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This study was designed to determine the perceptions of the

Oregon-certified nurse practitioners (NPs) with respect to their
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usage, competency, and preparation for selected functions. Clarifica-
tion of what NP's perceive themselves doing and with what degree of
competence could give structure and direction to their preparation.

In Oregon, NPs provide specialized primary care in collaboration with
physicians and other health care professions and agencies. The per-
formance of an NP may vary according to the specialty, setting, and
needs of the consumer. If some functions of the NP could be brought
into clearer focus, then not only could benefits come to the health
care consumer, but also health care professionais could work together
more efficiently and productively. Furthermore, educators could build

programs with a clearer sense of purpose and structure.

Procedure

The data were obtained through a survey of 574 NPs certified in
Oregon. A four-part guestionnaire was adapted from instruments devel-
oped by researchers of NPs in North Carolina, Arkansas, and Colorado.
The analysis of service diaries provided by Oregon nurse practition-
ers, additions by the Oregon State Board of Nursing, and pretesting in
the field resulted in statements about selected characteristics and
attitudes, practice settings, and clinical and community functions of
Oregon nurse practitioners. Questionnaires were mailed, and 386 were

anal yzed.

Summary of Findings and Conclusions

Three research hypotheses were formed and tested by chi-square. The
following findings and conclusions were identified: ({a) Some rela-

tionships did exist between NP functions and specialty groups with



respect to competency, frequency of performance, and preferred
preparation. (b) Most nurse practitioners serve a large number of
consumers in low or very low econcmic circumstances through community
or home health agencies. (c) Some functions of high competency and
usage are needed in the preparation of all nurse practitioners at the
baccalaureate and master's level. (d) Higher education is preferred
for preparation of nurse practitioners in a sequence of baccalaureate
in nursing followed by a master's degree which qualifies for certifi-
cation in a nursing specialty. (e) For the functions of lower compe-
tency and usage, reduced emphasis or deletion from nurse practitioner
preparation is desirable. (f) Some functions are suitable for major
emphasis in continuing education programs with the standards of higher

education.



CHAPTER 1
INTRODUCTION

American medicine leads the world in research and develop-
ment of specialized diagnostic and therapeutic techniques,
but lags behind in actually delivering health care, parti-
cularly primary care to those who need it most, the elder-
1y, minorities, the poor, and geographic locations which
have no physicians. (Bliss & Cohen, 1977, p. 375)

The inequality of health care is being exacerbated by forces
such as out-of-control health costs, government and business
restrictions to curb expenses, and expanding corporate control of
health care which are leading to "'a very sterile, Orwellian inter-
action that will be technicaly correct'" (Kotulak, 1985, p. A2).
These widespread changes in the health care delivery system have
contributed to the development of the expanded function of the nurse
who has been educated to provide primary care in a specialty. The
nurse practitioner is a person who has been educated and certified
to provide specialized primary care to assist in meeting the
challenge of unequal distribution and expenses of existing methods

of providing for the maintenance of health and the care of illness

in America.



PRIMARY CARE

As delineated in the Oregon Administrative Rules (0AR) of the
Board of Nursing (1980), primary care includes a broad range of per-
sonal health services. Some of those services include: (a) promo-
tion and maintenance of health, (b) prevention of illness and dis-
ability, (c) management of health care during acute and chronic
phases of il1lness, (d) guidance and counseling of individuals and
families, and (e) referral to physicians and other health care pro-
viders and community resources when appropriate.

During the provision of primary care, the physical, emotional,
social, and economic status, as well as the cultural and environ-
mental backgrounds of individuals, families, and communities (where
relevant) are considered. The client is provided access to the
health care system, and, a single provider or team of providers,
along with the client, take responsibility for the continuing co-
ordination and mangement of all aspects of basic health services
needed for individual and family care (Oregon State Board of Nursing
(0SBN) 1980, 851-30-001).

In Oregon the nurse who is certified to implement the expanded
function of providing primary care is recognized by law as a nurse
practitioner (NP). Since 1979, the NP may obtain limited authoriza-
tion to write prescriptions. Nurse practitioner has been defined in
the Oregon Revised Statute as a licensed registered nurse who has
been certified by the Board of Nursing as having satisfied require-

ments for special competencies and fulfilling all relevant rules and
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regulations, established by the Board of Nursing for, among other
things, the maintenance of "certification, including continuing edu-
cation" (Oregon Revised Statute [ORS], 1977, 678.375). A "normative
nurse" (Weiss, 1983, p. 139) with a long tradition of "bedside care
for the individual patient," (Katz, 1969, p. 54) may acquire
specialized education to qualify for legal certification to function
as a specialist in the provision of primary health care to con-
sumers.

Wheeler and Gilham Counties in Eastern Oregon comprise 2,835
remote and mountainous square miles, where two nurse practitioners
provided services in 1975 that saved residents having to drive 45 or
60 miles to the nearest physicians. Due to complications in Qregon
Law, the State Board of Pharmacy on May 26, 1977, ordered the phar-
macists in Condon, Oregon, to stop honoring the "prescriptions
written by the two nurse practitioners who practiced in Gilham and
Wheeler Counties" (Sullivan, 1977). A committee of Eastern Oregon-
ians from Wheeler, Gilham, and Morrow Counties met with representa-
tives of the Board of Pharmacy, the Board of Nursing, the Oregon
Medical Association, the Oregon Nurses Association, the State Health
Division, and four legislators from Eastern Oregon. The large com-
mittee--not without disagreement-recommended that counties with
fewer than 5,001 persons, or where a physician licensed in Oregon
does not maintain an office within 30 miles of a nurse practi-
tioner's clinic, make use of nurse practitioners and allow them to

write prescriptions with the approval of the physician (Sullivan,
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1977). With some changes, the recommendations of the committee were

enacted into Oregon law.

The Function of the Various Types of Nurse Practitioners (NPs)

In an expanded specialty role, such as Psychiatric-Mental
Health, the function of the nurse practitioner (NP) has been defined
as "clinical practice based on specialized education which prepares
a registered nurse to provide primary health care" (0SBN, 1980, 851-
30-001).

The law recognizes the capability of the NP to take responsi-
bilty for the provision of various kinds of health care in a spe-
cialty area, "the scope of which shall be based upon educational
preparation, continued experience and the accepted scope of profes-
sional practice" (0SBN, 1980, 851-30-003). Certified NPs in Oregon
integrate "health maintenance, disease prevention, physical diag-
nosis and treatment of common episodic and chronic problems...in
primary health care" (0SBN, 1980, 851-30-003) in specialties which
include the following categories:

1. The family nurse practitioner (FNP) has special knowledge
and skills in responses to common problems in primary care
with families;

2. The prediatrics nurse practitioner (PNP) has special
knowledge and skills to provide care for common problems
in primary care with children;

3. The adult nurse practitioner (ANP) implements the advanced
nursing function in common problems in the provision of

primary care with adults;
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4. The geriatric nurse practitioner (GNP) provides advanced
nursing functions with the elderly;

5. The psychiatric-mental health nurse practitioner (PMHNP)
is authorized to accomplish primary health care with per-
sons who have common mental or emotional problems;

6. Th2 nurse midwife (NM) has authorization to provide pri-
mary maternal health care;

7. The women's health care nurse practitioner (WHCNP) has
specialized in the provision of primary health care with
women ;

8. The school health nurse practitioner (SHNP) specializes in
the provision of primary health care with school children;
and,

9. The college health nurse practitioner (CHNP) specializes
in the provision of primary health care with college stu-
dents.

Nurse practitioners provide "primary health care in collaboration
with the physician and other health care professions and agencies"
(0SBN, 1980, 851-30-003). Ward's (1975) nation-wide study provided
some details about the activities of NPs who have specialized in the
care of families. Within the specialty, the NP may make
initial and/or continuing assessments of the health status
of a person of any age group independently or in collabora-
tion with others...take health histories, perform physical
examinations, diagnose, treat, and manage common health
problems, recognize health needs and problems and [where
appropriate] to provide care alone or jointly with other
health care workers or to initiate referrals for health
care needs and problems that are beyond [the] scope of

practice...in order to provide the best possible care for
patients. (pp. 14-15)
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The law has empowered the NP to move beyond traditional nursing to
provide expanded nursing functicns wherever the need exists.

The assurance of finding heip, close by, wherever one hap-

pens to be...is a human need (for reduction of anxiety)

first, and only secondarily a matter of economics, poli-

tics, professional perogatives or semantic debate. The

urgency of the need is accentuated by the public's realiza-

tion that it is not likely to be met by any of the tradi-

tional health care professions, their patterns of practice

or modes of education.” (Pellegrino in Bliss & Cohen,

1977, p. xv)
The provision of care wherever it is needed led many of the practi-
tioners of the expanded function in nursing to separate themselves
from dependence upon physicians, because "nearly 85 percent of
physicians still practice in urban-suburban rather than rural
settings" (Bliss & Cohen, 1977, p. 375). Few nurses in the expanded
function are found in hospitals (Bliss & Cohen, 1977, p. 376).

One NP described her function as falling "in the middle of the
old territory occupied by physicians and registered nurses, one
white-shoed foot in each world" (Cargill, 1985, p. MW7).

A pediatric NP has acquired expertise and skills needed to
perform functions once restricted to physicians. When the NP edu-
cates mothers about infant care, feeding, toileting, and the values
of breast milk, a physician is left free to handle the more compli-
cated cases. The NP was reported to give more time than a physician
to do an examination and to view consumer education as the largest
part of her function in an out-patient clinic (Cargill, 1985, p.
MW7). Monitoring patients for ordinary illnesses, such as infec-

tious conditions of the ears, lungs, or bowels, and educating the
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mother to provide health care takes up most of the day. Educating
the mother about normai growih and development nelps her to observe
and contribute to the child's progress. The writing of prescrip-
tions includes those for birth control pills and antibiotics but
prohibits special intensified medicines, such as the chemo-
therapies. The sharing of in-depth knowledge of child idiosyncras-
ies has helped mothers manage problems related to the health care of
their children.

Another NP may operate an independent clinic. For example,
one pediatric nurse practitioner operates the North Portiand Com-
munity Health Clinic. Situated as it is in an urban area comprised
of many families at a low or very low economic level, the clinic
serves a type of population which attracts very few independent
health care providers other than NPs. Many of the federal policies
that support NPs were directed toward such medically underserved
populations. As an accommodation to the needy, services are
provided on a sliding scale of fees based upon the economic
resources of the client.

In the case of the North Portland Community Health Clinic, a
network of community participation makes low-cost health care pos-
sible. A retired accountant donates bookkeeping services on a
regular basis. Persons are assigned by the courts to provide
services. Boxes and racks of donated clothing have been made avail-
able in the reception area for anyone to take without charge.

Social sensitivity is another aspect of the networking that

has contributed to the success of low-cost community health



services. When a deatn occurred in the family of her business
neighbor across the street, the PNP from North Portiand Community
Health Clinic attended the funeral "not,"* as she said, "because I
have to, since 1 don't know the family, but if 1 don't go, my
absence would be noticed and talked about" (M.A. Taylor, August 26,
1985, Personal Communication).

The provision of low-cost health care in a needy neighborhood
may be susceptible to criminal activity. The office of the North
Portland Community Health Clinic had been robbed of thousands of
doliars worth of tennis shoes which had been donated by a famous
manufacturer for free distribution. During the day a garden hose
had been taken from the front yard. The office of the attorney next
door had been robbed of its equipment and furniture. A driver was
warned to park in front, rather than on the side street out of sight
of the office. The risks have not stopped a courageous and dedi-
cated NP from the provision of primary health care in North Port-
land.

At the North Portland Community Health Clinic, referrals
comprise a significant part of the services. Clients make numerous
inquiries on the telephone or in person about the location, cost,
and availability of low-cost services such as inoculations for
school. A pile of hand-outs about inoculations had been prepared

and placed on a counter as a free service by the NP.

Preparatory Programs

During the years of their professional growth, NPs have been

products of a variety of preparatory programs. Another definition
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of the NP emphasizes the preparatory aspect of the function as "the
nurse whose education extends beyond the basic requirements for
licensure as a registered nurse [and] is formally planned to prepare
students for expanded functions in diagnostic and treatment needs of
patients" (United States Department of Health Education and Welfare
[USDHEW], 1980, p. 2). This longitudinal study by USDHEW (1980)
provided information about the oreparation and function of NPs in
most of the states. Few NPs in (rzgon participated in that study.

Initial Certification. For initial certification as an NP, a

candidate must present to the Oregon Board of Nursing the following:
1. Current Oregon licensure as a registered nurse, and,
2. Evidence of successful completion "of a certificate or
degree program appropriate to the specialty area and ap-
proved by the Oregon Board of Nursing." (0SBN, 1980, 851-
20-300)
Additional educational credit and evidence of current clinical
competence may be required under certain conditions of elapsed
time. The NP must have demonstrated competence in the skills and
knowledge expected of the registered nurse and must have had
specialized preparation in order to demonstrate the competence,
skills, and knowledge oi expanded nursing practice.

The preparation of the NP and the continuing education
required to maintain certification have increased in rigor in Oregon
and in othe states. On January 1, 1981, a nurse who wanted to be an
NP in Oregon needed at least "a baccalaureate degree with a major in

nursing plus satisfactory completion of an educational program in



10
the specialty area. By January 1, 1986, a nurse who applies for
initial certiftication shali nave a master's degree in nursing with
preparation in the specialty area in which expected to practice®
(OSBN, 1980, 851-20-300). The NP preparation may occur within a
master's degree program or in a conbination of a master's degree
program and an NP program.

Standards for Accreditation. Educational programs in nursing

which prepare candidates for certification as an NP must meet
standards which have been established by the Oregon Board of Nurs-
ing. A four-year college or university may offer a program which
leads to a master's degree in nursing. Adult learning and problem-
oriented teaching of patient management are emphasized.

Minimal competencies in behavioral terms shall be required

of each course and for the total one-year program.

Specialized in-depth education shall consist of theory and

practice in one or more specialty areas. Content shall

include:

A. Patient assessment, including lab[oratory] and other

diagnostic procedures appropriate to the clinical
specialty areas;

B. Analysis of data and problem identification:

C. Development of management plans inciuding further
diagnostic studies, therapy, patient education and
identification of parameters for follow-up;

D. Modification of management plan based on new patient
data and/or new information regarding appropriate
management of identified problems. ?OSBN, 1980,
851-30-248. 3. 6. A-D)

Initial preparation shall include 480 hours during six months with a
physician or with an NP in the specialty area iii which the student

is a candidate for certification.
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Continuing Education Requirements for Oregon Nurse Practi-

tioners. The Board of Nursing established the requirements for con-
tinung education. During the two years prior to the date for re-
newal of certification, the NP must document at least 100 contact
hours of continuing education relevant to the specialty area. The
Oregon Board of Nursing accepts continuing education according to
the following criteria:

1. Independent learning activities [1imited to 50 hours in
the two years];

2. Reading professional journals, books, and other printed
materials;

3. Reviewing audio-visual materials;

4, Hospital, nursing home, or clinic staff meetings,
rounds;

5. Informal professional meetings such as journal clubs;

6. Provision of consultant/preceptor services to other
nurse practitioners or to physicians;

7. Receiving consultant/preceptor assistance from other
nurse practitioners or from physicians;

8. Participation in professional performance review (as
reviewer or reviewee);

9. Attendance at courses, seminars, work-shops, confer-
ences or institutes related to the specialty area of-
fered by a college or university or by a local/state/
regional/national professional organization or private/
public health care organizations; and,

10. Presentation and/or publication of a professional paper
for lay or professional persons (limited to 20 hours in
the two years). (0SBN, 1980, 851-20-310)
Every two years in addition to the continuing education requirements

for recertification, the applicant must show current Oregon
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licensure as a registered nurse and must demonstrate in peer review
competence in NP clinical skills selected by the Board of Nursing
and appropriate to the specialty of the applicant.

The scope of practice of the nurse practitioner in Oregon
is based upon educational preparation, continued experi-
ence, and the accepted scope of professional practice of
the particular specialty area. Such management is to be
provided through integration of health maintenance, disease
prevention, physical diagnosis, and treatment of common
episodic and chronic problems, includng pregnancy, in pri-
mary health care in collaboration with physicians and other

hea;th care professions and agencies. (O0SBN, 1980, 851-30-
003

STATEMENT OF THE PROBLEM

Clarificaiton of what NPs perceive themselves doing and with
what degree of competence could give structure and direction to
their preparation. In Oreogn, NPs provide specialized primary care
in collaboration with physicians and other health care professions
and agencies. The performance of an NP may vary according to the
specialty, setting, and needs of the consumer. If some functions of
the NP could be brought into clearer focus, then not only could
benefits come to the health care consumer, but also health care pro-
fessionals could work together more efficiently and productively.
Furthermore, educators could build programs with a clearer sense of

purpose and structure.
SIGNIFICANCE OF THE STUDY

Current knowledge of the functions of the NPs in Oregon could

benefit legislators, health care consumers, NPs, educators,
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students, and policy-makers for health care professionals and

hospital administrators or physicians.

Levislators

During the legislative session, many bills regarding NPs may
be presented to lawmakers who must make important decisions which
affect health care consumers. Facts about preparation and perform-
ance could facilitate informed decision-making by members of legis-
lative committees. Current information about the function of NPs
has been requested to update packets of information for the use of
members of the legislature. (Nurse Practitioner Special Interest

Group [NPSIG], 1984, November).

Health Care Consumers

A lack information about what NPs do in Oregon has been ob-
served: "A marketing consultant who surveyed the Eugene-Springfield
area found only one out of 50 people knew who a nurse practitioner
was" {NPSIG, 1984, September, p. 4). When consumers have had knowl-
edge of NPs (in some states with adversarial situations), the con-
sumers have successfully supported NPs. Increased and widely dis-
seminated information about the function of NPs could contribute to
cost-containment of health care in Oregon. Whether or not a person
lives in an area which contains a limited array of health care pro-
viders, a person is entitled to the highest level of available

skill.
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Murse Practitioners

Information about the function of other NPs and health care
providers disseminated to patients could assist the patient to make
informed decisions about the choice of health care provider. Cur-
rent information about their functions could help NPs provide effec-
tive testimony at various levels of the legislative process which
affect the NP and the provision of health care at modest cost with

maximum benefit to a wide range of consumers.

Educators

Those who plan NP preparatory programs may benefit from knowl-
edge of what NPs perceive they are doing and with what degree of
confidence. As an aid to decisions about when and how to emphasize
preparation to perform certain functions, up-to-date information
could give direction to NP preparation and continuing education.
Knowledge about their competencies in certain functions could assist
NPs in making requests of educators to design programs in response
to a perceived deficit in knowledge or competence. The demands of
actual practice need to be addressed in the programs which prepare

NPs.

