed to drink heavily to cope with the outside world. She was
having black-outs and could not remember what had happened the night before
and then felt embarrassed about what she might have said or done. She described
her behaviour as being ‘some other person’ and this really wasn't the way she
was. She fluctuated between saying, ‘l can't be an alcoholic’, and yet realizing
that aspects of her behaviour pointed to a problem with drink. The consultation
continued with me listening and prompting her to continue to talk and finally she
returned to her painful ear.

The outcome of the consultation involved a referral to counselling services, referral
for investigations and plans for a follow-up appointment. The consultation required
sensitive, skilful communication to help her work through her thoughts and feelings
about alcohol. Benner (1984) refers to the ways in which nurses have to work with
patients to address culturally uncharted and avoided territory, and alcoholism is an
example of this. This is what is meant by the education function (see also Chapter 6).
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Such a consultation requires an advanced level of practice to help the patient chart
their way through their presenting symptoms, anxiety, depression and substance
abuse; it also takes skill to help the patient to express such concerns. When a patient
is feeling helpless it is important to be able to be an advocate on their behalf, to
provide them with options for support and to facilitate the treatment plan. This
requires coordination and administrative ability as it will often involve referral to
other agencies.

ANPs will be faced with a wide range of patients with a variety of problems and
concerns, and often unwittingly will move through various role dimensions within
one consultation. In addition to the specifics of the consultation the nurse
practitioner will often provide leadership to others, including students, other health
care professionals and other staff in the organization. They will do this by keeping up
to date with the latest evidence and keeping themselves informed. Not all ANPs will
be actively involved in research but knowing how to access research and how
critically to analyse the work will ensure that you remain informed and are able to
provide leadership to others.

Interprets and markets the role to the public, legislators, policy
makers and other health care professions

The ANP role remains a relatively new concept to the UK public. Some areas of the
country have many nurse practitioners working in a variety of clinical settings, other
areas have no nurse practitioners. It is, therefore, important to consider every
contact with a patient and every contact with another health care professional or
manager as an opportunity to promote the role. This type of marketing is known as
relationship marketing, which focuses on creating and maintaining long-term
relationships with both clients and all other relevant stakeholders. Important issues
to consider include how you introduce yourself to each patient, how you approach
the subject when the patient asks you ‘what is a nurse practitioner?’, how you respond
when patients or others ask ‘when are you going to qualify to be a doctor?’ or how
you respond when a patient says ‘thank you, doctor’. Whatever your approach, it is
important always to emphasize to the patient that you are a nurse, not a doctor and
in your own words to interpret for each patient exactly what that means.

It may be necessary to consider marketing the nurse practitioner role in a more
formal manner. It can be helpful to carry out a SWOT analysis (strengths, weaknesses,
opportunities and threats). In marketing terms this is known as the internal audit
(strengths and weaknesses) and external audit (opportunities and threats) (see
Figure 7.1). You can consider what your strengths and weaknesses might be by
considering what you can contribute to your organization, what skills you have to
offer and what skills you need to develop. You can then review the organization in
which you work and you can consider what external factors will impact significantly
on the practice or your place of work in the future. This type of analysis can reveal
potential areas for development and can help you to identify how you might be able
to contribute to the organization. In turn, this will help you to articulate to others
your unique contribution or potential contribution to an area of clinical practice.

It is important to be looking ahead continually and to be aware of developments
in policy at a national level. You can then prepare yourself for the future so that you
will be adequately prepared to provide clinical care to patients as the health care
environment changes in response to strategic shifts at governmental level. In order to
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Internal audit

External audit

S
Strengths

What would a nurse practitioner have to offer the
organization?

What skills would a nurse practitioner have to
offer?

In what ways could a nurse practitioner benefit
patient care?

What would be the unique contribution of a nurse
practitioner to patient care?

(o]
Opportunities

What are the gaps in your organization?

Where is the potential for development?

Are there any patient needs that are not being
addressed?

Is government policy suggesting a change in
direction?

Is there any funding for the development of new
roles?

w
Weaknesses

Could the nurse practitioner have a negative
impact upon other members of the health care
team?

Would the nurse practitioner be too expensive?
Do patients understand the role of the nurse
practitioner?

Do other members of staff within the organization
understand the role of the nurse practitioner?

T
Threats

Are there any barriers to the development?

Is government policy supportive of your proposed
development?

Is local policy supportive of your proposed
development?

Are others providing the service you propose?

Is your proposal cost effective when compared to
others?

FIGURE 7.1 Example of questions to ask in a SWOT analysis.

TABLE 7.1

Sources of information to keep up to date with current trends

National Health Service (http://www.nhs.org.uk)

National Institute for Health and Clinical Excellence (http:// www.nice.org.uk)

The Department of Health (http://www.dh.gov.uk.org)

The Royal College of Nursing (http://www.rcn.org.uk)

Nursing journals, e.g. Nursing Standard (http://www.nursing-standard.co.uk) Nursing

Times (www.nursingtimes.net)

Medical journals, e.g. British Medical Journal (http://www.bmj.com)
Research and development funding (http://rdfunding.org.uk/default.asp)
Queen’s Nursing Institute (England and Scotland) (http://www.qgni.org.uk)
Colleagues, patients and allied health practitioners

Primary care trusts and hospital trusts (policies, strategy, developments)

Local colleges and universities
Public libraries

Voluntary agencies, not-for-profit organizations and charities

keep yourself in touch with such developments, it is important to keep scanning
various websites and to keep reading influential journals. Useful websites and other
resources can be found in Table 7.1.

However you choose to market yourself and your role, it is important to remember
that every action you carry out in the clinical setting will convey an important message
to each member of the public with whom you interact. It is not only a message about
yourself but it is also a message about all ANPs.


http://www.nhs.org.uk
http://www.nice.org.uk
http://www.dh.gov.uk.org
http://www.rcn.org.uk
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KEY POINTS

B Familiarize yourself with previous research on the role of the ANP.

B Reflect upon your practice and analyse the complexity of your role.

B Think about the needs of your patient population and shape services to meet those
needs.

B Think about the gaps in services and consider how the ANP role might fill those gaps.

B Keep up-to-date with research and policy developments.

DIRECTS CARE

Prioritizes: coordinates and meets multiple needs for culturally
diverse patients (see also Chapter 4)

Cultural diversity exists in every area of clinical practice throughout the UK. In some
areas the presence of a range of people whose first language is not English makes the
issue of cultural diversity obvious. There are examples of great efforts being made by
health care teams to address the varied needs of a wide range of cultural groups. An
example of this is the Hackney diabetes project, where culturally sensitive educational
leaflets, hand-held records, CDs and DVDs were created and training courses were
run in Hindi, Turkish, Gujarati, Vietnamese and Urdu (Jesson et al. 2006). In other
areas where the patients are mostly white Caucasian, the issue of cultural diversity is
less obvious and yet because of the all-pervasive and often unconscious nature of
culture (Walsh 2000) if you look carefully enough you will find a wide variety of
cultural groups in what appears to be a homogeneous population. An example of this
is the nurse practitioner project in farmers’ health (Walsh and Howkins 2002). It was
recognized that the farming community tended not to access health care services
until they were critically ill. They often lived with mental health problems, particularly
depression, and would never seek help. The farmers’ project aimed to reach out to
the farming community by taking services to them rather than expecting the farmers
to attend surgeries. A mobile unit was set up with a nurse practitioner and health
care assistant. The unit was parked at auction marts and at other places where farmers
would congregate and they were encouraged to come into the van to consult with the
nurse practitioner if they felt they had any health concerns.

The Hackney project and the farmers’ health project are both impressive and
obvious examples of nurses reaching out to culturally diverse groups. It is perhaps
less obvious that cultural sensitivity is necessary in every single consultation. It is
important to speak the ‘language’ of your patients and to be sensitive to their perspective
and their view of the world. An older person might refer to the diet you are
suggesting to manage their diabetes as being like ‘returning to the rationing of the
Second World War’ in which case other references to the war and times gone by
would be appropriate. A young man might use football analogies to describe his
feelings ‘I feel like I've kicked a home goal’” in which case you can respond with
further references to football.

ANPs can reach out to culturally diverse populations in the microcosm of the
consultation and at the macro-level of the organization. At the macro-level, services
can be shaped in the practice to ensure that no one particular group is alienated and
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that all groups feel welcomed. One of the best ways of achieving this is to ask patients
what they want and to try to understand their perspective.

Uses sound judgement in assessing conflicting priorities and needs

Scenario 7.1 provides an example of a patient attending for a consultation with more
than one need. Her reason for booking the appointment was her painful ear but it
very quickly became apparent that her major concern was her alcohol problem. This
particular consultation required little direction from the nurse practitioner, as the
patient very readily shared her concerns and spent most of her time talking about
what they both felt was the main reason for her appointment. It is not always so clear
and, occasionally, patients will spend a whole consultation talking about their
painful knee, their problematic hay fever or their athlete’s foot and then, as they are
about to end the consultation, they will announce that they have been experiencing
some funny pains in their chest recently. This can be particularly likely if the patient
is suffering from something they feel embarrassed about, such as erectile dysfunction
or dyspareunia and it takes them time to feel safe to share it with another person.
The nurse practitioner can use a number of tactics to help chart a way through
conflicting priorities and needs. Consultation and communication skills are
particularly important here and these are discussed in more detail in Chapter 5.
Some useful phrases to help elicit the patient’s main concerns and to learn about the
patient’s agenda can be found in Table 7.2.

If the patient has presented numerous important problems and needs in one
consultation, it is sometimes necessary to reflect this list of problems back to the
patient and to help them prioritize which issues to tackle first. It may be necessary to
explain that you understand that all of the problems are important but you may need
to ask the patient to make a follow-up appointment to address the remaining concerns.
Such decisions require sound clinical judgement and skilled communication. If you feel
that the priority is the patient’s uncontrolled blood pressure but he feels the priority
is his erectile dysfunction and the effect it is having on his home life, you will need to
acknowledge his concerns to demonstrate that you understand his priorities and
then you have to work together to address his complex needs.

Builds and maintains a therapeutic team to provide optimum therapy

It is not possible for any one health care professional to deliver all of the care
required by a particular patient population. It is, therefore, necessary to develop and
to work in teams. There are benefits to teamwork; for example, care given by a group
is greater than the sum of its parts, team members are better supported and have
increased job satisfaction, rare skills can be made more available to patients, prevention

TABLE 7.2 Open questions to identify the patient’s agenda

Can you tell me what your main concerns are?
Is there anything else that concerns you?

Is there anything else that is bothering you?
What do you think the problem is?

Is there anything else you would like to add?
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and curative work can be better coordinated, team members can learn from each
other and the patient receives more efficient care when ill (Pritchard and Pritchard
1994, Blackie 1998). Teamwork can also be a challenge as care offered by different
individuals can lead to duplication of effort, lack of direction and a potential threat
to the overall view of the patient and the patient’s family and carers. The key here is
that the nurse practitioner is involved in building and maintaining a therapeutic team,
one that functions smoothly and seamlessly. An example of such an approach is the
TLC (tender loving care) team meeting within a primary health care team.

Scenario 7.2

A group of staff came together to engage in a development called the ‘integrated
team project’. The idea was that the team would consider what challenges they
faced in their work and would carry out a SWOT analysis of their organization.
The meetings took place every 2 months over a period of 8 months and over time
the idea of the TLC meeting developed. The idea of the TLC meeting is that district
nurses, community nurses, social workers, health visitors, practice nurses, nurse
practitioners, GPs and Macmillan nurses get together once a week to review

all the patients who are in need of TLC. The TLC list is printed off each week by
the administrative staff and forms the basis for the meeting. Any patient who is
considered to be vulnerable, for whatever reason (new cancer diagnosis, terminal
iliness, deteriorating dementia and others) is discussed and the team coordinates
the care. These meetings allow for networking, the sharing of ideas and
perspectives about patients, a forum to review significant events and an opportunity
to coordinate care and share the responsibility between practitioners. Meetings
can appear to be yet another burden in the working week but if it is obviously
useful to everyone and, if the meeting is well managed, runs to time and remains
collegial and respectful of each practitioner’s input, then people will attend. This
improves the efficiency of the team and provides a sound basis for good working
relations and ultimately enhances the care of patients and their families.

The TLC meeting provides an example of a therapeutic team operating within the
wider primary health care team. Clearly, other teams exist within the wider team,
including those that focus on patients with mental health problems and those that
focus on organizational issues within the workplace. It is important to recognize the
value of such teams and nurse practitioners can play a pivotal role in the support and
maintenance of these networks in practice.

Obtains specialist and referral care for patients while remaining the
primary care provider

Whether the nurse practitioner works in a hospital or a primary care setting it is
going to be important to be able to communicate effectively with colleagues and to
be able to refer to specialist practitioners when the patient’s condition requires it.
Knowing when to refer and when to seek specialist advice requires advanced clinical
judgement. Communicating your findings and your reason for the referral requires
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skill to correspond in a succinct and clear manner. This skill can be learnt and it is
well worth practising. Referral letters are an essential part of high-quality clinical care
(SIGN 1998).

The purpose of the referral letter is to provide patient information, including
demographic details, clinical information and the reason for the referral (SIGN
1998). When writing a letter is important to consider who might be reading it,
including administrative staff, the specialist to whom you are referring and the patient
and patient’s family, who will be quite entitled to read such information at a future
date. Some clinicians choose to send copies of referral letters to patients at the point
of the referral to enable the patient to be as engaged as possible in the process and to
keep them as fully informed as possible. The essential elements of a good referral
letter can be found in Table 7.3.

TABLE 7.3 The essential elements of a referral letter

Patient demographics
Date of birth
Address
National Health Service number
Telephone number

Description of the presenting problem
Reason for referral
Main presenting symptoms

Related medical information relevant to the problem
Relevant past medical history

Relevant social history

Current medications and relevant past medications
Relevant results of investigations

What the patient’s expectations might be (if relevant)

Varying amounts of information will be included in referral letters according to
the complexity of the clinical situation. An example of a referral letter is shown below.

Respiratory Consultants
Respiratory Clinic

Dear Colleague

Thank you for seeing this 82-year-old patient with ongoing problems
with a productive cough. The problems date back to the end of 2004 when
he had the first of several episodes involving a cough that does not respond to
asthma medication or antibiotics. This has been an ongoing problem involving
periods of exacerbation and periods of improvement. When he has the cough
he tends to produce thick, green sputum, which is extremely difficult to
expectorate and results in breathlessness.

A number of sputum analyses have demonstrated the presence of a
variety of organisms including staphylococcus, Escherichia coli,
Haemophilus influenzae and mixed upper respiratory tract organisms.

On examination in between exacerbations, he is able to speak in full
sentences, has relaxed breathing, does not use accessory muscles and his
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chest size and shape is normal. He has no lymphadenopathy. He has good
air entry throughout the chest exam, heart sounds are normal, respiratory
rate is 22 per minute and pulse rate is 86 per minute, pulse oximetry is 96%.
Chest X-rays have been carried out in 2004 and 2005 and they are normal.
His most recent spirometry shows FVC 1.88L, VC 1.88 L, FEV1 1.38L,
FEV1% 95%, FEV/FVC ratio 82 and PEFR 230.

This patient has never smoked, he has a past history of asthma and a
history of cancer of the prostate in 2000. Current medication includes
alendhronic acid tablets 70 mg once weekly 30 minutes before food,
beclomethasone inhaler 200 pg/actuation two puffs twice daily and
salbutamol 200 pg two puffs four times daily as required.

The remainder of his significant active and past medical problems can be
found at the bottom of this letter.

In recent months he has tried a mucolytic, which has been helpful in
easing the symptoms. Unfortunately, he continues to have distressing
exacerbations of the cough, which is just not responding to the normal
course of treatments.

Yours sincerely

Nurse practitioner

Medical history: active problems  Significant past

2005 Hearing loss 2005 Standard chest radiograph Normal
2004 Osteoporosis 2004 Standard chest radiograph Normal
2004 Cough 2003 Supraspinatus tendinitis
2002  Renal impairment 2000 Carcinoma of prostate
2002  Asthma 1987  Essential hypertension
1995  Adverse reaction to

Micropore

Acts as an advocate for the patient to ensure health needs are met
consistent with patient’s wishes

Advocacy is a complex concept that raises a number of moral and ethical dilemmas.
It seems to be a reasonably straightforward issue when considered superficially, as it
would seem obvious that all nurses should aim to act as an advocate for patients’
wishes. The issue becomes less clear when we consider that people who are racists
have wishes and might not want to be treated by a doctor or nurse of a certain culture
or other patients who are paedophiles may wish to continue to abuse children. Clearly,
there are certain circumstances where it is totally inappropriate to act as an advocate
for a particular patient. If we set this difficulty aside and we understand that advocacy
cannot be seen as a general principle applicable to all patients (Walsh 2000) it is
possible to consider times when patient advocacy is an important and necessary
function of ANP practice.

According to Baldwin (2003), for advocacy to be required it is first necessary to
have a vulnerable patient who is facing conflict and second to have a nurse who is
willing to take on the responsibility of advocacy. The nurse must be prepared to
understand the patient’s wishes and must be proactive as well as reactive in taking on
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the advocacy role. Often this can result in conflict with other members of the health
care team as the nurse speaks on behalf of the patient and tries to make sure that the
patient’s views are heard. The benefit of advocacy, when it is used appropriately, is
that the patient will be empowered, their autonomy will be preserved and their wishes
will be acted upon. Scenario 7.3 provides an example of a situation where advocacy
was necessary.

Scenario 7.3

A patient with diabetes was attending the regular clinic at the surgery. She was
obese and was having great difficulty reducing her weight. The nurse reviewed
her in the clinic and found that her HBA1c (glycosylated haemoglobin) was rising
and it was time to change her medication. Unfortunately, she experienced severe
side-effects with metformin and could only tolerate one 500 mg tablet daily;
rosiglitazone had been prescribed previously but she had experienced ankle
swelling and breathlessness and this had been stopped for fear of worsening
heart failure. She was taking half the maximum dose of gliclazide but she had
reported worsening diarrhoea as the dose had increased. It seemed likely that the
patient should start insulin and the nurse asked her to think about this.

Immediately after the consultation with the nurse the patient saw the GP
about another matter. Because of her weight and rising HBA1c he threatened
her with insulin and said she had to change her diet ‘or else’. He recommended
that she kept a diet diary and asked her to return after a few days. She carried
out his wishes and he asked her to change her diet and to return for further blood
tests in 6 weeks' time.

When the nurse heard what had happened she spoke with the GP offering an
alternative point of view, including the patient’s willingness to try insulin. She
described the way in which this lady had struggled with obesity for many years
and had been unable to make much change to her diet, even though she had
received all the information and support from a variety of health care practitioners
including other GPs, nurses and the dietician. Eventually the care of this particular
patient was handed back to the nurse and over time the patient moved on to
insulin. She no longer took oral medication and so the problems with diarrhoea
settled completely. Her marriage, which had been under threat because of her
diarrhoea and flatulence, settled down and became more harmonious. She
remained overweight but her mental health improved.

Scenario 7.3 describes a patient who was vulnerable and disempowered by the
GP’s actions. She went along with his request as she did not want to upset him although
it had no impact on her weight. The nurse needed to be willing to take on the
responsibility of advocating for this patient and also needed to be prepared to enter
into conflict with the GP. Ultimately, the patient felt empowered to make her own
decision, but the whole situation threatened the relationship between the patient and
the doctor and the doctor and the nurse. It was important to make sure that the
nurse was properly representing the patient’s wishes as it was possible that inappropriate
assumptions had been made, and in fact some patients might have responded positively
to the GP’s approach. In this particular case, the patient and the patient’s family
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seemed to benefit from the advocacy role of the nurse practitioner, but this situation
does highlight the delicate and complex nature of representing patients’ wishes and
demonstrates the skill and sensitivity required when acting as the patient’s advocate.

Consults with other health care providers and public/independent
agencies

There is a degree of autonomy in the nurse practitioner role and nurses who work

at this advanced level of practice are expected to take on the responsibility of
autonomous decision-making. Although this is an important marker for advanced
practice, it is equally important to be aware of the limitations of your practice and to
recognize when another health care practitioner can provide the services you cannot.
It is therefore important to take every opportunity to become aware of local health
care providers and other agencies and to consult with them and refer to them whenever
appropriate. Building this network initially takes time and effort, but the patient will
benefit as they receive the appropriate advice and support at the appropriate time.

Incorporates current technology appropriately in care delivery

There are numerous ways in which current technology is used in daily practice. The
nurse practitioner needs to remain aware of developments both in equipment and in
computer software to assist in the delivery of care to patients. For example, ANPs
have been at the forefront of bringing spirometry into general practice, which has
now become a routine and standard procedure, and nurse practitioners in hospital
settings are using endoscopes to carry out investigative procedures. Scenario 7.4
describes how practice was changed in one region after a nurse practitioner used the
latest evidence in patients with diabetes.

Scenario 7.4

Having developed a specific interest in people with diabetes, a nurse practitioner
spent some time searching for the latest papers relating to the complication of
nephropathy. In the process it became apparent that testing for microalbuminuria
was important. A positive finding could lead to treatment which would prevent
further deterioration of the patient’s renal function, and in some cases would
reverse the damage that was already present (Panayiotou 1994). On the strength
of this, the practice changed its diabetes protocol and started to test all patients
for microalbuminuria on an annual basis. As the tests started to arrive in the
pathology laboratory, the director noticed there had been an increase in requests
for microalbuminuria testing and called the practice to ask what was happening.
A discussion with the director of the laboratory ensued and he was sent the
relevant papers to provide the evidence to support annual testing for patients
with diabetes. He agreed to the testing and gradually the practice became more
commonplace across the region and was not met with any further opposition.
Microalbuminuria testing is now standard practice in diabetes care and a decade
later it has become one of the quality indicators in the new General Medical
Services (nGMS) contract in primary care (NHS Confederation and BMA 2006).
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In addition to technological advances in testing and investigations, the ANP has a
variety of tools on the computer to help support patient care. Expertise in the use of
computer systems is critical to facilitate the analysis of practice. Databases can be
used to carry out audits, which can lead to changes in clinical practice. Carrying out
an audit can help to educate everyone involved in the process; it can enhance teamwork
and help people to understand one another’s roles in more depth. The audit cycle is
outlined in Figure 7.2 and this highlights the need to engage the team in the process
and to act upon the findings of the work.
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FIGURE 7.2 Audit cycle.

Uses information systems to support decision-making and to
improve care

The ANP will have a variety of information systems available to assist in the
decision-making process. In some instances this can be used in partnership with
patients to provide them with the latest evidence and equip them with the necessary
information to make an informed choice about their care. The reflective practitioner
will regularly review even the most routine conditions encountered in daily practice
to ensure that advice given is accurate, current and well informed. Examples of
decision-support information systems can be found in Table 7.4.

TABLE 7.4 Examples of decision—support information systems

NHS Direct: http://www.nhsdirect.nhs.uk

Patient UK: http://www.patient.co.uk/pils.asp

Prodigy: http://www.prodigy.nhs.uk

Clinical Evidence: http://www.nelh.nhs.uk/clinicalevidence
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There are also numerous processes available to the nurse which will be built into
the basic clinical computer systems, such as the Framingham risk calculator and
automatic electronic checks of drug interactions when prescribing.

KEY POINTS

B Cultural sensitivity can be achieved by working with individual patients and by
addressing organizational issues.

Sensitive professional judgement is required to work with patients who often have
complex needs and concerns.

Develop and maintain good relationships with your clinical team.

Network with other clinicians who work outside your immediate organization.
Patient advocacy, used appropriately, is respectful of patients’ wishes.

Keep up to date with technological advances and information technology.

PROVIDES LEADERSHIP

Is actively involved in a professional association

Professional associations can be a source of support, inspiration and education,
particularly when nurses are developing and creating new roles. The ANP could find
a variety of associations to be beneficial. Active involvement in a local network can
be useful in addressing local problems and challenges as it provides a forum for a
group of people to form a pressure group to help develop new ways of working and
to ensure the group is listened to.

Scenario 7.5

A group of nurse practitioners working within one primary care trust (PCT)
decided to develop an informal network to share ideas and experiences and to
provide a forum for education and development. The group decided to share
significant events at each meeting and to offer support and advice to each other.
It became apparent that a shared problem was the difficulty the nurse
practitioners had with referral to the radiography departments throughout the
trust, with examples of patients being turned away from the radiography
department because their request card had not been signed by a GP. Nurse
practitioners within the local minor injuries unit had been approved to sign
radiography forms and so the nurse practitioners within the general practice
setting approached the director of radiology to ask for approval.

A letter was sent from the group to the director, and after several months had
lapsed a response was received which stated that the nurse practitioners would
have to receive training in radiation safety and would have to provide evidence
that they were fully qualified nurse practitioners. In addition, the radiology
department wanted to develop a policy on the referral process for non-medical
practitioners and requested that each nurse practitioner should develop their
own protocol which was countersigned by a GP in their place of practice. The
nurse practitioners worked together to develop a protocol for radiograph
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referrals. Examples of protocols from other areas of the country were found by
accessing the Nurse Practitioner Association (NPA) web site (http://www.npa.
org.uk). The protocol was adapted by each of the practices and was signed by
the GPs. There were long delays while the radiology department reached
agreement on a policy for non-medical referrals and this was followed by a
further delay while the nurse practitioners waited for the radiation safety training
to be provided. Eventually each qualified nurse practitioner in the PCT had
submitted the necessary documentation, had attended the training events and
had agreed to the radiology department’s policy on referral. Finally the nurse
practitioners began to sign the radiograph forms and their patients had fewer
delays in accessing the care they needed.

Scenario 7.5 provides an example of the way a local group of nurse practitioners
used their collective strength to change local practices. They also sought assistance
from their colleagues elsewhere in the country who had been through a similar process.
The group’s links with the national NPA were helpful in achieving this. In order to
assist others the local group uploaded a copy of their protocol onto the NPA website
so that they in turn could contribute to the development of ANP practice elsewhere
in the UK. There are numerous benefits to being involved in a professional association.
This is just one small example of how working together can enhance the efficient use
of resources within the NHS. Ultimately such collaboration benefits patients who
then face fewer delays and are saved from duplicate consultations because the
practitioner with whom they are consulting has been provided with the necessary
tools to meet their needs. A copy of the protocol can be found in Appendix 2.