Students

In the earliest years of their education, students could be
made aware of the function of the NP as a poscible goal for career
development. If planning is to occur to make the function of the NP
more meaningful in the schools, then current data about the prepara-

tion and performance of NPs is needed.
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Professional Policy-makers

Current data about the preparation and function of NPs in Ore-
gon may facilitate timely and effective suggestions. Local organi-
zations of NPs have participated in the development of a statement
about their scope of practice. "The revised statement will direct
the Task Force of the Council of the American Nurses Association to
develop practice standards. These practice standards can then be
adopted by each of the states for use in quality assurance programs"
(NPSIG, 1984, November, p. 5). If policy-makers at the local,
state, and national level could be influenced by NPs who are better
informed during discussions, debat%s, goal-setting, and the develop-
ment of action plans, then "a National Action Plan for NPs" (NPSIG,
1984, November, p. 5) could represent current knowledge about Ore-

gon.

Hospital Administrators or Physicians

The expanded skills of the NP may benefit hospital administra-
tors who seek to provide advanced nursing knowledge to the profes-
sional staff and to the health care consumer. Direct and/or in-
direct services could enrich collaborative health care at many
levels and settings within the facility. For example, by screening
patients, the NP may free the physician to attend to the health care

problems which are beyond the scope of NP practice.



THE PURPOSE OF THE STUDY

The purpose of this study is twofold:

1.

To determine the perceptions of the Oregon-certified NPs,
in general and by specialty, with respect to the:

a. Frequency of performance of selected functions;

b. Competence in performance of each function; and,

c. Preparation for each function.

To compare the perceptions of NPs in various specialties

with respect to each of the above.



CHAPTER 11
REVIEW OF THE LITERATURE

After the second World War, a new dimension appeared in the
provision of health care. In response to an ever-increasing need,
the nurse practitioner (NP) emerged within the nursing profession.
Many investigators have written about the activities, expectations,
attitudes, decisions, and characteristics of nurses in advanced or
extended practice in various specialties. This chapter contains
summaries of literature which relate to the function of the NP as
follows: (a) origin and development of the NP, (b) relations with
consumers and other health care professionals, and, (c) the prepara-
tion of the NP. The first section includes definitions and descrip-
tions together with government regulations. The second section con-
tains some collaborative functions and some perceptions by col-
leagues and consumers about NP functions. The third section con-

sists of levels of preparation of the NP.
ORIGIN AND DEVELOPMENT OF THE NURSE PRACTITIONER

This section defines and describes some key concepts and pro-
cesses together with government regulations which may be associated

with the function of the NP in Oregon.
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Definitions and Descriptions

The NP is a currently licensed registered nurse who qualifies
for delivery of care in an expanded specialty role within the prac-
tice of nursing (Oregon Revised Statute (ORS), 1983, 678.010, 375,
390). The NP provides primary care in at least one specialty.

Primary Care. Health care may be initiated by the client or
the provider in various settings and may include a broad range of
personal health services: (a) promotion and maintenance of health,
(b) prevention of illness and disability, (c) management of health
care during acute and chronic phases of iliness, (d) guidance and
counseling of individuals and families, and (e) referral to physi-
cians and other health care providers when appropriate.

During the provision of primary care, the physical, emotional,
social, and economic status, as well as the cultural and environ-
mental backgrounds of individuals, families, and communities (where
applicable) are considered; the client is provided access to the
health care system, and, a single provider or team of providers,
along with the client, is responsible for the continuing coordina-
tion and management of all aspects of basic health services needed
for individual and family care (0SBN, 1980, 851-30-001).

Categories of Specialties. A previous listing of the NP

specialties is enlarged below to include recent descriptors from The
Oregon Nurses Association (ONA).

1. Family Nurse Practitioner (FNP) provides primary care
to persons encompassing the age continuum.
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2. Women's Health Care Nurse Practitioner (WHCNP) provides
primary health care to women.

3. Geriatric Nurse Practitioner (GNP) provides primary
health care to older adults.

4, Adult Nurse Practitioner (ANP) provides primary health
care to adolescents and adults.

5. College Health Nurse Practitioner (CHNP) provides pri-
mary care to college age individuals.

6. Certified Nurse Midwife (CNM) provides primary health
care to essentially healthy women and newborns and the
related childbearing processes.

7. Psychiatric/Mental Health Nurse Practitioner (PMHNP)
gevaluates and treats mental and emotional disorders
across the age continuum,

8. Pediatric Nurse Practitioner (PNP) provides primary
health care to persons newborn through young adults and
promote the psychosocial, physical, and developmentai
well-being of the child, and have the ability to inde-
pendently make and act on decisions related to health
status.

9. School Health Nurse Practitioner (SHNP) provides pri-
mary care to children of preschool, primary and secon-
dary educational age groups. (1986, pp. 5-7)

Scope of Practice of the Nurse Practitioner. In addition to

the services provided by the registered nurse, the NP is authorized

to provide

management of mental and physical health care in the appli-
cable specialty area, the scope of which shall be based
upon educational preparation, continued experience and the
accepted scope of professional practice of the particular
specialty area; such management is to be provided through
integration of health maintenance, disease prevention,
physical diagnosis, and treatment of common episodic and
chronic problems, including pregnancy, in primary health
care in collaboration with physicians and other health care
professions and agencies. (OSBN, 1980, 851-30-003)
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Qutline of Case lianagement. As an example of the way an NP

provides health care within a specialty, th

J L el

conceptual framework of
a case is provided. Most NPs at the national level provide care in
Health Maintenance Organizations (HMO), public health agencies, and
private practices (Bliss & Cohen, 1977, p. 376). Home visits are
common. In Oregon most NPs are presumed to follow the national pat-
terns. The competencies that are performed in the practice settings
generally reflect the following objectives of case management: tak-
ing a history, making physical and psychosocial evaluations, formu-
Tating an assessment and individual treatment plan, counseling,
teaching, and systematically recording what was done.

The history contains a systematic and sequential history of
the chief complaint, the major symptoms are fully identified. Per-
tinent information other *.an for the presenting problem(s) is ob-
tained for other major divisions of the history. A social history
is obtained which includes identification of support persons and
resources available to the patient and to his family in the pursu-
ance of optimum health.

The physicil and psychosocial evaluations made by the NP re-
quire the exercise of judgment as to the significance of the various
parts of the examination. The patient's personality, mental, and
developmental status are evaluated. A systematic and thorough ap-
proach is utilized.

Based upon the history and evaluations, the NP formulates as-

sessment of the patient's problems. The patient and/or family are
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included in planning the management of care. A treatment plan is
deveioped wnicnh inciudes: medications, treatments, diagnostic stu-
dies, consultation, referrals, and follow-up. The development of
treatment planning is flexible to adapt to a wide variety of social
and cultural backgrounds.

As oppoirtunities arise during the exam, the NP provides health
teaching. Counselng, anticipatory guidance, and preventive health
teaching are provided to the patient and family. Teaching techni-
ques are adjusted to individual patient needs.

The NP keeps legible, accurate, and thorough records. The
records are organized to permit easy identification of problems and

their current status.

Government Regulations

The growth of the NP movement occurred in a context of federal
and state legislation. At the federal level, Anderson (1974) wrote
"health care issues are increasingly decided upon in the political
arena in competition with other demands related to defense, trans-
portation, commerce" (p. 107). The participation of the health pro-
fessional in political activities is "an essential extension of his
professional 1ife if he hopes to see his values operationalized
through the formation of public policies" (p. 112). The political
impact continued after passage of legislation as "both public and
private interest is centered on the agency charged with the authori-
ty to develop operational policies to carry out the intent of the

Taw" (p. 114).
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As a national agency responsible for implementation of law,
the Department of Health Education and Welifare was ciarged with the
development of policy based on the following results of the federal
legislative process:

1. The National Health Planning and Resource Development
Act of 1974, citing as one of the ten national health
priorities "the training and increased utilization
of...especially nurse clinicians" (P.L. 93-641, 93d
Congress, January 4, 1975)

2. The Nurse Training Act of 1975 (P.L. 94-63) authorizing
funds for institutions to plan, develop, expand or
maintain existing nurse practitioner training programs;
and

3. The Health Professions Educational Assistance Act of
1976 (P.L. 94-484). (Cited in Bliss & Cohen, 1977, p.
378)

While federal legisiation gave impetus to the development of
the NP, the preparation and implementation of the role are con-
trolled by State legislation known as nurse practice arts. State
Tegislators have passed laws to legalize the practice of nursing and
expanded specialties in nursing. Adminisirative rules are developed
and enforced by the board of nursing to assure that the public
receives the highest possible quality of nursing care. Recently
nurse practice acts in many states have been revised. Definitions
have been changed, prohibitions have been deleted, and new listings
have been made of acts which are permitted to be performed by
nurses.

As each state examined its policies and statutes, a variety of

concerns were expressed. Keller (1975) noted a request by local

physicians that the "State Board of Medical Examiners investigate"
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(p. 43) to see whether nurses were practicing medicine. "Concur-
rently, an officer of the local medical society wrote to the State
Board of Nurse Examiners registering concern that we might not be
practicing nursing according to the law" (p. 43). In 1982 the Ore-
gon Medical Examiners were asked to "seek an Attorney General's
opinion on whether the NP scope of practice is legal" in Oregon
(NPSIG, 1982, p. 2).

In some instances, nurses and physicians have cooperated to
develop regulations to their mutual advantage. Physicians have
given public support to nurse practitioners. In Washington in 1980,
"the state board of medical examiners was quite supportive during
the writing of regulations" (New State Board Regulations, p. 2136).
In other cases, the Tegislators worked out compromises between
divergent groups.

I Nebraska, legislation known as the Practice of Nursing in
Expanded Roles Act legalized the 50-year practice of Nebraska's
nurse anesthetists. The NP was defined by the Act in terms similar
to the language of the USDHEW Longitudinal Study of Nurse Practi-
tioners. The Act assigned the Nebraska State Board of Nursing with
the responsibility of regulation of NPs (Nebraska Legislature,
1981).

In response to the concerns of many persons about discrepanc-
ies between actual practice and the strict interpretation of exist-
ing laws, many states have revised and continue to revise the
statutes. A new expanded nurse practice act was passed in Colorado

(New Practice Act, 1980). The Colorado Nurses Association was
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charged with the responsibilty of regulation of the practice of
nurses who "by rezson of postgraduate education and additional nurs-
ing preparation have knowledge, judgment, and skill" (p. 1261).

As the states have modified Nurse Practice Acts to accommodate
the conditions and requirements of the delivery of advanced nursing
care, perhaps the sections of the Acts which relate to prescriptive
privileges have been the most controversial. Different states have
addressed the matter in a variety of ways. Almost a dozen state
laws enable nurses to write prescriptions, but implementation of the
laws has been sporadic. Tennessee passed legislation in 1980 which
mandates the state "board of nursing to determine qualifications
necessary for nurses to prescribe drugs" (New State Board, 1980, p.
2152). Typical of the qualifications with which a state board might
respond to a mandate similar to that given to the Tennessee board of
nursing are the qualifications specified by the Washington State

Board of Nursing.

Nurses can obtain prescriptive authority without specific
protocols or a collaborative relationship with a physi-
cian....Requirements for prescriptive authority include a
year of clinical practice as a CRN [Certified Registered
Nurse] and completion of at least 30 contact hours of con-
tinuing education in pharmac/:iogy and clinical management
of drug therapy related to the area of specialty practice.
(New State Board Regulations, 1980, p. 2125)

Th2 State of Washington has authorized its qualified "CRN" autono-
mous prescription privileges for medications related to the area of
specialized function.

Many other states permit prescriptions to be written by nurses

in collaboration with or under the supervision of physicians. In
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New Mexico, the board of nursing reguiates and approves authority of
nurses to write prescriptions as collaborator of a physician, or
under the supervision of one. California, Nevada, Utah, and Vermont
have statutes which specify that nurses who write prescriptions must
do so under the supervision of physicians (Utah Nurse, 1981; New
State Board, 1980; New Practice Act, 1980; California State Board,
1980).

Arkansas provided an example of active resistance to giving NPs
prescriptive authority. Since 1979, opposition has been described as
"a solid wall" of organizations of physicians, "Pharmacists, podia-
trists, and chiropractors" (Arkansas MDs Charged, 1981, p. 934).

Oregon has a more cooperative professional community than does
Arkansas. Oregon's nurse practice act gives prescriptive privileges
for medications within the specialty of the qualified NP under his/
her own license and without a "working relationship with physicians"
(NP Prescribing, p. 653). The 1979 law granted direct payment to NPs
in addition to prescriptive privileges if criteria are met and appli-
cation made to the Nurse Practitioner Advisory Council. Qualifica-
tions for prescriptive privileges include certification as an NP by
the Oregon Board of Nursing, and the completion of 30 hours of
pharmacology specific to the specialty area within 12 months of ap-
plication to the council. Maintenance of prescriptive privileges
requires an additicnal 25 hours of pharmacological training every two
years. As of April 1981, 78 NPs in Oregon were approved to write
prescriptions (excepting experimental and narcotic drugs) from a

formulary of approximately 280 medications.
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Government Regulations: Nurse Practitioner Preparation.

Government subsidization of the cost of health care brougni
increased federal regulation of preparatory programs. In many
states the NPs have diverse entry levels and credentialling
systems. The American Nurses Association has accredited non-degree
programs as continuing education; the National League for Nursing
has accredited the degree-granting programs which meet its
criteria. The Department of Health Education and Welfare has
suggested that the "programs continue to be allowed to vary rather
than be standardized" (Bliss & Cohen, 1977, p. 379), despite a
recommendation from a 1974 study by the General Accounting Office
that the state and federal governments should cooperate in the
development of mutually agreeable criteria for preparatory and
experiential standards.

Observers since 1975 (McCormack, 1975; National Technical
Information Service, 1976) have expected the acceleration of central
control of Health care delivery. In a discussion of the Health
Maintenance Organization (HMO) Act of 1973, McCormack wrote,

The PSRO [professional standards review organization] law
and the quality assurance provision of the HMO bill will
shape the environment into which national action will
shortly introduce some form of universal health insurance.
Any such insurance plan will be accompanied by requirements
for relatively stringent resources accounting procedures
and for centralized management of presently independent
health care institutions and practitioners. (1975, p. 57)
In 1976, the writers of the Nurse Practitioner and Physician Assis-

tant Training and Deployment Study urged the government to encourage

improvement of laws, certification, accreditation, and student sup-
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por’. by both the public and private sectors for the purpose of
increasing productivity.

Critics raised questions about the role of federal policy in
influencing the devlecpment and revision of curricula, faculty edu-
cation, and the preparation of students for identified specialties.
Jessie Scott, assistant Surgeon General and director of the Division
of Nursing questioned whether the preparation of nurse practitioners
“should continue to be [federally] funded if reimbursement under
Medicare and the Social Security Act are denied" (Sultz, 1979, p.
216). The suggestions was made that educational institutions co-
operate to resolve discrepancies between previous preparatory acti-
vities and practices following graduation. Educational institutions
were urged to determine the content and duration of preparatory pro-
grams for NPs which would assure the protection of the best
interests of the health care consumer.

Standards for Licensure/Certification. Most states tend

toward professional certification as the way to authorize the per-
formance of extended functions in nursing (Leitch & Sullivan,

1977). In order to obtain professional certification, the regis-
tered nurse in most states must document preparation in courses
which are often part of a university school of nursing in coopera-
tion with a school of medicine. The preparation for primary care
differs from the preparation for office or clinical assistance. The
NP preparation emphasizes independent decision-making regarding the
health care neads of persons, direct accountability, and responsi-

bility to the recipient for the quality of the care provided.
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Higher Standards for Requirements. The Oregon board of nurs-

ing has steadily increased the educational requirements to qualify
as an NP. Since 1980, an applicant for initial certification has
needed at least a baccalaureate degree majoring in nursing and to
have completed satisfactorily a program of education appropriate to
the area of specializaton. Since 1985, the program of education
required for the initial NP certification is a Master of Science in
nursing (OSBN, 1983).

National Certification of Nurse Practitioners. Administered

by the American Nurses' Association through the division of advanced
specialized practice, national certification of NPs is required in
some states and strongly encouraged in Oregon. The divisions are
advised by the councils who "assist the certification board in
designing and establishing guidelines for specialist certification"
(Division on Psychiatric and Mental Health Nursing, 1976, p. 1).
More and more states are using national certification. As an
example of the requirements for application, those for national
certification in psychiatric-mental health nursing are listed below:

1. At least four hours weekly of direct clinical nursing
practice,

2. A master's or higher degree in nursing with a speciali-

zation in psychiatric-mental health nursing or some

equivalent combinations of educational programming may

be acceptable if provided by nationally recognized ac-

credited institutions of higher learning,

Two years of full-time post-psychiatric-mental health

nursing practice.

Accessible clinical supervision or consultation,

Experience in at least two different treatment modali-

ties, and,

At least 100 hours of post-masters supervision/consul-

tation by a certified member of the core mental health

disciplines (clinical specialist in psychiatric-mental

health nursing, psychiatrist, psychologist, psychiatric

A Ophdh W
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social worker). (American Nurses' Association, 1982,
p. 12)

The requirements for national certification in other specialties are
similar to those above. The requirements of the American Nurses'
Association are designed to assure the provision of the best pos-
sible health care to the consumer.

An increasing number of states require national certification
as a prerequisite for their certification. In Washington until
July, 1984, if one could pass the examination in the area of
specialization, the applicant could submit any formal educational
program and clinical practice acceptable to the board of nursing.
Certification was available with two years of current clinical prac-
tice in the specialty. Although the national certification examina-
tion continues to be required, the program of study must equal at
least one academic year following the successful completion of cre-
dentialling to become a registered nurse. Current practice in the
area of specialization will no longer substitute for the formal pro-
gram of study (Washington, 1982). In the Administrative Rules ac-
companying its 1982 Nurse Practice Act, "certification is a volun-
tary form of credentialling, under sponsorship of a national
certifying body that recognizes specialized and advanced nursing
practice” (Washington, 1982, p. 15).

Other states have required increasingly stringent preparation
of nurses who perform expanded functions. Until 1982, Colorado
required completion of at least a baccalaureate or continuing educa-
tion program with both clinical and didactic components acceptable

to the board of nursing (Rules and Regulations, 1982). However, in
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1982, the Colorado Nurse Practice Act specified the completion of a
"natignally accredited educational program for preparation as an
advanced practitioner of nursing or who has passed a national certi-
fication examination of a nationally recognized accrediting agency
accepted by the board" (p. 2).

To prepare a registered nurse fo provide primary care in one
or more specialties, the Oregon board of nursing has statutory
authority to develop and administer relevant standards for education
and performance. For initial certification, the student must
receive "specialized in-depth education in one or more of the
specialty areas designated in these rules [including] content in the
following areas:

1. patient assessment, including lab and other diagnostic
procedures appropriate to the clinical specialty areas;

2. analysis of data and problem identification;

3. development of management plans, including further
diagnostic studies, therapy, patient education and
identification of parameters for follow-up;

4, modification of management plan based on new patient
data and/or new information regarding appropriate
management of identified problems. (OSBN, 1980, ch.

851, Div. 30)
The requirements for NP certification have increased in Oregon and
in several states. Candidates are required to have a master's

degree and eligibility to apply for certification by the board of

nursing in Oregon.
RELATIONS WITH CONSUMERS AND COLLEAGUES

With the emergence of federal support for the education of NPs
came increased interest in their practice. A position paper was

published by the National Joint Practice Commission (1975), which
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had been established to facilitate the basing of "current and anti-
cipated medical and nursing practice on a sound legal foundation"
(Hall 1975, p. 1). The statement on medical and nurse practice acts
approved by all of the sixteen Commissioners says in part,

The accumulation of knowledge and the expansion of techni-

ques and skills able to be utilized in the care of indivi-

duals and in the prevention, treatment and cure of disease

has necessitated or resulted in a realignment and readjust-
ment of nurse and physician roles.

Practice acts which now serve as conditions for licensure
and continuing licensure in each profession must be
exanined to ensure the legality of these realignments and
readjustments for the protection of both the public and the
professionals involved. (Hall, 1977, p. 1)

Collaboration with Physicians

Two NPs in Washington shared a thriving collaborative practice
with a psychiatrist and recommended the experience.
We propose a model of providing primary psychiatric service
for adults with severe emotional problems, utilizing col-
laborative approach between professional disciplines. The
approach is an extension and expansion of the traditional
office practice of psychiatry and conventional role defini-
tions of traditional health professons. (Thomas, 1982, p.
193)
The author described the scope and management of a practice which is
directed at a population characterized by frequent episodes of ili-
ness and hospitalizations that are devastating to patient and family
alike.
In 1982, Chen, Barkauskus, Ohlson, & Chen noted, "the
similarities in caseload composition between nurse and physician
practitioner may create either a high degree of interprofessional

collaboration or conflict" (p. 169). Investigators studied NPs and
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physicians "in many ambulatory care roles. The clinics in the study
were those in which NPs funciioned in patient management, which was
not generally true for non participating clincs" (p. 167). The
physicians attended to many more kinds of health care needs than did
the NPs, except in the area of obstetrics and gynecology where the
physicians and NPs attended to an approximately equal number of
needs. Caseloads for both physicians and NPs showed a large number
of "frequently reported health problems" (p. 168), indicating the
potential for increased utilization of NPs. The maintenance of
wellness was characteristic of NP health care management in the
community. In the provision of care in the specialty of adult
medicine, a significant difference was found between the physicians
and the NPs in their focus on wellness. In hospitals, the patient
management of both physicians and NPs centered on iliness. Patients
reported their perceptions in a formal study.

National television has focused attention on some aspects of
the relationships between the NP and the physician. 1In an interview
with Dr. Loretta Ford, a prominent advocate of NPs, she noted the
improvement in the "quality of care" (WNET, Sept. 21, 1983) when
physicians and NPs "collaborate." On the other hand, physician
Gehringer stressed the need for NPs to avoid problems by staying
within their scope of practice by "not [practicing] medicine without
the education and experience to do so" (WNET, Sept. 21, 1983).

A Missouri NP used standing orders for routine procedures and

referred anything out of the ordinary for advanced care; she
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preferred the practice of nursing (not medicine) and wanted to
provide good health care together with the physician (WNET, Sept.
21, 1983). A different perspective was given by an attorney who
said there was an economic motive in the resistance to NPs

(WNET, Sept. 21, 1983).

Perceptions of Others about Nurse Practitioner Functions

A review of eight studies of practice settings which included
NPs showed mixed attitudes by physicians and other nurses toward the
function of the NP (Flynn, 1975; Patterson & Skinner, 1971; Record &
Greenlick, 1975; Reed & Rogelmann, 1971; Slome, Daly, Meglen,
Thiede, & Wetherbee, 1976; Theiss, 1976; Wright, 1975; Wright,
1976). Some physicians and nurses accepted the concept of the NP
but disagreed about acceptable NP functions; other nurses felt
threatened by the NP. However, a group of 237 Texas nurses viewed
the NP positively, with potential for greater professionalization of
nursing practice and better health care for the public. Problems
were identified for a specific group of nurse graduates who may be
uncomfortable with the notion of an independent function in nursing
(Wright, 1976).

A review of nine studies of practice settings which included
physicians and NPs showed acceptance of the function of the NP by
physicians, other nurses, and the consumers of health care functions
(Hanson, 1973; Holmes, Livingston, & Mills, 1976; Kahn & Wirth,
1975; Lewis, 1978; Lewis & Cheyovich, 1976; Linn, 1976; Merenstein,
Harvey, & Barker, 1974; Thurman & Snowe, 1976; Whittington, 1970).
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Among the specific benefits identified were an increased volume of
practice (12 per cent in the Heolmes, Livingston, & Mills, 1976,
study), increased patient satisfaction (Merenstein, Harvey, &
Barker, 1974), better utilization of physician time and skills (Kahn
& Wirth, 1975), and enhanced quality of care available to
psychiatric and developmentally disabled patients (Whittington,
1970).

Not all employers and evaluators of NPs have been physicians.
Nurse administrators (including supervisors), nonclinical adminis-
trators, nurses (including public health nurses and other nurse
practitioners), other nursing personnei, clerical staff, pharma-
cists, patients, people in the community, and others (includes
social worker, personnel manager in industiry. and various types of
adminsitrative personnel) have provided favorable evaluations of the
function of the NP. Reports on the performance of the NP affect the
future development of the function.

Perceptions of Consumers and Colleagues about Nurse Practi-

tioners. The NP functions in a clinical setting. A one-year demon-
stration study of NPs compared the reactions of the consumers and
co-workers in a county hospital, an out-patient clinic, a neighbor-
hood health center, and in private group practice. A1l participat-
ing patients who had contact with the NPs reported satisfaction with
the care which they provided. About half the professionals (44
physicians, and 21 nurses) who participated in the study indicated
their belief that NPs would have difficulties obtaining recognition

for their capabilties (Flynn, 1975).
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This task of gaining recognition has been addressed by Weiss,
who wrote in 1983, "steps should be taken to provide nurses with the
skills to identify and articulate their practice domain so that they
can effectively influence others" (p. 139). A study which included
consumers, nurses, and physicians found in general that respondents
saw the provision of most health services to be the joint responsi-
bility of nurses and physicians. Areas of practice found to be of
particular interest to nursing "were concentrated in health promo-
tion and maintenance, self-care and integrating family and cultural
considerations into care" (p. 139). As a nurse, the NP has acquired
and expanded a set of skills with which to shape a new professional
identity.

The acceptance of NPs continues to be reported. A 1980 longi-
tudinal study of NPs by the United States Department of Health Edu-
cation and Welfare (USDHEW) found "the overwhelming majority of
employers (93 percent) reported that the benefit did outweigh the
costs" (p. 32). Employers rated themselves as satisfied with 100.0
percent of the master's level NPs, as compared with 95.9 percent of
the certificate level NPs (p. 153). When employers were asked to
indicate the most significant effects of employing the NP, the cer-
tificate level NP was identified most often for improving the quali-
ty of care in general; the master's level NP was noted most fre-
quently for extending services to more persons in general.

Not all employers were satisfied with NP performance. Of the

few employers reporting dissatisfaction with NPs, the most
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frequently given reason was "time of NP not filled to maximum
productivity" (USDHEW, 1980, p. 141).

The amount of acceptance indicated by the employers was
compared with that indicated by the NPs. In most cases, the
employers saw the NPs as less accepted than the NPs saw themselves.
The acceptance by patients was rated almost the same by employers
and NPs from all prugrams. For the NPs from master's programs,
100.0 percent agreement between NPs and employers was indicated
regarding NP acceptability in all categories, except one -- that
employer category of "nurse administrators (including supervisors)®
(USDHEW, 1980, p. 146). Apparentiy the master's prepared NP was
most likely to be seen by employers (and to be self-perceived) as
well accepted by various groups in the practice setting.

Perceptions of Nurse Practitioner Functions in Oregon. Al-

though the United States Department of Health and Welfare (1980)
study showed at the national level a 93 percent rate of acceptance
of the functions of NPs by 198 employers, including 102 physicians,
Schleining (1980) showed a different pattern of reactions to NPs in
Oregon. Generally the sampled physicians had a positive attitude
toward NPs, who were credited with contributions toward better
patient care and of being capable of providing expanded nursing
care. However, the Oregon physicians indicated that clients prefer
to obtain information on medical topics from physicians rather than
from nurses. Almost half the physicians showed a belief in the no-
tion that clients talk more freely about personal matters to physi-

cians than to nurses. Except for the performance of physical
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examinations, the Oregon physicians did show a "willingness to
delegate some traditional physician fTunctions requiring judgment and

decision-making to the nurse practitioner" (Schleining 1980, p. 45).

Preparation for the Function of Nurse Practitioner

During the 1950's and 1960's when Duke University Taunched pro
grams to prepare NPs in Durham, North Carolina, the efforts were not
successful. The early programs were launched under circumstances wh
did not include govarnmental support. By the middle 1960s, social a
economic conditions had changed. National Tegislation led to the
delivery of health care to an ever-widening portion of the populatio
Advances in technology challenged health care providers to develop
expertise consistent with the increasing needs and expectations of t
health care consumer.

The knowledge-base in the nursing profession expanded at a rat
consistent with that of other health care professions. Specializati
enabled nursing to maintain its high standards of care in response t
diverse and expanded c¢linical needs. A nurse who acquired advanced
education in a nursing specialty could qualify as an NP.

Between 1967, when the first NP was graduated, until 1977, Bli
and Cohen (1977) reported a total of 7,000 NPs had been prepared at
rate of 1500 yearly from more than 85 certificate and 50 master's
degree programs (p. 376). Studies to evaluate the effects of the
federal legislation have recommended the continuation of support for

the education of NPs.



38

Levels of Preparation

Differences of opinion have surrounded the preparation of NPs.
One group maintained that the teaching of "physician tasks," the
utilization of "physician tools," and encouragement of joint
"practice with physicians do not prepare nurses, but are preparing
physicians' assistants" (Bliss, 1977, p. 210). Other academicians
who are also practitioners of nursing emphasized the need for
"strong clinical skills, collaboration with physicians, and open
admission to NP programs to a variety of nurses." Nurse leaders
have noted two more practical concerns of significance to the NP
movement: (a) present certificate programs are useful, but, as
specialists, all NPs should be prepared at the master's level to as-
sure that the graduate has acquired high-level skills in making
decisions and to gain more impact for NPs, and, (b) the reimburse-
ment of NPs should be in proportion to their preparatory experiences
instead of just receiving wages (Sultz, 1979).
Another perspective came from Sullivan, Kitzman, and Dachelet

(1979).

Nurses prepared at less than the baccalaureate level focused

to a larger extent on the illness of the sick individuals. It

appeared that nurses prepared at this level usually lacked

both the interest and experience in dealing with patient needs

at the health end of the spectrum. (p. 1663
The conclusion may be made that different levels of preparation have
emphasized different functions in the provision of nursing care in
the practice setting.

Self Care. A different perspective was presented by Loretta

Ford, one of the pioneer advocates for NPs. She believed the
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highest level of care is self-care and that's a more difficult
challenge for health professionals than providing the care our-
selves....It is becoming increasingly obvious that preventive
and psychosocial solutions to health care probiems cannot be
taught in the modern Flexnarian university hospital which is
the locus of medical education....If primary care is taught at
all, it must be taught in ambulatory health care settings
[which] permit the training of several disciplines in close
proximity, sharing educational and service experiences [in]
primary health care teams...which interact with consumers.
(Sultz, 1979, pp. 216-218)

Loretta Ford stressed the importance of patient counseling and pri-
mary care team interaction. The provision of health care should
focus on self-care, and the preparation of health-care professionals
should occur jointly in ambulatory health care settings.

Speaking from the observation of public health in Oregon David
Lawrence, M.D., Associate Health Officer, noted "conflict" which has
resulted when academia in the fields of medicine and nursing have
tended to implement programs insufficiently coordinated with ihe
needs of health care consumers. He emphasized the importance of
developing preparatory programs which are responsive to the needs of
the consumer and the requirements of the health care marketplace to
assure the retention of the interaction "between education and
service" (Sultz, 1979, pp. 215-216).

Characteristics of Nurse Practitioner Preparation. As a

steadily increasing phenomenon, the NP is a product of a variety of
preparatory programs. In the Longitudinal Study of Nurse Practi-
tioners (USDHEW, 1980), the definitive education

of a nurse practitioner is formally planned to prepare stu-
dents for expanded functions in diagnostic and treatment
needs of patients. Educational programs were accepted
(when) they met the following criteria: They must offer a
formal curriculum as opposed to inservice training for
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their own employees; they must provide preparation in
extended nursing roles; i.e., primary care skills, such as
history-taking, physical examination, ordering laboratory
tests, and assuming responsibility for medical management
of selected cases with emphasis on primary care. They must
require that students be registered nurses in order to
enroll. (p. 2)
The NP has been educated and is licensed to practice nursing. Addi-
tional education has prepared the nurse to perform extended nursing
functions.

Most programs prepared graduates for extended nursing practice
in a specialty, such as pediatrics, emergency, maternity, or
psychiatric care. About one-third of the programs studied in the
USDHEW (1980) report were located in the West and Midwest. The
largest number of programs in a single region were located in the
South (34 percent), which also reported the most new programs
between 1974 and 1977. Of the various specialties, family care was
the most represented; 62 percent of the total number of programs
focused on family and child care, and the other five (pediatric,
midwifery, maternity, adult, and psychiatric) specialties comprised
the remaining 38 percent of the programs.

Programs were typed according to whether the graduate was
awarded a certificate or a master's degree. Of the 178 programs,
117 awarded a certificate and 61 awarded a master's degree. Credits
were identified as either academic or continuing education {USDHEW,
1980).

The length in months of preparation ranged from the shortest

(4) in some certificate programs to the longest (24) in some
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master's programs. Averages were 9.8 months for the certificate and
15.4 montns Tor the master's programs.

An assessment was made of the average number of months each
program devoted to "didactic" and "preceptor" components. The
supervised clinical practice in patient assessment and management is
known as a "preceptorship"; it follows the formal, theoretical por-
tion of the program. Certificate programs averaged 5.5 months (com-
pared with 14.7 months average for the master's programs) in the
classroom and clinical segments of the didactic component. The
"preceptorship" was the other component of both certificate and
master's programs. The time given to preceptorship averaged 9.8
months in the certificate and 15.4 months in the master's programs.
The time given to both components was considerably longer in the
master's programs (USDHEW, 1980).

In terms of time and subject matter, an overview has shown the
relative emphases for the certificate and master's programs. Most
of the time in certificate programs focused on teaching students how
to take histories, do physical examinations, assess wellness, and
manage illness. In comparison, the students in master's programs
were given more and longer opportunities to learn these skills.
Quality assurance was an area of more extended concerns in the
master's than in the certificate programs. Both types of programs
addressed the areas of professional development, legal aspects,
research competencies and electives (USDHEW, 1980, p. 16).

A detailed listing of the first nine specific skills developed

in master's programs for nurse practitioners included:
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Develop a health maintenance program including preven-
tion and education for each patient.

2. Take 2 medical history.

3. Perform a physical examination.

4. Assess clinical information.

5. Determine what clinical information is to be obtained
on each patient seen.

6. Counsel patients on psychosocial problems.

7. Determine the management of diagnosed illness.

8. Counsel patients on medication.

9. Perform laboratory tests. (National Technical Informa-

tion Service, 1976, p. 12).
Master's programs for NPs were said to place heavy emphasis on
research, as well as on the acquisition of such skills as history-
taking.

Most NP programs were found to emphasize an independent role
for the NP, with patient counseling as a primary focus. The coun-
seling function may utilize a high level of skill in teaching. As
Redman (1980) wrote,

excellence in the teaching-supportive aspects of care is

central to expanded nursing roles. Moreover, we need to

provide nurses wishing to improve their teaching skills

with the same conditions that patients need: that is, an

open, warm relationship with someone whose behavior they

can use as a model and who can help them to analyze their

own [behavior]. This might be done by assigning a nurse to

a teaching team or to a mentor who would aid in developing

increasingly complex teaching skills. (p. 259)
While consumer education has been mentioned freguently as a signi-
ficant component of the function of the NPs, courses in education
were not identified either in the preparation defined for the certi-
ficate or for the master's programs in the programs reviewed in the

1980 study by the United States Department of Health, Education, and

Welfare.
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Objectives for NP Students. Since the independence of the NP

is different in many ways from the more famiiiar nursing fTunction,
the instructors of NPs have been expected to assist NP students to
accomplish the following sample of objectives: (a) ability to
evaluate critically the health history of a patient, (b) perform
basic physical and psychosocial assessment, (c) decide when to refer
to the physician for evaluation or supervision, (d) recognize and
manage specific minor common conditions, (e) formulate and implement
a plan of care, (f) refer to community health resources, (g) visit
homes, and, (h) assist entrance into the health-care system (Popiel,
1973). Most of the courses are organized into specialties. Varying
lengths of time are needed to complete the course, depending upon
the specialty, the provider, and the relevant governmental regula-
tions.

Length of Preparation. In 1973, a typical course was 10 to 16

weeks of formal instruction combined with clinical practice (Popiel,
1973). Most courses have lengthened, both in their formal and in
their clinical components. A study in 1980 (United States Depart-
ment of Health, Education, and Welfare) showed a steady increase in
numbers of both certificate and master's programs between 1970 and
1977. "The average length of certificate programs was 10 months and
of master's programs, 15 months" (p. 13). Through a certificate
program, the associate degree nurse may obtain qualification to be
an NP. The criteria for certification as an NP are identified by

the individual state board of nursing.
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States, such as Utah, have accepted the two-year associate
degree preparatien as adequate for the basic nursing preparation of
the NP. Other states, besides Oregon and Washington, have required
additional education or training before awarding NP certification
(Hal1, 1977). Oregon has preferred the applicant to have a master's
degree in the designated specialty, but, before 1981, an applicant
needed only to show the board of nursing "evidence of having
completed a certificate or degree program appropriate to the
specialty area and approved by the Oregon Board of Nursing" (OSBN
1980, Ch. 851, Div. 20).