Evaluates implications of contemporary health policy on
health care providers and consumers

Across the UK the last decade has seen the introduction of many policies which have
had major implications for health care consumers. The National Service Frameworks
(NSFs) for England and Wales are examples of contemporary health policy that have
implications for consumers and providers. For example, the NSF for Coronary Heart
Disease (Department of Health 2000) has created a 10-year programme for improving
services for heart disease. Standards have been set for the whole of coronary heart
disease-related care, from health promotion, emergency care, specialist services and
surgery through to rehabilitation. The NSF even provides details of cholesterol
targets for people with heart disease, and these set the standard for treatment with
cholesterol-lowering medication until the more recent British Hypertension Society
Guidelines reduced the targets for lipid lowering even further (Williams et al. 2004).
NSFs also exist for health services for children, for renal services, for people with
cancer, mental health issues, long-term conditions, diabetes and for older people to
name but a few. In Scotland, clinical guidelines are provided by the Scottish
Intercollegiate Guidelines Network (SIGN), which aims to reduce variation in
practice and clinical outcomes across Scotland (Scottish Intercollegiate Guidelines
Network 2006). There are 90 guidelines, ranging from the management of dementia
to the management of suspected bacterial urinary tract infection in adults. In
Northern Ireland contemporary health policy can be accessed by visiting the
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Department of Health, Social Services and Public Safety website (see details below),
which provides information on issues such as immunization, waiting lists and sun
safety as well as the latest guidance from the chief medical officer and guidelines for
the management of a flu pandemic.

In addition to policy relating to specific conditions, the Departments of Health
have numerous policy statements relating to broad strategy and direction of travel.
For example, the Cumberlege report on community nursing has provided the
groundwork for the development of nurse practitioners in the UK by stating that ‘the
principle should be adopted of introducing the nurse practitioner into primary health
care’ (Department of Health 1986: 32). In 1991 the National Health Service Executive
Management published Junior doctors: the new deal, which paved the way for the
reduction in junior doctors’ hours (National Health Service Executive 1991) and
resulted in the development of a need for nurses to advance their roles and to take on
some of the work that had previously been the domain of doctors. More recently a
government document Making a difference: strengthening the nursing, midwifery and
health visiting contribution to health and health care (DoH 1999a) recognized the
developing role of nurses in the provision of health care.

It can be challenging keeping up to date with all the latest policy developments,
and yet many of them have a direct impact upon the work of nurse practitioners and
hence upon the care of patients. One method is to regularly access the relevant website
for your country. It is also possible to receive regular electronic bulletins from the
chief nursing officer by registering your contact details on the Department of Health
website (Table 7.5).

Participates in legislative and policy-making activities that influence
an advanced level of nursing practice and the health of communities

Policy development occurs at local, regional and national level and there are
opportunities for the nurse practitioner to be involved, and indeed to lead the way,
at any of these levels. At the local level, policy development is necessary to ensure
that local clinical practice remains current and in line with national trends and in
accordance with the latest evidence. An example of such a development is the
management of hypertension in general practice, which has required regular updates
as guidance on the management of hypertension has changed in recent years
(Ramsay et al. 1999, Williams et al. 2004, British Hypertension Society 2006). The
development of referral guidelines for radiographs outlined above is an example of

TABLE 7.5 The web sites for the Departments of Health in the four countries of the UK

England
Department of Health: http://www.dh.gov.uk

Wales
National Assembly for Wales: http://www.wales.gov.uk/subihealth/index.htm

Scotland
The Scottish Executive Health Department: http://www.sehd.scot.nhs.uk/

Northern Ireland
Department of Health, Social Services and Public Safety: http://www.dhsspsni.gov.uk/
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the ANP’s involvement in policy-making activities at the regional level. At the
national level there are opportunities for nurses to comment on developments at the
NMGC, and in recent years the most obvious example of this has been the
consultation on post-registration practice and the proposed competencies for ANP
practice (NMC 2005).

Advocates for access to quality, cost-effective health care

Determining the cost-effectiveness of certain health care interventions can be a
complex and difficult process. Equally, evaluating the quality of health care can be
difficult and may not be as straightforward as it might first appear (see Chapter 8).
Nonetheless, it is important for all ANPs to be aware of the cost of particular
interventions and to consider whether they are using NHS resources wisely. Certain
prescribing habits can have an enormous impact upon the cost of health care and
careful analysis of prescribing practice can result in impressive savings for the NHS.
Savings can be achieved by making simple switches to generic products with no
detrimental effect on the patient. Yet more saving can be achieved by making
informed and considered decisions when selecting a drug within a particular class of
drugs. An example of this is the selection of an angiotensin-converting enzyme
inhibitor (ACEI) for the management of hypertension with no other co-morbidity.
The annual cost of ACEI prescriptions per patient can range from £21.79 to £187.41,
depending upon the drug selected, and yet there is no proven difference in efficacy
between the groups in relation to the reduction in blood pressure (Drugs and
Therapeutics Bulletin 1995).

Evaluates the relationship between community/public health
issues and social problems as they impact on the health care of
patients (poverty, literacy, violence, etc.)

Once again it is necessary for the ANP to take a reflective, analytical stance to consider
which public health issues are significant in the patient population with whom they
are working. The early nurse practitioners such as Burke-Masters and Stilwell, who
provided health care services in areas of poor GP recruitment (Kenny 1997, Barr 2006)
are good examples of the ANP not only evaluating the relationship between community
health issues and social problems but also acting upon that finding. It is worthwhile
considering how easy it is to access your service. Do patients have to pay for taxis
because they are unable to park at your surgery? Are patients able to read the educational
materials you give them, and if not what impact will that have upon their ability to
understand and act upon their treatment plan?

Smoking is a good example of the way in which social issues impact upon the
health care of patients. In the UK approximately 28% of men and 24% of women
smoke cigarettes (British Heart Foundation 2004). The proportion is highest in the
16-24 age group and declines with age (Department of Health 1999b). Smoking
varies within various ethnic groups, for example males from the Bangladeshi and
Caribbean communities show particularly high smoking rates: 42% and 34%
respectively (British Heart Foundation 2004). Smoking also varies within different
social groups; one-third of people in manual households smoke compared with
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one-fifth in non-manual households, and rates are higher in Scotland than they are
in England, Wales and Northern Ireland, and tend to be higher in the north of
England and the Midlands than they are in the south (British Heart Foundation
2004). These statistics highlight the impact a person’s social group, ethnicity and
place of residence will have upon their likelihood of developing health problems
associated with smoking. The ANP needs to be aware of these issues and to take note
of them when working with patients in their efforts to make lifestyle changes. Clearly
a person whose social group routinely engages in smoking is going to have much
greater difficulty in stopping smoking than one who is surrounded by motivated,
supportive non-smokers.

Actively engages in continuous professional development and
maintains a suitable record of this development

The NMC’s post-registration education and practice (PREP) guidelines (NMC
2006) aim to ensure that the best possible care is provided for patients by
encouraging nurses to reflect on their practice and remain up to date with
developments. It is quite clear that thinking about your practice, reflecting on
strengths and weaknesses, engaging in lifelong learning, creating a personal
development plan and keeping it live are vital to ensure that you keep in touch
with current practice and that your patients receive the best possible care. The
personal development plan (PDP) is an ideal tool to enable you to highlight the
ways in which you meet the NMC’s competencies for ANP practice (NMC 2005).
It also helps to reveal any areas that could be focused on for development in the
coming year.

A good starting point for the personal development plan is to carry out a
SWOT analysis on yourself. The SWOT analysis was mentioned earlier in relation
to the analysis of the strengths and weaknesses of an organization (see Figure 7.1).
When applied to individuals, the SWOT analysis can be used to identify personal
strengths and opportunities for development and personal weaknesses and threats
to professional progression. You can enlist the help of colleagues to carry out a
SWOT analysis, as other people will often have a different perspective to your own.
Having carried out a preliminary analysis it is possible then to identify achievable
goals and these can be brought together in a development plan. It is important to
consider how you intend to achieve the goals and to write down how long you expect
it might take you.

Once the PDP has been developed it is then important to share your goals
and objectives with your employer, or in the case of nurse partners with a colleague
(Crumbie and Kyle 2006). An employer can then consider how your personal
plan matches the vision of the organization and will often review your PDP at
the time of the annual appraisal. Figure 7.3 provides a summary of the PDP
process.

Professional development should be dynamic, live and continuous. It is not simply
a process that you have to go through once a year. It is important, therefore, to
continually review your objectives and to gradually collect the documentation to
demonstrate that you are working towards your goals and the evidence to show
which goals you have achieved. Examples of what documentation might support the
PDP process can be found in Table 7.6.
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Carry out your own SWOT analysis.
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FIGURE 7.3 The personal and professional development process. PDP, Personal development plan; SWOT,
strengths, weaknesses, opportunities and threats.

TABLE 7.6 Documentation to support the personal development plan (PDP) process

Current PDP

PDP from the previous year

Feedback from colleagues and patients

Significant events

Audits and actions based on the findings

Study days and conferences attended and a record of what you learnt
Courses attended and a record of what you learnt
Involvement in the teaching and support of students
Protocols developed

Involvement in research

Presentations

Publications

Involvement in local charities or other voluntary work

KEY POINTS

Network with other ANPs both locally and nationally.
Keep in touch with the direction of local and national policy changes.

Consider the cost-effectiveness of your practice.
Consider the public health issues facing your community.
Keep a record of personal and professional development.

Personal and professional development should be accurate, relevant and live and this
can be achieved through regular reflection and by sharing it with a colleague.
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CONCLUSION

The very nature of ANP practice implies that the role should develop and change as
the needs of patients and organizations change over time. It is therefore essential to
embrace change and to be prepared to be flexible and dynamic. This relies upon the
advanced skills of reflection and evaluation and continual efforts to update your
clinical skills. You need to remain in touch with latest policy developments at both
the local and the national level and with the latest research on the advanced role of
the nurse practitioner. The role also involves leadership and as such you are not only
keeping in touch and updating your clinical work in line with national trends, but
you are also leading the way by using critical reflection, evaluation, the views of
patients and carers and a review of the latest evidence to propose and implement
changes in practice. Development of the professional role is a never-ending process
which, when carried out with sensitivity and careful consideration, will have a lasting
benefit to your organization and will ultimately, and most importantly, improve the
care of the patients with whom you work.
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INTRODUCTION

This chapter reviews the advanced nurse practitioner (ANP) domain of ‘managing
and negotiating health care delivery systems’ (NMC 2006a). As such, it offers a
student ANP an introduction to this domain, it details the domain’s competencies
and then, by reference to clinical scenarios, it reviews the range and diversity of
evidence that can be gathered for use in the portfolio. Thus, a central focus of this
chapter is that of ‘clinical evidence’, what is it, how may it arise, and where the
student ANP may identify and find it in any clinical situation. However, from the
outset it is implicit that, although this chapter will suggest and describe possible
sources and examples of clinical evidence, a student ANP must (when recording
these evidences in practice and in their portfolio) accord with local and national
guidelines that pertain to confidentiality issues.

To begin with, it is necessary to review the nature of this domain, what it is really
about, and to consider why it is a domain that is of serious concern for a student
ANP. For example, what is meant by the domain title that states that an ANP has to
‘manage and negotiate health care delivery systems’? At face value, this may seem a
simple assertion, but it will quickly become apparent that it is weighed down with
ambiguous meanings. Reviewing the domain title will lead to questions on the
differences (and similarities) between the terms ‘managing’ and ‘negotiating’. Are
they quite separate terms, or are they closely linked, and if they are linked, is their
relation context (theory) based or practice (clinically) based? Is ‘managing’ the same
as ‘management’, or is one the result of the other, where managing is viewed as a
process that arises from management? Is management primarily a process that
maintains an organization’s function and aim, or can management challenge an
organization’s function? In contrast, can negotiation be interpreted as a process
that arises from management and/or as a process that seeks to maintain the status
quo, or to challenge it and initiate change?
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Consider also what is understood by the term ‘health care delivery systems’. This
somewhat ‘designer’ management term provides a diversity, and a wealth, of meanings
and interpretations, ranging from focused ‘micro’ practical issues (such as drug
protocols, care plans, specific therapeutic regimes), through to the more ‘macro’
global systems (health service initiatives, national service frameworks and targets,
management structures, business strategies) that enable large health care organizations
(hospitals/community services) to function. Indeed, health care delivery systems are
not confined to the traditional health service organizations, but will include social,
educational, private and voluntary organizations.

Now consider in more detail the term ‘delivery’: the inclusion of this term within
this domain is significant in its own right, and should draw a student ANP’s
attention to an expectation of health care as a consumer service, a service that must
‘deliver’ a social outcome and need. By inference, if an expectation is that a service
should deliver (a service, a product), then another possibility is that it could fail to
deliver that service! Consequently, this investigation of the domain title has
introduced the concept of customer expectation, service and organizational
efficiency and quality, and resultant quality assurance needs.

It may appear that this deconstruction is simply playing with words, but it is
important to understand how easy it is for this domain to be misunderstood. Thus,
we must unpick and develop our understanding of the underlying theoretical and
practical concepts if a student ANP is to collect evidence meaningfully on this
domain — evidence that will contribute to insights and abilities as a future ANP.
What may at first have appeared to be a rather bland domain emerges, in reality, as a
complex and diffuse matrix of professional and organizational concepts (Figure 8.1).

Figure 8.1. models this matrix of concepts, revealing the continuous interactions
between the varying levels of organizational influence on management of change and
stability in health care delivery. Central to this constant organizational interplay is

Macro organizational systems
National and local government,
health service, social services,

private, commercial, legal,
strategies, frameworks,
employers, economies

The patient and family
Managing stability Psychology/Sociology/ Managing change
Negotiating stability Anthropology Negotiating change

The ANP
(Health professions)

Micro organizational systems
Wards, health centres, locality
services, managers, local
policies and protocols,
employees, budgets

FIGURE 8.1 The matrix of managing and negotiating health care.
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the patient (and their family). Although they exist in the wider social context,
influenced by the complexities of society, of culture of individuality, it is their
interaction and dealings with health care organizations, and with health care
professionals (specifically the ANP), that is of concern here.

Definitions in health care are rarely comprehensive, and are subject to constant
change as the world of clinical work is constantly evolving. However, I offer the
following definition, as it may be of use, and give the reader a foundation for the
domain’s meaning.

Managing and negotiating health care delivery systems is an advanced nurse
practitioner domain concerned primarily with the practitioner’s ability to
identify the scope and range of organizational structures, health care roles,
health care rules and regulation, health care groups, strategies, protocols,
material resources and human resources, and selectively utilize them to the
advantage of the patient or client group.

Using this definition enables a perspective of this domain as one that focuses on
the wide-ranging social and management structures of health care organizations.
Despite its broad scope, it is a competency domain that is core for a student ANP in
interpreting and understanding the wider practice standard for advanced nursing
practice. The aim of this chapter is to tackle those issues, to examine clinical practice
in such a way that a student ANP can identify and evidence their own skills within
this domain. To that end, the chapter structures itself naturally around the domain’s
explicit themes and components, most specifically into the two core areas of
‘managing’ and ‘negotiating’. It also directly links this professional domain to the
Knowledge and Skills Framework (DoH 2004a), enabling a student ANP to make
judgements on their professional activity within that of the national framework for
health care professionals.

KEY POINTS

B A general overview of the ANP domain of ‘managing and negotiating health care
delivery systems’.

B Deconstructing the domain meaning.

B The scope of influence — from focused ‘micro’ practical issues to ‘macro’ global
systems.

B Acknowledging the continuous interactions between organizational management of
change and stability in health care delivery.

THE ANP: MANAGING AND NEGOTIATING HEALTH CARE DELIVERY

The demand for evidence-based clinical practice in health care is also a demand
that a student ANP should examine the range of factors that influence their
clinical decisions. However, the literature also suggests that there are differences
between the culture, research base and decision-making processes of clinicians
and health care managers (Walshe and Rundall 2001). Thus, whereas health care
managers encourage the clinician’s use of an evidence-based approach towards
clinical interventions, there exists a difference between the factors that influence
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the clinician’s decision-making, and the factors that influence the health
manager’s decision-making. A student ANP can use this domain to analyse and
acknowledge those differences, and, where possible, explore their integration
so that a more holistic process of managing and negotiating health care needs
can result.

ANPs are intimately involved in managing care, making decisions daily, not only
about individual patient’s care needs but also about the environments in which their
patients are nursed. Thus, it is perfectly reasonable to view management of health
care delivery as concerned with maintaining the specifics of a patient’s needs,
overcoming organizational, professional and role barriers, and ensuring that a wider
health organization functions as it should (Jones 2005). Why then would an ANP
also wish to ‘negotiate’ about a process that is essentially focused on maintenance
and stability? The answer is simply that the process of maintaining (managing) a
system’s stability requires that occupational demands, stresses and strains that affect
a system’s normal functioning be identified, be best utilized or (if necessary) be
prevented (Furlong and Smith 2005). It follows that in any system that involves
humans — and most systems do involve humans in one way or another (Handy 1996) —
the process of managing organizational aims and occupational and role demands,
stresses and strains will require the manager to negotiate with others.

ANPs make complex decisions about their patient’s care, and those decisions can
actively challenge, or change, the status quo, resulting not only in changes in specific
care management but also in more general changes to the patient’s health care
environment (Trnobranski 1994, Williams and Valdivieso 1994, Rasch and Frauman
1996, Hunt 1999, Pearson and Peels 2002, Barton 2006). The concept of change is a
core construct and theme for a student ANP, who should understand that decision-
making is ‘in effect’ the initiation of change, and change is facilitated by negotiation
with individuals, groups and organizations. These negotiations relate to the
transitional systems that professionals use to enact their health care role, or relate to
the organizations and regulations that govern groups of individuals in a health care
context (Williamson 1996, Swansburg and Swansburg 2001, West 2001, Newbold
2005). Thus, the link between change, managing and negotiation is clear, and may be
described in one of two ways:

1 ‘Managing’ as a process that aims to maintain the current function of a health care role,
system or organization. This requires negotiation to defend that health care role, system
or organization from unwanted change agents and optimize its current performance.

2 ‘Managing’ as a process that seeks to initiate change to a health care role, system or
organization. This requires negotiation to prepare that health care role, system or
organization for change, and negotiation that aims to overcome resistance, and optimize
new outcomes.

Of course, nothing is ever quite that simple! An ANP may engage in a multitude of
managing (management) activities that require a blend of negotiations that seek to
provide stability and change all at once. To compound that difficulty, an ANP has to
consider the many national and local competency and skill frameworks, all of which
place great emphasis on health care management. Simply put, an ANP cannot be
content with being a good clinician and a clinical expert, they must also acknowledge
their role as a health care manager who affects and effects care systems and patient
care, at both micro- and macro-level.

It is for these reasons that this domain has such importance to the ANP role.
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KEY POINTS

B The demand for the student ANP to examine the organizational factors that influence
their clinical decisions.

B Using the domain to analysis and acknowledge the managing and negotiating of
health care needs.

B Understanding the context of ‘managing’ and ‘negotiating’.

THE SCENARIO AND ANALYSIS STRUCTURE

For convenience, the remainder of this chapter considers the two main features of this
domain (‘managing’ and ‘negotiation’) separately. But first the Nursing and Midwifery
Council’s (NMC) advice on portfolio evidence is briefly reviewed. Following this,
‘managing’ and ‘negotiation’ are individually examined and explained by:

detailing the competency domain and its links to the KSF;

presenting a case history;

examining the case history, considering arising issues and how they relate to the
competency framework;

describing the range of evidences that could be collected for your portfolio of advanced
nursing practice.

The portfolio evidence

The Nursing and Midwifery Council has offered the following advice regarding the
production of a clinical portfolio of evidence (NMC 2006b).

A good portfolio is a systematic collection of robust evidence, which
demonstrates that the competencies for accreditation have been met. It
should contain:

*  Evidence which is credible, verifiable, consistent, has sufficient coverage and quality,
and arises from more than one source (i.e. it is corroborated). Note that anything
that might allow patient/client identification should be removed/obliterated from the
evidence.

*  Synthesis of the evidence to show attainment of competencies, together with
signposting for the assessor — i.e. you must present the evidence so that the assessor
is easily guided through it and shown how it demonstrates that the competencies
are met.

*  Evidence of learning through the experience of gathering and interpreting evidence.
We do not expect that the evidence will show ‘perfect’ practice — one of the key
attributes of being a professional is lifelong learning, and so the portfolio should
contain a reflective commentary on what further learning is required and action
points for improving practice.

In other words, it is not enough merely to provide the raw evidence; you
will need to analyse, interpret and assess it. You should consider the source
of the evidence, what to do with the information you find there, and your
own and others’ assessment of whether it shows you meet the standards and
criteria for accreditation.
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Evidence could include written narratives, observational and oral evidence
(accounts from managers and colleagues). Try to include a balance of sources
of evidence, appropriate to your setting. The main thing is to provide clear
evidence of having met the competencies. Evidence could include any of the
following, some of which are explained in more detail further on:

* personal development plan
*  360° feedback and personal reflections on this
* patient records (clinical notes)
*  direct observation of care, action plans
*  patient stories
* excerpts from reflective diary
*  critical incident reviews
* notes from action learning sets
* audio tapes
*  posters
*  videos
* taped discussions.
NMC (2006b)

KEY POINTS

B Structuring the analysis.
® Using a portfolio.

‘MANAGING" HEALTH CARE DELIVERY SYSTEMS

Consider now the ‘managing’ aspect of this domain. Review carefully the domain’s
content on management listed in Appendix 1.

The management aspect

Now consider the case history in Scenario 8.1. Make notes on how you think this
may relate to the above domain descriptions.

Scenario 8.1

Albert is 76 years of age, a retired Welsh-speaking skilled, manual engineer, a
homeowner with no mortgage or outstanding financial loans, and he has a good
pension. Albert has been admitted to hospital acutely short of breath following a
slow, 12-month, deterioration in his respiratory health. He was previously an
assertive, independent and healthy man who enjoyed his hobbies, his sport and
his caravan holidays. He has been married for 40 years to his wife Jane. Jane
has recently found her health limited by severe arthritis. They have four adult
children: three daughters and one son; they all live within easy distance of their
ailing elderly parents” home. In addition, Albert and Jane have numerous
grandchildren.
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Albert has been an unrepentant heavy smoker all of his life, and has only in
the last year ceased his habit. He only agreed to go to hospital after his
daughters found him distressed and cyanosed at home. Following admission,
investigations revealed a degenerative and untreatable lung disease. The
prognosis is generally poor.

Initially admitted to a general medical ward, Albert’s condition deteriorates and
he is transferred to a high dependency unit for escalation of respiratory support.
Aggressive, non-invasive respiratory therapy improves Albert’s condition, although
he is severely limited in his physical ability during any exertion and dependent on
high concentration and continuous oxygen therapy. He is however eating well,
drinking and able to enjoy watching television. Nevertheless, under a ‘brave’
exterior, Albert is very anxious about his condition and his future.

Albert's wife and children are seen by the physicians who inform them of his
poor prognosis. They point out that further escalation of respiratory support, or
resuscitation, would not be advisable. They also indicate that Albert could be
returned to a general ward with the intention to discharge him home with
suitable support as soon as possible.

As the allocated patient pathway manager, and as an ANP, you are charged
with Albert's future management.

The management scenario analysis

A student ANP will encounter (and need to examine and record) many similar
clinical scenarios to this, and will be expected to analyse and critically appraise them.
To do this it will be helpful to make a list (a ‘domain review’), commenting as
relevant on each point of the domain. In this instance, this list will enable
identification of essential aspects of the relationship between the clinical scenario
and the breadth and depth of a student ANP’s ‘managing’ skills. Using Albert’s
scenario, this domain review would look something like Table 8.1.

The management portfolio of evidence

This scenario presents a typical ‘chronic respiratory disability’ in an elderly patient,
an all too common clinical pathology and presentation (British Thoracic Society
2001, Health Development Agency 2004) that presents familiar and distinctive care
management challenges. It is certain that the local health care and social services will
have previously encountered similar clinical presentations.

What is immediately apparent from this scenario (and its subsequent analytical
summary/domain review) is that it provides a student ANP with a wealth of
opportunities for collecting evidence on direct and indirect clinical management
decisions and outcomes. Albert’s case history and clinical needs are not unusual in
the health care world (British Thoracic Society 2001, Health Development Agency
2004), and prospectively can be met by the implementation and management of
existing resources. His needs are an example of how, if all went well, a health care
and social service system, and a coordinated clinical management infrastructure
should mobilize and support his needs. Of course, it is also possible that Albert’s case
could, by contrast, exemplify how the health care and social service system could fail
his and his family’s needs. Whichever the case, the student ANP should explore the
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TABLE 8.1

The managing domain (management systems/organizations/professional regulators)

Competency

ANP domain review

Demonstrates knowledge about
the role of the ANP.

Provides care for individuals,
families, and communities within
integrated health care services.

Considers access, cost, efficacy,
and quality when making
care decisions.

Maintains current knowledge of
their employing organization and
the financing of the health care
system as it affects delivery
of care.

Participates in organizational
decision-making, interprets
variations in outcomes, and uses
data from information systems to
improve practice.

Manages organizational functions
and resources within the scope
of responsibilities as defined in
a job description.

Uses business and management
strategies for the provision of
quality care and efficient use
of resources.

Demonstrates knowledge of
business principles that affect
long term financial viability of an
organization, the efficient use of
resources, and quality of care.

Demonstrates knowledge of,
and acts in accordance with,
relevant regulations for this
level of practice and the NMC
Code of Professional Conduct;
standards for conduct,
performance and ethics.

Itis evident that Albert’s prospective ‘care needs’ present me with
a health care management challenge. This will require considerable
coordination, and as an ANP, | should be able to utilize my breadth
and depth of skill to enable the specific and general management of
Albert's future care.

Albert’s care needs are diverse and wide-ranging, and will require
contribution from numerous health care professionals and other
social services. This will require a holistic coordinated
management approach — a care package that is integrated and
subsequently evaluated.

As | have identified that Albert’s care will require ‘joined-up’ thinking
and ‘joined-up’ action there follows a need for efficient and quality
health care with a multiagency approach. However, as an ANP, | will
have to be aware of, and account for, familiar resource issues and
limitations, and the consequent demand for realistic objectives. There
will be a need for health care planning collaborations, an awareness
of available services, key communication contacts, and
acknowledgement of the patient’s statutory rights.

It follows that Albert’s care plan will have to be realistic, have
achievable outcomes, and will require regular reassessment once
implemented. As an ANP, | will need to bring into play all my
knowledge and understanding of the national and local health care
and social services both in the secondary and primary care sectors.
| will have to use this knowledge to influence decision-making, both
with key individuals, decision makers, budget holders, and
committees. My local knowledge is built on a foundation of wider
strategic issues, and this will enable me to develop and deliver a care
package tailored to Albert’s specific needs — a plan that is
sustainable and flexible. This will require pro-action, planning,
thinking in the long-term and careful evaluation of outcome.