Professional Adjustments. Writing in 1974, Cohen and

obsearved the following functions to be typical of nursing care as

those functions which are thought to comprise the nursing
role. Typical elements of the nursing roie are observa-
tions, care, counseling, maintenance of health, and admini-
stration of medications or treatments. Usually prohibited
from the nurse's function are acts of diagnosis and presc-
ription. (p. C-5)

Traditional nursing as described above may be changed -- extended or
expanded -- into the NP function. Cohen (1974) observed the
following discrepancies between the function identified in the
statutes and the function performed with the health care consumer.

Although statutorily barred from participating in areas of
diagnosis, perception, and most treatments, nurses are not
only allowed to perform these functions when necessary, but
may even be liable in negligence if they do not respond
adequately to patient needs. A hospital nurse who dis-
covers a patient in a crisis of worsening condition is
expected to evaluate that condition, diagnose its cause,
and take immediate steps to alleviate or correct the condi-
tion until a physician arrives. A measure of this expecta-
tion is that nurses are far more frequently sued for
neglect of duty, i.e. "ommission, than for over extension



45
of their role (Anderson)"...if non physician personnel are
capable of caring for patients in moments of life-endanger-
ing crisis, then they could certainly be relied upon for
diagnosis and treatment when, lacking an emergency, there
is more time. (pp. C-6, 7)

Upon receipt of the certification from the board of nursing,
the NP may encounter a range of reactions from others consistent
with the implementation of any change in function. As Banton (1965)
wrote,

for an individual to move from one role to another is not

always an easy matter. It requires that he know the rights

and obligations of the role to which he is moving and that

he change his behaviour accordingly. It also requires that

other people recognize his change of role and modify their

behaviour towards him in a corresponding fashion. Role-

changing therefore creates problems for social relations

(a) the greater the change for the individual, (b) the more

people there are who meet him in both his old and his new

roles and therefore have to modify their behaviour. (pp.

93-94)
Having been prepared to implement the basic nursing function, each
NP must “change...behaviour" (Banton, 1965, p. 94). The registered
nurse who becomes an NP has earned certification and the right of
recognition by health care consumers, the community of health care
providers, and the general public for the acquisition of specialized
knowledge and skills.

Not only has the integration of different functions required
adjustment by the individual NP, but the different functions have
required adjustment by the members of the community who interact
with the NP. Perhaps the members of the medical community interact

frequently with the NP and may be expected to experience frequently



46
the need to adjust or to "modify their behaviour" as Banton (1965)
put it (p. 94).

The medical community and the community at large may increas-
ingly use the specialized knowledge and skills of NPs. The compe-
tencies demonstrated by each NP are expressions of an advanced or
expanded nursing function for the benefit of the health care con-
sumer. Education has been instrumental in the establishment and
continuation of the expanded role within nursing practice. One way
to assess whether their education has prepared them to meet the

needs of the health care consumer is to survey the NPs in Oregon.

DEFINITION OF TERMS

Advanced Nursing Care:

Synonymous with practice in an expanded specialty role or
area; clinical practice based on specialized education which
prepares a registered nurse to provide primary health care.

Council of the American Nurses' Association:

Contributes to the advancement of professionalism through the
enhancement of professional expertise, shaping of policies,
and maintaining standards in an important area of nursing.

Council of Primary Health Care Nurse Practitioners:

Has a goal to improve the quality and delivery of primary
health care through organized efforts of nurse practitioners
as primary care providers; members must belong to state and
American nurses' association and one or more of the following

categories: graduate of a formal organized program that pre-



47
pares nurses to function as primary health care NPs, students
enrolled in such a program, nurse educators teaching in such a
program, and NPs who have met the criteria for certification
in a primary health care specialty.

Certified Registered Nurses:

Certified registered nurse (CRN) is used in Washington to
refer to a registered nurse who has fulfilled the requirements
of the board of nursing for advanced and specialized nursing
practice.

Diagnosing:
In the context of the practice of nursing means identification
of and discrimination between physical and psychosocial signs
and symptoms essential to effective execution and management
of the nursing care (Oregon Revised Statute 678.010).

Didactic:
Includes a classroom and a clinical component; the classroom
component includes such activities as lectures and self-
instruction; the clinical component inciudes relevant clinical
observations and experiences and operates concurrently with
the classroom component (USDHEW, 1980, p. 57).

Drug(s):
Medicines and preparations for internal or external use of
human beings which are recognized in the formulatory
authorized by the Advisory Council on NPs' privileges of

writing prescriptions (ORS, 1983, 678.375).
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Expanded/Extended Specialty:

Practice in an expanded specialty role or area means clinical
practice based on specialized education which prepares a
registered nurse to provide primary care; categories of spe-
cialties may include: (a) family, (b) pediatric, (c) adult,
(d) geriatric, (e) psychiatric/mental health, (f) midwife, (g)
women's health care, (h) school health, and (i) college health
(0SBN, 1980, 851-30-001).

Flexnarian:
Flexner was an early and highly respected physician educator
whose influence in medical education persists to the present,
when physicians are educated in didactic, academic settings
which seldom include students from other disciplines as peers
and where the health care consumer usually is viewed as a
relatively passive recipient of services.

Formulary:
A listing of the medications approved by the Advisory Council
that may be prescribed by an NP authorized to prescribe drugs
within the scope of specialized practice (ORS, 1983, 678-385).

Function:
Any condition or state of affairs that results from behavior
(Biddle, 1979, p. 51).

Human Response:

Those signs, symptoms and processes which denote the person's
interaction with an actual or potential health problem (ORS,

1983, 678.010).
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National Joint Practice Commission:

Sixteen nurse and physician commissioners are prepared to
advise State joint practice committees and others who are
reviewing options within existing medical and nurse practice
acts for possible routes and models for the formulation of new
acts to achieve the necessary freedom to provide the consumers
with needed care in their respective states (Hall, 1977, p.
1).

Normative Nurse:

A registered nurse with a long tradition of "bedside care for
the individual patient" (Katz, 1969, p. 4).
Orwellian:
Advanced mechanical button-pushing computerized business
oriented type of health care where “"people will be stockpiled,
rationed and treated very badly" (Kotulak, 1985, p. A2).
Physician (MD):

Any person who holds a degree of Doctor of Medicine or Doctor
of Osteopathy (ORS, 1983, 677.010).

Physician's Assistant (PA):

A person qualified by education, training, experience, and
personal character to provide medical services under the
direction and supervision of an Oregon licensed physician in
active practice and in good standing with the Board of Medical
Examiners; the purpose of the physician's assistant program is

to enable physicians licensed under the law to extend high
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quality medical care to more people throughout the state
(OSBN, 1980, 847-50-005).

Practice of Medicine:

A person is practicing medicine if he does one or more of the
following: (a) advertise, hold out to the public or represent
in any manner that he is authorized to practice medicine in
this state, (b) for compensation directly or indirectly
received or to be received, offer or undertake to prescribe,
give, or administer any drug or medicine for the use of any
other person, (c) offer or undertake to perform any surgical
operation upon any person, (d) offer or undertake to diagnose,
cure or treat in any manner, or by any means, methods, or
devices or instrumentalities, any disease, illness, pain,
wound, fracture, infirmity, deformity, defect or abnormal
physical or mental condition of any person, or (e) act as the
representative or agent of any person in doing any of the
things mentioned; the language of sections 1-5 does not appy
to registered nurses nor to the regulation of the healing arts
other than medicine or podiatry. (ORS, 1983, 677.085,
677.060, 677.070).

Practice of Nursing:

The registered nurse bears primary responsibility and account-
ability for the nursing care patients receive; functions of
practice include: assessment and diagnosis (a licensee shall
assess the patient's needs based upon nursing history and ob-

servation of the patient's signs and symptoms from which to
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determine a nursing diagnosis), planning (a licensee shall
establish goals and develop patient care based upon the
diagnosis), delegating (the licensee shall implement the plan
of care and/or delegate such nursing functions as deemed safe
for other licensed nursing personnel to perform), supervision
(the licensee shall provide minimal and direct supervision of
personnel to whom he/she delegated nursing care that he/she
will evaluate), teaching (the licensee shall be responsible
for such health care teaching as will help other staff
personnel, improve patient care and contribute to patients'
and families' health maintenance and well-being), observing,
recording, and reporting (a licensee shall observe the condi-
tions, signs, and symptoms of the patient, record them, and
report significant changes to the appropriate person, making
accurate legible, and intelligible entries in records required
by law or custom in the pracice of nursing). (OSBN, 1980,
851-30-170).

Preceptorship:

The internship or preceptorship portion is a specified period
of supervised clinical practice in patient assessment and
management and is a requirement for completion of some pro-
grams; this is distinct from and follows the clinical experi-
ence offered concurrently with the didactic portion (USDHEW,

1980, p. 57).
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Prescribe:
Direct, order or designate the preparation, use of a or manner

of using by spoken or written words (ORS, 1983, 678.375).

Prescriptive Privileges:

Authorization by the Advisory Council to prescribe medication
from a 1imited 1isting appropriate to the specialty of the
nurse practitioner.
Protocol:
A predetermined set of orders for the delivery of health care.
PSRO:
Professional standards review organization checks the records
of health care delivery to assure the provision of maximum ef-
ficacy and efficiency in the utilization of resources.

Registered Nurse (RN):

A person who has met the requirements of the board of nursing
to practice nursing, the extent of which is continually chang-
ing, is dependent upon generic education and demonstrated
competence in those special skills acquired through in-
service, continuing education, or graduate studies which may
be safely added to current practice and are within the realm
of such practice (0SBN, 1980, 851-30-160).

Role:
Those behaviors characteristic of one or more persons in a

context (Biddle, 1979, p. 58).
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Scope of Practice of Nurse Practitioner (NP):

In addition to ine services provided by the registered nurse,
the NP is authorized to provide management of mental and
physical health care in the applicable specialty area, the
scope of which shall be based upon educational preparation,
continued experience and the accepted scope of professional
practice of the particular specialty area; such management is
to be provided through integration of health maintenance,
disease prevention, physical diagnosis, and treatment of
common episodic and chronic problems, including pregnancy, in
primary health care in collaboration with physicians and other
health care professions and agencies (0SBN, 1980, 851-30-003).
Standing Orders:

Predetermined directions for the pirovision of health care
which have been written to be implemented at a later time if
needed for specified circumstances.

Sunset Review:

The study by legislators of a nurse practice act which is
scheduled to expire, unless legislators are convinced of con-
tinuing need for the act.

Task Force of the Council:

Sub-comittee of the Council of the American Nurses' Associa-
tion assigned to develop national standards of practice of

NPs.



CHAPTER III
METHODOLOGY

Included in this chapter are a description of the design of
the study, the subjects, the instrumentation, the procedures of data
collection, and the statistical methods which were used to analyze

the data.

DESIGN

Because the data came from nurse practitioners (NPs) in all
parts of Oregon and in many of the continental United States, on-
site interviews or evaluations of NP functions were impossible for
an individual researcher. An exploratory survey design which
utilized the mailed questionnaire was chosen as the most appropriate
for this descriptive ex post facto study. The two research purposes
were:

1. To determine the perceptions of the Oregon-certified NPs,

in general and by specialty, with respect to their (a)
frequency of performance, (b) competence in performance of
each function, and (c) preparation for each function; and

2. To compare the perceptions of NPs in various specialties

with respect to each of the above.
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SUBJECTS

Five-hundred and seventy-nine nurse practitioners (NPs) were
certified in Oregon in January of 1986. Five of these were not
included among the subjects of the study because they either 1ived
outside the continental United States or participated in the pre-
testing of the questionnaire. Each of the remaining 574 was soli-
cited to provide responses to selected functions of a nurse practi-
tioner. Three separate mailings were made during the winter of 1986
from a list of the Oregon-certified NPs compiled by the Oregon Board
of Nursing (see Appendix A). Three-hundred eighty-eight (68%) of

the NPs provided the responses used in this study.
INSTRUMENTATION

Four instruments were constructed to obtain data in the fol-
lowing areas: (a) general information, (b) practice setting, (c)
functions, and (d) administrative public relations functions. (See
Appendix B.) The final form of the questionnaire resulted from

modifications made in response to pretesting of Oregon NPs.

General Information

The first instrument was designed to describe the respondents

in terms of: age, background, and NP preparation.

Practice Setting

In the second instrument, the respondents were asked about the

major setting, its characteristics, and those of the clients. NPs
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were requested to assess their attitudes toward some of the condi-

tions of the practice.

Functions

The third instrument was compiled from instruments developed
for studies of NPs in other regions. Warren's (1979) study analyzed
the "extent to which NPs are functioning in the role for which their
educational programs prepared them" (p. 124). Of the 46 statements
which addressed "specific role activities," 16 were incorporated
into the list of functions mailed to Oregon NPs.

Another 24 functions were derived from a 1978 study by Drice
of NPs in California. Drice used a scale of "non-traditional (ex-
tended) functions...customarily performed by licensed physicians"
(p. 42) to assess the distribution of the functions of nurse practi-
tioners with respect to level of preparation and health care experi-
ence. The functions in the Drice (1978) study originated from a
1977 study directed by R. S. Lawrence in conjunction with physicians
in North Carolina who rated their willingness to delegate task
responsibility to NPs. "The length of training proved to be the
most common reason given for wanting to delegate additional tasks"
(p. 302). Furthermore, "It is evident that the vast majority of
respondents to this survey trust that the training programs will
teach appropriate tasks to nurse practitioners" (p. 306). Although
the scale developed by Lawrence, Defriese, Putnam, Pickard, Cyr, &
Whiteside, in 1977 and used by Drice in 1979 contained a list of

traditional nursing tasks, only the 24 tasks classified as
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"extended" nursing tasks were among those submitted to the Oregon
NPs.

The compilation of 40 functions was arranged into three
Likert-type scales designed to assess the respondents' thoughts with
respect to their competence, frequency of use, and preference for
place in NP preparation. Each function was followed by a:

1. Four-part scale to indicate level of competence,

2. Five-part scale to show frequency of use, and

3. Four-part scale to assign place in NP preparation for

major emphasis.
The scales were modified from Ward's (1975) study of family NPs
throughout the nation,

As a way of probing the relevancy of the 40 functions to those
performed by the Oregon NPs, four NPs in active practice recorded
their daily activities for two weeks. The recordings were content-
analyzed and compared with the functions from the other regions.

The 40 functions were categorized under the scope of practice
developed by the Oregon Board of Nursing in 1980 as follows:

1. Eleven were included in health promotion and maintenance;

2. Fifteen were under management of health care;

3. Four were categorized as treatment in collaboration;

4., Five were designated as prevention of illness and dis-

ability; and,

5. Five were classified as guidance and counseling.
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Administrative and Public Relations Functions

The fourth instrument consisted of two parts and was intended
to obtain information about the interpersonal network in which the
clinical functions were implemented both within the practice setting
and the wider community. The structured items originated with
Warren's (1979) study of the role practice activities of the NPs in
Arkanasas. The items had been developed during a series of pretests
by three groups of NPs who evaluated content, clarity, and rele-
vance.

The final questionnaire resulted from modifications made in
response to pretesting of Oregon NPs and to recommendations by the

Oregon State Board of Nursing.
PROCEDURES

The four instruments were combined into a single question-
naire. A letter of introduction, a letter of explanation, a letter
of informed consent, and two self-addressed return envelopes to-
gether with the questionnaire were mailed in January of 1986 to 574
NPs who were certified in Oregon. See copies of these materials in
Appendix A and B. One questionnaire was returned by the post office
as undeliverable with an expired forwarding address.

Three hundred and eighty-eight of the 574 subjects returned
completed questionnaires. Using a systematic follow-up method, a
response rate of 67.5% was obtained. The NPs returned 186 completed
questionnaires within three weeks of the first mailing. When a

follow-up letter was sent to non-respondents, the NPs returned 77
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more completed questionnaires. Five weeks after the initial mailing
of the guestiocnnaire, another follow-up letter was sent and the NPs
completed and returned eight additional questionnaires. Following
the mailing of a third follow-up letter, which contained a copy of
the original questionnaire marked “Duplicate," another 115 NPs
returned completed questionnaires. Two more questionnaires were

returned too late for analysis. (See Table I.)

TABLE I

THE NUMBER AND PERCENT OF COMPLETED QUESTIONNAIRES
RETURNED IN RESPONSE TO EACH OF THREE MAILINGS

Mailing Date n Percent
Initial Mailing January 9, 1986 88 22.8
First Follow-up January 28, 1986 175 45.3
Second Follow-up February 14, 1986 8 02.1
Third Follow-up February 21, 1986 115 29.8
Total 386

Since the questionnaire was mailed to all the NPs certified by
the Oregon Board of Nursing, the recipients included 358 NPs who
were in active practice on January 9, 1986, and 28 NPs who were not
in active practice at the time. Both groups of NPs submitted
questionnaires which were completed in compliance with instructions
to accommodate the differences in circumstances. A total of 386

questionnaires were analyzed.
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STATISTICAL METHODS

Data were computer scored and analyzed by statistical programs
found in the SPSS: Statistical Package for the Social Sciences
(Nie, Hull, Jenkins, Steinbrenner, & Bent, 1975); and, SPSS Update
7-9 (Hull & Nie, 1981). Statistics computed included frequency
distributions, medians, and percentages.

Where the method would give useful information, descriptive
statistics were applied to all data. Responses to the first sixteen
items, which described characteristics of the sample, were sum-
marized in frequency distributions and percentages for the total
sample and for six specialty groups.

The 40 functions were grouped into five headings: Health Pro-
motion and Maintenance (11), Management of Health Care (15), Treat-
ment in Collaboration (4), Prevention of Iliness (5), and Guidance
and Counseling (5). Classification of functions was based upon the
scope of NP practice presented in the Oregon Administrative Rules
(1980). For each of the 40 functions, a tabulation of the levels of
the function was performed separately for "Level of Competency,"
"Frequency of Use," and "Place in NP Preparation.” Summary statis-
tics were used to present percentages of responses by all partici-
pants (NPs in general) to each of the levels of each of the func-
tions.

For each function, a cross-tabulation of the levels of the
function with the six specialty groups were performed separately for

"tevel of Competency," "Frequency of Use," and "Place in NP

e



61
Preparation." Summary statistics were used to present percentage of
responses by each speciaity group to each of the levels of each of
the functions. Chi-square was used to test for the independence of
specialty area and function. The .05 level of confidence was
selected as statistically significant for each test.

With no indication of the magnitude of the relationship, chi-
square "is a test of independence of the variables" (Kerlinger,
1964, p. 171). The independence was considered to be statistically
significant when the chi-square value was not due to chance at the
.05 level of confidence. Hopkins and Glass (1978) wrote that chi-
square could be seen as a way "to see if there was a difference in
the responses" (p. 320). Each of the responses qualified for only
one category, each category was separated from every other category,
and each response was entered only once. In this study, chi-square
was calculated form frequency of responses in contingency tables.
In some instances, the data could not be analyzed because the dif-
ference in the responses was not evident. Some functions were used
with similar competency and frequency by each of the specialty
groups; no discernible differences existed.