As an ANP, | will use my knowledge and insight of professional and
ethical guidance to expedite positive health care outcomes for Albert
and his family. This is particularly significant for Albertin the light
of the medical decision to not escalate respiratory support or
institute resuscitation.
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available evidence, recording the process of managing Albert’s care from outset to
conclusion, observing, recording, analysing and collating.

Albert’s scenario is, within the auspice of this domain, generally focused on the
ANP’s ‘management’ of the health care system to enable his prospective care. The
demand is that an ANP engages in logical and systematic care planning and
implementation, using existing resources and previous experience, rather than engaging
in negotiation of new untested resources. However, it cannot be assumed that demands
for ‘negotiating care’ will not arise, and the student ANP should also explore and utilize
such evidence as it arises. Consequently, sources of evidence from this scenario abound.

Albert’s scenario highlights how a student ANP can reflect on both the patient
(family) experience and the personal experiences (Albert’s and the ANP’s) of
encountering the management structures that surround such a case. Examples of
evidence could be:

*  records (written, audio, video) of formal and informal encounters with Albert and his family;

* narrative accounts (field notes of family stories, interview transcriptions);

*  patient letters;

* records of interactions (and outcomes) with medical and non-medical hospital
professionals;

*  records of interactions (and outcomes) with primary care or non-hospital medical or
non-medical professionals;

* records of interactions with non-professionals (support and voluntary);

e case reviews;

*  records of physical examination and findings (objective structured clinical examination,
OSCEs);

* any other related documentation;

*  records relating to formal committees, strategic individual’s decisions, multiagency
interventions.

These data sources can be analysed and presented in the portfolio in a range of ways:

* written critical reflections on encounters with multiagency organizations, including
analysis of their interface with, and contribution to, Albert’s care;

* content analysis of narrative accounts, interview transcripts, video or audio tape
recordings of meetings or consultations;

* decision-making analysis and outcome evaluation;

* acase study with specific attention to obstacles and resource issues that arise, and with
consideration to the family’s expectations of the service provision;

*  OSCE reports;

* aclinical diary (field notes);

* theme or topic analysis (e.g. written discussion on chronic condition management, family
dynamics, pharmacological interventions);

* reference to appropriate theoretical or research evidence or reference to strategic legislation
(i.e. Community Care Act 1990, Chronically Sick and Disabled Person’s Act 1970).

I suggest below specific issues that may arise from Albert’s scenario that could be
used as sources of evidence to help structure a student ANP’s reflections or analysis
of Albert’s and his family’s needs and experience of health care system management:

* the provision of professional and practical assistance in the home (community nurses,
care assistants, specialist nurses);
* the provision of emergency support and contacts (out-of-hours services);
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*  planning for financial assistance/money management;

*  the provision of facilities outside the home (shopping, laundry, prescription delivery);

* the provision of transport and mobility assistance;

* the provision of home adaptations (O, therapy/respiratory aids)/disabled facilities
(mobility aides)/home maintenance and repairs;

* planning for respite care, holidays;

* the provision of groceries, meals, laundry, domestic housework;

*  the provision of radio, television, or computer facilities.

Patients and families, faced with planning for long-term care, or terminal care, in
the home, are often bewildered by the array of bureaucracy that is needed to
implement such a care package. There is often an assumption that the health and
social services will efficiently and spontaneously mobilize, putting in place the
support, both human and material, that will allow them to achieve the best care for
their loved one (O’Connor et al. 2000). This expectation (which may or may not be
met) will provide opportunities for a student ANP to discuss, record and critically
reflect on the reality of the family’s experience, or on other related evidence. These
critical reviews on care management can be variously grounded by a student ANP
in the core disciplines that underpin the health care professions, adopting
perspectives on psychology, sociology, anthropology, epidemiology, pathology,
pharmacology, etc. These perspectives will enable a critical analysis of the core
themes of clinical resource, economics and politics and managing (or management
of) care in relation to its impact on patient and family outcome. Confusion, anxiety,
anger, financial concerns, grieving and hope are just a few of the many human
reactions that may be observed. The portfolio content should explore how clinical
management (care management) implicates itself in the understanding of human
responses (Janzen 2006).

In addition to the human response, the complexity of health and social care
organizations, with their multiple interfaces between professional groups, care
sectors, and fiscal needs, presents a student ANP with a considerable challenge, and a
rich evidence resource. Encounters with management decisions, management groups
(committees), clinical specialists, clinical decisions (and their prospective conflict
with fiscal strategies), lines of communication between sectors and service providers,
all may be recorded, analysed from numerous theoretical perspectives and presented
as evidence of a developing awareness of the implication of ‘managing’ and the ANP
role (Figure 8.2). This will provide a counterpoint to the human outcome of the
health care management system, and this should be carefully mapped,
demonstrating the contrast between what may seem a simple demand for a
community care package, and the reality of complex service delivery. Such an
analysis should reveal an underlying knowledge of organizational psychology,
occupations, professional roles, health organization, health strategies and resource
restraints.

KEY POINTS

B Using and analysing a management case history.
B A management portfolio of evidence.
B Identifying key issues and exploring them in more depth.
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FIGURE 8.2 Mapping the data matrix of managing Albert’s health care. 0SCE, objective structural clinical
examination.

‘NEGOTIATING" HEALTH CARE DELIVERY SYSTEMS

Having reviewed the ‘managing’ aspect of this domain, let us now move on to consider
the ‘negotiating’ aspect. The domain’s content on negotiating is listed in Appendix 1.

Negotiating

Now consider the following scenario and make notes on how you think this may
relate to the domain descriptions in Appendix 1.

Scenario 8.2

Janeen is a 16-year-old Indian woman. She lives at home with her parents who
run a successful small business. She has two older brothers and one younger
brother. The family is a traditional extended one with, many uncles, aunts and
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cousins. The family has strong links with family members in India. Janeen has a
wide group of friends and is currently studying for her exams in the local
secondary school sixth form.

One year ago, Janeen suffered a fracture to her right leg while horse riding.
Although a complex fracture, following surgical reduction under anaesthetic and
a period in plaster, it healed well. However, it transpired that Janeen had
sustained nerve injury that resulted in residual and severe neuropathic pain in
her leg. Janeen had described the pain as commencing almost immediately
following her surgery to reduce the fracture. The pain is constant, intensely
burning in nature, and this has resulted in considerable disability for Janeen and
distress for her family. Since returning home, her use of her leg is severely
limited and her mobility is at best restricted to using crutches, and at worst she is
a wheelchair user. She finds sleeping difficult, she cannot concentrate and she
has become depressed and withdrawn. She has also become isolated from her
peer group and her studies have been seriously affected.

Initially the orthopaedic team thought Janeen’s complaints of pain were
exaggerated, or were attention-seeking behaviour because of possible family
problems; this despite the family protests that Janeen was previously a happy,
active and well-adjusted young woman. However, following several desperate
visits to the local A&E department, and an eventual referral to a neurologist,
investigations revealed nerve injury, and it was eventually acknowledged that
the pain was classically neuropathic in nature. Janeen was informed that the
long-term outlook was difficult to assess or predict. She was prescribed
Gabapentin, although this seemed to have little effect.

Janeen's parents are angry about their daughter’s pain and disability, and
suspect that the nerve injury may have occurred when the fracture was repaired
under anaesthetic. They are particularly distressed that their daughter has received
no adequate pain management, and that they have had to fight to get any
acknowledgment of her symptoms. In addition, they have received no hospital
referrals for long-term pain management or rehabilitation service, and they have
received no community assistance regarding Janeen'’s educational or home needs.
Although sympathetic, local GPs have been able to offer very little.

As the community-based ANP, you are charged with Janeen's future care
management.

The negotiating scenario analysis

This scenario presents an uncertain and unpredictable future for a young woman
and her family. Janeen’s case history, although certainly not unique, is not a
common clinical presentation. Her needs demand specialist support, specialist
knowledge and rehabilitative care interventions, with prospective flexible and
negotiated care management (Dickey and Deatrick 2000). What is certain is that the
general health care and social service system will not be geared to respond swiftly to
her needs, and creative and specialist care planning will be necessary.

The student ANP will need to seek out and study clinical scenarios such as
Janeen’s, even when they are relatively uncommon in their own area of clinical
practice. Such cases present unusual challenges, and a student ANP will (as before)
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be expected to analyse and critically appraise them, as this will enable wider
appreciation of the context of complex negotiated care management. Again, it will be
helpful to list essential aspects of the relationship between the clinical scenario and
the breadth and depth of a student ANP’s ‘negotiation’ skills (a ‘Domain review’). In
Janeen’s scenario, this would look something like Table 8.2.

The negotiation portfolio of evidence

It is unclear whether Janeen’s pain and resulting disability is transient (her youth
being a positive feature in her possible recovery), or whether her symptoms are in
fact the early stage of a long-term chronic pain problem. Thus, uncertainty is a key
feature of this scenario. Consequently, unlike the previous scenario (Albert’s), a key

TABLE 8.2 The negotiating domain (management systems/organizations/professional regulators)

Competency

ANP domain review

Collaboratively assesses, plans,
implements, and evaluates care with
other health care professionals, using
approaches that recognize each one's
expertise to meet the comprehensive
needs of patients.

Undertakes risk assessments and
manages risk effectively.

Participates as a key member of a
multiprofessional team through the
development of collaborative and
innovative practices.

Participates in planning, development,
and implementation of public and
community health programmes.

Participates in legislative and
policy-making activities that influence
health services/practice.

Advocates for policies that reduce
environmental health risks.

Advocates for policies that are
culturally sensitive.

Advocates for increasing access to
health care for all.

Janeen’s problems are extremely diverse and complex, and
| will only be able to address these using a multiagency and
multiprofessional approach. A key feature of this care planning
will be the patient’s acknowledgement (or not) of her health
status uncertainty, and the subsequent demand for a flexible
care-plan that may be long term.

As an ANP, | will formally have to assess Janeen’s risk factors,
and these will include physical, social and psychological
factors. This assessment will guide the means, mechanisms
and resources of management that | will need to identify,
develop and implement.

A key feature and aim of the intimate relationship between
myself, as an ANP, with Janeen and her family will be that
difficult process of helping them to learn, evolve, adapt and
negotiate with a disability that will affect them all.

As an ANP, | will use my knowledge in enabling organizational
and resource innovations that can advantage Janeen. This will
require me to explore, develop, and use knowledge of local and
national legislation and regulation. Examples of areas | need to
use are those of pain management, education resource,
education legislation, and related disability legislation and rights.

Any negotiation that | institute to provide Janeen and her
family with support and services must be culturally sensitive
to her ethnic background, and as an ANP, | will have to use my
knowledge and expertise of such issues — both national and
local — to promote this to best effect.

A core feature of any care plan | devise will be its accessibility
and effective translation into use to support Janeen and
her family.
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feature of Janeen’s care management is the need for an ANP to engage in wide-
ranging and complex decision-making negotiations on potential health interventions
and their possible outcomes.

A student ANP will need to reflect on Janeen’s personal experiences, on her
cultural background, on her family and on the multiple individuals, professionals
and organizations that will impact on the negotiations that will seek to enable
specific health care outcomes (Ndiwane et al. 2004). However, as a convenience, with
this scenario it may help to view the evidences that may arise from two distinct
perspectives. First, there is the evidence that will arise directly from the patient and
family, and, second, there will be evidence that arises specifically from the possible
interventions of the health care and social service organizations.

Consider the patient and family first. The realization of (or arrival of) chronic
disabling pain is a traumatic experience for an individual and their family, no matter
how well health care management and communication is handled. Indeed, in a case
such as Janeen’s, the social labelling that arises from the concept of chronic pain or
‘disability’ could lead her (and her family) to reject or deny this, and instead to focus
on immediate and acute features of her symptoms, seeking quick cures and
resolutions, where no such outcomes may be possible. This may hamper care planning
and require extensive negotiation with Janeen and her family in enabling some form of
acceptance of her current condition. However, this may prove difficult, as it will also
have to be acknowledged that Janeen’s symptoms may resolve in due time, and, as
such, her pain and disability may be transient. This uncertainty will surely leave Janeen
and her family in an uncertain place, with an uncertain diagnosis, and with uncertain
outcomes. This can then also lead to a lack of social recognition of Janeen’s current
and immediate health problems (Dickey and Deatrick 2000, Kyngas et al. 2000).

This scenario demands that a student ANP reflects on Janeen’s experience (as a
young teenage woman) of her pain, and that they reflect on the impact of this on
Janeen’s family, as this is no less significant and will feature in the totality of her
compliance with future care and rehabilitation (Kyngas et al. 2000). Chronic pain
(particularly when the sufferer is a young family member) affects the whole family:
parents, brothers, sisters, aunts, uncles and grandparents. A consequence of this is that
care management and subsequent support cannot be confined to the patient alone. For
example, brothers and sisters can feel that the additional care needs of their sibling may
result in a lack of time for their needs. Parents may struggle to meet the new demands
of Janeen’s care, these combined with the existing demands of work and day-to-day
living can lead to additional unforeseen relationship pressures at home.

Now consider Janeen’s care needs with a view to the challenges they present to the
health care and social service organizations. These organizations will quickly realize
that Janeen’s problems are uncertain, possibly long term, and that health outcomes
are unclear. They will also recognize that they will not be able to offer immediate
solutions to her problems and this lack of predictive outcome may result in hesitancy
in identifying and devoting material resources. As a previously fit and healthy young
woman, with a relatively recent presentation of an indeterminate pain complaint, it
could be predicted that the health care and social service system will not respond to
her needs without specific care management negotiation. Such negotiations will
require the use of knowledge and skills that ensure the best use of the health care and
social service systems that are available. An ANP will (where necessary) need to adapt
resource delivery. This scenario is an example of how health care systems should
respond to negotiation if they are to meet difficult or unexpected needs. Of course,
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the evidence collected may or may not demonstrate such outcomes, and, as before,
sources of evidence from this scenario will abound.

What is most apparent in terms of portfolio development is that a student ANP
can draw from clinical evidence that will focus on wide-ranging negotiation skills in
a multiagency and multiprofessional context. Within the scope of this domain, those
negotiations will be associated with the organizational structures that affect Janeen’s
care needs. Examples of evidence are similar, but not necessarily identical, to those
listed in the previous (Albert’s) scenario. In Janeen’s case they could include:

* records (written, audio, video) of formal and informal encounters with Janeen and her
family;

* records of narrative accounts (field notes of family stories, interview transcriptions);

*  records of family stories;

*  patient letters;

* records of interactions (and outcomes) between Janeen and her family with medical and
non-medical hospital professionals, for example pain specialists (consultants or others),
surgical and rehabilitative specialists (consultants or others) physiotherapists,
occupational therapists and specialist nurses;

* records of interactions (and outcomes) between Janeen and her family with primary care
or non-hospital medical or non-medical professionals, for example GPs, practice and
community nurses and specialist health visitors;

* records of interactions with social and educational service professionals, for example
specialist educational needs officer or assessor, disability allowance staff, social security
benefits advisors, clinical psychologists, education authority personal, social workers and
home tuition services;

* records of interactions with non-professionals (support and voluntary), for example
information and advice centres, and specialist support groups;

* summaries of professional case reviews;

* records from health documentation (medical notes);

* records of exposures to, and the outcomes of, strategic individual decisions and multi-
agency interventions.

These data sources can be evidenced by

* written critical reflections on encounters with multiagency organizations with analysis of
their interface with, and contribution to, Janeen’s care;

* content analysis of narrative accounts, interview transcripts, video or audio tape
recordings of meetings or consultations;

*  decision-making analysis and outcome evaluation;

* field note records of the student ANP’S relationship with Janeen and her family will be
crucial as clinical evidence, with particular attention to the family’s adaptation and
expectations of the service provision;

* acase-study, with specific attention to negotiations required between the range of
professional agencies;

* recording of the bureaucratic obstacles and resource (financial) issues that may arise;

*  OSCE and consultation reports;

* aclinical diary (field notes);

* theme or topic analysis (e.g. written discussion on neuropathic pain, family and
adolescent dynamics, pharmacological interventions);

» reference to appropriate theoretical or research evidence or reference to strategic
documentation (i.e. DoH Community Care Act 1990, the DoH Children Act 2004b).



186 Domain 6: Managing and negotiating health care delivery systems

I suggest below specific issues that may arise from Janeen’s scenario that
could be used as sources of evidence to help structure a student ANP’s reflections or
analysis of her and her family’s needs and experience of health care system
management:

*  the provision of professional and practical assistance in the home — pain management
(medication, mechanical pain-relieving aids, home modifications);

* the provision of, or support provided in acquiring, pain management specialists,
physiotherapists, counselling, disability living allowance;

*  the practicalities and ease of access to specialists (the components of the multidisciplinary
service);

*  the provision of, or support provided in acquiring, access to facilities outside the home
(youth clubs, support groups, community or ethnic networks);

* educational authority assistance (access to college, home tuition services, special
education packages, distance learning and information technology access);

* travel and other mobility assistance (wheelchair, disabled parking permits).

Janeen’s scenario exposes the predicaments that arise from chronic and disabling
pain in young patients. Her pain and subsequent disability is indeterminate, and
there is no intervention or ‘cure’ that will suddenly remove her problems. Coping
with this difficulty can (will) engender emotions of change and loss, a common
manifestation in situations where health problems cannot be resolved. An ANP will
identify these (classically) as denial, anger, bargaining, depression and acceptance
(Kubler-Ross 1981), and can search for manifestations of these in the data. If
identified, it will be necessary to examine and analyse their presentation using the
theoretical perspectives alluded to earlier, psychological, sociological and
anthropological. Observing Janeen and her family can give rise to a critical analysis
of the core themes of clinical, resource and political aspects of the features of
negotiating advanced care. The portfolio content should explore how clinical
negotiation implicates itself in the understanding of observed human responses.

A key theme that also underpins Janeen’s care management, and that can usefully
structure the collection of portfolio evidence, is the demand for a flexible and
responsive multiprofessional and multiagency team (RCN 1999, Eccleston et al.
2003). Health and social care organizations — despite their multiple interfaces,
multiple professional groups, care sectors and considerable resources — cannot
predict and plan prospectively for all possible health care needs. Acknowledging this
opens the way to negotiate care planning, as the resources for such care packages
exist, but are not tailored to the nuances of unusual specific patient needs. This
process of negotiation provides the prospective advanced clinical nurse with a rich
portfolio resource.

Encounters with negotiated decisions, flexible case reviews, clinical decisions that
involve multiple professional groups and specialists, financial barriers and the
development of new lines of communications may all be recorded, analysed and
presented as evidence of a developing awareness of the implication of ‘negotiating’
and the ANP. As with the management component of this domain, a student ANP
must present this evidence so that it contrasts the human outcome of the health care
negotiation with the reality of complex service delivery. The evidence should reveal
insights into individual and organizational psychology on the mechanisms of multi-
professional working, and the mechanisms for manipulating health strategies and
resource restraints to advantage patient care (Figure 8.3).
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FIGURE 8.3 Mapping the data matrix of negotiating Janeen’s health care. 0SCE, objective structural clinical

examination.

KEY POINTS

B Using and analysing a negotiating case history.
B A negotiation portfolio of evidence.
B Identifying key issues and exploring them in more depth.

CONCLUSION

This chapter has sought to explain the nature of the domain of ‘Managing and
Negotiating Health Care Delivery Systems’. I hope that the reader now sees that to
achieve that in its entirety would be a prodigious task of many volumes. Health care
delivery systems are not simple or singular concepts, but are, in reality, complex
organizations, comprising intricate social orders that are dependent on wide-ranging
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political, social, cultural and demographic influences as well as extensive regulation
and resource issues. That complexity cannot be examined in any depth in a

chapter such as this. Consequently, I suggest that a student ANP also reviews the
theory and literature on social psychology that relates to organizations and social
order, and explores the concepts underpinning the health professions and their
work. Far from dry, this theory will illuminate the politics of health care and explain
much of our daily activity in delivering care. It is (I hope) now evident that although
a domain such as this may at first seem marginal or peripheral to the core clinical
work of an ANP, it is in reality an integrated part of their ability to practice
effectively.

A more specific task for this chapter was to illuminate the range of evidence and
data that a student ANP could collect for their portfolio on such a domain. Again
there was no scope to delve into research methodologies, styles of critique, data
collection analytical techniques, and issues on reliability, validity (and other
important research concepts). To gain these insights a student ANP must search
elsewhere in the literature, and I emphasise that competency in this theoretical
foundation of research science and method should not be underestimated, as the
portfolio of evidence should be a coherent presentation that should stand the test of
critical scrutiny.

Consequently, a deliberate omission from this chapter is that of specific examples
of evidence or data. It has not included an example of an interview or consultation
transcription, a reflective narrative, an OSCE report or reflection, examples from
patient notes, or specific descriptions of committee structures, community reviews
or examples of local protocols. The diversity of such evidence will (ultimately) be
particular to the clinical examples a student ANP selects for inclusion in their
portfolio and will require tailoring to that end. The expectation that a student ANP
will be developing the skills of analysis, of critical appraisal and of independent and
autonomous practice is matched by the expectation that they will select and use
evidence in the same way, and not seek prescriptive templates for a portfolio
structure.

The chapter has used two clinical case histories, the first a common scenario and
the other a less common scenario, as a means to draw the student’s attention to the
wide array of evidence that can be gained with only a little creative and critical
thought, but with a great deal of systematic and thorough planning. A basic analysis
of these scenarios has demonstrated that clinical work and clinical care are intimately
related to the complex systems of organization that enable that work.

Finally, it has to be acknowledged that these scenarios (or any clinical case),
are not exclusive to this domain or any other domain, and one would expect a
student ANP in reality to use their own clinical cases to compile data and evidence
to illuminate aspects of all the domains described in this book. The chapter
has sought to reveal that the ANP can explore these situations and collate data in
many forms.

KEY POINTS

B The domain’s complexity.
B The range of evidence and the student’s practice context.
B A demand for wider methodological and theoretical reading.
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INTRODUCTION

The National Health Service (NHS) has seen a rapid change in how health care is
delivered, resulting in role changes and alternative professional competencies for
nurses. There has been a realization that the major health improvements needed in
the NHS cannot be made without advanced nursing skills and roles (Walsh and
Crumbie 2003). There is a need, however, to ensure quality in the development and
implementation of these roles and continuous evaluation of their success. Quality of
care, and how it should be measured and maintained, is a subject that has been actively
written about in the nursing literature since the 1980s (Hyrkds and Paunonen-Ilmonen
2001). The UK Government has also put quality high on the political agenda through
the introduction of clinical governance (DoH 1998) and the NHS Plan (DoH 2000).
This chapter will explore how the advanced nurse practitioner (ANP) can meet the
domains and competencies of monitoring and ensuring the quality of their own
advanced practice role and also the advanced practice culture within the wider
organization. Each competency also fits into the knowledge and skills framework, as
shown in Appendix 1.

PROFESSIONAL, ETHICAL AND LEGAL CONSIDERATIONS

Incorporates professional/legal standards into advanced
clinical practice

It is inevitable that as the ANP, or aspiring ANP, expands their role, an increased
number of activities previously performed must be delegated to other members of the
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health care team. There are legal issues surrounding the delegation of such activities
and if the ANP delegates inappropriately or provides inadequate supervision they are
at risk of litigation. The ANP must, therefore, ensure that they are confident that the
person carrying out the activities is competent to do so and must provide adequate
supervision to ensure patient safety (Dimond 2003). Such competence of
practitioners must be in line with organizational protocols and the competency must
be assessed and documented. These competency-based documents, etc., should be
gathered and used as evidence for the advancing role in practice.

Clear, comprehensive record-keeping is part of the professional responsibilities of
all registered nurses, not least the ANP undertaking advanced practice. The ANP
must ensure that records comply with standards set out by the Nursing and
Midwifery Council (2007) and the employing organization, and that audit is
undertaken of documentation to ensure high standards (Dimond 2003). As
discussed later in this chapter, records should be kept relating to the advanced
practice role itself, role definition, and clinical supervision and these should act as a
resource to the ANP in building their portfolio.

Acts ethically to meet the needs of the patient

The more complex and demanding advanced nursing practice becomes, the more
nurses must reflect on the professional, ethical and legal implications of their work
(Humphris and Masterson 1998). Greater legal and professional accountability has
been highlighted with advanced practice (Poysner 1996) and as a greater level of
responsibility is assumed with ever increasingly complex patient health needs, the
ANP must assume a greater level of responsibility (Jones and Davies 1999). It is,
therefore, vital that ANPs clearly define their professional scope of practice while
identifying possibilities and limitations of the role (Furlong and Smith 2005) and
clearly define and document levels of accountability (Jones and Davies 1999). Should
the ANP feel unqualified or inexperienced to perform an activity they should seek
help from a more experienced practitioner as necessary. Membership of a trade
union, special interest groups and professional bodies is important in supporting the
ANP, both in their professional development and also in ensuring that their practice
does not expose patients to any unnecessary risk (Tingle 2002).

Assumes accountability for practice and strives to attain the
highest standards of practice

ANPs are personally and professionally accountable for their practice and as such
must ensure that they have the competence to undertake and perform advanced
practice activities to the same reasonable standard as the person that would normally
have undertaken and been entrusted with those activities (e.g. a doctor). Difficulties
will arise when ANPs are poorly prepared for their roles, with insufficient knowledge
and skill to perform the functions of the advanced nursing role (Jones and Davies
1999). Indeed, in law, being inexperienced is no defence and the ANP, at whatever
level in their development, will be judged by the same standards as more experienced
colleagues unless they have sought the advice of someone more experienced than
they are (Furlong and Glover 1998, Jones and Davies 1999, Tingle 2002). In working
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alongside other members of the multidisciplinary team (MDT), procedures and
protocols can be adapted to reflect the ANPs legal accountability and aid protection
against claims of clinical negligence (Tingle 2002).

KEY POINTS

B As practice becomes more advanced the ANP must reflect on the professional, ethical
and legal implications of her work.

B The professional scope of practice and clear lines of accountability must be defined.

B Delegation of work to others by the ANP must be appropriate, with provision of
adequate supervision and competency assessments.

B Comprehensive record keeping is paramount.

EVALUATING RESPONSES TO HEALTH CARE AND
REVISING PRACTICE

Actively seeks and participates in peer review of own practice

In developing the role of the ANP and advanced nursing practice within
organizations, a key element is rigorous evaluation to examine how well the role is
working and why, and to investigate problem areas in order that action can be taken
to address them (Walsh and Reveley 2001, Bryant-Lukosius and DiCenso 2004). In
addition, the ANP, as leader and teacher, must continuously drive quality initiatives
to revise care delivery strategies and improve the quality of care. Indeed, the NHS
Plan states that the NHS will be driven by a cycle of continuous quality improvement
(DoH 2000) and with the introduction of clinical governance prior to the NHS Plan
the government’s determination is reflected to ensure that health care is of a high
quality. It is not only the organization that holds responsibility for meeting the
clinical governance agenda and ensuring high standards and quality but also each
individual practitioner. Thus, the ANP has a responsibility to gain evidence as to the
effectiveness of services provided.

There are a number of ways in which the ANP can begin to examine and ensure
high quality care delivery. Clinical governance is the main vehicle for the continuous
improvement to quality of patient care and high standards (Scally and Donaldson
1998) and provides a framework in which the ANP can address quality issues within
the organization. Clinical governance encompasses a range of quality improvement
activities of which organizations must provide evidence as to their performance
(Cranston 2002):

*  clinical effectiveness;

*  risk management;

* information technology (IT) strategy;

*  practice development (lifelong learning);
*  clinical audit;

*  health and safety;

* research and development.

The ANP plays a vital role in contributing to clinical governance reports and also
in compiling the department/specialty clinical governance portfolio outlining
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existing achievements in addition to short-, medium- and long-term planned goals.
The portfolio can be used as evidence for the ANP’s contribution to the monitoring
and ensuring of quality health care within this domain.

Evaluates the patient’s response to the health care provided and
the effectiveness of care

In examining high-quality care delivery, the patients’ response to the health care
provided and its effectiveness must be evaluated. Patient records provide the ANP with
valuable data to evaluate their response to the health care that has been/is being
provided and the effectiveness of such health care. It is important that the ANP
identifies variances from plans of care and works with others to analyse and resolve
them where possible. There are a variety of ways in which patient care and best practice
can be documented, including policies, protocols, pathways, guidelines and standards
(Parsley and Corrigan 1999). These often mean different things to different
professional groups and can cause confusion and lead to duplication of
documentation. One method of documentation introduced as a way of improving
both patient outcomes and multidisciplinary communication is the integrated care
pathway (ICP) (Currie and Harvey 1998, Kinsman 2004). The ICP provides a good
example of how documentation can be used to improve outcomes and Scenario 9.1
demonstrates how the use of an ICP addresses these domains and can develop practice.

Scenario 9.1

A care pathway has been used for patients undergoing total knee replacements
for 6 months. On monitoring the length of stay (LOS) for these patients it was
seen that those patients having their surgery on a Friday were averaging an
extra 2 days LOS. Within the unit, physiotherapy services were available Monday
to Friday for elective orthopaedic patients and it was felt that there was a link
between those patients having surgery on a Friday and not having physiotherapy
over the weekend and an increased LOS.

As such, a physiotherapy service was implemented on a Saturday and
Sunday morning for all of those patients who had undergone surgery on a Friday.
In addition, although some nursing staff were mobilizing patients bed to chair,
other more junior staff did not feel happy to do this. The ANP and physiotherapy
staff organized some teaching on rehabilitation within the first 2 days post-
operatively for all nursing staff. In addition, the nursing section of the care
pathway was adapted to include some of the physiotherapy aspects so that
nursing staff got used to providing this rehabilitation as part of their working day.

As a result of the changes implemented, a LOS of 5 days was achieved for all
patients, including those who had operations on a Friday.

Interprets and uses the outcomes of care to revise care delivery
strategies and improve the quality of care

Care pathways are increasingly being used within the UK as a tool for managing
patient outcomes and care processes (Currie and Harvey 1998). The care pathway is
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a multidisciplinary tool that outlines the course of events for the treatment of
patients undergoing similar procedures, for example hip replacement, hysterectomy
and angiogram (Currie and Harvey 1998, Parsley and Corrigan 1999). Events are
placed on a timeline that ranges from hours, days and weeks or in stages dependent
on where the pathway is being used. For instance, for the patient in ITU (intensive
treatment unit) the care pathway’s events may be in hours, whereas care pathways
for those patients with a mental illness may be sequenced weekly, or in stages or
phases. In all cases, the number of sequenced events is equal to or less than the
designated length of stay.

The care pathway enables one documentation tool to be used among all members
of the multidisciplinary team, facilitating better communication. Members of the
team can see how the patient is progressing within different areas and can use the
tool to communicate with each other. In addition, an important aspect of the care
pathway is that patients can be directly involved in their own care. The pathway is
used in conjunction with the patient, giving them ownership over their care (Reveley
and Carruthers 2001) and empowering them to look at their own progress and goals
that they will be expected to achieve prior to discharge/transfer.

Care pathways have, however, been criticized as being too prescriptive and not
allowing for individual patient care, thus the ANP must work with patients to ensure
that their own individual needs are written into the care pathway. Staff should
also be taught not to use the pathway as a protocol but to continue to look at the
patient and use their own clinical judgement when planning care alongside the
pathways.

The pathway should be a working document and continuously developed among
members of the MDT to ensure that as research evidence becomes available it is
translated into the pathway as applicable. As well as keeping up-to-date with research
evidence being published, the ANP needs to audit patient outcomes using the
pathways, monitoring any variances. Variances are deviations that the patient makes
away from the pathway and are usually caused by one or more of the following: the
patient does not achieve the event, for example they develop a physiological
problem; the practitioner omits or delays a treatment; and, finally, problems caused
by the system such as lack of resources, policies, procedures (etc.). These variations
should be monitored for the frequency of their occurrence and their causes.

In measuring best practice and evaluating patients’ responses to the health care
provided, the ANP should also participate in other, perhaps more general, audits.

In line with government documents (DoH 1993a, 1994) the importance of audit
has been recognized and implemented. Many professional groups have undertaken
their own unidisciplinary audit work; however, the importance of multidisciplinary
audits has been recognized (DoH 1993a). It is acknowledged that if genuine
benefits to patients are to occur, all members of the MDT need to be involved in
improving care and it is for this reason that a multidisciplinary audit must be
undertaken.

Actively seeks and participates in peer review of own practice

The ANP’s role in audit needs to consist not only of participating in clinical audits
but also in audits evaluating and monitoring the quality of their own role and
practice within the organization. An outcomes audit of those patients managed by
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the ANP will demonstrate effectiveness of the role and resources (Griffiths 2003)
through keeping simple records of activity, referrals, trends and outcomes. Another
way of monitoring the quality of the role is by using peer audit through which a
group of people of equal qualification and grade assess the performance of their
peers (Kemp and Richardson 1999). It is particularly useful when examining
professional performance for promotion and the developing ANP may wish to use
peer audit material in their portfolio as evidence of their commitment to
continuously developing their own practice.

Whichever audit is being undertaken several models are available to assist the
ANP and they should experiment with different models to find one which they are
confident in using. Gillies (1997) proposed that clinical audit follows a cycle of
activity signposting a number of key stages within the audit process. Other models
have illustrated similar stages in different ways, such as using spirals to visualize the
proposed methods. The ANP may find the following stages helpful when
undertaking audit (Parsley and Corrigan 1999).

*  Selection — Decide on what quality issues need to be examined and prioritize them. Define
your objectives and choose an appropriate methodology.

*  Planning — Develop your data collection strategy: who is going to be doing what and what
are the deadlines. Identify any resource implications that there may be.

*  Implementation — Start to implement your audit plan, keep records of all meetings,
activities and critical events. Analyse all data collected and if any changes are required
these need to be made. Report your findings to those involved and ensure that they are
distributed throughout the organization.

*  Evaluation — Assess your audit project against your original objectives set in stage
one. Have they been met? What has been learnt at each stage of the process? Identify
what improvements have been made and what may have impeded their success.

Take on board what was done well and what could have been improved for future audit
projects.

The process should then be repeated and with each audit cycle, quality is improved,
demonstrating a cycle of continuous improvement.

Achieving successful audit is not without its difficulties (Johnston et al. 2000) and
as such the ANP should foster an environment for audit demonstrating its value in
developing quality in clinical care and also in professional advanced practice roles.
Multidisciplinary audit should be encouraged and staff training programmes should
be reviewed to incorporate training in audit processes. Relevant staff should be
involved in the audit process to assist in the successful adoption of change
behaviours and communication across the organization must take place to ensure
that best practice is not confined to one area but shared among others. The ANP
should attend and participate in monthly audit meetings in which projects are
discussed, developed and results presented. These meetings should be
multidisciplinary in attendance and may be confined to a specialty or may be larger
across the organization.

Another resource available to the ANP is the continuous quality improvement
(CQI) model that provides an alternative to the more rigid research methods for
evaluating quality, focusing not just on organizational problems and reducing errors
but also on seeking new and innovative ways of working (Parsley and Corrigan
1999). The process embodies principles of teamwork, empowerment, process
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monitoring and improvement, customer service and strategic planning (Dickerson
2000), which enable effective solving of problems that in turn provide improvements
for practice (Kemp and Richardson 1999). Organizations may have several projects
being undertaken at any one time by various CQI groups.

Once variations in health outcomes or revisions to care delivery strategies have
been identified, an intrinsic function of advanced nursing practice is that of change
agent (Heath and Jagger 2003, Bryant-Lukosius et al. 2004). A change in practice
may need to be implemented as a result of an external force, such as a national
guideline, policy or framework. The ANP must be aware of advances in practice
beyond that of their own organization and understand how these advances will
influence them and others in the organization. In addition, the ANP constantly
needs to reappraise practice and seek more effective and efficient ways of doing
things and influence others to do the same. This in turn, will bring about
opportunities to change ways of practising.

In implementing any type of change, such as a new guideline, protocol or care
pathway, it is well documented that its success is linked with the involvement of all
staff in the change process from the beginning (Andrews 1993, Cutcliffe and Bassett
1997). The ANP must collaborate and consult with health care providers and
decision-makers from the beginning regarding a change in practice. It should be
accepted that individuals see things in different ways and therefore people will
respond differently to change: some readily and with enthusiasm and others resisting
any suggestions of participating in or accepting a change in practice. A number of
models have been presented which will help the ANP understand the different ways
in which people within the organization may react to a planned change and what the
ANP can do to help bring them on board to accept a change in behaviour. Further
reading on these models can be sought through change management or leadership
texts and the ANP is advised to learn more about these models prior to attempting
any changes to increase the likeliness of success.

Heath and Jagger’s (2003) five-point framework described below is a simple and
useful starting point for those new to change management.

*  What? Have a clear vision of what is to be changed and what is to be achieved; be very
focused.

* Who? Consider those that should be involved in the change but also those that will
ultimately be affected by the change. Consider who needs to lead the change; the ANP
may not be the most appropriate person.

*  Why? Is the proposed change necessary? Do the advantages of changed behaviour
outweigh the costs? Consider and document the driving and restraining forces (Lewin
1951) or undertake a SWOT (strengths, weaknesses, opportunities and threats) analysis
(Morrison 2003) for any proposed change.

*  How? A successful change is planned, considering the aims and objectives of the projects,
methods to be used, resources required, key tasks to be completed and by whom,
timescales and review dates.

*  When? Be realistic in what can be changed in the allocated timescales, prioritize activities
and lay them out on a Gant chart for all team members and other staff to see.

Plans compiled for a change in practice should be used as evidence in
meeting competencies within this domain regarding the revision of care delivery
strategies.
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KEY POINTS

B Evidence must be collected through audit, to evaluate the effectiveness of the ANP.

W Best practice should be measured and the patients’ responses to the health care
provided evaluated. This can be done through reviewing patient documents, policies
and guidelines.

B The ANP should act as change agent leading by example and creating an environment

open to change.

WORKING WITHIN THE HEALTH CARE TEAM

Collaborates and/or consults with members of the health care
team about variations in health outcomes

Advanced nursing practice provides an opportunity to redefine parameters for
practice between nurses and other members of the health care team (Dunn 1998).
Therefore, a key component of advanced practice is working in collaboration with
the multidisciplinary team in ensuring continuity and coordination of patient care
(Stanton et al. 2005). Patients present with complex health care needs and it is
crucial that the ANP is able to communicate effectively and consult with other team
members, striving to improve collaboration among the health care team
(Donagrandi and Eddy 2000).

As previously discussed, ANPs are accountable for their practice and it is likely
that they will provide a large percentage of activities for the patient. However, it is
essential that they draw upon other MDT members and their services, as well as
using critical thinking, current research and diagnostic reasoning in order to
administer good quality care while ensuring efficient usage of resources (Cox 2004).
This will enable the ANP to manage episodes of care and help to eliminate the
fragmented care (Wayman 1999, Donagrandi and Eddy 2000) that is often seen as
the patient moves between departments and professionals. In order that the ANP
works well as a member of the MDT, the ANP must educate and inform other
professionals about the role, what the ANP’s scope of practice is and about any
advances in advanced practice.

Following assessment of the patient and identification of actual or potential health
problems, the ANP should devise a plan of care in conjunction with other members
of the MDT. Short-term and long-term goals should be delineated and the plan
reviewed and revised as the patient progresses. Where variations from the planned
care or goals occur, the ANP must work with others to analyse and resolve them
where possible. If the management and care delivery for the patient exceeds the
ANP’s scope of practice, they must seek help and support from more experienced or
senior colleagues. It is for this reason that relationships with other health care
professionals are crucially important for successful liaison and coordination of
patient care.

The use of the ICP discussed previously provides an excellent platform for
enhanced collaboration and communication between the MDT. It is particularly
helpful for seeing where in care provision patients are presenting variations from
expected health outcomes. Where patterns in these variations can be seen, MDT
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members should meet and examine where in the service problems lie, and work
towards addressing these issues.

Evaluates patient follow-up and outcomes, including
consultation and referral

In addition to multidisciplinary collaboration in the ANP’s own organization, there
need to be links between acute, primary and tertiary care to ensure smooth transition
between areas during referral or discharge. There is also a need for both the novice
and experienced ANP to network with the wider health and social care network
within their own organization and outside it, so as to appreciate wider issues. The
ANP needs to learn to manage more than just the patient’s presenting complaint but
also to appreciate the need for prevention or treatment of health issues (Evans et al.
2005). By having an awareness of the roles of other health care team members and
between acute, primary and tertiary settings, the ANP will learn to refer
appropriately and evaluate variations from health with positive outcomes.

Examples of collaborative working, such as minutes from meetings, joint projects
or effective referral systems, should be used as evidence for the advanced practice
role.

Many advanced practice roles within the UK are adopting the role of case manager
similar to that of the United States. Indeed the role of the community matron
outlined by the Department of Health (2004) describes a role in which the ANP
provides case management for people with severe (three or more long-term health
care conditions) and complex health care needs. This case management approach
aims to provide systematic proactive care to prevent unplanned hospital admission
and premature admission to long-term care facilities and to expedite hospital
discharge (Evans et al. 2005). The ANP through Domain 3 facilitates the patient’s
journey through the health care system, arranging for consultation with specialists or
specialized services and ensuring that transfers to more appropriate level of care
areas are made when needed.

Despite the patient’s location within the health care system the ANP has
responsibility for scheduling and following up on tests, procedures and treatments,
negotiating primary care and/or acute care resources and monitoring patient
outcomes. Chapter 5 has discussed the ANP’s role within the assessment, diagnosis,
treatment, referral and discharge of the patient under care, and Scenario 9.2 shows
an example of how the ANP works as a case manager, referring at the appropriate
time and following up on all tests ordered despite the patients location within the
system.

Following the end of a patient care episode, as a way of monitoring the quality of
services, the ANP should track the progress of patients once they have left his or her
care. This will be easier for some ANPs than others, dependent on where they are
working. For the ANP in the GP surgery, follow-up and progress tracking will be
easier; however, for the ANP working in an A&E department or walk-in centre this
will be much more difficult. Where possible, however, particularly if a patient is
experiencing a new service, the ANP should follow up with a phone call, to ensure
that they are progressing well and to monitor such factors as complication rates,
readmission to services and satisfaction with services. To gain a true picture the
ANP may need to consult with other members of the health care team, such as the
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primary care team, depending on what patients report. Records of follow-up
conversations with patients, comments noted and any actions taken should be kept
by the ANP.

Scenario 9.2

Mr Baker is due to undergo a hip replacement in 4 weeks' time. He has come to
the pre-assessment clinic to attend the education class, have his fitness
assessed for surgery and ask any questions regarding his forthcoming
surgery/aftercare. Neil is an ANP and has been assigned to act as case manager
for Mr Baker. Neil takes a thorough health history from Mr Baker and then
carries out a physical examination of his systems. During the cardiac
assessment, it is noticed that Mr Baker has a cardiac murmur and with no
previous history it is decided that he ought to undergo an echocardiogram prior
to being deemed fit for surgery. The anaesthetist on call for the clinic is
contacted because Neil is not yet confident which murmurs should be further
investigated. The anaesthetist comes to see the patient while he is still in clinic.

Once the anaesthetist has agreed that Mr Baker does need an
echocardiogram, Neil ensures that Mr Baker is told exactly what has been
found, reassures him that there is nothing to worry about but that the
echocardiogram is needed prior to surgery. He is sent home and told that a date
for the appointment will be sent to him in due course.

Following Mr Baker’s consultation Neil completes a written referral for his
patient to have his echocardiogram carried out. He also writes to the GP to
ensure that he is aware of what has been found and completes all of his own
documentation. The scheduling team are also told that this gentleman’s surgery
may be postponed for a short period of time while waiting for the appointment;
they can therefore look for potential patients to fill the slot at a later date.

Three days after Mr Baker’s consultation, all of his blood tests and
microbiology swabs are reviewed and documented. As soon as Neil hears that
the appointment has been allocated, he contacts Mr Baker to ensure that he has
received notification and to answer any questions that he may have. He is also
informed that all other tests carried out were satisfactory. Neil ensures that all
documentation is complete and arranges for the notes to be sent to relevant
departments.

Following the echocardiogram, Mr Baker is given the go ahead for surgery.
The anaesthetist is shown the report and both Neil and the anaesthetist
document that the Mr Baker is fit for surgery. Neil rings the patient to tell him
that all is well and to answer any questions that he may still have. The
scheduling team are told that the patient is fit for operation on the planned date
and the GP is updated by letter.

On the day of surgery Neil visits Mr Baker in pre-surgery prior to his
operation. Once he is satisfied that Mr Baker is prepared for surgery he hands
over care to the ANP covering theatres and post-operative care, ensuring that all
relevant communication from both pre-assessment and collaboration with other
departments and primary care are clearly documented.
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KEY POINTS

B To ensure continuity and coordination of patient care, the ANP must work in
collaboration with the MDT.

B If the patient’s management and care delivery exceeds the ANP’s scope of practice,
help and support should be sought from more experienced or senior colleagues.

B The ANP should network with the wider health and social care network outside of his
or her own organization.

EVIDENCE-BASED PRACTICE

Promotes and uses an evidence-based approach to patient
management that critically evaluates and applies research findings
pertinent to patient care management and outcomes

The concept of using research in practice is not a new one; however, there is now
much more of an emphasis on a systematic approach to the analysis of research,
using the information to influence practice and then analysing and evaluating the
outcomes on patient care (Munro 2004). Evidence-based practice (EBP) is a key
component of clinical governance with the notion of EBP being driven through
various government documents, aiming for a health service in which clinical,
managerial and policy decisions are no longer based on tradition or ritual but on
sound and pertinent information. National Service Frameworks (NSFs) and the
National Institute for Health and Clinical Excellence (NICE) have a role in providing
evidence on best practice. In England and Wales, NSFs have currently been
established for coronary heart disease, mental health, older people, diabetes, renal
and children’s services and, in addition, England also has NSFs for cancer services
and long-term conditions. The ANP should have an awareness of the content of
those that are applicable within the area of the organization in which he/she works.

Various definitions of EBP exist. NICE (2002: 70) defined EBP as ‘the
conscientious, explicit, and judicious use of current best evidence ... in making and
carrying out decisions about the care of individual patients’. Evidence-based practice
is a broad term and is an extension of evidence-based medicine, to include all
disciplines of the health care team (DeBourgh 2001).

In leading on the development and implementation of EBP, the ANP is in an ideal
position. Through the role of a practice leader and through the direct provision of
patient care, the ANP has a direct influence on patient outcomes (DeBourgh 2001). The
ANP should actively participate in efforts to design, implement and evaluate changes
in health care systems and gather evidence to this effect for their portfolio. Evidence-
based practice should also be promoted within the organization as an effective and
efficient approach to improving the quality of patient care (DeBourgh 2001).

A number of authors have discussed the contribution that patients/clients can
make to health care systems (Closs and Cheater 1999, DeBourgh 2001, Griffiths
2003). The community matron, mentioned earlier, is ideally placed to look at how
patients self-manage their long-term conditions and take these observations into
account when making decisions about future care for them and others. A key
element is in the adaptation of patient care packages and pathways to allow for
consideration of individual patient needs and preferences when making health care
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decisions. This approach counteracts arguments that EBP and the implementation of
ICPs leads to ‘prescriptive’ approaches to patient conditions, not allowing for
sufficient flexibility towards the individual patient’s care. The ANP can establish or
join existing public—patient involvement groups both within their own specialty and
also the wider organization. These groups are useful in obtaining the views of users,
particularly when setting up new services. As part of the author’s previous role in the
setting-up of an independent treatment centre, user views were obtained over a
period of a year regarding visiting hours, meals, transport, infection control
procedures and design and layout of the centre. Such user group involvement by the
ANP can be gathered and used as evidence.

Monitors current evidence-based literature in order to improve
quality care

Evidence-based practice enhances the health care environment and facilitates
competent clinical practice, innovation and a commitment to progressing nursing as
a profession (DeBourgh 2001). Practice will be more appropriate, timely and
acceptable to the patient, the team and the organization and with EBP so high on the
health care agenda at present it is an ideal time for the ANP to develop skills in this
area (Griffiths 2003).

There are many practices based on tradition or practitioner preferences that
should be changed to EBP. There are, however, only a limited number of practices
that can be changed within a particular time-frame and therefore the ANP alongside
colleagues must decide which areas should be addressed first. It is important that the
ANP has an awareness of the organization’s EBP/research and audit strategy both in
taking forward EBP and to avoid duplication between other members of the
multidisciplinary team. Knowledge gained through organizational strategies and
working alongside others will enable the ANP to access appropriate resources that
are available, such as other people and finances, and ensure that EBP is part of a
strategy that is introduced successfully over time.

There are a number of ways in which the ANP can begin to get involved in the
implementation of EBP and also assist other staff too. A few suggestions are listed below.

*  Clinical practice committees — Used as a forum to develop, implement and review clinical
practice guidelines, policies, procedures and care pathways. The ANP acts as chair or
participant in the forum, identifying practice/professional issues or concerns,
coordinating the team in writing new guidelines and the monitoring of outcomes.
Outcomes include guidelines produced and implemented based on published national
standards/guidance, clear improved patient outcomes, including patient satisfaction and
effective resource utilization of the ANP.

*  Multidisciplinary meetings/staff meetings — Used to develop care pathways, discuss unit
targets and review new equipment. Provides a good opportunity for the ANP to promote
his or her role as an active leader/participant within the organization among all members of
the multidisciplinary team. Within their own staff meetings, the ANP has the opportunity
to discuss with other nursing staff opportunities that they may feel important to investigate
and to feed back information on other organizational developments and guidelines to be
implemented. The ANP can again promote their own advanced practice role.

*  Clinical governance forums — Opportunity for the ANP to meet with managers as well as
fellow clinicians/practitioners in discussing activities within the clinical governance



204 Domain 7: Monitoring and ensuring the quality of health care practice

agenda; in particular, focusing on research and audit, patient satisfaction, and training
and development. Like the multidisciplinary meetings, the clinical governance forum gives
the new ANP knowledge about what strategies are in place to assist with developing and
implementing EBP within the organization and to share resources/workload.

*  Research and audit committees/meetings — In line with the organization’s commitment to
clinical governance and EBP, a research strategy is developed and implemented. New
research and audit ideas are put forward and developed as appropriate. Also concerned
with the implementation of research findings, publications, conference presentations and
the sharing of best practice. In addition to carrying out their own research, the ANP helps
other members of staff to develop an important issue into a piece of research with sound
methodology; the ANP is able to ensure that the findings of any research will be
transferred into practice as appropriate.

*  Project management — ANPs can act either as a lead of or as a participant in projects that
may be carried out within the organization or in conjunction with another organization.
This enables EBP to be developed, best practice to be shared among other departments
and/or organizations and the role of ANP to be promoted and developed.

*  Collaboration with universities — The ANP may find it useful to link with a local university,
both to support advanced practice programmes in which research skills will be prominent
and to work in collaboration on research projects. It can be time-consuming initiating a
piece of research, particularly if the ANP has minimal experience. Linking with a research
team within a university can help to get the project started and increase the likelihood of
the research being used once completed (Griffiths 2003).

*  Clinical supervision — The advantages of clinical supervision are discussed later in this
chapter. Clinical supervision sessions will highlight issues that are worthy of further
investigation. If it is expected that clinical supervision sessions may bring up topics to
warrant further investigation, this must be established within the ground rules prior to
its use.

*  Teaching — A large part of the role of the ANP is to act as teacher for both staff and
patients. Although formal courses within universities are important, so too is the
demonstration of applied clinical practice by the ANP. The ANP therefore has a role in
ensuring that evidence-based knowledge learnt by nurses through courses is translated
into practice. What is learnt must be supported in clinical practice by examining the most
effective and efficient clinical practices. Many staff may read journal articles as part of a
course and although they are encouraged to reflect on their own practice it often stays at
that level. The ANP has an important role in assisting staff to formulate questions and
access evidence to answer them (DeBourgh 2001).

*  Expert role modelling — The ANP, as an expert role model, provides structure and support
for staff to develop in confidence to integrate new practices and use new information and
evidence to perform more effectively (DeBourgh 2001). Staff observing the ANP
communicating and working effectively with other members of the MDT, managing
complex situations, demonstrating accountability and advancing clinical practice, will also
develop these attributes and abilities (Wiseman 1994).

It is often difficult, once the evidence is gathered, to know where to start in
including it in clinical practice. This was an area that Flemming (1998) addressed
through the suggestion of a five-stage process:

* areas of concern from practice are converted into focused, structured questions;
* the focused questions are used as a basis for literature-searching in order to identify
relevant external evidence from research;
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* the research evidence is critically appraised for validity and generalizability;

*  the best available evidence is used alongside clinical expertise and the patient’s perspective
to plan care;

*  performance is evaluated through a process of self-reflection, audit or peer assessment.

KEY POINTS

B The ANP must promote EBP within their organization.

B Views of service users should be sought where possible in evaluating and developing
services.

B The ANP should take an active role in promoting and implementing EBP through
participation in a variety of forums/committees.