Thus, chi-square was used to test the followng statistical
hypothesis for each of the 40 functions:

There will be no significant differences between the per-
ceptions of the Oregon-certified NPs in six specialty areas
with respect to the:

1. Frequency of performance of selected functions:

2. Competence in performance of each function; and,
3. Preparation for each function.
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Cross-tabulations were compiled using responses by NPs in six
specialties to the three categories of the 40 functions. When using
the chi-square in a test of independence for two-way tables with
degrees of freedom greater than one, no more than 20% of the
expected cell frequencies should be less than five (and none less
than one). In the analyses using NP specialty as one variable and
eithe "Level of Competence" or "Frequency of Use" of a function as
the other variable, sometimes two or more adjacent categories of the
second variable needed to be combined in order to meet this criter-
jon for minimum expected frequency. Because the categories of
"Place in NP Preparation" could not be combined logically, selec-
tions with low expected frequencies were excluded from the analysis
as needed to meet the criterion.

The open-ended questions were analyzed for content by tabula-
tion of the frequency distribution of certain themes, topics, and
language of the NPs in general. Kerlinger (1973) described content
analysis as "an objective and quantitative method for assigning
types of verbal...data to categories" (p. 417).

In the verbal data of this study, the single most common
response was "Same as above." An analysis of 41 of the "Same as
above" responses suggested that most NPs referred to the state-
ment(s) made by the participant to patients. “Same as above" pro-
bably meant that the interpretation of the NP function to patients
was the same as that made to other disciplines, to the community,

and to legislators.



CHAPTER 1V
ANALYSIS AND DISCUSSION

In responding to the questionnaire used in this study, nurse
practitioners (NPs) presented their views concerning the performance
of certain functions and their recommendations as to the kind of
preparation that would most effectively equip them for those tasks.
The analysis of the data collected is organized within four sec-
tions. The first section describes the participants in this study
for the effect of the sampling characteristics on data analysis.

The second section describes demographic characteristics of the
participants, including their academic and professional experiences,
practice settings, and attitudes not only toward what they do as NPs
but also toward the adequacy of their preparation for the NP func-
tion. The third section describes certain functions in clinical
practice. The fourth section contains analyses of the questions
pertaining to policy-making and public relations activities. Sum-
mary tables show how well respondents thought they were performing
each of the selected functions, how often they did it, and where in

their preparation they wanted to emphasize that function.
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SAMPLING CHARACTERISTICS

Total Sample

Of the 574 questionnaires which were mailed to certified Ore-
gon NPs, 388 were returned (a return rate of 67.60%). In accordance
with the directions for those NPs who were certified in Oregon but
were not in active practice in the state during the winter of 1986,
28 NPs completed only the first page of the questionnaire. Two
questionnaires were returned too late to be included in the analy-
sis. Thus, for the analysis of the responses to the questions on
page one, the responding sample was 386; for the remainder of the

questionnaire, the responding sample for analysis was 358.

The Specialty Areas

An NP specialty area is identified according to the consumers
of its health care services. For example, the Psychiatric-Mental
Health NP provided services to the person with mental or emotional
illness. For this study, responses by NPs in the six specialty
areas with sample sizes of at least 30 were chosen for analysis.
Sixteen NPs from three other specialties (Geriatrics, College
Health, and School Health) also participated in this study. Since
the number of respondents in these specialties was too small to be
examined separately, and it was unclear how they could be combined
with the other specialties represented, these 16 respondents were
included in the analysis of the total sample, on the one hand, but
excluded in the comparisons between specialties on selected vari-

ables, on the other hand.
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The selected specialty areas are presented in order of the
number of respondents:
1. Adult Nurse Practitioner (ANP), 65
2. Women's Health Care Nurse Practitioner (WHCNP), 56
3. Family Nurse Practitioner (FNP), 53
4. Psychiatric-Mental Health Nurse Practitioner (PMHNP), 52
5. Pediatrics (PNP), 50
6. Nurse Midwife (NM), 34.

Classification and Analysis of Data

As an aid to comparisons among the responses, percentages were
calculated based upon the total number of valid responses to a
choice associated with a variable. A percentage represents the
number of respondents selecting a particular choice divided by the
total number of valid responses to the choices associated with that
variable times 100, (e.g. 5 divided by 358 times 100, equals 1.3
percent). Where the number of respondents (n) differs from 386
(first part of the questionnaire) or 358 (remainder of the question-
naire), the respondent(s) indicated too many responses, "not appli-
cable,” and/or no response. Discrepancies between the totals in the
rows of the tables may reflect the inclusion of respondents of all
specialties in the total sample; other totals in the row refer to
the six specialties whose responses were sufficiently numerous for

statistical comparisons.
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DESCRIPTION OF THE RESPONDING SAMPLE

For purposes of discussion, the demographic characteristics of
the respondents were organized into four natural groups. The first
grouping consists of responses about age. The second is comprised
of responses about academic and experiential background. The third
grouping contains responses about NP preparation, and the fourth
grouping is about the NP's practice setting. Comparisons were made
between the responses of the NPs in the six specialty areas and
those of the total number of respondents (358, or 386 if not all in
active practice). The information obtained from all respondents
(including those who completed only Part One) was included in these
analyses. Where parentheses appear in the tables, they enclose a

number associated with the aligned descriptor.

Age of NPs in Oregon

Table II shows that 45.5% of the 386 subjects were between 36
and 45 years of age. In the specialty areas, the FNPs and the NMs
were the youngest, with nearly half of them under 36 and approxi-
mately 90% under 46 years of age. The oldest NPs were PNPs and
WHCNPs, with approximately 1/4 aged 46 or older.

NP Background: Academic and Experiential

Table III presents the distributions of the NPs in general and
those in six specialties with respect to education, experience as an
RN prior to becoming a nurse practitioner, and experience as an NP

in Oregon. For analysis and discussion, subheadings follow below.



TABLE II

AGE OF NP'S REPORTED IN FREQUENCY AND PERCENTAGES

TOTAL ANP WHCNP FNP PMHNP PNP NM
AGE n % n % n % n % n % n % n %
26-35 130 33.8 20 30.8 20 35.7 26 49.1 15 28.8 15 30.0 16 47 .1
36-45 175 45,5 34 52.3 21 37.5 22 41.5 26 50.0 22 44,0 14 41.2
46-55 52 13.5 8 12.3 12 21.4 3 5.7 9 17.3 8 16.0 2 5.9
56-65 28 7.3 3 4.6 3 5.4 2 3.8 2 3.8 5 10.0 2 5.9
TOTAL 385 64 56 53 52 50 34
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NP BACKGROUND:

ACADEMIC AND EXPERIENTIAL REPORTED IN FREQUENCY AND PERCENTAGES

TABLE

III

TOTAL ANP WHCNP FNP PMHNP PNP NM
Variable % n % n % n % n % n % n
Level of Basic Nursing Education
Diploma 20.5 13 20.0 15 26.8 9 17.0 9 17.3 8 16.0 7 20.6
Associate 13.2 12 18.5 9 16.1 7 13.2 3 5.8 1 2.0 5 14,7
Baccalaureate 60.1 37 56.9 31 55.4 29 S4.7 36 69.2 39 78.0 21 61.8
Master's 5.2 3 4.6 0 0.0 8 15.1 3 5.8 1 2.0 O 0.0
Other 1.0 © 0.0 1 1.8 0 0.0 1 1.9 1 2.0 1 2.9
Highest Level of Formal Education
Diploma 8.5 4 6.2 13 23.2 2 3.8 1 1.9 4 8,3 4  11.8
Associate 4.1 1 1.5 5 9.0 2 3.8 0 0.0 2 4,2 1 2.9
Baccalureate 26.6 15 23.1 26 46.4 14 26.4 3 5.8 20 41.7 10 29.4
Master's 56.7 44 67.7 11 19.6 35 66.0 43 82.7 19 39.6 17 51.5
Doctorate 3.6 1 1.5 1 1.8 O 0.0 5 9.6 3 6.0 2 5.8
TOTAL 65 56 53 52 43 34
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TABLE III (CONTINUED)

TOTAL ANP WHCNP FNP PMHNP PNP NM
Variable n % n % n % n % n % n % n %

Highest Level of Formal Education
by Nursing Major

Diploma 33 8.5 4 6.2 13 23.2 2 3.8 1 1.9 4 8.3 & 11.8
Nursing (33) (100.0) (4) (100.0) (13) (100.0) (2) (100.0) (1) (100.0) (&) (100.0) (4) (100.0)
Assoclate 16 4.1 1 1.5 5 9.0 2 3.8 0 0.0 2 4,2 1 2.9
Nursing (15)  (93.8) (1) (100.0) (5) (100.0) (2) (100.0) (0) (0.0) (2) (100.0) (1) (100.0)
Baccalaureate 104 26.9 15 23.1 26 4.4 14 26.4 3 5.8 20 41.7 10 29.4
Nursing (93) (89.4) (11) (73.3) (24) «(92.3) (14) (100.0) (3) (100.0) (20) (100.0) (9) (90.0)
Master's 219 56.7 44 67.7 1" 19.6 35 66.0 43 82.7 19 3%9.6 17 50.0
Nursing (197)  (90.0) (39) (88.6) (8) (72.7) (32) (91.4) (43) (100.0) (18) (94.7)(15) (88.2)
Doctorate 14 3.6 1 1.5 1 1.8 0 0.0 5 9.6 3 6.3 2 5.8
Nursing () (28.6) (0) (0.0) (1) (100.0) (O0) (0.0) (2) (40.0) (0) (0.0) (2) (100.0)

Note: Parentheses enclose number of NPs and assoclated percentage with nursing major in the highest level of formal
education.

Total includes NPs from other specialties In addition to those tabulated.
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TABLE III (CONTINUED)

TOTAL ANP WHCNP FNP PMHNP PNP NM

Variable n % n % n % n % n % n % n

Years of Practice as RN before Becoming NP

0 through 9 228 59.7 36 55.3 37 67.2 42 80.7 25 9.1 29 59.2 23 67.6
10 through 19 m 29.1 22 33.9 13 23.5 8 5.3 21 41.3 15 30.5 8 23.4
20 through 29 33 8.7 & 6.1 4 7.2 2 3.8 5 2.8 &4 8.1 3 8.8
30 through 39 8 2.2 2 3.1 1 1.8 0 0.0 0 0.0 1 2.0 O 0.0

50 1 0.3 1 1.5 0 0.0 O 0.0 0 0.0 O 0.0 O 0.0

Years of Practice as Oregon NP

0 through &4 148 38.5 26 40.0 12 21.5 21 39.6 20 39.2 12 24.0 16 47.0
5 through 9 165 43.1 27 41.6 27 48,2 22 41.5 27 53.0 20 40.0 15  44.1
10 through 14 69 8.0 N 16.9 17 30.3 10 18.8 4 7.9 17 34.0 3 8.8
15 through 19 2 0.6 1 1.5 0 0.0 O 0.0 0 0.0 1 2.0 0 0.0

0L
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Level of Basic Nursing Education. Most of the NPs received

their basic nursing education in baccalaureate nursing programs.

The largest percentage (78%) was found among the PNPs, with PMHNP
(69%) and NMs (62%) next. Basic nursing education was acquired in a
baccalaureate program by more than 60% of the NPs in general.

Highest Level of Formal Education. Table III indicates that

the highest level of education achieved by most (219) NPs was the
master's degree (57%). The largest number (102) were obtained
between 1981 and 1986. With approximately 83% having a master's
degree and 10% having a doctorate, the PMHNPS had the highest level
of educational preparation, followed by ANPs (68% master's and 2%
doctorate) and FNPs (66% master's). The WHCNPs (46% baccalaureate
degree) and PNPs (42% baccalaureate) had the lowest level of formal
academic preparation. The doctorate degree had been awarded to 14
NPs overall, four of whom had majored in Nursing.

Years of Practice as an RN before Becoming NP. The majority

of NPs had practiced as an RN for nine (or fewer) years before
becoming an NP (60%). For each of the six specialty groups, more
respondents fell into the "0-9 years" category of practice as a
registered nurse before becoming an NP than in any other experience
category. In order from the least to the most years of prior
experience, the specialties were: FNPs, NMs and WHCNPs, PNPs, ANPs,
and PMHNPs.

Years of Practice as Oregon NP. As can be seen in Table III,

43% of the total sample had 5-9 years of Oregon practice; an
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additional 39% had less than five years of practice. With the
exception of NMs, more respondents in each specialty group fell in
the 5-9 years of practice as a NP in Oregon category than in any
other experience category. The NMs had more respondents in the 0-4
years category. The NMs had the smallest number of years of prac-
tice as NPs in Oregon, followed by the PMHNPs. The most experienced

NPs were the PNPs and WHCNPs, respectively.

NP Preparation

Table IV shows the preferences of the NPs for the order of
educational development, their distribution by specialty areas, the
type of NP program which prepared them for NP candidacy, and their
continung NP education.

Preferred Sequence for NP Preparation. Over 80% preferred a

baccalaureate degree, followed by a master's degree which qualifies
for NP certification in a specialty area. This pattern was the
choice of each specialty group, although about 21% of the ANPs pre-
ferred that the NP preparation follow a master's degree.

NP _Specialty. All nine of the NP specialty areas were repre-
sented in the stuay. The ANPs, with 65 respondents were the most
numerous, and the SHNPs, with 2 respondents, were the least numer-
ous. The six most numerous specialty areas were selected for
comparison with respect to selected functions.

Type of NP Program. Most NPs were products of master's degree

NP programs (52%); however, 42% were certificate prepared. The type

of NP program varied across the specialties, with over 96% of the



TABLE 1V

NP PREPARATION REPORTED IN FREQUENCIES AND PERCENTAGES

TOTAL ~__ANP WHCNP FNP PMHNP PNP NM

Variable n % n % n % n % n % n % n %

Preferred Sequence for NP Preparation

ADN, followed by NP,

followed by 8S 17 4.5 1 1.7 5 10.4 5 10.2 0 0.0 1 2.1 2 6.3
BS, followed by MS,

followed by NP 53 15.0 12 20.7 2 4.2 2 4.1 9 18.4 7 14.6 4 12.5
BS, followed by MS which

includes NP 283 80.2 45 77.6 41 85.4 42 85.7 40 81.6 40 83.3 26 81.3
Other 2 0 0 1 0 0 1

NP Specialty 65 19.9 56 17.2 53 16.3 52 16.0 50 15.3 34 10.4

Separated (n) (%)

Geriatric (GNP) 8; 2.5%

College Health (CNHP) 6; 1.8%
School Health (SHNP) 23 0.6%

Type of NP Program
Certificate 162 42.0 22 33.8 45 80.4 16 30.2 0 0.0 30 60.0 14 41,2
Baccalaureate 9 2.3 0O 0.0 0 0.0 4 7.5 1 1.9 3 6.0 O 0.0

Master's 200 51.8 39 60.0 ] 4.3 32 60.4 50 96.2 17 34.0 17  50.0

€L



TABLE IV (CONTINUED)

TOTAL ANP WHCNP FNP PMHNP PNP NM

Variable n % n % n % n % n % n % n

Other 15 3.9 &4 6.2 3 5.4 1 1.9 1 1.9 0 0.0 3 8.8

Yearly Particlpation in Continuing Education

None 1 0.3 O 0.0 0 0.0 o0 0.0 0 0.0 0O 6.0 0 0.0
Once 5 1.3 1 1.5 0 0.0 2 3.8 1 1.9 0 0.0 O 0.0
Twice 35 9.1 5 7.7 5 8.9 5 9.4 7 13.5 3 6.0 1 2.9
Three times 60 15.5 6 9.2 10 7.9 9 17.0 13 25.0 7 14.0 8 23.5
Four or more times 285 73.8 53 81.5 L 73.2 %7 69.8 31 59.6 40 80.0 25 73.5

174
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PMHNPs, 60% of the FNPs and ANPs, and 50% of the NMs receiving their
NP training in master's degree programs. Most of the WHCNPs and the
PNPs received their formal NP training in certificate programs (80%
and 60% respectively). About 94% of all NP programs were either
certificate or master's degree.

Yearly Participation in Continuing Education. Continuing edu-

cation relevant to the specialty area was acquired by most NPs at
four or more events each year (74%). In the specialties, ANPs and
PNPs reported the most events attended and PMHNPs the fewest in con-

tinuing education.

NP Practice

Table V includes the physical environment, population and
location, estimated income of clients, and attitudes of the respon-
dents toward their NP preparation and their satisfaction as an NP.

Major Setting. Table V shows most NPs in Oregon practice in

ambulatory (49%) and non-hospital community (31%) settings. Of the
265 responses from NPs in six specialty areas, 221 (83%) reported
major professional activity to be in the two types of settings.