CONTINUING PROFESSIONAL DEVELOPMENT

Accepts personal responsibility for professional development and the
maintenance of professional competence and credential

Continuing professional development (CPD) underpins quality in the NHS,
enhancing patient care (Bartle 2000, Wood 2004). Earlier in this chapter the
increasing demands on individuals to exercise personal and professional
accountability were highlighted. Together with the necessity to demonstrate high
quality, effective and efficient interventions, the importance for the ANP of
undertaking CPD cannot be underestimated (Clouder and Sellars 2004). Following
the ANP’s initial advanced training and preparation, clinical competence must be
maintained and he or she must keep professionally up to date (Bousfield 1997,
Harris and Redshaw 1998, Ball 1999). On return to the workplace, the ANP will need
time to reflect and consolidate newly acquired knowledge, refine new practical skills
and revert from learner to carer (Harris and Redshaw 1998).

The NMC supports lifelong learning and CPD, noting that it is more complex
than merely keeping up to date. An enquiring approach to practice and issues that
impact on practice is required (NMC 2002). Although lifelong learning is essential to
assure the quality service the government is striving towards, the ANP needs to take
control of her own CPD (Wood 2004), establishing both personal priorities for
professional growth and career satisfaction and also those of the employing
organization. It is easy for ANPs to become ‘too busy’ to establish their own specific
growth and thus becoming restrained and frustrated in their role (Hockenberry-
Eaton and Kennedy 1996).

The personal development plan (PDP) is often used as part of an organization’s
appraisal process; however, it can also be easily developed by practitioners for use
within their own portfolio. In developing the PDP, the ANP should consider their
strengths and weaknesses within the role that they are in or are striving to grow into.
Strengths should be continued and developed and weaknesses can be addressed
through setting some short-, medium- and long-term goals. These should be realistic
and not too ambitious too soon (Buckingham and Palmer 2003), identifying the
resources and support required to meet them and highlighting the ways in which the
ANP and the organization will know that they have been achieved. A mentor chosen
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by the ANP is useful in helping to develop and work through the PDP, giving advice
and direction as necessary.

CPD can take many forms and consists of far more than attending higher
education courses. For the purposes of this chapter CPD is discussed in two areas:
professional development with the organization in mind, for example research,
public speaking; and professional development for the individual, for example
attending higher education programmes.

Professional development for the organization

There are now many opportunities for ANPs to obtain positions that allow time to
pursue writing, research, public speaking, teaching and consulting. Indeed, the NMC
domains and competencies discussed throughout this book reflect these roles. In
addition to the patient and staff teaching role that is undertaken within the
organization, the ANP may want to make links with their local higher education
institution (HEI) and undertake teaching within specialist courses that are running.
Preparing a lesson can facilitate learning and ensures that the ANP is always aware of
current evidence within the subject matter.

Another effective way both to enhance professional knowledge and also support
the profession is through writing for publication (Buckingham and Palmer 2003).
The ANP should select journals which he or she feels comfortable to write for and
about a subject that interests them and in which they can demonstrate knowledge. In
addition to writing about their subject specialty, the nursing literature needs more
evidence on the advanced practice role, and the ANP should share their experiences
or their research into their role. Editors are available to help and support the
production of papers, and as such the ANP should use them as a resource in addition
to colleagues who have experience in writing for publication.

Approaching journal editors to sit on the editorial or advisory board is a useful
way of developing skills in the peer reviewing of papers and developing skills in
research techniques and writing. Another useful introduction to publications is to
contact a journal’s book review editor and offer to review and comment on books
recently published (Buckingham and Palmer 2003).

ANPs must continue to increase their clinical and professional knowledge and
expertise by keeping updated with new knowledge in their specialty area. There are
now a large number of local and national conferences available for staff to attend as
part of their own professional development. Although attendance at these equips the
ANP with up-to-date knowledge and fresh ideas to take back to their organization,
the ANP also has a role as a speaker at such events. A good way to begin to be
involved in conference presentation and speaking is to submit a poster presentation
for consideration. Poster presentations enable the ANP to share their work with
others but do not involve public speaking with large numbers of people, which often
puts potential presenters off. As confidence grows, the ANP will develop from
speaking to small groups or running workshops to giving presentations to a larger
number of delegates. Again, subject matter varies but every opportunity should be
used to promote the advanced practice role and share best practice.

From experience, ANPs who use their expertise in ways such as those outlined
above in addition to their normal clinical work not only contribute to CPD for the
organization but also may find their role more satisfying and as a result are
encouraged in their professional growth (Hockenberry-Eaton and Kennedy 1996).
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Professional development for the individual

ANPs not only need to have core skills and competencies in the diagnosis, treatment
and care of patients, but, as this book has discussed, need to be able to form genuine
partnerships with patients and work effectively in multidisciplinary teams. The
recognition of causes of unsafe practice and an ability to act on them, to be able to
assess the quality of care and identify ways of improving it, and to act as educator are
just some of the other skills the ANP must possess (Donaldson 2001). In order that
the ANP maintains his or her professional credibility in these areas, they need to be
seen to be participating in these roles and also to take personal responsibility for
maintaining competence and seeking the necessary supervision of practice as
required (Dimond 2003).

This can be done through attending study days and short courses on topics such as
clinical skills, research, time management, publishing and management skills
(Bamford and Gibson 2000). Courses undertaken at other organizations or at a
university will equip students with the knowledge and clinical skills to take back to
their workplace. The new knowledge and skills that are obtained on courses must be
developed and consolidated with the support of an appropriate mentor. It is not
good enough that courses are undertaken and written in the ANP’s portfolio; they
must be used to enhance quality patient care and organizational processes.

The ANP should also consider other ways of developing knowledge and practice.
Arrangements could be made to shadow another member of clinical staff or to
obtain a rotation or secondment opportunity (Buckingham and Palmer 2003), which
may be particularly useful for the practitioner considering moving into an advanced
practice role. The use of reflection as a tool to examine and grow in practice, reading
journals and accessing information on the web and joining national or regional
organizations (Hockenberry-Eaton and Kennedy 1996) are other ways of
participating in CPD. Active participation in special interest groups, seminars and
other professional forums provides a platform for discussion and may be particularly
beneficial if the ANP is primarily working alone. Concern has been raised that nurses
are at risk of becoming professionally isolated in extended roles (Jones et al. 2001),
and the use of such groups give ANPs the opportunity to meet, chat and learn from
others in an informal way (Buckingham and Palmer 2003). All of the activities
described above can be used as evidence within the ANP’s portfolio.

All nurses are now required to keep a portfolio of practice in line with NMC
requirements to meet with Post Registration Education and Practice (PREP) (NMC
2004). However, although the portfolio is a requirement, it also has advantages in
collecting and presenting evidence of CPD, with Jasper (1998) supporting their use
in advancing practice. Many definitions of the portfolio exist, notably that it
represents learning, progress and achievement over time (Wenzel et al. 1998,
Karlowicz 2000); acts as a personal and professional development tool aimed at
encouraging reflection and self-direction in identifying learning needs (Calman
1998); and is concerned with the evidence of good practice (Redman 1994, Coffey
2005) (see also Chapter 10).

With portfolios being used as an assessment method, accreditation of prior
learning and as a measure of competence by professional and academic institutions,
it is advisable that the developing ANP works towards maintaining a portfolio to
demonstrate their own personal and professional development and also to identify
self-development needs. It is through the collection of this evidence that the ANP’s
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personal and professional growth (Price 1994) and their growing accountability and
autonomy (Joyce 2005) will be demonstrated. As such, the portfolio should be
continuous and dynamic in nature (Alsop 2003, McMullan et al. 2003), constantly
changing as the ANP undertakes new experiences and learning through the
monitoring of practice and participating in continuous quality improvement
methods. This should not be a collection of items in a folder but should demonstrate
that the ANP has reflected and critically examined situations and that this in turn
demonstrates learning (McMullan et al. 2003).

In developing the portfolio with advanced practice in mind, the domains and
competencies discussed within this book should be addressed. The following list may
be helpful in thinking about what might be included within the portfolio:

* evidence of knowledge, skills and understanding, demonstrating good practice under each
of the domains and competencies;

*  collection of evidence-based practice development initiatives that the ANP has
implemented/participated in;

* reflections of past and present activities and experiences that subsequently demonstrates
learning;

+ features of the ANP’s professional career demonstrating personal growth and
development within roles

Further reading regarding collecting evidence for the portfolio can be found in
Chapter 10.

KEY POINTS

®  Clinical competence must be maintained following initial advanced training and
preparation.
B Establish personal and professional objectives through a PDP.

B Keep a portfolio of evidence for work at an advanced level of practice.

THE ANP’S ROLE IN MAINTAINING HIS OR HER OWN PROFESSIONAL
COMPETENCE

Engages in clinical supervision and self-evaluation and uses this to
improve care and practice

In improving quality in health care and addressing CPD for the ANP clinical
supervision has become popular. Throughout the early 1990s the UK government
identified clinical supervision as a national initiative within the strategy ‘A vision for
the future’ (DoH 1993b), defining it as ‘a formal process of professional support and
learning which enables individual practitioners to develop knowledge and
competence, assume responsibility for their own practice and enhance consumer
protection and safety of care in complex situations’. One of the drivers behind
clinical supervision as a target within the strategy was the apparent need for
practitioners to receive support within their day-to-day practice, and a view that
clinical supervision could assist in sustaining safe standards of clinical practice. A
decade on, alongside the views above, clinical supervision has had greater emphasis
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put on its role within CPD (Wood 2004) and is supported by professional bodies
such as the Nursing and Midwifery Council (NMC 2006) as a way of both evaluating
and improving patient/client care and also in contributing to meeting the PREP
(CPD) standard (NMC 2004). Clinical supervision provides practitioners with an
opportunity to share working practice in detail, develop the ability to continuously
monitor the quality of their work and receive feedback and guidance from a more
experienced practitioner of their choice (Proctor 1991).

For the ANP, developing a new role, or indeed the practitioner striving towards
becoming an ANP, clinical supervision is of great importance in helping to develop
and apply new knowledge, to manage the emotional aspects of the role and finally to
develop standards of clinical practice (Kaur 2003, Wood 2004). It is hoped that
through being supervised and also through acting as a supervisor for more junior
staff, the ANP will demonstrate a reduction in the number of complaints (Goorapah
1997) and promote standard setting and audit (Gorzanski 1997, Hyrkis and
Paunonen-Ilmonen 2001, Teasdale et al. 2001, Kaur 2003, Wood 2004).

Work by Proctor (1991) asserted three main functions of clinical supervision:
formative, restorative and normative. Formative supervision is concerned with the
practitioner developing their skills and knowledge and updating these. The ANP
reflects and draws upon his or her own strengths, weaknesses and abilities in gaining
new skills and knowledge. Restorative supervision provides the ANP with personal
support to help deal with professional problems that may arise within work. The
clinical supervision sessions enable the ANP to explore personal feelings and discuss
alternative ways to tackle clinical and/or professional situations in a safe
environment. The final function, the normative function, is concerned with
managerial aspects of practice, promoting high-quality care, reducing risk and
meeting organizational objectives. Proctor’s work (1991) has been influential in
nursing, suggesting that through clinical supervision the quality of nursing care can
be raised, increasing the competence of nurses and providing them with support
(Teasdale et al. 2001).

Various approaches to clinical supervision can be used, all of which can be seen to
be of benefit to the ANP. One-to-one supervision, group supervision and network
supervision can all be used, either on their own or in combination (Hyrkés and
Paunonen-Ilmonen 2001, Kaur 2003, Winstanley and White 2003, Edwards et al.
2005). Indeed, at various times in the ANP’s development and career, it may be more
suitable to have one type of supervision over another. In establishing a new role and
focusing on developing clinical skills, the ANP may benefit from one-to-one
supervision from a medical colleague of the same specialism. For professional and
leadership issues the ANP may find that one-to-one supervision with another more
experienced ANP from another specialty provides the support and guidance that is
needed.

Group supervision can be formulated with a group of like-minded nurses from a
particular specialty, such as a cardiology directorate, or from a group of ANPs
working in different specialities across an organization. Clinical supervision is
becoming more common among a variety of professional groups (Hawkins and
Shohet 2000), and the ANP, particularly in primary care settings, may find it
beneficial to take a multidisciplinary approach to supervision. The ANP should,
however, be aware that clinical supervision can be seen to be different things to
different professions and as such the supervisor should ensure that all supervisees are
familiar with the aims, objectives and process of clinical supervision. Group
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supervision is seen to offer the additional benefits of advice and support from other
members of the group that one-to-one supervision does not offer (Edwards et al.
2005).

At times a solitary ANP role within a specialty or organization can be isolating and
as such the ANP may benefit from clinical supervision in the form of a network of
other ANPs in a specialty across a region. This can be particularly useful for
developing roles and sharing ideas; however, travel arrangements and diary
commitments must be considered in establishing if it is going to be a long-term
practical solution.

In looking at the work of Proctor (1991) these three approaches to clinical
supervision can be seen as relevant in addressing the formative, restorative and
normative functions of clinical supervision. All three functions are important and a
balance of the three needs to occur, although one particular function may dominate
at a particular time as can be seen in Scenario 9.3. Whichever form of clinical
supervision is undertaken, it is hoped that the ANP will be able to manage the
stresses of his or her new role and those that are associated with developing the role.

Actively seeks and participates in peer review of own practice

In selecting an appropriate supervisor, the ANP must ensure that the supervisor has
the appropriate level of skills to facilitate their needs and that the ANP will feel
confident and comfortable taking part in open discussions within the sessions. Kaur
(2003) wrote that when choosing a supervisor the ANP should consider the potential
supervisor’s ability to share their expertise, skills, knowledge and experience, the
ability to question critically and challenge the ANP, the ability to communicate and
facilitate and the ability to bring new perspectives to situations in helping the ANP
move on in their practice. It is well documented that if the supervisee chooses their
own supervisor, supervision is far more successful (Sloan 1998, Winstanley and
White 2003, Edwards et al. 2005).

Edwards et al. (2005) carried out a study evaluating the effectiveness of clinical
supervision with their results reflecting previous studies. The length and frequency of
sessions are important in determining a successful outcome. Sessions should not last
less than 45 minutes and occur at least once every 4 weeks (Butterworth et al. 1997);
sessions lasting over an hour achieve the most success (Edwards et al. 2005).

Accepts personal responsibility for professional development
and the maintenance of professional competence and credential

Clinical supervision is not only critical to the developing ANP but also to ensuring
continuing quality of the service and optimal standards of care (Clouder and Sellars
2004). Within the role of leader and supervisor the ANP must also provide members
of perhaps more junior staff with supervision and place clinical supervision high on
the organization’s agenda for moving a quality service forward. The ANP must start
and finish sessions on time, create a facilitative, comfortable environment,
minimizing interruptions. They must maintain the focus of the session providing
skilled support to enable the supervisee to explore issues and reach their own
decisions (Kaur 2003). Ground rules regarding length of sessions, confidentiality
and documentation must be established prior to any clinical supervision beginning.
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Evaluation of the effectiveness of clinical supervision must take place (Kaur 2003,
Edwards et al. 2005). Although this may be difficult to achieve, the ANP needs to
draw on evaluative measures, such as complaints records, incident reports,
observation of clinical/professional practices and discussions with staff and
colleagues. Clinical supervision is a significant support mechanism for all staff
involved in care delivery (Kaur 2003). Acting both as a supervisor and as a
supervisee, the ANP will be able to highlight professional and clinical issues, take
steps to evaluating practice and make improvements, ultimately improving the
quality of patient care.

Scenario 9.3

Sandra has just started in her first advanced practice role in a busy trauma
and orthopaedic unit, and although she has undertaken a nurse practitioner
course has not been using her skills autonomously. ANP roles are new to the
organization and only one other ANP has been employed, working in cancer
services.

The consultants and business managers want Sandra to set up some point of
referral clinics for patients with osteoarthritis and low back pain, to which GPs
will refer patients direct. It is expected that Sandra will examine the patients,
order relevant tests/investigations, refer on to physiotherapists or surgeons as
necessary and establish a treatment plan as appropriate. These clinics will be
the first nurse-led clinics within the organization.

In addition to the clinics, Sandra is responsible for providing clinical care to
patients across the unit, educating and training all members of nursing staff and
she has a role as a leader and researcher.

To begin with, Sandra is going to need support in developing the skills and
knowledge she has learnt during her nurse practitioner course so that she can
apply them to her practice. In addressing this formative function of clinical
supervision, Sandra finds one-to-one supervision with a medical colleague
beneficial, giving her a chance to discuss cases that she is responsible for and
any difficulties she may be experiencing with, for example, her assessment
techniques. The ANP role is new to her organization so in terms of setting up the
role and developing it there is going to be little experience to draw on from within
her own organization. Therefore, networking with a group of ANPs who are
already in established posts will not only address the restorative function offered
by clinical supervision but may also contribute towards some of her formative
needs too.

As her role develops and she begins to feel more comfortable, Sandra may
feel that she no longer needs such frequent one-to-one sessions with her
consultant and that she now needs to focus on the organizational objectives, risk
management issues and managerial aspects, thus a general manager or director
of nursing may be in a better position to meet the normative function through a
supervisory role in the clinical supervision sessions. This could be carried out
either on a one-to-one basis or with a group of senior nurses across the
organization.
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KEY POINTS

B Clinical supervision is of benefit to the ANP in developing and applying new
knowledge.

B Network with other ANPs outside of the organization to develop the role and share
ideas.

B The ANP should act as supervisor to other staff and place clinical supervision high on

the organization’s agenda.

THE ANP’S PRACTICE AND QUALITY IMPROVEMENT

Monitors quality of own practice and participates in continuous
improvement

This chapter has suggested ways in which the ANP can evaluate and improve quality
in health care; however, the ANP also has a role in evaluating his or her own practice
and role within an organization. ANP roles are innovative and exciting developments
that provide nurses with an opportunity to work at an advanced level of practice
(Furlong and Smith 2005). Although these changes are welcome, ANPs must ensure
and demonstrate that outcomes are being improved and that patient needs are being
met. In a climate in which health care must be cost-effective, ANPs need to be able to
justify their role through evaluation and outcomes research (Ball and Cox 2003,
Furlong and Smith 2005).

In evaluating and developing the role, data must be obtained to establish how well
the role is working, and why, and to investigate any problem areas that there may be
in order that action can be taken to rectify them (Walsh and Reveley 2001). There
are a number of ways in which the ANP and other staff members can evaluate the
role in advanced practice services, a few of which will be discussed below.

Research

It is important and beneficial that ANPs become familiar with a variety of research
methodologies and work in a research capacity not only to monitor and
continuously improve the quality of the advanced nursing service but also to
contribute to the implementation of EBP as previously documented. Managers will
often compare the new service provided by the ANP to previously existing medical
services. These two services are very different by the very nature of the ANP role and
evaluation of the service cannot be judged on the same markers. The ANP, for
example, will spend longer in a consultation than medical colleagues due to the
holistic approach that the ANP will apply. Although this may have cost implications,
the extra time spent on health education, addressing emotional and social needs of
the patient and counselling cannot have a price put on it in contributing to the
patient’s peace of mind (Walsh and Reveley 2001).

When establishing an advanced practice service within the organization, clear
goals and objectives must be ascertained prior to its commencement (Walsh and
Reveley 2001, Furlong and Smith 2005, Lloyd Jones 2005). These are important data
against which further research can be benchmarked, and ensure that the correct
research data are gathered (Walsh and Reveley 2001). A variety of research
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approaches beyond the scope of this chapter can be used by the ANP in collecting
qualitative and quantitative data. Of interest, however, and worthy of mention here
particularly for the novice researcher is that of action research.

Action research has become increasingly popular among nurse researchers and
offers a means to narrow the gap between evidence and practice (Hart 1995, 1996,
Clark 2000, Reed 2005). Unlike more traditional approaches to research, action
research moves away from carrying out research ‘on’ people to undertaking it ‘with’
and ‘for’ people (Hart 1996, Clark 2000). Nursing literature has documented the
apparent reluctance of nurses to translate research findings into their practice; often
because they are unable to see the relevance to their practice and feel that the
research has been carried out by people who are far removed from the real world of
nursing practice (Clark 2000). Action research encourages people to participate in
the research process and for them to highlight and subsequently investigate issues
that are relevant to their own situation and make changes (McNiff et al. 1996,
Denscombe 1998, Clark 2000, Reed 2005). As the word ‘action’ implies, the research
is driven by the motivation of the researcher(s) with the clear intentions of
implementing changes.

Action research methodologies are underpinned by four characteristics:
collaboration between researchers and practitioners, the solution of practical
problems, change in practice and the development of theory (Clark 2000). Many
advantages and disadvantages have been cited within the literature. It addresses
practical problems in a positive way, feeding results back into practice. Owing to
action research being carried out at a very micro-level, however, it does mean that
results cannot be generalized to other areas and research may be restricted by what is
permissible and ethical within the ANP’s workplace setting (Denscombe 1998, Reed
2005). Participating in action research enables the ANP to constantly reappraise his
or her own performance and practices, and as such ensure that both they and the
organization are constantly evolving and striving for excellence.

Whatever type of research the ANP decides to implement or participate in, it is
important that evidence is produced to establish the effectiveness of the ANP role. It
is only through concrete evidence that opposition to the developments will be
overcome and trust managers will continue to invest in such services (Walsh and
Reveley 2001, Lloyd Jones 2005).

Patient satisfaction

Many patient satisfaction surveys are carried out either via a questionnaire or
through a telephone conversation. Although patient satisfaction surveys are useful in
obtaining data relating to quality of services, they can be problematic in that the data
can be subjective. Surveys of patient experience consistently give an overoptimistic
view of the quality of care received and often do not highlight areas of poor care
delivery (Staniszewska and Henderson 2005). Indeed, Mahon (1996) noted that
although patients may be willing to rate quality they do not always have clear reasons
for their evaluations. Patient satisfaction is also dependent on the patient’s own level
of expectation regarding the care that they receive, which, in turn, is dependent on
educational, social and cultural factors (Walsh and Reveley 2001). In trying to
overcome some of these factors, the ANP may find it useful to arrange for telephone
follow-up to be instigated. This will allow the data gatherer to speak in much greater
depth with the patient to obtain a better understanding of their experience and
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rephrase or explain questions to the patient to aid their understanding. Whether a
questionnaire or telephone follow-up is used, it is advisable that the data are not
returned to the ANP or that the ANP does not carry out the telephone follow-up, so
as to decrease any bias (Cormack 2000).

Although some of the problems with patient satisfaction surveys have been
highlighted, the ANP should note their importance as an evaluation method. Other
audit outcomes will not be able to measure patient satisfaction, and it is an
important area of information to be gathered in terms of the quality of service that is
being provided. In addition to patient satisfaction, the ANP may find the following
list helpful in providing ideas for evidence to collect in evaluating the service
and role:

*  how the ANP service compares with existing medically led services, e.g. cancellation rates,
complication rates, length of stay, referral rates, numbers of investigations/tests ordered;

* nurse practitioner activity and impact elsewhere in the organization/UK;

* achievement of predetermined objectives/goals;

*  ANP’s personal and professional development;

* development of protocols/guidelines/pathways;

* research activity;

*  professional networking, e.g. conferences, national forums, etc.

Audit trails

Audit has been discussed at length earlier in this chapter, but it is helpful to note here
that the ANP will find it helpful to produce audit trails of activity within his or her
service. The ANP needs to keep simple records of activity, referrals, trends and
outcomes and produce activity and outcome reports to service managers as
applicable.

Feedback

In monitoring their own practice, feedback from others within the ANP’s own
organization and also external to it can be useful. This may take the form of informal
discussions and feedback through meetings or networking forums, or it may be more
formal feedback, making use of such methods as the 360° feedback. This method has
been used among managers for some time and is now becoming more popular in
other areas. Individual and team performances can be assessed against defined
competencies or it can be used as an individual appraisal tool. Either way,
anonymous feedback is obtained from a variety of sources, peers, managers, staff and
‘customers’, and fed back to the individual (Peiper]l 1999, Brett and Atwater 2001).
The feedback is compared with the individual’s own ratings as to their performance
and they are given the opportunity to focus on their strengths, plan for improvement
and practice key behaviours. Many people find this method beneficial as they are
receiving feedback from more than one person who may have little knowledge of
their role; others can feel very ‘exposed’ and may expect more positive feedback than
they have received. Brett and Atwater (2001), however, argue that this is positive in
terms of motivating the individual to change in their behaviour.

In addition to evaluating the role of the ANP, ANPs must develop the role and
continue to demonstrate its effectiveness in clinical care. ANPs need to provide
strong leadership by communicating messages about advanced practice: its purpose,
scope and education. Other departments and organizations will need guidance about
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introducing advanced practice roles and the support required for their successful
implementation and outcomes (Bryant-Lukosius et al. 2004). Many ANP roles are
introduced without appropriate planning and thought about how the roles will work
within the organization. Preparation for advanced practice functions is vital, both so
that the ANP can fulfil any legal duty and also so that patients are sufficiently
protected and receive the best possible care (Harris and Redshaw 1998, Jones and
Davies 1999).

Once ANPs are in post, they must be continuously supported and not left to find
where they fit within the organization; with the appropriate support, many more
benefits for both the ANP and the organization may become apparent (Walsh and
Reveley 2001). Without appropriate planning and systematic efforts to develop and
evaluate ANP roles, many barriers will inhibit developing the full potential of the
ANP role (Bryant-Lukosius et al. 2004). Bryant-Lukosius and DiCenso (2004)
recommended that to improve the introduction of ANP roles there was a need to
clearly define the role, support the development of the role as a nursing one,
promote the use of the ANP’s knowledge, skills and expertise, create supportive
environments and provide rigorous and ongoing evaluation of the role and
predetermined outcomes-based goals.

KEY POINTS

B The ANP must demonstrate that outcomes are being improved and patient needs are

being met in a cost-effective way.

B The ANP should become familiar with research methodology.

B Clear goals and objectives must be ascertained prior to the commencement of an
advanced practice service.

B To monitor their own practice, ANPs should welcome feedback from a variety of
personnel.

CONCLUSION

This chapter has discussed ways in which the competencies within the domain of
monitoring can be met and the quality of advanced health care practice can be
ensured. The NHS plan (DoH 2000) states that the NHS will be driven by a cycle of
continuous quality improvement and, therefore, the ANP must not only provide
safe, high-quality care but also constantly see and create opportunities for
improvement (Donaldson 2001). Clinical governance provides an ideal framework
in which ANPs can ensure and monitor the quality of services, focusing on clinical
effectiveness, risk management and their own professional development and lifelong
learning.