Most (46%) of the settings were in a large city, with an ad-
ditional 24% located in medium-sized cities. A majority of the ANPs
(60%) of the PMHNPs (59%), and PNPs (52%) practiced in large
cities. Approximately 50% of the FNPs and 35% of the NMs practiced
in small cities, towns or rural areas. Although the most frequently
reported income level of the consumers was in the intermediate range

(30%), nearly half (49%) of the NPs served persons whose incomes



TABLE V

NP PRACTICE: SETTING SOCIQ-ECONOMIC, AND ATTITUDINAL RESPONSES
TOTAL ANP WHCNP FNP PMHNP PNP NM
Variable n % n % n % n % n % n %
Major Setting
In Hospital Practice
Patient unit 1 3.4 2 3.3 0 0.0 O 0.0 3 5.8 1 2.2 11.5
Emergency unit 6 1.8 &4 6.7 0 0.0 1 2.0 1 1.9 0 0.0 0.0
Other 2 0.6 O 0.0 0 0.0 O 0.0 2 3. 0 0.0 0.0
Ambulatory
Private 77 23.7 10 16.7 13 25.5 15 30.0 12 23.1 10 22,2 30.8
Prepaid 23 7.1 9 15.0 2 3.9 &4 3,0 4 7.1 1 2.2 0.0
Hospital L4 13.5 15 25.0 7 13.7 & 8.0 4 7.7 6 13.3 7.7
Other 14 4.3 3 5.0 0 0.0 &6 12.0 1 1.9 2 4.4 3.8
Non-Hospital Institutional
School for mentally or
physically handicapped 2 0.6 0 0.0 0 0.0 O 0.0 0 0.0 1 2.2 0.0
Grades 1-12 school system 1 0.3 © 0.0 0 0.0 O 0.0 0 0.0 O 0.0 0.0
College 15 4.6 &4 6.7 6 1.8 0 0.0 0 0.0 1 2.2 0.0
Other 5 1.5 3 5.0 0 0.0 1 2.0 1 1.9 0 0.0 0.0
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TABLE V (CONTINUED)

TOTAL ANP WHCNP FNP PMHNP PNP NM
Variable n % n % n % n % n % n % n
Non-Hospital Community
Health department or
home health agency 63 12.4 0 0.0 20 3%.2 8 16.0 6 1.5 17 37.8 8 30.8
School services or agency 11 3.4 1 1.7 1] 0.0 1 2.0 0 0.0 5 1.1 0 0.0
Other 27 8.3 &4 6.7 1 2.0 6 2.0 14 26,9 0 0.0 1 3.8
School of Nursing
Hosplital 1 0.3 0 0.0 0 0.0 0 0.0 o 0.0 O 0.0 O 0.0
Associate Degree 2 0.6 0 0.0 0 0.0 0 0.0 0 0.0 O 0.0 O 0.0
Baccalaureate degree 5 1.5 0 0.0 0 0.0 1 2.0 0 0.0 0 0.0 O 0.0
Master's degree 3 0.9 0 0.0 0 0.0 O 0.0 0 0.0 1 2.2 1 3.8
Vocation 2 0.6 O 0.0 0 0.0 O 0.0 0 0.0 O 9.0 O 0.0
Extended Care Faclility
Nursing 11 3.4 0 0.0 0 0.0 2 4.0 1 1.9 0 0.0 O 0.0
HMO 1 1.7 1 2.0 O 0.0 0 0.0 O 0.0 0 0.0

Other 1 1.7 0 0.0 0 0.0 1 1.9 0 0.0 O 0.0
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TABLE V (CONTINUED)

TOTAL ANP WHCNP FNP PMHNP PNP NM
Variable n % n % n % n % n % n % n %
Population and Location of Practice Setting
Rural (2,500 or less) 19 5.5 3 4.6 1 1.9 8 15.4 2 3.9 2 4.0 O 0.0
Town (2,501 - 5,000) 23 6.6 4 6.2 4 7.4 5 9.6 3 5.9 0 0.0 4 11.8
Small city (5,001 -
25,000) 62 17.9 9 13.8 1" 20.4 12 23.1 6 1.8 9 18.0 8 23.5
Medium-sized city
(25,001 100,000) 82 23.6 10 15.4 20 37.0 9 17.3 10 19.6 13 26.0 9 26.5
Large city (over 100,000) 161 46.4 39 60.0 18 35.3 18 34,6 30 58.8 26 52.0 13 38,2
Economic Level of Majority of Patients
Very low (below 55,000) 71 21.2 9 14.1 14 26.4 7 4.3 17 3.0 8 17.4 6 18.8
Low ($5,000 - $10,999) 93 27.8 21 32.8 16 30.2 14 28.6 8 16.0 15 32.6 9 28.1
Intermediate (511,000 -
$16,999) 99 29.6 15 23.4 13 24.5 19 38.8 11 22.0 16 3.8 12 37.5
Medium high ($17,000 -
$22,999) 48 14.3 13 20.3 4 7.5 6 12.2 9 18.0 6 13.0 5 15.6
High ($23,000 - $28,000) 20 6.0 5 7.8 4 7.5 3 6.1 5 10.0 1 2.2 O 0.0
Very high (over $28.00 4 1.2 1 1.6 2 3.8 0 0.0 0 0.0 O 0.0 O 0.0
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TABLE V (CONTINUED)

TOTAL ANP WHCNP FNP PMHNP PNP NM
Variable n % n % n % n % n % n % n %
Attitudes
Adequacy of NP Preparation

Very inadequate n" 2.8 3 4.6 1 1.8 1 1.9 2 3.8 1 2.0 1 2.9

Inadequate 22 5.7 9 13.8 0 0.0 2 3.8 5 2.6 1 2.0 O 0.0

Somewhat adequate 98 25.4 23 35.4 10 7.9 13 24.5 14 26.9 14 28.0 5 14.7

Adequate 151 392.1 20 30.8 24 42.9 25 47.2 20 38.5 22 44,0 11 32.4

Very adequate 104 26.9 10 15.4 21 37.5 12 22.6 M 21.2 12 24,0 17 50.0

Amount of NP Preparation Used in Practice Setting

None 2 0.5 1 1.5 0 0.0 O 0.0 0 0.0 O 0.0 O 0.0
Few 9 2.4 3 4.6 0 0.0 O 0.0 3 5.9 0 0.0 O 0.0
Some 67 17.6 15 23.1 4 7.1 9 7.6 18 35.3 8 6.3 2 5.9
Host 197 51.8 34 52.3 26 46.4 31 60.8 20 .2 AN 63.3 19 55.9
All 105 27.6 12 18.5 26 46.4 1 21.6 10 19.6 10 20.4 13 38.2
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TABLE V (CONTINUED)

TOTAL ANP WHCNP FNP PMHNP PNP NM
Variable n % n % n % n % n % n % n %
Satisfaction with Responsibilities
Very dissatisfied 9 2.4 2 3.1 2 3.6 0 0.0 1 2.0 3 6.0 O 0.0
Somewhat dissatisfied 29 7.8 4 6.2 3 5.4 2 7.7 5 0.0 2 4.0 3 8.8
Indifferent 6 1.6 0 0.0 1 1. 0 0.0 2 4.0 1 2,0 O 0.0
Somewhat satisfied 132 35.4 29 44,6 22 9.3 &4 25.0 19 38.0 19 33.0 9 26,5
Very satisfied 197 52.8 30 46.2 28 50.0 5 67.3 23 46.0 25 50.0 22 64,7
Satisfaction with Independence and Autonomy
Very dissatisfied 10 2.7 3 4.6 2 3.6 0 0.0 2 3.8 2 4.1 0 0.0
Somewhat dissatisfied 24 6.4 3 4.6 3 5.4 1 1.9 4 7.7 3 6.1 3 8.8
Indifferent 9 2.4 O 0.0 1 1.8 0 0.0 3 5.8 2 4.1 0 0.0
Somewhat satisfied 108 28.9 19 29.2 14 25.0 15 28.8 12 23.1 14 28.6 9 26.5
Very satisfied 223 59.6 40 61.5 36 64.3 36 69.2 31 59.6 28 57.1 22 64.7

08
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were estimated to be low or very low. More than a third (34%) of
the PMHNPs reported the consumers of their services to have a very
low income level.

Attitudes. Most of the NPs (66%) found their preparation to
have been adequate or very adequate to meet their responsibilities
in the practice setting. The least satisfied were the ANPs, with
18% expressing inadequate and very inadequate views and an addi-
tional 35% indicating somewhat adequate; the most satisfied were the
NMs, with a majority selecting very adequate (50%). Most (52%) NPs
used most (but not all) of the expertise from their preparatory
experience in the practice setting. An additional 28% used all of
their preparatory experience in practice. The PMHNPs indicated the
least use of their NP preparation (with 35% selecting "some"), while
the WHCNPs and NMs indicated the greatest use, with 46% and 38%
respectively, selecting "all." The majority of NPS were very satis-
fied with their responsibilities and independence and autonomy (53%

and 60%, respectively).
SELECTED FUNCTION OF NURSE PRACTITIONERS

Five categories from the NP scope of practice (0AR, 1980,
851-30-001) are provided for purposes of analysis and discussion.
The 40 functions in Part 3 of the questionnaire (see Appendix B) are
categorized as follows:

A. Health promotion and maintenance (functions numbered 24,

33, 15, 17, 27, 20, 16, 32, 34, 6, and 5);
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B. Management of health care (functions numbered 7, 40, 30,
11, 26, 28, 14, 31, 35, 3, 9, 13, 37, 29, and 25);
C. Treatment in collaboration (functions numbered 4, 2, 8,
and 21);
D. Prevention of illness and disability (functions numbered
10, 12, 19, 22, and 23); and,
E. Guidance and counseling (functions numbered 1, 18, 38, 39,
and 36).
The functions were selected from instruments developed by
researchers who have investigated NPs outside of Oregon (Drice,
1978; Warren, 1979). The functions were presented in the question-
naire in a sequence similar to the original design. For purposes of
discussion, the functions were distributed, analyzed, and compared
(by function number and/or description) in terms of the scope of
practice of Oregon-certified NPs. The functions are discussed with
respect to the NP respondents as whole and to the respondents in six
NP specialties. Due to the amount of detail in the tables, atten-
tion will be directed only to major points in each table. Some
details from the tables are included in the discussion to clarify
statistical procedures. In the instances where reference is made to
a series of descriptors, the separated values will appear in the

same sequence as the series.

Chi-square Testing of NP Specialty Areas

For each function, a cross-tabulation of the levels of the

function with the six specialty groups was performed separately for
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“Level of Competency," "Frequency of Use," and "Place in NP Prepara-
tion." Chi-Square was used to test for the independence of special-
ty area and function. The .05 level was selected to determine
statistical significance for each test. Throughout the analysis and
discussion, the significance of relationships was found at the 95%
level of confidence in the accuracy of the finding.

When using the chi-sguare in a test of independence for two-
way tables with degrees of freedom greater than one, no more than
20% of the expected cell frequencies should be less than five (and
none less than one). In the analyses using NP specialty as one
variable and either "Level of Competency" or "Frequency of Use" of a
function as the other variable, sometimes two or more adjacent cate-
gories of the second variable needed to be combined in order to meet
this criterion for minimum expected frequency. Because the cate-
gories of "Place in NP Preparation" could not be combined logically,
selections with low expected frequencies were excluded from the

analysis as needed to meet the criterion.

Health Promotion and Maintenance

The results of the analyses of the Health Promotion and Main-
tenance functions are presented in this section for the total sample
and for the six specialty groups.

Total Sample. Table VI shows that for this category in "Level
of Competency," a majority (73%) of NPs felt "Very Competent" in the
"Performance of a general physical examination in the absence of a

physician," (function 24). Also most nurse practitioners (54%) felt



PERCENTAGE OF RESPONSES BY

TABLE VI

HEALTH PROMOTION AND MAINTENANCE FUNCTIONS

Level of Competence? Frequency of Useb Place in NP Preparation®
Functions n (a) (b) (c) (d) Med n (a) (b} (c) (d) (e) Med n (a) (b) (c) (d} (e)
24. Perform general physical
examination in absence
of physician 354 9.3 4.8 12.7 73.2 3.8 351 14.8 3.4 6.6 22.8 52.4 4,5 341 0.6 1.8 16.4 76.0 5.3
33, Perform joint inspectfon 350 39.4 15.1 29.4 16.0 2.2 340 50.9 11.8 17.1 13.8 6.5 1.5 324 4.3 5.2 18.5 61.7 10.2
15. Providing routine pre-
natal care 350 31.4 15.7 18.3 34.6 2.7 348 59.2 6.9 10.1 6.9 17.0 1.3 325 0.6 8.0 23.4 64.0 4.0
17. Palpating uterus for
fetus positlon 353 43.3 13.3 14.4 28.9 2.0 349 61.0 8.6 8.9 5.4 16.0 1.3 324 1.2 7.1 36.1 50.9 4.6
27. Distinguish between nor-
mal and abnormal EKG 354 45.5 24.9 20.1 9.6 1.7 351 67.5 11.4 12.5 5.1 3.4 1,2 335 1.5 9.6 38.5 34,3 16.1
20. Dialating pupils 347 55.9 16.7 15.3 12.1 1.4 346 83.8 10.4 2.9 2.0 0.9 1.1 326 6.4 9.8 25.5 47.2 11.0
16. Examining ears with
otoscope 353 10.2 10.2 24.9 54.4 3.6 344 20.6 9.0 13.1 21.2 36.0 3.8 334 0.3 5.1 42.5 46.7 5.4
32. Perform Proctoscopy 352 87.8 4.0 S5.4 2.8 1.1 343 91.5 4.4 4.1 0 0 1.0 332 16.9 0.3 4,2 53.3 25.3
34. Perform sigmoidoscopy 348 94,0 2.9 2.0 1.1 1.0 337 96.1 2.1 1.5 0.3 0 1.0 329 23.4 0.3 3.3 47.1 25.8

¥8



TABLE VI (CONTINUED)

Level of Competence?

Frequency of UseP

Place in NP Preparation®

Functions n (a) () (c) (d)

(a) (b) (c) (d) (e) Med n (a) (b) (c) (d)

6. Defending what you con-
sider a patlent's rights
when thls conflicts with
an institutional or

agency policy 356 2.3 9.9 44.6 43.2 3.3 353 13.0 38.0 32.0 11.9 5.1 2.5 331 0.6 17.8 49.2 26.3

5. Serving as a catalyst
for needed health care

changes 354 2.0 16.4 47.7 33.9 3.2 349 5.4 22.1 32.7 25.2 16.4 3.2 328 0.3

10.1 43.9 39.3

Note: Med = Median

dLevel of Competence
(a) Do not feel competent at this time
(b) Feel slightly competent
(c) Feel moderately competent
(d) Feel very competent

bFrequency of Use
(a) Never-little or no need to use the function
(b) Rarely-monthly
(c) Occasionally-a few times a month
(d) Frequently-several times weekly or every day
(e) All the time-several times every day

Cplace in NP Preparation

(a) Should NOT be included in NP Preparation

(b) Associate programs

(c) Baccalaureate programs

(d) Graduate degree programs

(e) Continuing education includes courses, seminars,
conferences, etc.

98
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"Very Competent" in "Examining ears with otoscope" (function 15).
As a group most of the nurse practitioners judged themselves to be
"Very Competent” or "Moderately Competent" in five of the eleven
functions in this category: functions 24 (86%), 16 (79%), 6 (88%),
5 (82%), and 15 (53%).

They did not feel competent to "Perform sigmoidoscopy" (func-
tion 34 -- 94%), to "Perform proctoscopy" (function 32 -- 88%), and
in "Dialating pupils (function 20 -- 56%). They judged themselves
to have slight or littie competence on six fuctions: 34 (97%), 32
(92%), 20 (73%), 27 (70%), 17 (57%), and 33 (55%).

Function 24 ("Perform general physical examination in absence
of a physician") was the most frequently used of these functions by
the NPs; 52% reported using it "Several times each day" and an addi-
tional 23% reported using it "Several times each week." The other
frequently performed function (16, "Examining ears with otoscope")
was reported to be used "Several times a day" by 36% of the respon-
dents to that function in that column; and additional 21% indicated
frequent usage ("Several times a week").

The functions used least often ("Never-little") were: func-
tions 34 ("Perform sigmoidoscopy"), 32 ("Perform protoscopy"), 20
("Dilating pupils"), 27 ("Distinguish between normal and abnormal
EKG"), functions 17 ("Palpating uterus for fetal position®), 15
("Providing routine prenatal care"), and 33 ("Perform joint inspec-
tion") as indicated by 96%, 92%, 84%, 68%, 61%, 59%, and 51% of the

NP respondents.
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The functions which the NPs considered themselves to be more
competent to perform (functions 24 and 16) were those most frequent-
1y used. The functions they identified as least competent to use
(functions 34, 32, 20, 27, 17, and 33) were least frequently used.

In considering the "Place in NP Preparation” in which these
functions belong, a majority of the respondents placed five of the
functions in graduate degree programs: "Perform general physical
examination in absence of physician" (function 24 -- 76%); “Perform
joint inspection® (function 33 -- 62%); “"Providing routine prenatal
care" (function 15 -- 64%); "Perform protoscopy" (function 32 --
53%); and "Palpating uterus for fetal position" (function 17 --
51%). Except for function 32 which was assigned to continuing edu-
cation by most of the remaining respondents, the second most used
category for the above functions was baccalureate programs. Two ad-
ditional functions were assigned to graduate degree programs more
often than any other program: "Examining ears with otoscope" (func-
tion 16 -- 47%) and "Perform sigmoidoscopy" (function 34 -- 47%).
However, nearly as many (43%) considered baccalaureate programs the
appropriate location for function 16. The respondents assigned
three functions more often to baccalaureate programs: "Defending
what you consider a patient's rights when this conflicts with an
institutional or agency policy" (function 6 -- 49%); "Serving as a
catalyst for needed health care changes" (function 5 -- 44%); and,
"Distinguish between normal and abnormal EKG" (function 27 -- 39%).
For these three functions, graduate programs were the second most

frequently chosen place of major emphasis.
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Thus, all of the 11 functions in the category of Health Promo-
tion and Maintenance were recommended by the NPs to receive major
emphasis in the Baccalaureate or Graduate nurse programs. No func-
tion was selected for omission from their programs by a majority of
the NPs. However, the most recommendations (23% and 17%, respec-
tively) for omission were received by functions 34 and 32 ("Perform
sigmoidoscopy" and "Perform proctoscopy"). The fewest recommenda-
tions (0.3%) for omission were received by function 5, “Serving as a
catalyst...."

Some NPs chose “Associate degree nurse programs" (ADN) to pro-
vide major emphasis in the development of competencies associated
with the promotion and maintenance of health. The function 6
("Defending...patient's rights") was chosen by 18% of the NPs to
receive majort emphasis in ADN programs. Each function in the cate-
gory was chosen by at least one NP to be emphasized in ADN and con-
tinuing education programs.

The functions 32 and 34 were chosen by at least 25% of the NPs
to receive a major emphasis in continuing education programs. Also
these functions were noted as rarely used by most (over 90%) of the
NPs. The same functions received "Not competent" indicators from
more than 87% of the NPs.

Percentage of Responses by Specialty Areas to Heaith Promotion

and Maintenance Functions. In Table VII the responses by NPs in six

specialties to the 11 functions in this category are presented with
respect to three dimensions or columns: Level of competency, Fre-

quency of use, and Place in NP preparation. Choices are represented



TABLE VII

PERCENTAGE OF RESPONSES BY SPECIALTY AREAS TO HEALTH

PROMOTION AND MAINTENANCE FUNCTIONS

Frequency of UseP

Specialty Level of Competence® Place in NP Preparation®
Area n  (a) (b) (c) (d) Med n (a) (b) (c) (d) (e) Med n (a) (b) (c) (d) (e)
Perform general physical examination in absence of physician (function no. 24)

ANP 64 0 3.1 20.3 76.6 3.8 65 7.7 3.1 7.7 33.8 47.7 4.4 63 1.6 0 12.7  82.5 3.2
WHCNP 55 1.8 1.8 14.5 81.8 3.9 55 1.8 1.8 10.9 18.2 67.3 4.8 5t 0o 2.0 3t.4  56.9 9.8
FNP 52 1.9 0 7.7 90.4 3.9 52 1.9 1.9 1.9 32.7 61.5 4.7 52 0 1.9 1.5 82.7 3.8
PMHNP 51 58.8 23.5 13.7 3.9 1.4 50 B84.0 12.0 2.0 2.0 0 1.1 45 2.2 0 4.4 91.1 2.2
PNP 50 0 0 10.0 90.0 3.9 50 0 0 5.0 22.0 70.0 4.8 50 0 2.0 28.0 66.0 4.0
NM 33 0 0 12.1 87.9 3.9 3 0 3.2 9.7 12.9 74.2 4.8 31 0 3.2 22.6 74.2 0
Perform jolnt 1nspection (function no. 33)
ANP 63 9.5 19.0 44.4 27.0 3.0 63 20.6 23.8 22.2 17.5 15.9 2.8 60 1.7 5.0 20.0 61.7 11.7
WHCNP 55 67.3 20.0 9.1 3.6 1.2 53 84.9 5.7 5.7 3.8 0 1.1 47 4.3 4.3 17.0 53.2 21.3
FNP 5t 7.8 11.8 41.2 39.2 3.2 51 13.7 13.7 29.4 27.5 15.7 3.3 50 2.0 4.0 20.0 68.0 6.0
PMHNP 51 8%.3 9.8 5.9 0 1.1 47 93.6 4.3 2.1 0 0 1.0 43 9.3 2.3 23.3 60.5 4.7
PNP 47 25.5 4.9 51,1 8.5 2.7 46 41.3 19.6 21.7 17.4 0 1.9 45 6.7 6.7 12.6 é62.2 8.9
NM 34 70.6 23.5 5.9 0 1.2 32 93.8 3.1 3.1 0 0 1.0 33 0 6.1 6.1 78.8 9.1

68



TABLE VII (CONTINUED)

Specialty Level of Competence® Frequency of useP Place In NP Preparation®
Area n (a) (b) (¢} (d) Med n (a) (b) (c) (d) (e) Med n (a) (b) (c) (d) (e)
Providing routine prenatal care (function no. 15)

ANP 63 54.0 28.6 7.9 9.5 1.4 63 81.0 9.5 4.8 3.2 1.6 1.1 59 0 5.1 25.4  67.8 1.7
WHCNP 55 0 5.5 25.5 69.1 3.8 54 31.5 9.3 1.8 1141 33.3 3.1 48 0 10.4 22,9 62.5 4.2
FNP 51 3.9 9.8 41.2 45.1 3.4 51 31.4 15.7 27.5 15.7 9.8 2.6 50 0 2.0 12.0 80.0 6.0
PMHNP 50 68.0 26.0 6.0 0 1.2 49 100.0 0 0 0 ¢ 1.0 46 2.2 15.2  39.1 41.3 2.2
PNP 50 56.0 18.0 20.0 6.0 1.4 50 92.0 4.0 4.0 0 0 1.0 47 2.1 2.1 27.7 59.6 8.5
NM 33 0 0 3.0 97.0 4.0 34 5.9 2.9 2.9 8.8 79.4 4.9 29 0 6.9 6.9 86.2 0
Palpating uterus for fetal position (function no. 17)
ANP 64 70.3 15.6 10.9 3.1 1.2 63 87.3 4.8 6.3 1.6 0 1.1 53 3.4 5.2 44.8 43.1 3.4
WHCNP 55 3.6 7.3 29.1 60.0 3.7 54 3i.5 7.4 18.5 9.3 33.3 3.1 45 0 13.3 311 46.7 8.9
FNP 51 9.8 27.5 37.3 25.5 2.8 51 37.3 21.6 21.6 13.7 5.9 2.1 49 0 8.2 32.7 53.1 6.1
PMHNP 51 82.4 11.8 5.9 0 1.1 50 100.0 0 0 0 0 1.0 2.1 8.3 45.8 39.6 4.2
PNP 50 80.0 16.0 4.0 0 1.1 50 94.0 6.0 0 0 0 1.0 2.1 2.1 37.5 56.3 2.1
NM 34 0 0 0 100.0 4.0 34 2.9 8.8 11.8 0 76.5 4.8 31 1] 3.2 32.3  64.5 0

06



TABLE VII (CONTINUED)

Speclalty Level of Competenced Frequency of Use? Place in NP Preparation®
Area n (a) (b)) () (d) Med n (a) (b) (c) (d) (e) Med n (a) (b) (c) (d) (e)

Distinguish between normal and abnormal EKG (function no. 27)

ANP 65 10.8 27.7 38.5 23.1 2.8 65 27.7 16.9 29.2 16.9 9.2 2.7 64 0 7.8 62.2 31.3 18.8
WHCNP 56 53.6 28.6 12.5 5.4 1.4 56 92.9 3.6 3.6 0 0 1.0 48 0 18.8 39.6 25.0 16.7
FNP 52 13.5 34.6 36.5 15.4 2.6 52 38.5 26.9 19.2 11.5 3.8 1.9 51 2.0 3.9 33.3  39.2 21.6
PMHNP 51 70.6 17.6 7.8 3.9 1.2 50 88.0 10.0 2.0 0 0 1.1 46 2.2 2.2 45.7 45.7 4.3
PNP 49 63.3 26.5 8.2 2.0 1.3 49 87.8 8.2 2.0 0 2.0 1.1 48 2.1 6.3 39.6 33.3 18.8
NM 3% 79.4 11.8 8.8 0 1.1 32 100.0 0 0 0 0 1.0 33 0 15.2  27.3 45.5 12.1

Dilating Pupils (function no. 20)

ANP 64 42.2 15.6 28.1 14,1 2.0 é4 73.4 20.3 4.7 1.6 0 1.2 61 4.9 8.2 18.0 55.7 13.1
WHCNP 54 72.2 11.1 7.4 9.3 1.2 54 96.3 1.9 1.9 0 0 1.0 44 6.8 15.9 20.5 40.9 15.9
FNe 50 26.0 30.0 26.0 18.0 2.3 51 74.5 19.6 3.9 2.0 0 1.2 51 1.8 13.7 21.6 41.2 11.8
PMHNP 49 69.4 22.4 4.1 4.1 1.2 48 95.8 4.2 0 0 0 1.0 45 4.4 11.1  40.0 44.4 0
PNP 48 60.4 14.6 20.83 4.2 1.3 48 87.5 5.3 2.1 2.1 1.1 1.1 43 6.3 10.4  33.3 37.5 12.5
NM 3 79.4 5.9 0 14,7 1.1 3% 853 2.9 5.9 2.9 2.9 1.1 3 0 3.2 35.5 54.8 6.5

16



TABLE VII (CONTINUED)

Specialty Level of Competence? Frequency of Useb Place in NP Preparation®
Area n (@) (b) (c) (d) Med n (a) (b) (c) (d) (e) Med n (a) (b) (c) (d) (e)
Examinlng ears with otoscope (function no. 16)

ANP 65 0 9.2 26.2 64.6 3.7 64 9.4 6.3 17.2 31.3 359 4.0 63 0 3.2 47.6 49.2 0
WHCNP s4 9.3 14.8 46.3 29.6 3.1 53 26.4 18.9 22.6 18.9 13.2 2.7 49 0 4.1 53.1 30.6 12.2
FNP 51 0 2.0 7.8 90.2 4.0 50 4.0 0 4.0 20.0 72.0 4.8 51 0 3.9 37.3 51.0 7.8
PMHNP 51 54.9 31.4 11.8 2.0 1.4 47 89.4 8.5 2.1 0 0 1.1 2.3 4.5 59.1 31.8 2.3
PNP 49 0 0 8.2 91.8 4.0 49 2.0 6.1 2.0 16.3 73.5 4.8 48 0 4,2 31,3 60.4 4.2
NM 34 0 1.7 é64.7 20.6 3.0 3% 5.9 20.6 35.3 23.5 14.7 3.2 30 0 3.3 33.3 60.0 3.3
Perform proctoscopy (function no. 32)
ANP 65 73.8 6.2 15.4 4.6 1.2 64 79.7 9.4 10.9 0 0 1.1 e 12.9 0 4.8 45,2 37.1
WHCNP 55 92.7 3.6 1.8 1.3 1.0 53 98.1 1.9 0 0 0 1.0 12.5 0 6.3 54.2 27.1
FNP 51 80.4 3.9 9.8 5.9 1.1 51 84.3 9.8 5.9 0 0 1.1 51 25.5 0 2.0 39.2 33.3
PMHNP 51 98.0 2.0 0 0 1.0 48 100.0 0 0 0 0 1.0 44 15.9 0 0 75.0 9.1
PNP 49 100.0 0 0 0 1.0 49 100.0 0 0 0 0 1.0 49 22.4 0 6.1 55.1 16.3
NM 34 100.0 0 0 0 1.0 32 100.0 0 0 0 0 1.0 33 15.2 3.0 3.0 66.7 12.1

6



TABLE VII (CONTINUED)

Specialty Level of Competence? Frequency of UseP Place in NP Preparation®
Area n (a) (b) () (d) Med n (a) (b) (c) (d) (e) Med n (a) (b) (c) (d) (e)

Perform sigmodoscopy (function no. 34)

ANP 64 92.2 4.7 3.4 0 1.0 61 98.4 1.6 0 0 0 1.0 60 30.0 0 3.3 30.0 36.7
WHCNP 54 100.0 0 0 0 1.0 53 98.1 0 1.9 0 0 1.0 48 20.8 0 2.1 60.4 16.7
FNP 51 90.2 2.0 3.9 3.9 1.1 51 9.1 3.9 2.0 0 0 1.0 50 32.0 0 2.0 32.0 34.0
PMHNP 51 100.0 0 0 0 1.0 46 100.0 0 (] o 0 1.0 43 16.3 0 0 67.4 16.3
PNP 46 93.5 0 2.2 4.3 1.0 47 9.5 2.4 4.3 2.1 0 1.0 49 26.5 0 6.1 46.9 20.4
NM 34 100.0 0 0 0 1.0 32 100.0 0 0 0 0 1.0 33 18.2 3.0 3.0 63.6 12.1

Defending what you consider a patient's rights when this conflicts with an institutional or agency policy (function no. 6)

ANP 65 1.5 7.7 53.8 36.9 3.3 65 9.2 33.8 40.0 12.3 4.6 2.7 63 3.2 12.7 54.0 23.8 6.3
WHCNP 55 0 7.3 52.7 40.0 3.3 55 12.7 49.1 30.9 0 7.3 2.3 47 0 29.8 34.0 25.5 10.6
FNP 50 2.0 14.0 42.0 42.0 3.3 51 17.6 4t1.2 23.5 13.7 3.9 2.3 49 0 12.2 46.9 32.7 8.2

PMHNP 52 3.8 7.7 36.5 51.9 3.5 51 13.7 27.5 37.3 9.8 11.8 2.7 52 0 11.5 46.2 42.3 0
PNP 49 4.1 12.2 42.9 40.8 3.3 49 18.4 49.0 20.4 12.2 0 2.1 47 0 12.8 72.3 8.5 6.4

N 32 2.9 8.8 38.2 50.0 3.5 3% 5.9 35.3 35.3 17.6 5.9 2.8 29 0 17.2 41.4 3.5 6.9

€6



TABLE VII (CONTINUED)

Specialty Level of Competenced

Frequency of UseP Place in NP Preparation®

Area n (a (b)) () (d) Med n (a)

(b)

(c) (d) (e) Med n (a) (b) (c)

(d)

(e)

Serving as a catalyst for

needed health care changes (function no. 5)

ANP 63 1.6 17.5 42.9 38.1 3.2 63 7.9 22.2 28.6 27.0 14.3 3.2 61 0 8.2 49.2 34.4 8,2
WHCNP 56 0 10.7 51.8 37.5 3.3 5 1.8 21.4  39.3 23.2 14.3 3.2 47 0 14.9 38.3 29.8 17.0
FNP 51 3.9 15.7 52.9 27.5 3.1 49 8.2 20.4  24.5 32.7 4.3 3.4 49 2.0 12.2 38.8 42.9 4.1
PMHNP 51 0 13.7 39.2 47.1 3.4 50 4.0 16.0 34.0 24.0 22.0 3.4 51 0 2.0 29.4 66.7 2.0
PNP 50 2.0 28.0 54.0 16.0 2.9 49 4.1 22.4 46,9 16.3 10.2 3.0 45 0 4.t 53.3 37.8 4.4
N 3 2.9 .7 61.8 20.6 3.0 34 5.9 29.4  29.4 20.6 14.7 3.0 28 0 17.9 53.6 25.0 3.6
Note:

Med = Median bFrequency of Use

ANP = Adult nurse Practitioners

WHCNP = Women's Health Care Nurse Practitioners

FNP = Family Nurse Practitioners

PMHNP = Psychiatric Mental Health Nurse Practitloners
PNP = Pediatric Nurse Practitioners

NM = Nurse Midwife

3 evel of Competence
(a) Do not feel competent at this time
(b) Feel slightly competent
(c) Feel moderately competent
(d) Feel very competent

(a) Never-little or no need to use the function
(b) Rarely-monthly

(c) Occasionally-a few times a month

(d) Frequently-several times weekly or every day
(e) All the time-several times every day

C¢place in NP Preparation

(a) Should NOT be included in NP Preparation

(b) Associate programs

(c) Baccalaureate programs

(d) Graduate degree programs

(e) Continuing education includes courses, seminars,
conferences, etc.

6
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in percentages. A percent is the number of people within a
specialty who selected a particular response category (the number in
a cell) divided by the total number of respondents to that specialty
times 100. Where applicable, the median for each specialty is
shown. Where descriptors or numbers are part of a series, the
values may be separated and will appear in the same sequence as in
the series.

Table VIII shows the results of the chi-square testing of the
Health Promotion and Maintenance functions within the "Level of
Competency" category. The statistical hypothesis for independence
was rejected for nine of the 11 functions; a significant difference
was not found for function & ("Defending what you consider a
patient's rights when this conflicts with an institutional or agency
policy"); no comparison was possible for function 34. In consider-
ing "Frequency of Use" for these functions, the statistical hypo-
thesis for independence was rejected for seven of the 11 functions;
the statistical hypothesis was not rejected for function 6 ("Defend-
ing a patient's rights...") and function 5 ("Serving as a catalyst
for needed health care changes"); comparisons were not possible for
functions 32 and 34. For "Place in NP preparation," the statistical
hypothesis for independence was rejected for seven of the 11
functions; it was not rejected for function 33 ("Perform joint
inspection"), function'17 ("Palpating uterus for fetus position"),
function 27 ("Distinguishing between normal and abnormal EKG"), and

function 20 ("Dialating Pupils").



TABLE VIII

RESULTS OF CHI-SQUARE TESTS ON RESPONSES* TO HEALTH PROMOTION AND MAINTENANCE FUNCTIONS

Level of Competence Frequency of Use Place in NP Preparation
Functions Xe df p Note Xe df p Note X df p Note
24, Perform general physical
examination in absence combines combines excludes
of physician 222.56 10 .0000 (a) & (b) 228,78 15 .0001 (b) & (c) 20.09 5 .,0012 (a)(b)(e)
33. Perform joint combines excludes
inspection 161.40 15 .0000 144.63 15 .0000 (d) & (e) 4.70 5 .4538 (a)(b)(e)
15. Providing routine comblnes (a) excludes
prenatal care 227.70 15 ,0000 201.91 10 .0000 &(b);(c)&(d) 19.32 5 .0017 (a)(b)(e)
17. Palpating uterus for combines (a) excludes
fetus position 271.09 15 .0000 202.08 10 .0000 &(b);(c)&(d) 5.06 5 .4106 (a}(b)(e)
27. Distinguish between combines excludes
normal and abnormal EKG 107.42 15 .0000 133.29 10 .0000 (c)(d)(e) 11.43 10 .3245 (a)&(b)
combines excludes
20. Dilating pupils 57.31 15 .0000 21.11 5 .0008 (b)(c)(d)(e) 12.11 10 .2777 (a) & (e)
excludes
16. Examining ears with 253.41 15 .0000 244,59 20 .0000 14.22 5 .0143 (a)(b)(e)
otoscope
combines no inter- excludes
32. Perform protoscopy 35.78 5 .0000 (b)(c)(d) preptation 19.90 S5 .0013 (a)(b)(c)

is possible

96



TABLE VIII {CONTINUED)

Level of Competence Frequency of Use Place in NP Preparation
Functions LZ daf p Note 12 daf p Note _)_(.2 df p Note
34, Perform sigmoldscopy no inter- no Inter-
pretation pretation excludes
is possible i1s possible 22.28 5 .0005 (a)(b)(c)
6. Defending what you
consider a patient's
rights when this
conflicts with an
Institutional or combines combines excludes
agency policy 8.17 10 .6119 (a) & (b) 19.43 15 .1948 (d) & (e) 26.81 10 .0028 (a) & (e)
5. Serving as a catalyst
for needed health combines combines excludes
care changes 19.75 10 .0317 (a) & (b) 12.86 15 .6129 (a) & (b) 13.46 5 .0194 (a)(b)(e)

*The responses were defined in Table VI

L6
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For function 24 ("Perform general physical examination in
absence of a physician"), the statistical hypotheses were rejected
for all three categories: "Level of Competence" (with "a" and "b"
combined, chi-square = 222.6; df = 10; p <.0000); “"Frequency of Use"
(with "b" and "c" combined, chi-square = 228.8; df = 15; p =.0001);
and "Place in NP Preparation" (contrasting "c" and "d" only, chi-
square = 20.1; df = 5; p <.0012). Thus for each category, a rela-
tionship between the levels of the category and the specialties was
found. In contrast with the other specialties, the PMHNPs expressed
a lower level of competence in and less frequent use of this func-
tion (medians = 1.4 and 1.1); the next lowest medians were 3.8 and
4.4)., They also placed this function with greater frequency (91%)
in graduate programs. Baccalureate programs were chosen second most
often for the major emphasis of this function. The Towest selection
of graduate programs was by the WHCNPs (57%).

For function 33 (“"Perform joint inspection"), the statistical
hypothesis for independence was not rejected for "Place in NP Pre-
paration"; the majority within each specialty placed this function
in graduate programs. The statistical hypothesis was rejected for
each of the other two categories: "Level of Competence" (chi-square
= 161.4; df = 15; p <.0000) and "Frequency of Use" (with "d" and "e"
combined to meet the minimum expected frequency criterion, chi-
square = 144.6; df = 15; p <.0000). Therefore, significant rela-
tionships between specialty groups and the categories of "Level of
Competence" and "Frequency of Use" were found. In contrast with the

other specialties, the PMHNPs, WHCNPs, and NMs expressed a lower
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level of competence (medians = 1.1, 1.2) and frequency of use
(medians = 1.0 , 1.1, 1.0). The greatest felt competency (median
3.2) and frequency of use (median = 3.3) was expressed by the FNPs.