Suggestions have been put forward for ways to gather data regarding quality and
ways to implement changes in practice. Patient records, outcomes and satisfaction
data should be used to constantly evaluate practice and strive for quality. The
importance of ANPs’ own professional development has been highlighted, outlining
ways in which they can participate in CPD activity, promoting a positive effect both
for the ANP and also for the organization. As advanced practice roles expand,
research and other evaluative methods must be undertaken to evaluate their



216 Domain 7: Monitoring and ensuring the quality of health care practice

effectiveness and best practice shared not only within the organization but also
nationally. It is only by carrying out such activities that advanced nursing practice
will continue to develop and ultimately increase the quality of health care.
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INTRODUCTION

This chapter will explore the following topics in its examination of how practitioners
can set about collecting their evidence for accreditation of their advanced nursing
practice.

*  What is accreditation?

* Differences between academic and professional accreditation.
*  Supporting the path to professional accreditation.

*  Benefits of accreditation.

*  What is meant by evidence?

*  What constitutes evidence?

*  Capturing the evidence.

*  Keeping a portfolio.

*  Peer review of the evidence.

So far in this book we have looked at the journey towards advanced nursing
practice in all its domains.

Now we need to think about how this evidence of what it is like to practise at an
advanced level can be captured. There will come points in a practitioner’s learning
career where he or she needs to provide evidence of having gained competencies,
knowledge and skills, and offer that evidence to others who may measure it against
standards of, say, clinical expertise. Equally, you may be helping other practitioners
to do this as part of their lifelong learning journey. This process of measuring
evidence against standards or competencies is part of professional accreditation.

WHAT IS ACCREDITATION?

Accreditation simply means measuring a person, product or place against a set of
standards; if it meets those standards, whatever it is can be accredited or recognized
in some way for having ‘measured up’. Sometimes this may mean that the person,
product or place will be recorded somewhere as having been accredited. An example
of this would be when one passes the driving test and gains a license and it is
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recorded in the Driving Standards Agency’s records. Equally, accreditation can be
used for promotional purposes; for example, a workplace can be recognized as
having met the Investor in People or government Chartermark standards, and can
advertise itself in this way. However accreditation is recognized or used, it makes the
recipient different in some way from others.

In essence, accreditation, whether this is for a person, a product or a place,
involves four stages:

*  Standard/competency setting — this stage involves experts getting together to undertake a
values clarification about their area of practice. Their values and beliefs are then grouped
into themes, i.e. domains, and standards are set by consensus with the group; the
standards are then piloted and amendments are made as necessary.

*  Dissemination of the standards/competencies with guidance to facilitate the collection of
evidence — once the standards are published the accreditation agency should produce
guidance for practitioners who wish to be accredited against the standards. This will
enable them to collect the evidence in a portfolio to support their claim for accreditation.

*  Comparison of the evidence against the standards/competencies by peers to ensure
compliance — the review of the evidence includes external peer involvement. Peers review
the portfolio for compliance with the standards and an external moderator ensures
objectivity and the quality of the review process.

*  Review and evaluation of all stages of the foregoing process in order to effect quality
enhancement. The process of accreditation is reviewed through all four stages to ensure
that it is doing what it sets out to do, i.e. to measure evidence submitted by practitioners
against the agreed standards in a fair and objective way.

Note that a standard is a desired and achievable level of performance against which
actual performance can be measured, whereas competencies refer to the specific
knowledge, skills, judgement and personal attributes required for a practitioner to
practise safely and ethically in a designated role and setting. One of the
characteristics of a self-regulating profession is the development of
standards/competencies based on the values of the profession. Note that standards
are frequently accompanied by performance criteria, and sometimes by a note to
indicate what sort of evidence might show compliance with that standard.

So accreditation implies measurement against a set of standards (or sometimes
competencies), but where do these come from? One of the commonest standards is
12 linear inches, a foot, since it was based on the average size of a man’s foot. This is
called a gold standard — it is absolute and never varies.

Sometimes we use minimum standards — here we are not necessarily concerned with
best practice but with minimum standards for safety. The initial practical driving test is
an example of this. You are allowed to have a certain number of errors so long as safety
is not compromised in any way. This sort of accreditation is often mandatory in nature.

As a corollary to this, the Advanced Driving Test is based on standards of best
practice. Although in health care we strive to meet standards of best practice,
sometimes our practice needs to be shaped or developed towards this end. Many
accreditation bodies use systems that do not ‘fail’ those who do not fully comply with
the standards straight off; they provide feedback which helps to shape the evidence
submitted by the applicant so that he or she is guided towards submitting the best
sort of evidence to demonstrate compliance with the relevant standards. This
approach usually leads to voluntary participation. Note that sometimes, with
organizational standards, the challenge may be so great that they not attainable.
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Differences between academic and professional accreditation

None of the examples cited so far has come from either academic or professional
accreditation.

Academic accreditation

This is usually called validation and it focuses on the student and his/her learning
experience and learning outcomes. The student is seen as the end-user and any focus
on practice is tangential and through assessment, which is, at some point,
summative. The end-point is an award or CATS (credit accumulation and transfer
scheme) points for the student, and this award tells of intellectual achievement
rather than practice development. There are identified levels of achievement and a
strong focus on fitness for award.

Professional accreditation

This allows us to measure what a practitioner does in practice against practice
standards using practice methodologies — i.e. it tells us about fitness for practice; it
may also tell us about organizational leadership and development.

It demonstrates how propositional knowledge concerning theory, evidence and
research, often gained though academic accreditation, can be blended uniquely with
personal knowledge and professional experience to impact on practice. The net effect
of this is what Titchen and Ersser (2001: 35) describe as ‘professional craft
knowledge’, which they see as ‘often tacit and unarticulated and sometimes
intuitive’. In this way practice both uses and generates evidence. It makes nursing
visible and offers a way for nurses to articulate what is unique about what they do. It
focuses on practice development and can be a tool for quality improvement in
practice. Ultimately, the patient is the end-user.

Professional accreditation is frequently underpinned by a framework that
identifies competencies within domains of practice. It may be set within a career and
competency framework with levels similar to those used within academia. For
instance, the competent practitioner with some experience might have a diploma or
first degree; the expert nurse might have a master’s degree and the consultant nurse
might be working towards a doctorate.

Evidence of how the practitioner purports to meet the standards is usually
collected in a portfolio, which is subjected to the same external peer scrutiny as
would occur in the academic world. Note that this portfolio could be submitted as
part of an APEL (accreditation of prior experiential learning) claim to a university in
order to gain CATS points.

We need both academic and professional accreditation, for they complement each
other, and it is the mix that leads to professional craft knowledge and patient benefit.
Everybody then gains; the practitioner gains an award and also professional
credibility and recognition, the patient gains improved care and the employer gains a
more competent nursing workforce.

Supporting the path to professional accreditation

The journey towards professional accreditation is made a lot easier if the person
seeking accreditation has someone who can act as a ‘critical friend” who can offer
both support and challenge along the way. Even an expert nurse needs a companion
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along the journey. There will be ups and downs, and it is important to have someone
who can take an objective view of what is happening.

The accreditation process, by its very nature, causes you to question your practice
and this can lead initially to a loss of confidence. This is entirely normal but it is
easier to handle the feelings if you can explore them with a respected and skilled
colleague who can support you. Support may also include encouraging you to
consider different options or helping you to reflect on an issue. You may choose your
clinical supervisor or you may have a facilitator or mentor to guide you on your way.

You not only need support but you also need to have your thoughts, reflections,
decisions and actions challenged in order to distil the maximum learning from them.
This may involve causing you to look at something in a different way. This, too, can
be painful and challenge must be offered in a constructive and supportive way —
without challenge you will not produce evidence of sufficient rigour and quality.

As you collect your portfolio of evidence your facilitator should be used to test
each piece of evidence for its rigour, quality, sufficiency, trustworthiness and the
extent to which it demonstrates without doubt that you have achieved the standards
or competencies in question.

THE BENEFITS OF PROFESSIONAL ACCREDITATION

The value of accreditation depends on where you are standing. The benefits are
obviously different, depending on whether you are a practitioner, an employer or a
patient or client.

The patient or client always has to be central to whatever we do in professional
accreditation. After all, assuring best practice in educational initiatives for nurses, in
nursing practice and in competency development, ultimately improves outcomes for
patients and clients. If you were a patient you would feel reassured to know that your
primary nurse had been recognized as an expert practitioner; you could be confident
that the nurse had achieved certain standards of practice or had reached particular
practice benchmarks.

Employers are concerned about value for money, and when offering continuing
professional development opportunities to their staff they want to know that the
event, short course or resource has been examined against predetermined quality
standards and found to be both educationally sound and of appropriate design and
content to achieve its purpose. It should also be offered by experts who are
recognized as qualified to teach the topic. Accreditation is, therefore, a proxy for
assuring all these elements.

Employers are also concerned to offer a service that is fit for purpose and fit for
practice. Competency development is key to quality improvement, and accreditation
facilitates a constant review of current practice. Practice development provides a
basis for collaborative working and offers a structured framework for developing
innovations in practice that ultimately increase staff satisfaction — all of which
contribute to improved recruitment and retention of the professional workforce.

What are the benefits, then, to practitioners? Well, for one thing, there’s a feel-
good factor about being accredited — it feels like the achievement that it is. It is
something to be celebrated; it could be used in a bid for promotion; it establishes
credibility in the area which is accredited.

When a practitioner is accredited as an individual, he or she has to put together a
portfolio of evidence of different kinds, demonstrating that the relevant standards
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have been met. This gives the opportunity to experiment with and experience a
range of assessment methodologies, such as 360° review, user narratives,

direct observation of care, taped or videoed exchanges, and so on. As mentioned
previously, this portfolio of evidence can be used to make an APEL claim to a
university for academic credit.

So, if accreditation has a wide range of benefits, what is the downside? Well,
accreditation presents a snapshot of a person, educational product or practice area at
a point in time. In order for that accolade to continue to hold true, there must be
regular review and performance monitoring, and these should be capable of
demonstrating growth and further development.

Nobody would deny that it is quite onerous and time-consuming to develop
effective standards (Scrivens 1995). Even then, as practitioners develop and as time
moves on, the standards can be pushed further towards excellence. Equally, on the
part of the person seeking accreditation it can be a lengthy process to put all the
required evidence together, but as Scrivens says, ‘the greatest value of accreditation
lies in the preparation’ (p. 56). Accreditation is never a quick fix. Those who are to
assess evidence must be rigorously prepared, monitored and continue to be offered
development opportunities. For all these reasons, accreditation costs money — but
the benefits outweigh those costs.

Here, in summary, then is a list of some of the benefits:

*  promotes ‘feel-good factor’ in the recipient;

* establishes credibility for the person accredited;

*  helps to maintain standards;

*  offers a ‘kite mark’ to assure quality;

+ facilitates continuous review of current practice by the accreditee;
*  puts a value on professional nursing and makes it visible;

*  maintains consistency through the setting of standards;

* enhances the recipient’s reputation;

*  offers a structured framework for innovations in practice;

* isakey to practice developments;

*  provides a basis for collaborative working;

*  helps to improve patient care;

* aids recruitment and retention through improved job satisfaction;
+  offers experience of a range of evaluation methodologies;

*  uses peer review — and the expertise of other practitioners;

* promotes a culture of reflection, challenge and support;

+ facilitates learning from practice and in practice.

What is meant by evidence?

Evidence is needed to convince peer reviewers that standards have been met, so the
evidence must relate directly to the standards. Sometimes standards are very precise;
often, though, the standard may be more generic, and in this case they are usually
accompanied by criteria for demonstrating compliance. The accreditee is
accountable for demonstrating clearly and beyond doubt that the standard has
been met.

Evidence should be rigorous, of sufficient quantity and quality, trustworthy and
corroborated:
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*  Rigour — evidence must be precisely matched to the standard or competency and the
required level. It should not be sloppily expressed; it should reflect person-centred,
evidence-based care and reflective analytical practice. It should be consistent.

*  Quantity and quality — there is sometimes a tendency to submit all the evidence that might
exist against a standard ‘to be on the safe side’. This is not necessary; all that is needed is a
sufficient range of evidence to show unambiguously that the standard has been met. Your
mentor/facilitator should be able to help you decide on how much evidence is enough.
Quality refers to the depth and soundness and relevance of the evidence — it should not be
superficial or lacking in analysis and evaluation.

*  Trustworthiness — the evidence has to belong to the person who says that they produced it.
For this reason most schemes require verification of the evidence by a third party. It
should not be invented or fabricated but should represent the truth, even if that does not
show best practice. There should be no plagiarism of others’ work nor should the
portfolio be unduly derivative and lean too much on published sources, even when cited.

*  Corroboration — demonstrating achievement of a standard should not rest on one piece of
evidence. Evidence should be triangulated and come from a number of sources to show
without doubt that the standard has been met. For example, 360° review, patient stories
and direct observation may be used to satisfy peer reviewers that a standard has been
achieved.

Finally, the peer reviewer should be guided through the portfolio by a narrative;
instructions to the reader should be clear: you know your portfolio, but the reader
needs signposts to guide his or her journey. There should be analysis and
interpretation of what the evidence shows, together with your own assessment of the
extent to which you meet the standards.

What constitutes evidence?

Evidence is required to show that the person seeking accreditation can meet all of the
standards/competencies in question. From the above it follows that a range of
different types of evidence must be submitted. Examples that you might consider
follow below. Note that many of these methods involve reflective practice.

The definition of reflective practice as articulated by Johns (1996: 1135) underpins
accreditation:

a window for practitioners to look inside and know who they are as they
strive towards understanding and realising the meaning of desirable work in
their everyday practices. The practitioner must expose, confront and
understand the contradictions within their practice between what is
practised and what is desirable. It is the conflict of contradiction and the
commitment to achieve desirable work that enables the practitioner to
become empowered to take action to appropriately resolve these
contradictions.

To articulate this philosophy, components of accreditation should include, for
example, the recording of significant experiences, the use of a model of structured
reflection and the maintenance of a learning/reflective diary. Reflection should be
used as a means of exploring approaches to clinical supervision and facilitation,
clinical effectiveness and clinical governance; together with reflection on the
effectiveness of the participant’s skills.
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Critical incident reflections

Critical incidents can be used to explore key aspects of your work. Keep a note of
them as they arise and take some time to reflect on them. Write down your
reflections in a way that captures the experience and how you dealt with it and with
the other actors in the scenario.

*  Perhaps you discussed things with a colleague?

*  What happened when you debriefed after the incident?
*  How did you feel?

*  What skills/knowledge did you use?

*  What was it that led you to make the decisions you did?
*  Where did your insights come from?

*  What triggered your actions, thoughts, feelings?

*  What did you handle well?

*  What could have been improved?

*  What did you learn from the incident?

Try showing your reflections to someone who can offer you some constructive
criticisms: they might be able to pick out aspects of your work you had not considered.
You might want to use your clinical supervisor or facilitator if you have one.

Direct observation of practice

Ask your clinical supervisor, facilitator or a colleague to observe you in your practice.
You might like to ask them to take some notes or reflections to help capture your
actions and any outcomes. They might want to ask you questions to tease out why
you acted as you did; what was in your head at the time; what other options you had
and why you did not choose them. If you use this method over a period of time your
observer may be able to alert you to how your practice has developed. This process
acts as a form of deconstruction of practice; note, though, that reconstruction must
occur for care to continue to be holistic.

Then think about how this might become evidence to demonstrate your particular
expertise. It can be used to supplement critical reflection of practice and may help you
to expose areas of your practice that you do not normally articulate or recognize.

Remember that your evidence does not have to demonstrate perfect practice, the
value lies in critiquing it honestly so that you can do it better next time round and
recording your reflections.

Notes of clinical supervision, facilitation

You might want to include some evidence of the joint dialogue you have with your
colleagues, team, clinical supervisor or facilitator. Do ask their permission before you
include personal notes. Their notes might be used to answer the following questions:

*  What has the journey been like in exploring/evaluating/improving clinical practice?
*  How have you managed to find the evidence base for your practice?

*  How has your understanding of practice developed?

*  Has this experience filtered through into other work you do?

*  Are there any other people/processes you utilize that help you critique your work?

If you ask your supervisor or facilitator to write up some notes this will add to the
trustworthiness and corroboration of your evidence.
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360° feedback

Ward (1997) defines 360° feedback (or review) as ‘the systematic collection and
feedback of performance data on an individual or group, derived from a number of
stakeholders in their performance’ (p. 4).

360° feedback is a bit like taking photos of a sculpture from every angle rather
than simply from the front. This would obviously give you a much better
understanding of the piece of work — and so it is with practice. You might wish to
think about gathering some feedback about your work from managers, nursing
colleagues, clients and others in the multiprofessional team who interface with you.
You should also include the views of support staff. You could seek feedback using
interviews, discussions, testimonials or a questionnaire, the results of which could be
analysed and presented in your portfolio. Remember, your stakeholders should try to
identify your strengths and areas where you need to develop further. You, similarly,
need to assess yourself and your practice on the same parameters.

Try to use people who are familiar with your work who can help you identify
aspects of your practice which you have not been able to articulate or identify
yourself.

Remember all the time that whatever evidence you collect has to be mapped
against a particular standard or competency — there is no point in including evidence
for the sake of it.

User perspectives: patient narratives, patient stories

You might try to get specific user feedback. For instance, you might like to include
examples of patients’ thank-you letters or you might talk with a patient about how
he or she felt about the care offered. You may have other organizational systems in
place that capture user feedback; think about how you can include these in your
portfolio. Remember that if you are using evidence from patients, make sure that
you have the patients’ consent and that confidentiality is not breached. It should not
be possible to identify patients from any evidence.

Often patient stories provide a vivid — and sometimes harrowing — account of
what the period of care was like, and their relationships and fears during this time.
From them it is possible to identify the impact that the practitioner has on their care
and the culture which characterizes their care environment.

Outcomes

Think about, and demonstrate in the portfolio, how your actions have had an impact
on patient care. What might help you to identify this? You might want to access
audit trails that detail the route that led to any outcome, or an exchange of emails
may show the processes you went through.

Some questions you can think about are:

*  What and how people are affected by your interactions and interventions?
*  How does practice change in your clinical area?

*  How do you impact on others in the team?

*  What do peers say about you and your sphere of influence?

This will all help to enable you to capture and verify your contributions to the
workplace.
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Action learning

This can be described as

a continuous process of learning and reflection, supported by colleagues,
with the intention of getting things done.
McGill and Beaty (1998)

You may be part of an action learning set and wish to include some evidence in your
portfolio from this process.

Action learning is an approach to individual and group development, traditionally
used to develop managerial and organizational effectiveness. Over several months,
people work in a small group, usually between 6 and 10 people (an action learning
set), to tackle issues or problems that are important to them, and learn from their
attempts to change things.

Action learning comprises four elements:

* the person — members join and contribute voluntarily;

* the problem — everyone brings and must ‘own’ an issue on which he or she wants to act. It
does not always have to be a problem, it could equally be a celebration that the member
wishes to explore;

* the group or set — colleagues who can help us to ‘bottom out’ the issue in question;

* the action and the learning — after having analysed the issues, thought through the options
and decided what to do, with the help of the set, individuals act to resolve their problems.

Action learning sets meet over a period of time and at regular intervals to help each
other think through the issues, create options, agree on action and learn from the
effects of that action through providing high challenge and high support. Learning
about how groups work is an added benefit. The colleagues in the set may be from
the same organization or from different organizations. Each time the group meets
they should agree a facilitator if there is not a permanent facilitator who is external to
the group.

The facilitator’s role is to help the set to develop, to facilitate support and
challenge and to help members reflect on their own learning. The main purpose is to
help members towards a deeper understanding of themselves and their practice, and
increased effectiveness in their work.

In summary, to function effectively, action learning sets need:

*  To meet regularly — people in the set should decide how many meetings to have, where to
hold them, for how long, when to stop, how to evaluate, and so on.

*  Consistent membership — it is often impossible for every member to be at every meeting of
the set, but more than one absence of any one member can reduce the effectiveness of the
set. Aim for a minimum of four members and a maximum of ten, with between six and
eight being the optimum, with the agreed commitment to attend a certain number of
meetings.

*  Ground rules — people in the set should agree ground rules to govern behaviour. For
example, the set might agree that all members have an equal right to the time and
attention of the set.

* A balance of challenge and support — people in the set should be aware that support is often
needed before challenge can be accepted.

*  To review the process — people in the set need to stop work on problems at intervals and
reflect on how well the group as a whole is working.
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* A facilitator — to help the set to develop, to facilitate the supporting and challenging
processes and to help members reflect on their own learning. The main purpose is to help
members towards a deeper understanding of themselves and the contexts in which they
work, and to increase effectiveness in their work. The facilitator may initiate the running
of the set and then hand it over to the set as soon as it is established.

This self-management is a first step in people taking responsibility for their own
actions and learning. It is recommended that no more than 3 months should elapse
between meetings.

Other methods of collecting evidence

As well as the above, you might also want to include the following, as long as they
can be mapped against a particular standard and they are your own work:

* publications;

* patient information leaflets;

*  essays or assignments, especially where these are practice based or can show how
knowledge is being applied to practice;

*  reflections;

*  poems, drawings, cartoons that illustrate a particular point;

* action plans;

. reports;

*  records;

e letters or emails;

* audit trails;

* learning contracts (see Appendices 4 and 5).

Wiriting your narrative

It is not enough simply to present your evidence in a portfolio. You need to build up
a clear and convincing discussion of what your evidence demonstrates, for you are
trying to persuade your peer reviewer that the evidence is fit for accreditation.

Just as a barrister will have to use different pieces of evidence to make a case to
persuade a jury of guilt or innocence of a client, you will have to do the same to
demonstrate that you have met the standards and competencies in question. You
must select your evidence thoughtfully and then link this to particular outcomes,
standards or competencies and then seek to persuade your peer reviewer.

For each standard you need to submit your evidence of achievement and write a
narrative to argue the case. Remember that a single piece of evidence can be used to
demonstrate several competencies.

You might want to include an identification of your strengths and where you need
to develop further. Do not forget to articulate aspects of practice which may be taken
for granted — things you would not normally think twice about. Be rigorous in
putting everything you do under the microscope. Finally, do not be too humble; do
not undervalue your own expertise.

Now get out your own portfolio and look at the methods you have used within it
to capture evidence of your ability to develop your practice. Have you used all or any
of the ways described above? They are not prescriptive, but offered as a variety of
methods which might work for some practitioners. You might like to select a way of
exploring practice that you have not used before and try it on your own practice.



230 Collecting the evidence

CAPTURING THE EVIDENCE

So far we have discussed a number of different sorts of evidence that might be
submitted in support of the claim for accreditation against a set of standards. All of
this evidence is collected and assembled in a portfolio which can be peer reviewed.

Professional portfolios

One of the most commonly used definitions of a portfolio is provided by Brown (1995):

... a private collection of evidence which demonstrates the continuing
acquisition of skills, knowledge, attitudes, understanding and achievement.
It is both retrospective and prospective as well as indicating the current state
of development and activity of the individual.

The maintenance of a personal professional portfolio serves a number of useful
purposes, including:

* valuing yourself and your skills and knowledge both personally and as a professional;

*  keeping a record of professional updating for NMC post-registration education and
practice requirements;

*  providing evidence for performance appraisal;

* the identification of needs during staff development review;

* aiding career management and development;

* providing additional insights into your experience for your current or prospective
employer;

* demonstrating independent learning;

* encouraging reflective practice;

* providing a permanent record of achievement over time.

Brown sees a profile as:

... constructed from evidence selected from the personal portfolio for a
particular purpose and for the attention of a particular audience.

A portfolio of evidence for accreditation is more than a profile but less than a general
personal portfolio of lifelong learning. It is a purposeful and systematic collection of
evidence that sets out to demonstrate how its author ‘measures up’ against the
standards or competencies set for the accreditation scheme in question. It is not
private and so issues of confidentiality, accountability and the moral and ethical
decisions about selection and preparation of material are important.

The standards (usually accompanied by performance criteria) or competencies are
determined by experts in the area of clinical practice under consideration.

The portfolio of evidence is assessed for sufficiency and rigour by peers. The
process of compilation is frequently facilitated and is seen as a developmental
opportunity in itself.

Remember that the rigour with which you compile your portfolio for
accreditation may enable you to use it to for academic recognition as well as, for
example, providing evidence for an accreditation of prior learning (APL) or an
accreditation of prior experiential learning (APEL) submission for academic credit.

The portfolio describes the journey towards the acquisition of the standards,
detailing the reflections, insights, knowledge and skills gained along the way. It
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therefore describes a journey — often over a period of 1 to 2 years, which forms a
focused part of the overall lifetime career and learning journey.

Each portfolio will be highly personalized so that what is relevant information to

some practitioners will not be significant or pertinent to the clinical situation,
experience or learning of others.

What to include in your portfolio

The following are general suggestions; the accreditation scheme that you are
following may differ in its guidance and you should follow that.

1

Your CV, which should include:

* relevant professional details, e.g. NMC registration PIN;

* membership of professional organizations, e.g. RCN;

* professional/academic qualifications;

* employment history;

* unpaid/voluntary and leisure activities.

Descriptions(s): these should include significant operational areas/skills and synopsis of
current roles and responsibilities in clinical practice.

A supporting letter from your facilitator/manager (or other appropriate senior
practitioner). The letter is a statement of verification that the standards/competencies
described in your portfolio have been demonstrated in practice and that the evidence is
your own work.

The next sections should be divided into information about, and evidence to support,
each standard or competency that you wish to include in your application for
accreditation. It may be useful to use the following format:

title of the standard or competency;

introduction — a short paragraph introducing the standard or competency — this should
cover how you acquired your skill/learning. Refer, where appropriate, to your CV, job
description, etc. rather than repeating information. You may want to expand parts of
your CV or job description(s) in order to give more detailed contextual information;

relevant training — list any relevant training/continuing professional development
undertaken;

description of skill/learning — this should be a breakdown of the knowledge, skills and
abilities you are submitting as evidence in the portfolio. What is required here is not a
bald statement of what you have done, but identification of the intellectual activity
involved. Ask yourself what decisions you had to take when delivering a particular
aspect of care, what factors you had to take into account and, most importantly, if you
were doing this again what would you repeat or do differently and why?

You may wish to express your skills/learning/knowledge by the following terms

framework:

Knowledge I am able to list/state/outline, e.g. the key principles or
the evidence underpinning, say, wound care.

Understanding I can discuss/explain/clarify/identify, e.g. the policy
of/procedures for, say, maintaining tissue viability.

Application I can illustrate/demonstrate/apply, e.g. the process of
moving and handling a person with paraplegia.
Analysis I know how to distinguish/contrast/compare/calculate, e.g.

the effectiveness of a patient breast awareness programme.



232 Collecting the evidence

Synthesis I am able to organize/set up, e.g. a multiprofessional
care conference.

Evaluation I know how to evaluate/appraise/assess/review, e.g. the
care planned in relation to the nutrition of a patient
having chemotherapy.

The evidence

A good portfolio is more than a simple collection of paper; it should be a systematic
collection and integration of robust evidence, which demonstrates that the standards
for accreditation have been met (Pearce 2003, Hull et al. 2005). It should contain:

*  Evidence that is consistent, has sufficient coverage and quality, and arises from different
sources.

*  Synthesis of the evidence to show attainment of standards, together with reader direction,
i.e. you must present the evidence so that the reader is guided through it and shown how
it demonstrates that the standards are met. To help with this, you may wish to analyse
facilitation contracts, records and evaluations.

* evidence of learning through the experience of gathering and interpreting evidence.

Nobody expects that the evidence will show ‘perfect’ practice; one of the key
attributes of being a professional is lifelong learning, and so the portfolio should
contain reflective commentary on further learning required and action points for
improving practice. In other words, it is not enough merely to provide the raw
evidence; you will need to analyse, interpret and assess it. You should consider the
source of the evidence, what to do with the information you find there, and your
own and others’ assessment of whether it shows you meet the standards and criteria
for accreditation.

On the other hand, it is vital to remember that it is quality that counts, not
quantity. A portfolio may rest on only a small number of sessions, events or projects
that have been explored in depth, from a variety of viewpoints, and properly
analysed and presented. Peer reviewers recognize that you are probably preparing
your portfolio in the context of a busy and often stressful workplace.

Each standard or competency should be substantiated by evidence, which
demonstrates the knowledge/skills for which you are seeking accreditation. It may be
useful to write a one-page summary indicating how the evidence supports the claim that
you have met the criteria. The same pieces of evidence can be used more than once;
cross-refer to your CV, job description or other standards/competencies as appropriate.

PEER REVIEW OF THE EVIDENCE

The peer review process facilitates verification of the candidate’s claims that he or she
has achieved the standards, performance criteria and/or competencies in question. It
also provides an opportunity for the candidate to receive detailed developmental
feedback on their practice; celebrating the strengths and highlighting areas which
would benefit from development.

Peer review may occur at a distance from the person seeking accreditation or
face-to-face through a critical review panel. Whatever method is chosen, the
portfolio is usually reviewed by a pair of reviewers, at least one of whom is external
to where the candidate practices and who does not know the candidate; frequently,
both reviewers have no previous knowledge of or connection with the accreditee.
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It is common for one of the pair to be an expert in the candidate’s area of clinical
practice.

A third person is usually involved as a moderator. This person will moderate a
percentage of all the portfolios and also any that give rise to concern. Their role is to
monitor the outcome of the first review and to quality assure the process. They also
evaluate the objectivity of the feedback offered.

The reviewers are chosen for their educational and practice expertise, and for
their prior experience of the review process. They are familiar with the standards in
question and usually are supplied with review criteria so that all reviewers are
tackling the job in a consistent manner.

CONCLUSION

This chapter should have gone some way towards giving you a greater sense of
confidence about either preparing your own portfolio or facilitating others in
compiling theirs. Remember, there are always people who can help you with both
support and challenge in your collection of appropriate evidence. It may be helpful
to look at how others have compiled their portfolios — but there is no one right way
of doing it — every portfolio is unique. However, the one question you have to ask is:
does it show that I can meet the standards/competencies in question? If the answer is
yes, then you should merit accreditation.

REFERENCES

I would like to acknowledge the use of a variety of unpublished work, internal papers, systems
and processes, reports, etc., that have been developed by both the Practice Development Team
and the staff of the Accreditation Unit at the Royal College of Nursing (RCN). The intellectual
property belongs to the RCN. The work evolved over time with adaptation by myself and

numerous authors whom it is not possible now to identify, but for whose efforts I am grateful.

Brown, R. (1995) Portfolio development and profiling for nurses. Lancaster: Quay Publishing.

Hull, C. Redfern, L. and Shuttleworth, A. (2005) Profiles and portfolios: a guide for health and
social care, 2nd edn. Basingstoke: Palgrave Macmillan.

Johns, C. (1996) Visualising and realising caring in practice through guided reflection. Journal
of Advanced Nursing 24: 1135-1143.

McGill, I. and Beaty, L. (1998) Action learning. London: Kogan Page.

Pearce, R. (2003) Profiles and portfolios of evidence: foundations in nursing and health care.
Cheltenham, Nelson Thornes.

Scrivens, E. (1995) Accreditation: protecting the professional or the consumer? Buckingham:
Open University Press.

Titchen, A. and Ersser, S. (2001) The nature of professional craft knowledge. In Practice
knowledge and expertise in the health professions, Higgs, J. and Titchen, A. (eds), pp. 35-42.
Oxford: Butterworth Heinemann.

Ward, P. (1997) 360 degree feedback. London: Institute of Personnel and Development.



This page intentionally left blank



APPENDIX 1: MAPPING OF THE
NMC-PROPOSED COMPETENCIES
AGAINST THE KNOWLEDGE AND

SKILLS FRAMEWORK

Reproduced with permission of the Royal College of Nursing and the Nursing and

Midwifery Council

NMC competence

KSF dimension

THE NURSE-PATIENT RELATIONSHIP

Creates a climate of mutual trust and establishes partnerships with C1L4

patients, carers and families

Validates and checks findings with patients C1L4

Creates a relationship with patients that acknowledges their strengths C1L4

and knowledge and assists them in addressing their needs HWB4 L4

Communicates a sense of ‘being there’ for the patient, carers and C1L4

families and provides comfort and emotional support

Evaluates the impact of life transitions on the health/iliness status of C1L4

patients, and the impact of health/iliness on patients’ lives (individuals,

families, carers, and communities)

Applies principles of empowerment in promoting behaviour change CiL4

Develops and maintains the patient’s control over decision-making, C1L4

assesses the patient’'s commitment to the jointly determined plan of care, HWB4 L4

and fosters personal responsibility for health

Maintains confidentiality, while recording data, plans and results in C1L4

a manner that preserves the dignity and privacy of the patient C3L4
HWB2 L4

Monitors and reflects on own emotional response to interaction C1L4

with patients, carers and families and uses this knowledge to further C2L4

therapeutic interaction

Considers the patient’s needs when bringing closure to the nurse—patient C1L4

relationship and provides for a safe transition to another care provider HWB4 L4

orindependence

(Continued)
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(Continued)

NMC competence KSF dimension

RESPECTING CULTURE AND DIVERSITY

Demonstrates respect for the inherent dignity of every human being, Cé6 L4
whatever their age, gender, religion, socioeconomic class, sexual HWB4 L4
orientation and ethnic or cultural group

Accepts the rights of individuals to choose their care provider, participate C6 L4
in care and refuse care HWB4 L4
Acknowledges their own personal biases and actively seeks to address C2L4
them while ensuring the delivery of quality care C6L3
Actively promotes diversity and equality Cé6 L4
Incorporates cultural preferences, health beliefs and behaviours into C6 L4

management plans as appropriate

Provides patient-appropriate educational materials that address the IK3 L3
language and cultural beliefs of the patient

Accesses patient appropriate resources to deliver care C5L2
C6 L4
Supports patients from marginalized groups to access quality care Cé L4

Spiritual competencies

Respects the inherent worth and dignity of each person and the right C6 L4
to express spiritual beliefs HWB5 L4
Assists patients and families to meet their spiritual needs in the context C6 L4
of health and iliness experiences, including referral for pastoral services HWB4 L4
HWBS5 L4
Assesses the influence of patients’ spirituality on their health care C6 L4
behaviours and practices HWB4 L4
HWBS L4
Incorporates patients’ spiritual beliefs in the care plan C6 L4
HWB4 L4
HWB5 L4
Provides appropriate information and opportunity for patients, carers C6L3
and families to discuss their wishes for end-of-life decision-making and IK3 L4
care HWB L4
Respects wishes of patients and families regarding expression of C6 L4
spiritual beliefs HWB4 L4
HWB5 L4

MANAGEMENT OF PATIENT HEALTH/ILLNESS STATUS

Health promotion/health protection and disease prevention

Assesses individual’s health education/promotion-related needs HWB1 L4
HWB2 L4
HWB4 L4
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NMC competence

KSF dimension

Plans, develops and implements programmes to promote health and
well-being and address individual needs

Provides health education through anticipatory guidance and counselling
to promote health, reduce risk factors, and prevent disease and disability

Develops and uses a follow-up system within the practice workplace
to ensure that patients receive appropriate services

Recognizes environmental health problems affecting patients and
provides health protection interventions that promote healthy
environments for individuals, families and communities

Management of patient illness

Analyses and interprets history, presenting symptoms, physical findings and
diagnostic information to develop the appropriate differential diagnoses

Diagnoses and manages acute and long-term conditions while attending
to the patient’s response to the illness experience

Prioritizes health problems and intervenes appropriately, including
initiation of effective emergency care

Employs appropriate diagnostic and therapeutic interventions and
regimens with attention to safety, cost, invasiveness, simplicity,
acceptability, adherence and efficacy

Formulates an action plan based on scientific rationale, evidence-based
standards of care and practice guidelines

Provides guidance, counselling, advice and support regarding
management of the health/illness condition

HWB1 L3
HWB2 L4
HWB3 L3
HWB4 L4
HWBS L4
HWB6 L4

HWB1 L3
HWB3 L3
HWB4 L4
HWB5 L4

HWB3 L4
HWB5 L4
HWB7 L4
IK1 L2

C3L4
HWB3 L3

HWB6 L4
HWB7 L4

C3L4
HWB3 L4
HWB5 L4

HWB6 L4
HWB7 L4

C3L4

HWB3 L4
HWBS L4
HWB?7 L4

C5L3

IK3 L4
HWB5 L4
HWB7 L4
HWBS L3
HWB10 L3

HWB5 L4
HWB6 L4
HWB7 L4

Cl L4

HWB1 L4
HWB3 L4
HWB5 L4

(Continued)
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(Continued)
NMC competence KSF dimension
Initiates appropriate and timely consultation and/or referral when the CiL4
problem exceeds the nurse’s scope of practice and/or expertise IK1L3
HWBS6 L4
Assesses and intervenes to assist the patient in complex, urgent or
emergency situations
A. Rapidly assesses the patient’s unstable and complex health care HWB2 L4
problems through synthesis and prioritization of historical and immediately HWB6 L4
derived data HWBS L4
B. Diagnoses unstable and complex health care problems using C1L4
collaboration and consultation with the multiprofessional health care IK1L3
team as indicated by setting, specialty and individual knowledge and HWBS L4
experience
C. Plans and implements diagnostic strategies and therapeutic C1L4
interventions to help patients with unstable and complex health care C3L4
problems regain stability and restore health, in collaboration with the IK1L3
patient and multiprofessional health care team HWBS3 L4
HWBS L4
HWBY7 L4
HWBS L4
D. Rapidly and continuously evaluates the patient’s changing condition C3L4
and response to therapeutic interventions and modifies the plan of care HWB3 L4
for optimal patient outcome HWB5 L4
HWB7 L4
HWBS L4
HWB10 L3
For health promotion/health protection and disease prevention, and
management of patient illness
Demonstrates critical thinking and diagnostic reasoning skills in clinical HWB5 L4
decision-making HWB6 L4
HWB7 L4
Obtains a comprehensive and/or problem-focused health history from the C1L4
patient or carer HWB2 L4
HWB6 L4
Performs a comprehensive and/or problem-focused physical examination HWB2 L4
HWB6 L4
Analyses the data collected to determine health status C1L4
HWB2 L4
HWB6 L4
Formulates a problem list and prioritized management plan HWB2 L4

HWB6 L4
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NMC competence

KSF dimension

Assesses, diagnoses, monitors, coordinates and manages the
health/illness status of patients over time and supports the patient
through the process of dying

Demonstrates knowledge of the pathophysiology of acute and chronic
conditions or conditions commonly seen in practice

Communicates the patient’s health status using appropriate terminology,
format and technology

Applies principles of epidemiology and demography in clinical practice
by recognizing populations at risk, patterns of disease, and effectiveness
of prevention and intervention

Acquires and uses community/public health assessment information in
evaluating patient needs, initiating referrals, coordinating care and
programme planning

Applies theories and evidence to guide practice

Provides information and advice to patients and carers concerning
drug regimens, side-effects and interaction in an appropriate form

If legally authorized, prescribes medications based on efficacy, safety
and cost from the formulary

Evaluates the use of complementary/alternative therapies used by
patients for safety and potential interaction

Integrates appropriate non-drug-based treatment methods into a
plan of management

Orders, may perform, and interprets common screening and
diagnostic tests

Evaluates results of interventions using accepted outcome criteria,
revises the plan accordingly, and consults/refers when needed

HWB2 L4
HWB5 L4
HWB6 L4
HWB7 L4
HWBS L3

HWB6 L4

C1L4
IK1L3
HWB2 L4
HWB3 L4

IK1L3

HWB2 L4
HWB3 L3
HWB6 L4
HWB7 L4

HWB2 L4
HWB6 L4

C5L4
IK2 L3
IK3 L4
HWB7 L4

C1L4
HWB1 L4
HWB5 L4

HWB3 L4
HWB5 L4
HWB7 L4
HWB10 L4

HWB5 L4
HWB10 L4

HWB1 L4
HWB5 L4
HWB7 L4

HWB2 L4
HWB6 L4
HWBS L3

C1L4
IK1L3

(Continued)
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(Continued)
NMC competence KSF dimension
HWB3 L4
HWB5 L4
HWB7 L4
HWBS L3
Collaborates with other health professionals and agencies C1L4
as appropriate C4L3
IK1L3
Schedules follow-up visits appropriately to monitor patients HWB3 L4
and evaluate health/iliness care HWB5 L4
HWB7 L4
THE EDUCATION FUNCTION
Timing
Assesses the on-going and changing needs of patients, carers and families
for education based on the following:
A. Needs for anticipatory guidance associated with growth and the C2L4
developmental stage HWB4 L4
G1L3
B. Care management that requires specific information or skills C2L4
G1L3
C. The patient’s understanding of their health condition C2L4
G1L3
Assesses the patient’s motivation for learning and maintenance of C2L4
health-related activities using principles of change and stages of G1L3
behaviour change
Creates an environment in which effective learning can take place C2L4
G1L3
Eliciting
Elicits information about the patient’s interpretation of health HWB2 L3
conditions as a part of the routine health assessment G1L3
Elicits information about the patient’s perceived barriers, supports, G1L3
and modifiers to learning when preparing for patient’s education
Elicits from the patient the characteristics of learning style from which to G1L3
plan and implement the teaching
Elicits information about cultural influences that may affect the G1L3

patient’s learning experience
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NMC competence

KSF dimension

Assisting

Assists patients by displaying a sensitivity to the effort and emotions
associated with learning about how to care for one’s health condition

Assists patients in learning specific information or skills by designing
a learning plan that is comprised of sequential, cumulative steps, and
that acknowledges relapse and the need for practice, reinforcement,
support and re-teaching when necessary

Assists patients to use community resources when needed

Providing

Communicates health advice and instruction appropriately, using an
evidence-based rationale

Negotiating

Negotiates a jointly determined plan of care, based on continual
assessment of the patient’s readiness and motivation, re-setting goals
and optimal outcomes

Monitors the patient’s behaviours and specific outcomes as a guide to
evaluating the effectiveness and need to change or maintain educational
strategies

Coaching
Coaches the patient by reminding, supporting and encouraging, using

empathy

PROFESSIONAL ROLE
Develops and implements the advanced nurse practitioner role
Uses evidence and research to implement the role

Functions in a variety of role dimensions: advanced health care provider,
co-ordinator, consultant, educator, coach, advocate, administrator,
researcher, role model and leader

Interprets and markets the role to the public, legislators, policy-maker
and other health care professions

Directs care

Prioritizes, coordinates and meets multiple needs for culturally
diverse patients

C2L4
G1L3

C2L4
G1L3
HWB1 L3
HWB4 L4

C2L4
HWB4 L4

C1L4
HWB1 L3
G1L3

C2L4
HWB4 L3
G1L3

C2L4
HWB5 L4

C2L4
G1L3

IK3 L4

C2L4
HWB2 L4
G713

C4L3
G8 L2

HWB5 L4
HWB7 L4

(Continued)
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(Continued)
NMC competence KSF dimension
Uses sound judgement in assessing conflicting priorities and needs HWB2 L4
HWBS6 L4
HWBT7 L4
Builds and maintains a therapeutic team to provide optimum therapy CiL4
C4 L4
C5L4
G7L2
Obtains specialist and referral care for patients while remaining the C1L4
primary care provider C4L3
HWBT7 L4
Acts as an advocate for the patient to ensure health needs are met C6L3
consistent with patient’s wishes HWB3 L2
Consults with other health care providers and public/independent agencies  C1 L4
C4 L3
Incorporates current technology appropriately in care delivery HWB6 L3
HWB?7 L3
Uses information systems to support decision-making and to improve care C5 L4
IK3 L4
Provides leadership
Is actively involved in a professional association C2L3
Evaluates implications of contemporary health policy on health care C4L3
providers and consumers HWB1 L4
G212
G712
Participates in legislative and policy-making activities that influence C4L3
an advanced level of nursing practice and the health of communities HWB1 L4
G212
Advocates for access to quality, cost-effective health care C4 L3
C6L3
Evaluates the relationship between community/public health issues and C4 L3
social problems as they impact on the health care of patients (poverty, HWB1 L3
literacy, violence, etc.)
Actively engages in continuing professional development and maintains C21L3

a suitable record of this development

MANAGING AND NEGOTIATING HEALTH CARE DELIVERY SYSTEMS
Managing

Demonstrates knowledge about the role C3L3
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NMC competence

KSF dimension

Provides care for individuals, families, and communities within integrated
health care services

Considers access, cost, efficacy, and quality when making care decisions

Maintains current knowledge of their employing organization and the
financing of the health care system as it affects delivery of care

Participates in organizational decision-making, interprets variations in
outcomes, and uses data from information systems to improve practice

Manages organizational functions and resources within the scope of
responsibilities as defined in a job description

Uses business and management strategies for the provision of quality
care and efficient use of resources

Demonstrates knowledge of business principles that affect long-term
financial viability of an organization, the efficient use of resources, and
quality of care

Demonstrates knowledge of, and acts in accordance with, relevant
regulations for this level of practice and the NMC code (NMC, 2008).

Negotiating

Collaboratively assesses, plans, implements, and evaluates care with other
health care professionals, using approaches that recognize each one’s
expertise to meet the comprehensive needs of patients

Undertakes risk assessments and manages risk effectively

Participates as a key member of a multiprofessional team through the
development of collaborative and innovative practices

Participates in planning, development, and implementation of public and
community health programmes

Participates in legislative and policy-making activities that influence
health services/practice
Advocates for policies that reduce environmental health risks

Advocates for policies that are culturally sensitive

Advocates for increasing access to health care for all

C5L3
HWB7 L4

C5L3

C5L3
G4 L2

C5L3
IK2 L2

C5L3
IK2 L2
G513

C5L3
G513

C5L3
G4 L2

C3L3
C5L3

C1L4
HWB5 L4

C3L4

G213

HWB1 L3

HWB1 L3

C3L4
HWB1 L4

C3L3
C6 L3

C3L3
C6 L3

(Continued)
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(Continued)

NMC competence KSF dimension

MONITORING AND ENSURING THE QUALITY OF ADVANCED HEALTH
CARE PRACTICE

Ensuring quality

Incorporates professional/legal standards into advanced clinical practice C5L4
Acts ethically to meet the needs of the patient in all situations, however C5L4
complex HWBS5 L4
Assumes accountability for practice and strives to attain the highest C4L3
standards of practice C5L3
Engages in clinical supervision and self-evaluation and uses this to C2L4
improve care and practice C5L2
Collaborates and/or consults with members of the health care team C5L3
about variations in health outcomes HWBS5 L4
Promotes and uses an evidence-based approach to patient management C5L3
that critically evaluates and applies research findings pertinent to patient HWBT7 L4
care management and outcomes G214
Evaluates the patients’ response to the health care provided and the HWBS5 L4
effectiveness of the care
Interprets and uses the outcomes of care to revise care delivery C4aL3
strategies and improve the quality of care C5L3
HWB7 L4
Accepts personal responsibility for professional development and the C2L4
maintenance of professional competence and credentials C5L2

Monitoring quality

Monitors quality of own practice and participates in continuous quality C5L4
improvement

Actively seeks and participates in peer review of own practice C2L4
Evaluates patient follow-up and outcomes, including consultation and C5L3
referral HWB7 L4
Monitors current evidence-based literature in order to improve quality C5L3
care G2 L4
REFERENCE

NMC (2008) The code. Standards of conduct, performance and ethics for nurses and
midwives. London: Nursing and Midwifery Council.



APPENDIX 2: NURSE PRACTITIONER
RADIOGRAPH REFERRAL GUIDELINES

1 Eligibility criteria of nurse practitioners

Referrer to be a formally recognized nurse practitioner (NP) who has completed a
first degree/post-graduate diploma/MSc or a recognized programme in nurse
practitioner studies

Referring NP will undergo annual appraisals with another trained NP colleague
Referrer has attended the ‘Basics of Ionizing Radiation’ course and is registered
with the X-ray department

2 Criteria for requests

All X-ray referrals will meet the standards outlined by the RCR Working Party!
Referrer will ensure correct biographical information is entered on the request
form

Referrer will complete relevant clinical information and anatomical area to be
viewed on the request card

Appropriate verbal and/or written information will be provided to the patient by
the NP at the time of referral and this will be documented in the clinical record

3 Exclusions

X-rays will not be requested in place of an examination
Pregnancy will be excluded in female patients and LMP documented on request
card

4 Referral for chest X-ray (CXR)

4.1 NPs may refer children and adults for CXR for the following indications:
Persistent unexplained cough >4/52

Haemoptysis

Unexplained SOB

Unexplained weight loss/night sweats/lymphadenopathy
Hoarseness >4/52

Severe exacerbation of COPD

Suspected heart failure

Suspected pleural effusion

Suspected TB

Suspected pneumonia

Suspected pneumothorax

Suspected inhalation of foreign body
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4.2 Request for X-ray investigation should never replace admitting the patient
acutely if this would be more appropriate

4.3 The following are NOT indicated:
Routine diagnosis and treatment of hypertension ~ Simple URTI
Routine follow-up of asthma/COPD Uncomplicated rib fracture

5 REFERRALS (adults only)

5.1 Elbow/hand/wrist X-ray
Wrist injury, elbow trauma
X-ray may also be indicated to determine the presence of a soft tissue foreign body

5.2 Ankle/foot X-ray
Ottawa guidelines? apply (see reference at the end of this section)

Ankle — refer for X-ray if there is pain in the malleolar area plus:
Bone tenderness at the posterior tip of lateral malleolus, or

Bone tenderness at the medial tip of the malleous, or

Patient unable to weight-bear at time of injury and when examined

Foot — refer if there is pain in the midfoot plus:

Bone tenderness at the 5th metatarsal base, or

Bone tenderness at the navicular, or

Patient unable to weight-bear at the time of the injury and when examined

NB: if there is a history of acute injury it may be more appropriate to refer the patient
to A&E for a full assessment and management

5.3 Knee X-ray
Knee pain with locking to identify radio-opaque loose bodies

5.4 Hip X-ray
Chronic hip pain where there is a history of:

Past trauma

Full or limited range of movement with persistent symptoms

Night and/or rest pain

Associated risk factors, e.g. SLE, sickle cell, use of steroids — exclude avascular necrosis
Diagnosis in doubt

5.5 Shoulder X-ray

Persistent (6/52), severe pain unresponsive to treatment

Thoracic inlet X-ray: if suspected cervical rib (indicated by hand or forearm pain,
weakness or numbness and thenar or hypothenar wasting)

6 Ordering an X-ray investigation is equivalent to writing a prescription for
radiation

7 References

1. RCR Working Party. Making the best use of a department of clinical radiology: guidelines
for doctors, 5th edn. London: The Royal College of Radiologists, 2003.



2. Stiell I, Wells G, Laupacis A et al. Multicentre trial to introduce the Ottawa ankle rules
for use of radiography in acute ankle injuries. British Medical Journal 1995, 311: 594-597.

8 Review

These guidelines will become effective from 1st January 2006 and will be reviewed
after 12 months

Signed Supporting Clinician
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APPENDIX 3: PORTFOLIO DEVELOPMENT

Appendices 3-5 have been adapted with permission from the Faculty of Society and
Health, Buckinghamshire New University, UK, 27 November 2006.

PORTFOLIO DEVELOPMENT

Critical reflection is central to professional growth and development and the
maintenance of competent professional practice. Advanced nursing practice
professionals will be required to maintain a portfolio of evidence of their competence
in accordance with the Nursing and Midwifery Council (RCN 2007) Domains and
Competencies. The portfolio needs to contain reflections in relation to specific activities
and be formally presented. Advanced nursing practice professionals will be required
to undertake critical thinking, analysis, research and technical skills through practising
structured reflection which will enable them to achieve the required competencies.

A list of skills necessary to complete your portfolio is shown below.

*  You should undertake a self-assessment of learning needs for discussion with your
mentor/assessor.

*  You should undertake a formative clinical assessment interview with mentor/assessor
to determine your strengths and weaknesses in relation to the specific domains and
competencies, which must then be signed and included in the portfolio.

*  You should agree personal learning objectives to address the particular competence that
you intend to achieve, which will be identified and achieved through the case management
entries. You must demonstrate that you are working at advanced level and fulfil the
criteria of the NMC domains and competencies. This should be agreed and signed by your
mentor/assessor and included in your portfolio.

*  You should undertake an intermediate assessment interview to assess your learning
needs in relation to the domain and competencies and your overall progress with your
mentor/assessor which must be signed and included in the portfolio.

*  You should ensure that your mentor/assessor writes and signs a summative assessment
sheet for inclusion in the portfolio at the end of your period of learning.

*  You should also complete a self-assessment of your learning and discuss this with your
mentor/assessor at your final assessment interview.

*  You should use supportive evidence to show that you have achieved all the NMC
domains and competencies, i.e. clinical examinations/clinical cases/critical incidences.

*  You must devise a mapping grid to cross reference the evidence with the competencies.

*  You should submit all work in support of your achievement in your portfolio when
required by the NMC for your registration as an advanced nurse practitioner.

The learning log is also a useful tool which will help you to achieve your
competencies and should be submitted as part of the marked portfolio. It should
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show evidence of patients through the eyes of the advancing nursing practitioner.
The overall focus should be on quality not quantity and it should show the breadth
and depth of patient interactions. Entries should be dated and demonstrate the
learning that has taken place and should include details of both your personal and
professional development.

You must ensure that you have included all the required components as listed in
this document and that they have been signed and validated by your mentor/assessor.
The facilitator will be a qualified nurse holding an appropriate advanced nurse
practitioner qualification, or a medical practitioner with experience of working with
advanced nurse practitioners.

The facilitator is responsible for promoting and developing the professional role
and knowledge of the student and for assessing his/her competence in practice.

REFERENCE

Royal College Nursing (2007). RCN Domains and Competencies for UK Advanced Nurse
Practitioner Practice. London: RCN.



APPENDIX 4: LEARNING CONTRACT
EXAMPLE

CASE PRESENTATION

Name:

Mentor:

Start date: Completion date:

Discussion/description of case (practitioners should include case notes as an appendix)

Reflection on the decision-making process that was made within the consultation

My strengths and limitations (what was done well and what skills needs to be developed)

Demonstration of interprofessional collaboration and leadership skills (i.e. any involvement
of the interprofessional team, referrals, etc.)

Personal action plan (learning objectives)

NMC domain and competency

Evidence produced which supports that the competence has been achieved (including
policies and documents)

Signature of student Date

Signature of facilitator Date

Clinical Assessment — Formative
Summative Assessment by Mentor/Assessor
Observations of student learning and verification of achievement of specified competence.

Name of student:
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EXAMPLE: STATEMENT OF PRACTICE COMPETENCE

The above-named practitioner has successfully achieved the cultural competencies
relating to advanced practice and is competent in practice according to the NMC
Domains and Competencies for advanced nurse practitioners.

Mentor’s/Assessor’s signature:
Print name:

The portfolio entries should demonstrate a mastery of the subject areas, with
evidence of creative and innovative thought and encompassing various perspectives.
You need to consistently apply theory and research to inform your decision-making
and problem-solving in practice. A range of sources are needed to demonstrate your
learning with clear articulation of progress and development.



APPENDIX 5: LEARNING CONTRACT
GUIDE

Practitioners are required to set up learning contracts with your mentor/assessor
within your area of clinical practice. You should select areas of practice relating to
the particular competence that you wish to develop. This should be a substantial
learning need that can justify a learning contract facilitated over a period of weeks.
A learning contract should be developed for each competence you would like to
achieve.

ORGANIZATION AND PLANNING

Select and negotiate with your mentor/assessor which competence you would
like to achieve.

Agree the number of weeks for the contract.

Set time and date for the first meeting.

Agree length of first meeting.

Agree frequency of review meetings.

PROCESS

Discuss learning needs and agree objectives.

Plan a strategy for learning.

Agree assessment of learning strategy.

Discuss ‘working with’ activities (if any).

Discuss self-directed targets.

Discuss supervision, delegated activities, practice activities (as appropriate to the
particular competence you would like to achieve).

Assess progress and provide feedback.

Time management-plot the learning process in advance and monitor progress.

OUTCOMES

Assess the level of progress made (formative).

Assess the level of achievement that is made by you (summative).

Identify strengths and areas for further development in relation to the particular
cultural competence to be achieved.

Evaluate the overall effectiveness of the learning contract.

RESOURCES

Identify the literature, procedures and protocols that are needed.




Identify prescribed activities, visits, outpostings, study days and key people
relevant to the learning process.
Identify the amount of contact time between mentor and learner.

PORTFOLIO

Learning contracts should be entered into the portfolio to demonstrate your
progression. This will record aspects of your transition to advanced practitioner.
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negotiating health care systems delivery
183
nurse—patient relationship 51-67
personal responsibility/role in maintaining
208-12
accepting  205-6, 210-11
RCNrole 5,8
spiritual see spirituality
statement of 252
competency (capacity) to consent 42-3,
45-6
complementary/alternative therapies 140
safety and potential interactions 104
compliance (adherence), scenarios regarding
103, 109
confidentiality 41-3, 62—4
consent 44-7
capacity to  42-3, 45-6
consult, duty to  46-7
consultant (nurse) practitioners
legal issues 31
Level 8 in NHS career framework 3
scenario 14-16
consultant role 151-2
consultation 200-1
with another care provider see referral

with multiprofessional team 113,
199-200
about variations in health outcomes
199-200

with patient 98
with public and independent agencies
160
consumers see patients (and
clients/consumers)
continuing professional development (CPD)
11, 166, 205-8, 208, 209
continuous quality improvement
212-15
contract
learning see learning contract
of service v. contract for services
contributory negligence 27-8
control, perceptions of, and behavioural
change 132
conversations, health-focused 133
coordinating role  151-2
coronary heart disease, National Service
Frameworks 163
corroboration of evidence 225

197-8,

38-9

Index 257

cost (of interventions), scenarios regarding
103,110
cost-effectiveness
NPs 150
Council for Health Care Regulatory
Excellence (CHRE) 2
counselling, scenarios 103, 109, 118
Crawford v. Board of Governors Charing Cross
Hospital [1953] 36-7
credential (professional), accepting personal
responsibility for 205-6, 210-11
criminal law 28
negligence in  33—4
‘critical friend’ 222
critical incident reflection 226
critical reflection see reflection
critical thinking in scenarios
smoking cessation 109

14, 165

sore throat 103—4
culture 71-94
competencies 77-8, 88-90

barriers to achieving 87
practical steps and examples for
achieving  89-90, 91

scenarios 76, 82, 83, 84, 85, 88

defining 72

diversity see diversity

respecting 71-94, 154-5, 236

CV 231

data
confidentiality issues (incl. Data
Protection Act [1998]) 42, 62—4
in managing health care delivery systems,
sources 179
in negotiating health care delivery systems,
sources 185
in scenarios
analysis (to determine health status)
104,114, 119
historical and immediately derived data
113
de Bono’s Six Thinking Hats
deaths (fatalities; mortalities)
confidentiality issues 42
negligent professional care causing 33
decision-making 174
information systems in
patient’s control over
scenarios
smoking cessation 109
sore throat 100, 103—4
defences (to claim) 27-8

141-3

161-2
61-2
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delegation 43
Departments of Health, web sites 164
diabetes 154
nephropathy 160
diagnosis, scenarios
ectopic pregnancy 112,113,114
smoking cessation 109
sore throat 98-9, 102-3, 103, 1034,
104-5, 109
tuberculosis
see also differential diagnosis
differential diagnosis in scenarios
sore throat 102
tuberculosis 117
direct observation of practice 226
disability prevention, scenario 108
disease see illness and disease
diversity, cultural/linguistic 71-94
definition 73-4
respecting  71-94, 154-5, 236
doctors (in primary care), NPs providing
equivalent care to  149-50
drug (medications)
interactions see interactions
lipid-lowering medication 163
prescribing see prescribing
regimens, scenarios 110, 120
side-effects, scenarios 110, 120
see also safety
duty
of care 234
breach of 25-6, 27
standard of see standards of care
of confidentiality 41, 42
to consult 46-7
delegation of 43

echinacea 101, 104
economic issues see cost
ectopic pregnancy scenario 111-14
education and coaching function of ANP
(patient/client/carer/staff) 125-47,
151-2, 204, 240-1
scenario 108
see also learning
education and training (of ANP) 8,9,
10-13, 166
see also professional development
efficacy and effectiveness (of care)
of clinical supervision, evaluation 211
evaluation 195

of interventions, scenarios regarding 103,

109, 110

117-18, 118, 118-19, 119, 120

of prevention, scenario regarding 110
see also cost-effectiveness
elbow X-ray referral 246
electroconvulsive therapy (ECT) in Bolam
case 24,32
electromagnet therapy 140
emergency situation scenarios 113
initiation of effective care 103, 112, 118
emotions and feelings
ANP student’s, example 141-2
emotional response (with carers and
families), monitoring and reflecting

onone’s 64-6
providing support 57-8
employer(s)
of ANP

professional accreditation and 223
responsibility 29
ANPas 38-40
employment law  28-9
employment organization, ANP role
initiated/authorized by 34-5
empowerment 59-61
England, Department of Health web site
164
entrepreneurial activities 38-40
environmental health, scenario regarding
117
epidemiology in scenarios 110
equality, promoting 236
erythromycin, sore throat 101
ethical issues 193
ethnicity 73
ethnocentrism 80
evidence 175-6, 188, 220-33
collecting 220-33
for Domain 3 (management of
health/illness status) 97-121
collecting 97-121
types of 98-102
meaning/definition 224-5
peer review see peer review
see also portfolio
evidence-based practice 36, 202-5
applying principles of, in scenarios 104,
120
definitions 202
evidence-based standards of care,
action-plan based on, scenarios
103, 109, 118
expectations, patient, in scenario  99-100
experience of health and illness

concepts of, cultural aspects  79-80



patient’s response, scenarios 102-3, 112,
118
expert patient 125, 126-8, 131, 134, 137,
13741

expert role modelling 204
explanatory models of illness 81
eye contact 52
facilitation and facilitators 226, 229
faith see spirituality
families and relatives
‘being there’ for 57-8
in managing and negotiating health care
delivery systems 172, 180, 181, 184,
187
monitoring and reflecting on one’s
emotional response with  64-6
partnerships with 51-4
patients’ health/illness impacting on
58-9
promoting healthy environments for 117
farmers’ health project 154
fatalities see deaths
feedback 78,214-15, 227
cultural matters 87

scenarios 76, 83, 89
spiritual matters 87
scenarios 85, 86, 89
3600 227
user 227

follow-up 200-1

evaluation 200-1

scenarios 109, 111, 201

Future Health Worker report 2

gold standard 221
green hat, de Bono’s 143
group supervision 209-10
guidance (for patient) see information
guidelines, practice, action-plan based,
scenarios 103, 109, 118
gynaecological treatment scenario  111-14
Hackney Diabetes Project 154
hand X-ray referral 246
harm
causation and 267
intentionto 28
negligence and 27
health 78-83,95-124
community see community
defining 78-9
environmental, scenario regarding 117

Index 259

experience see experience
impact on patients’ lives of 58-9
personal responsibility for 61-2
population 125-6
status 95-124
impact of life transitions on  58-9
management see management
see also illness

Health Action Model 132-3
health and safety requirement for employers
40

see also safety

health behaviours see behaviours

health beliefs
expert patients
lay 80-1
model 80, 132
sore throat scenario  99-100

health care see care

health policy see policy

health professionals see professionals

health promotion 132-5, 236-7
models and theoretical perspectives
scenarios 108,117

health protection 117, 236-7

health records see record-keeping

Hindu person, health beliefs and behaviour

84

hip X-ray referral 246

historical background, ANP role 4-7

history-taking, scenarios 102, 113, 115, 117

holistic care 13

Hotson v. East Berkshire AHA [1980] 28

hyperbaric oxygen 140

hypertension, ACE inhibitors 165

137,139

132-5

illness and disease
experience see experience of health and
illness
explanatory models 81
impact on patients’ lives of 58-9
prevention see prevention
status  95-124
impact of life transitions on  58-9
management see management
indemnity, personal 39
independent agencies, consulting with 160
indirect responsibility see vicarious
responsibility
individuals
patients’ health/illness impacting on  58-9
professional development for 207-8
promoting healthy environments for 117
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information/advice/guidance (for patient and
carers)
consent and 44-5
risk warning 32, 45
scenarios
smoking cessation 108, 109
sore throat 101-2, 103
tuberculosis 118
information systems 161-2
innovative (entrepreneurial) activities
38-40
insurance 40
personal indemnity 39
integrated care pathway (ICP) 195, 199
interactions (drug—drug), scenarios regarding
110, 120
with complementary medicines 104
International Council of Nurses (ICN)
Code of Ethics (2000) 74-5
definitions of NPs/ANPs (2002) 9
interpreter services 88
invasiveness (of interventions), scenarios
regarding 103, 109
investigations, sore throat scenario 99
Islamic (Muslim) person, scenarios 85-6,
88

Jamaican person, health beliefs and
behaviour 82-3

Jones v. Manchester Corporation and Others
[1952] 25

journals, writing for publicationin 206

see also literature

Junior Doctors: the New Deal 164

junior practitioners, standard of duty of care
32

justification 40-1

Kay v. Ayrshire and Arran HB [1987] 28
kidney disease, diabetic 160
knee X-ray referral 246
knowledge (ANPs’)
absolute, and failure to know 26, 37-8
cultural 78
enhancing 206
keeping up-to-date 36-7
of pathophysiology, demonstrating
110
therapeutic interaction furthered by
64-6
knowledge (patients’), acknowledging
55-6

104,

knowledge, attitude and behaviour (KAB)
model 132

Knowledge and Skills Framework (KSF) 2,
235-44

L and Others (AP) v. Hesley Hall Ltd [2001]
29
language (linguistic aspects)
competence 88-9
barriers to achieving 87
diversity see diversity
eliminating barriers
law see legal issues
lay health beliefs 80-1
lay-led self-management programme
128
leadership 43-4, 151-2, 1627, 242
learning
action 228-9
interprofessional 11
learning competencies 139
learning contract
example 251-2
guide 253
learning log  249-50
leg ulcer 137-41
legal issues 2149
cultural and linguistically diverse groups
74-6
interpreting and marketing of professional
role to legislators 152-3
participating in legislative process
164-5
standards of care see standards
see also regulation
liability
for non-permanently employed
practitioners 39
team 44
Liberating the Talents 130
Life Check, NHS 129
lifelong learning 205
lifestyle changes 166
linguistics see language
lipid-lowering medication 163
Lister and Others (L and Others) (AP) v.
Hesley Hall Ltd [2001] 29
Lister v. Romford Ice and Cold Storage Co Ltd
[1957] 29
literacy 165-6
literature, evidence-based, monitoring to
improve quality care 203-5
see also journals

88-9, 90-1

90-1



local networks, active involvement in  162-3

local organizational policies 22

macho stereotype, soldier 141
magnet therapy 140
Making a difference: strengthening the nursing,
midwifery and health visiting
contribution to health and health care
164
males, stereotypes of 141
management
health care delivery systems
173-81, 242-3
of change in practice
patient health/illness status
236-40
evidence-based approach 202-3
manslaughter by an anaesthetist 33
marketing 152-3
‘masters level ability” 9
matron, community 200, 202
Maynard v. Midlands RHA [1984]
Medical Defence Union 39
Medical Protections Society 39
medical records see record-keeping
medications see drugs
medicolegal issues see legal issues
men, stereotypes of 141
Mental Capacity Act (MCA) [2005] 45, 46
mental capacity and consent 42-3, 45-6
military person with heel blisters  141-3
minimum standard 221
moderator in peer review 233
Modernising Nursing Careers 2
monitoring
of emotional response of self (with carers
and families) 64-6
of evidence-based literature to improve
quality care  203-5
patient, scenarios
in follow-up 111
of health status in acute and enduring
episodes 114, 119-20
of quality of health care practice
192-219, 244
moral agency 60
more senior staff (Level 9) 3
mortalities see deaths
Moslem (Muslim) person, scenario  85-6,
88
motivation for behavioural change
multiprofessional team see team
muscle relaxant drugs in Bolam case 24, 32

171,172,

174, 181, 198
95-124,

25,26

1334
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Muslim person, scenarios 85-6, 88

mutual trust 514

narratives/stories
patient 227
writing 229
National Health Service see NHS
National Institute for Health and Clinical
Excellence (NICE) 202

defining evidence-based practice 202
sore throat and antibiotics 101
National Service Frameworks (NSFs) 163,
202
needs (patients’)
addressing/meeting their
assistance in  55-6
culturally diverse patients 154-5

ethical aspects 193
in bringing closure to nurse—patient
relationship 66-7
consistent with patient wishes
evaluating/assessing
conflicting needs 155
in scenarios 120
spiritual and cultural 86
negligence 23-8
alleged harm and 27
contributory 27-8
gross 33—4
negotiating 241
health care delivery systems
173-6, 181-7, 243
nephropathy, diabetic 160
NHS 192
career framework for health 2,3
community services 129
Life Check 129
NHS confidentiality code of practice 63
NICE, see also National Institute for Health
and Clinical Excellence
nicotine replacement therapy (NRT), examples
and scenarios 105-11, 141-3
Northern Ireland, Department of Health web
site 164
nurse, developing role and functions
130-1
nurse—patient relationship  50-70, 235
bringing closure to 667
competencies 51-67
nurse practitioner (NPs)
advanced see advanced practitioner
definitions 5,9
distinction from other roles

158-60

171, 172,

7,8,9
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nurse practitioner (NPs) (contd)
local groups 163
in primary care 5, 149-50
Nurse Practitioner Association (NPA) web
site 163
Nursing and Midwifery Council (NMC) 1,
29-30
advice on portfolio evidence 175
Code (2008) 8, 15,22, 23,75,100
Code of Professional Conduct (2004) 75
defining ANPs 4
educationand 11
policy development 165
principle functions 29-30
professional development and
205, 207
professional regulation and 2, 3, 6, 29-30
record-keeping guidelines 63

11, 166,

observation of practice, direct 226
opportunities and threats in SWOT analysis
152,153
organizations
culture of 72
in managing and negotiating health care
delivery systems 171-5, 178, 181,
184, 185, 186, 187
macro-organizational systems
181, 187
micro-organizational systems
181, 187
professional development for 206
SWOT analysis 152, 153, 166
Our Health, Our Care, Our Say
129-30, 134, 1434
outcome of care (patient) 200-3, 227
applying research findings pertinent to
202-3
audit 196-7
collaboration and/or consulting with team
members about variations  199-200
interpreting/evaluating/using  200-1
to revise care delivery strategies and
improving quality of care 195-6
optimal, modifying plan of care for 119
oxygen, hyperbaric 140

172,

172,

125,

pain
chronic, scenario 181-6
ulcer-related 139, 140

partner in practice, ANP as 40
partnerships with patients/carers/families
514

pathophysiology, demonstrating knowledge
of 104,110
patients (and clients/consumers)
autonomy and choice 75-6
consent see consent
culture 72
education, scenario 108
expectations, in scenario  99-100
expert 125, 126-8, 131, 134, 137, 137-41
family of see families
feedback from 227
health care systems and contributions of
202-3
health policy with implications for
health records see record-keeping
information for see information
in managing and negotiating health care
delivery systems 172, 180, 181, 184,
187
narratives/stories 227
needs see needs
professional accreditation and 223
relationships with see nurse—patient
relationship
satisfaction 213-14
with primary care NPs 150
support see support
wishes, health needs consistent with
158-60
Patients Charter 5
Payne v. St Helier Group HMC [1952] 25
peer review of own practice 221, 232-3
seeking and participatingin  194-5,
196-8, 210
penicillin, sore throat 101
perceptions of control (in behavioural
change) 132
personal attributes 9
personal development plan (PDP) 205
personal indemnity 39
personal responsibility for health 61-2
physical examination and findings, scenarios
102, 113-14, 117, 119
policy (health-related)
evaluating implications for health care
providers and consumers  163—4
interpreting and marketing of professional
role to makers of 152-3
participating in policy-making process
164-5
relating to education function
expert patient 126-30
populations

163—4

136-44



at risk, recognizing 110
health 125-6
portfolio (of evidence)
230-2, 249-50
component parts 231
managing health care systems
negotiating health care systems
see also evidence
post-registration education and practice
(PREP) 166, 167, 207
poverty 165-6
power, granting to patients
practitioners (Level 5) 3
pregnancy, ectopic, scenario 111-14
prescribing medications 11, 165

175-6, 188, 207-8,

177-80
183-6

59-61

nicotine replacement therapy 106-7, 110
‘presence’  57-8
presenting symptoms, scenarios 102, 117
prevention (disease) 236-7

scenarios 108,110
primary care, nurse practitioner rolesin 5,

149-50

prioritization

conflicting priorities 155

cultural diverse patients 154-5

in management, scenarios 103, 109-10,

112,118
professional(s), health (staff)
collaborative working with other,
scenarios 113,114, 118-19
communicating health status to other
109, 120
interpreting and marketing role to other
health care professions 1523
meetings 203
regulation see regulation
see also team
professional accreditation 222-9
benefits 223-4
supporting path to  222-3
professional associations, active involvement
in 162-3
professional competence see competencies
professional culture 72
professional development 205-8
continuing (CPD) 11, 166, 205-8, 208, 290
professional knowledge see knowledge
(ANPs’)
professional role (of ANP)
boundaries 34-5
development/evolution 4-7, 13645,
148, 149-54, 241
implementation 149-51

148-70, 241-3
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professional standards see standards

project management 204

promoting health see health promotion

protection (health) intervention 117, 2367

public, interpreting and marketing of
professional role to  152-3

public agencies, consulting with 160

public health 165-6

quality of evidence 225
quality of health care 212-15
advocacy for access to quality care 165
improvement of 212-15
continuous 197-8, 212-15
monitoring of evidence-based literature
for 203-5
monitoring and ensuring 192-219, 244
revision of, interpreting and using
outcomes for 195-6
quantity of evidence 225

R. v. Adomako [1995] 33
radiograph referral guidelines
rapport-building 52-4
record-keeping (incl. health/medical notes)
41-3, 624, 193
scenario 114-21
red hat, de Bono’s 141-2
referral (to another care provider),
consultation and  156-8, 160, 200
radiograph 245-7
scenarios 66-7, 113, 118, 120-1
reflection (critical) 9, 64—6, 225-6, 249
critical incident 226
cultural matters 87
scenarios 76, 82, 83
education function of ANP students
135-44
on emotional response of self (with carers
and families) 64-6
linguistic issues 87
scenario 89
in negotiating health care delivery systems
184
smoking cessation scenario
spiritual matters 87
scenarios 84, 85
register of qualified nurses 30
reasons for removal from 30
regulation, professional 2-3, 5-6, 22,
29-30, 30-1
USA 13
see also legal issues

245-7

107-8
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relationships with patients see nurse—patient
relationship
relatives see families and relatives
relaxant drugs in Bolam case 24, 32
religious beliefs see spirituality
renal disease, diabetic 160
research 212-13
by ANP 151-2,212-13
applied in practice 202-3
committee meetings 204
methodologies 212-13
see also journals; literature
resistance to behavioural change 133—4
respecting culture and diversity 71-94,
154-5, 236
responsibility
ANP’s (personal) 43—4
for professional development/
competence/credential  205-6,
210-11
employer’s 29
patient’s (personal), for health 61-2
rigour of evidence 225, 230
risk
informing patient of 32, 45
populations at, recognizing 110
voluntarily takinga 28
risk factor reduction, scenario 108
Roe v. Ministry of Health [1954] 28
role (professional) see professional role
role model 151-2
expert 204
Royal College of Nursing (RCN) 5
definition of ANPs 8
education of ANPs 11

safety
of interventions, scenarios regarding
109
medications, scenarios 110
complementary medicines 104
see also health and safety
‘safety netting’ 100
satisfaction see patient
scenarios, writing of 65
scientific rationale, action plan based on,
scenarios 103, 109, 118
Scope of Professional Practice (UKCC) 5,
130, 131
Scotland, Department of Health web site
164
Scottish Intercollegiate Guidelines Network
(SIGN) 163

103,

screening tests, scenarios regarding 104,
120
self-awareness see awareness
self-care/management
lay-led programme 128
sore throat 101-2
self-evaluation 208-10
senior health care assistants/technicians
(Level 3) 3
senior practitioners see specialist
practitioners
sex workers 144
shoulder X-ray referral 246
Sidaway and Bethlem Royal Hospital [1985]
44-5
Sindell v. Abbott Laboratories [1980] 28
Six Thinking Hats, de Bono’s  141-3
skills see competencies and skills; Knowledge
and Skills Framework
smoking 165-6
cessation 166

examples and scenarios 105-11, 141-3
social care, community 129
social problems 165-6
soldier with heel blisters 141-3

sore throat scenario 98-102
specialist (senior) practitioners
distinction from other levels 7, 8
legal issues 31, 32
Level 6 in NHS career framework 3
specialist
obtaining care, while remaining primary
care provider 1568
referral to see referral
spirituality (religious beliefs and faiths)
83-90
competencies 83-6, 236
barriers to achieving 87
practical steps and examples for
achieving 89-90, 91
scenarios 84, 85, 88
definitions 83—4, 86
stability 174
managing 172, 174, 181
negotiating 172, 187
staff see professionals
standards of care (professional/legal) 24-5,
31-4, 36, 192-3, 224
breachin 25-6,27
dissemination 221
evidence-based, action-plan based on
103

higher 31-4



highest 193—4
statutory law 21
stories see narratives
strengths (patients’), acknowledging 55-6
strengths and weaknesses (in SWOT analysis)
152, 153
subjective norms (in behavioural change)
132
supervision, clinical 37, 208-10
evaluation of effectiveness 211
notes of 226
support (for patient)
emotional 57-8
scenarios 103,109,118
support workers (Level 2) 3
SWOT analysis 152, 153, 166
symptoms, presenting, scenarios 102, 117
teaching see education and coaching function
team (multiprofessional/multidisciplinary)
building and maintaining, to provide
optimum therapy 155-6
collaboration see collaborative working
leading the 43
liability 44
meetings 203

working within  199-202
technology
in care delivery 160-1

communicating health status using
120
tender loving care (TLC) 156
therapeutic interaction, knowledge enabling
furthering 64-6
therapeutic interventions, scenarios
109, 118, 119
throat, sore, scenario 98-102
tobacco smoking see smoking
tort, law of 23
training see education; learning
transition(s)
to another care provider, safe

109,

103,

66—7
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life, impact on health/illness status  58-9
trust, mutual 514

trustworthiness of evidence 225
tuberculosis (TB) scenario 114-21

two-stage capacity test 46

ulcer, leg 137-41

United Kingdom Central Council (UKCC)
5

Scope of Professional Practice 130, 131

United Nations’ Universal Declaration of
Human Rights 74

United States, NP regulation 13

universities, collaboration with 204

US, NP regulation 13

validating findings with patients 54-5

vicarious (indirect) responsibility 29
for permanent employees 39

violence 165-6

A vision for the future 208

voluntarily taking a risk 28

Wales, Department of Health web site 164
Ward v. Tesco Stores [1976] 28
whistleblowing 38
WHO, definition of health 78, 79
Wilsher v. Essex AHA [1988] 24-5, 32-3, 35
wishes, patient’s, health needs consistent with
158-60
World Health Organization, definition of
health 78,79
wrist X-ray referral 246
writing
for publication 206
referral letters 157-8
scenarios 65
your narrative 229

X-ray referral guidelines 245-7
yellow hat, de Bono’s  142-3
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