For function 15 ("Providing routine prenatal care"), the
statistical hypotheses were rejected for all three categories:
“Level of Competence" (chi-square = 227.7; df = 15; p <.0000);
"Frequency of Use" (contrasting "a" and "b" and "c" with "d" and
with "e," chi-square = 201.9; df = 10; p <.0000); and "Place in NP
Preparation" (contrasting "c" and "d," chi-square = 19.3, daf =5, p
<.0017). Thus, for each category a relationship between the level
of the category and the specialties was found. In contrast with the
other specialties, the PMHNPs, PNPs, and ANPs, expressed a lower
level of competence (medians = 1.2, 1.4, 1.4) and less frequent use
(medians = 1.0, 1.0, 1.1) of this function. The greatest felt
competence (median = 4.0) and frequency of use (median = 4.9) were
expressed by the NMs. With about the same "Level of Competence" but
with less frequent use were the WHCNPs (medians = 3.8 and 3.1).

With the exception of the NMs and WHCNPs, the use of this function
by all specialty groups was moderate or low. With respect to "Place
in NP Preparation," at least 80% of the NMs and FNPs placed this
function in graduate degree programs. The PMHNPs tended to divide
their assignment between baccalaureate (39%) and graduate degree
(41%) programs. For each of the other groups, a majority of the
respondents placed this function in graduate programs.

For function 17 ("Palpating uterus for fetal position"), the

statistical hypothesis for independence was not rejected for "Place
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in NP Preparation;" all specialties tended toward even choices
between baccalareate and graduate programs, with a tendency for the
groups to select graduate programs more frequently. The statistical
hypothesis was rejected for "Level of Competence® (chi-square
= 271.1; df = 15; p <.0000) and “Frequency of Use" (combining "a"
with "b" and "c¢" with "d" to contrast with "e," chi-square = 202.1;
df = 10; p <.0000). Therefore, significant relationships between
specialty groups and the response categories of "Level of Compe-
tence" and "Freguency of Use" were found. In contrast with other
specialty groups, the ANPs, PMHNPs, and PNPs expressed less compe-
tence (medians = 1.2, 1.1, and 1.1) and less frequent use (medians
= 1.1, 1.0, and 1.0). The NMs expressed the greatest felt
competence (median = 4.0) and frequency of use (median = 4.8).

For function 27 ("Dinstinguish between normal and abnormal
EKG"), the statistical hypothesis for independence was not rejected
for "Place in NP Preparation." The statistical hypotheses were
rejected for the other categories: "Level of Competence" (chi-
square = 107.4; df = 15; p <.0000) and "Frequency of Use" (with the
last three response categories combined, chi-square = 133.3; df
= 10; p <.0000). Therefore significant relationships were found
between the specialty groups and the response categories of "Level
of Competence" and "Frequency of Use." ., Although relatively low for
all groups, the ANPs and FNPs expressed the greatest felt competency
(medians = 2.8 and 2.6) and "Frequency of Use" (medians = 2.7 and

1.9).
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For function 20 ("Dilating pupils"), the statistical hypo-
thesis for independence was not rejected for "Place in NP Prepara-
tion." The statistical hypotheses were rejected for "Level of
Competence" (chi-square = 57.3; df = 15; p <.0000) and "Frequency of
Use" {contrasting response category "a" with the other categories,
chi-square = 21.1; df = 5; p <.0008). Therefore, significant rela-
tionships were found between the specialty groups and the response
categories of "Level of Competency" and "Frequency of Use." All
groups perceived themselves as relatively low in competence and fre-
quency of use; however, the ANPs and FNPs expressed greater feelings
of competence (medians = 2.0 and 2.3) and usage (medians = 1.2) than
the other groups.

For function 16 ("Examining ears with otoscope"), the statis-
tical hypotheses of independence were rejected for all three cate-
gories: “Level of Competence" (chi-square = 253.4; df = 15; p
<.0000); "Frequency of Use" (chi-square = 244.6; df = 20; p <.0000);
and "Place in NP Preparation" (contrasting "c" and "d," chi-square
= 14.22; df = 5; p <.0143). Therefore, significant relationships
were found between the specialty groups and the three categories of
the function. 1In contrast with the other specialties, the PMHNPs
expressed the lowest felt competence (median = 1.4) and frequency of
use (media = 1.1); they also placed a greater emphasis on assigning
preparation to baccalaureate programs (59%). The FNPs, PNPs and
ANPs expressed the greatest feeling of competence (medians = 4.0,
4.0, and 3.7) and frequency of use (medians = 4.8, 4.8, and 4.0);

the PNPs, NMs, and FNPs chose graduate degree programs more often
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than any of the other specialties. The ANPs tended toward similar
selections of baccalaureate @nd graduate programs. Preference for
baccalaureate programs was expressed by the WHCNPs and the PMHNPs.

For function 32 ("Perform proctoscopy"), all specialty groups
expressed little or no use of this function; no statistical compari-
son was performed because of Tow expected frequencies in all
response categories except "a." The statistical hypotheses of
independence were rejected for "Level of Competency" (contrasting
“a" with the other categories, chi-square - 35.8; df = 5; p <.0000)
and "Place in NP Preparation" (contrasting "d" and "e," chi-square
= 19.90; df = 5; p < .0013). Thus, relationships were found between
specialties and the categories of "level of Competence" and "Place
in NP Preparation." Although all specialty groups expressed low
competence, the medians for the ANPs and FNPs were slightly greater
than the medians for the other groups (1.2 and 1.1), versus 1.0 for
all other groups). The PMHNPs and NMs chose graduate programs more
than any other response category (75% and 68%). While more NPs in
all the specialties preferred graduate programs, many ANPs and FNPs
chose continuing education (37% and 33%). The majority in each of
the other groups assigned graduate degree programs to provide
greatest emphasis of this function.

The function 34 ("Perform sigmoidoscopy"), all groups expres-
sed Tow competence and infrequent usage; the expected frequencies in
both categories were too low for all response categories except "a"
to permit a statistical test. The statistical hypothesis of inde-

pendence for "Place in NP Preparation" was rejected (contrasting "d"
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and "e," chi-square = 22.3; df = 5; p < .0005). The PMHNPs, NMs,
and WHCNPs placed the greatest emphasis on graduate degree programs
(67%, 64% and 60%). Althoug tending toward similar choices of
graduate degree programs and continuing education, the ANPs and FNPs
expressed a preference for the latter (37% and 34%). With a range
between 16% (PMHNPs) and 32% (FNPs), many respondents in each group
said that this function does not belong in NP preparation.

For function 6 (“Defending what you consider a patient's
rights when this conflicts with an institutional or agency policy"),
the statistical hypothesis was NOT rejected for "Level of Compe-
tence" and "Frequency of Use." The statistical hypothesis for inde-
pendence was rejected for "Place in NP Preparation" (excluding
response categories "a" and "e," chi-square = 26.8; df = 10; p
<.0028). A majority of the PNPs (72%) and ANPs (54%) chose bacca-
laureate programs; this was the most frquently chosen category for
all groups. However, an apreciable number of PMHNPs (42%), NMs
(35%), and FNPs (33%) also chose graduate degree programs. At least
11% of each group chose associate programs, with 30% of the WHCNPs
so choosing.

For function 5 ("Serving as a catalyst for needed health care
changes"), the statistical hypothesis for independence was not re-
jected for "Frequency of Use." The statistical hypothesis for inde-
pendence was rejected for "Level of Competence" (with “a" and “b"
combined, chi-square = 19.8; df = 10; p < .0317) and “Place in NP
Preparation" (contrasting response categories "c¢" and "d," chi-

square = 13.5; df = 5; p < .0194). Thus a relationship between
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specialties and response categories was found for both "Level of
Competence" and "Place in NP Preparation." The greatest felt compe-
tence was expressed by the PMHNPs (median = 3.4); the PNPs expressed
the least competence (median = 2.9). A majority of the PNPs (53%)
and NMs (54%) preferred baccalaureate programs, whereas a majority
of the PMHNPs preferred graduate degree programs (67%). The other
groups tended toward similar choices of baccalaureate and graduate
degree programs; with the exception of the PMHNPs and the FNPs, a
slight preference was expressed for baccalaureate programs for major

emphasis of this function.

Management of Health Care

The results of the analyses of the Management of Health Care
functions are presented in this section for the total sample and for
the six specialty groups.

Total Sample. Table IX shows that for this category in "Level
of Competence," a majority (82%) of the NPs felt "Very competent® in
"Using judgment and initiative making health care decisions" (func-
tion 3). Also most (74%) nurse practitioners felt "Very competent"
to "Evaluate and prescribe medications in your specialty" (function
37). As a group most of the nurse practitioners judged themselves
to be "Very competent" or "Moderately competent" in eight of the
fifteen functions in this category: functions 7 (94%), 40 (88%), 11
(95%), 3 (99%), 9 (91%), 13 (81%), 37 (93%), and 29 (87%).

A majority of NPs did not feel competent to "Set fracture"

(function 35 -- 92%), to "Aspirate joint fluid from knee" (function



PERCENTAGE OF RESPONSES BY MANAGEMENT OF HEALTH CARE FUNCTIONS

TABLE IX

Level of Competence?

Frequency of UseP

Place in NP Preparation®

Functions n (a) (b) (c) (d) Med n (a) (b) (c) (d) (e) Med n (a) (b) (c) (d) (e)
7. Using a problem-solving

process to plar, provide,

and evaluate the primary

care for a client and

their entire family 351 0.9 5.1 26.2 67.8 3.8 345 4.6 10.4 14,2 25.5 45.2 4.3 330 0.3 15.5 48.5 33.3 2.&
40, Ordering and/or perform-

ing diagnostic tests 355 3.1 9.3 32.1 55.4 3.6 352 6.8 7.7 17.6 25.9 42.0 4.2 341 0.6 3.8 18.5 71.3 5.9
30. Manage abnormal pain

from distension 326 43.5 21.0 21.9 13.6 1.8 318 64.2 14.8 12.9 5.7 2.5 1.3 307 4.6 2.9 17.6 66.1 8.8
11. Providing primary care

to patients and

familles 386 1.7 3.8 24.3 70.2 3.8 344 6.4 4.9 8.1 16.0 64.5 4.7 327 0 6.4 23,9 66.4 3.4
26. Diagnose and treat acute

otitis media 355 22.0 11.3 22.3 44.5 3.3 351 38.7 16.5 15.1 11.4 18.2 2.2 342 0.6 1.8 12.0 78.9 6.7
28 Incise and drain abscess 356 52.8 19.9 15.4 11.8 1.4 351 77.5 12.0 6.3 2.8 1.4 1,1 335 4,2 3.0 14.9 63.0 14.9
14, Taping ankle, wrist or

knee for immobilization 351 34.5 31.3 19.9 14.2 2.0 349 73.6 13.2 8.6 3.2 1.4 1.2 328 2.1 17.1 32.9 28.0 19.8
31. Aspirate joint fluid from

knee 353 88.1 5.1 6.2 0.6 1.1 346 93.1 5.2 1.4 0.3 0 1.0 333 15.3 0.6 4,2 53.2 26.7
35. Set fracture 352 91.5 3.7 4.3 0.6 1.0 342 95.0 4.4 0.6 0 01.0 328 21.0 0.6 4.3 49.4 24,7

S0t



TABLE IX (CONTINUED)

Level of Competence?

Frequency of Useb

Place in NP Preparation®

Functions n (a) (b) (c) (d) Med n (a) (b) (c) (d) (e) Med n (a) (b) (c) (d) (e)
3. Using judgment and ini-
tiative making health
care decisions 351 0 0.6 17.182.3 3.9 349 0 0.6 2.6 16.0 80.8 4,9 330 0.3 14.5 49.4 32.4 3,3
9. Evaluating the health care
provided by physicians 354 1.7 7.1 51.4 39.8 3.3 351 8.3 16.2 31.6 29.1 14.8 3.3 332 5.7 8.1 30.1 49.4 6.6
13. Managing patient with
chronic disorders accord-
ing to standing orders 344 9.0 9.9 27.3 53.8 3.6 341 36.4 17.6 17.6 11,7 16.7 2.3 326 1,2 12.6 37.4 43,3 5.5
37. Evaluate and prescribe medication
in your specialty 351 2.8 4.6 18.5 74.1 3.8 350 8.6 2.9 9.4 16.6 62.6 4,7 339 0.6 0.9 9.1 79.4 10.0
29. Initiate drug therapy 355 7.0 5.9 31.0 56.1 3.6 350 13.4 6.3 14.0 20.0 46.3 4.3 339 1,2 1.2 9.7 80.5 7.4
25. Make delivery following
uncomplicated pregnancy 352 71.3 11.1 5.1 12.5 1.2 345 88.4 2.3 1.4 2.9 4.9 1.1 332 3.9 0.9 7.8 81.4 6.0
Note: Med = Median
3 evel of Competence bFrequency of Use
(a) Do not feel competent at thls time (a) Never-little or no need to use the function

(b) Feel slightly competent
(c) Feel moderately competent
(d) Feel very competent

Cplace in NP Preparation

(b) Rarely-monthly
(c) Occasionally-a few times a month

(d) Frequently-several times weekly or every day

(e) All the time-several times every day

(a) Should NOT be included in NP Preparation (c) Baccalaureate programs
(d) Graduate degree programs
{e) Continuing education includes courses, seminars, conferences, etc.

(b) Associate programs

901
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31 -- 88%), to "Make delivery following uncomplicated pregnancy"
(function 25 -- 71%), or to "incise and drain abscess" (function 28
-- 53%). They judged themselves to have slight or lacking
competence in six: functions 28 (73%), 30 (65%), 31 (93%), 35
(95%), 25 (82%), and 14 (66%).

Function 3 ("Using judgment and initiative making health care
decisions") was the most frequently used of these functions by the
NPs; 81% reported using it "Several times each day,"” and an
additional 16% reported using it "Several times each week." Another
frequently performed function (11, "Providing primary care to
patients and families") was reported to be used "Several times a
day" by 65% of the respondents to that function in that column; an
additional 16% indicated frequent usage ("Several times a week").
Also 63% reported using "Several times each day" function 37
("Evaluate and prescribe medications in your specialty"); frequent
weekly use was reported by an additional 17%. As a group most of
the nurse practitioners reported using six functions at jeast
"Several times each week": numbers 7 (72%), 40 (68%), 11 (81%), 3
(97%), 37 (79%), and 29 (66%).

The functions used least often (“Never-little") were: func-
tion 35 ("Set fracture"), function 31 ("Aspirate joint fluid from
knee"), function 25 (“"Make delivery following uncomplicated preg-
nancy"), function 28 ("Incise and drain abscess"), function 14
("Taping ankle, wrist, or knee for immobilization"), and function 30
(“Manage abnormal pain from distension") as indicated by 95%, 93%,

88%, 78%, 74%, and 64% of the respondents. Eight functions were
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used no more than once each month: functions 35 (99%), 25 (91%), 31
(98%), 28 (90%), 14 (87%), 30 (79%), 26 (55%), and 13 (54%).

The functions in which the NPs considered themselves to be
more competent (functions 3, 11, and 37) were the most frequently
used. The functions they identified as least competent to use
(functions 28, 31, 35, and 25) were least often used.

In considering the "Place in NP Preparation" in which these
functions belong a majority of the respondents placed nine of the
functions in graduate degree programs: “Ordering and/or performing
diagnostic tests" (function 40 -- 71%); "Manage abnormal pain from
distenion (function 30 -- 66%); "Providing primary care to patients
and families" (function 11 -- 66%); "Diagnose and treat acute otitis
media" (function 26 -- 79%); "Incise and drain abscess" (function 28
-- 63%); "Aspirate joint flud from knee" (function 31 -- 53%);
"Evaluate and prescribe medications in your specialty" (function 37
-- 79%); "Initiate drug therapy" (function 29 -- 81%), and "Make
delivery following uncomplicated pregnancy" (function 25 -- 81%).
Except for functions 28, 31, and 37, which were assigned to continu-
ing education by most or an equal number of the remaining respon-
dents, the second most used category for the above functions was
baccalaureate programs. Three additional functions were assigned to
graduate degree programs more often than to any other program: "Set
fracture" (function 35 -- 49%); "Evaluating the health care provided
by physicians" (function 9 -~ 49%); and, “(Managing patient with
chronic disorders according to standing orders" (function 13 --

43%). However, nearly as many (37%) assigned baccalaureate programs
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to emphasize function 13. The respondenis assigned three functions
more often to baccalaureate programs: "Using a problem-solving pro-
cess..." (function 7 -- 49%); "Taping ankle, wrist, or knee for im-
mobilization" (function 14 -- 33%); and, “Using judgment and
initiative making health care decisions" (function 3 -- 49%). For
these three functions, graduate degree programs were the second most
frequently chosen.

Thus, all of the 15 functions in the category of Management of
Health Care were recommended by the NPs to receive major emphasis in
the baccalaureate or graduate nurse programs. No function was
selected for omission by a majority of the NPs. However, the most
recomnendedations (21% and 15%) for omission were received by func-
tions 35 and 31 ("Set fracture" and "Aspirate joint fluid from
knee"). The fewest recommendations (0) for omission were received
by function 11 ("Providing primary care to patients and famiiies").

Some NPs chose associate nurse programs to provide major
emphasis in the development of competencies associated with the
management of health care. The functions 14, 7, 3, and 13 were
assigned by at least 13% of the NPs to receive major emphasis in
associate nurse programs. Each function in the category was chosen
by some NPs to be emphasized in the associate and continuing educa-
tion programs.

The functions 28, 14, 31, and 35 were chosen by at least 15%
of the NPs to receive major emphasis in continuing education

programs. Also these functions were noted as rarely used by most
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NPs. The same functions received "not competent" indicators from
more than 35% of the NPs.

Percentage of Responses by Specialty Areas to Management of

Health Care Functions. In Table X, the responses by NPs in six

specialties to the 15 functions in this category are presented with
respect to three dimensions or columns: "Level of Competence,"”
“"Frequency of Use," and "Place iﬁ NP Preparation." Choices are pre-
sented as percentages by a specialty. Where applicable, the median
for each specialty is shown. Details from the tables may be
included to clarify statistical procedures.

Table XI reports the results of the chi-square testing of the
Management of Health Care functions. For the "Level of Competence"
category, the statistical hypothesis for independence was rejected
for 12 or the 15 functions; significant difference were not found
for function 7 ("Using a problem-solving process...") and function
11 ("Providing primary care to patients and families"); no compari-
son was possible for function 35 (“Set fracture"). In considering
"Frequency of Use" for these functions, the statistical hypothesis
for independence was rejected for 12 of the functions; the statisti-
cal hypothesis was not rejected for function 3 ("Using judgment and
initiative making health care decisions"); comparisons were not pos-
sible for functions 31 ("Aspirate joint fluid from knee") and 35
("Set fracture"). For "Place in NP Preparation," the statistical
hypothesis for independence was rejected for eight of the fifteen
functions; it was not rejected for function 7 ("Using a problem-

solving process..."); function 30 ("Manage abnormal pain from



TABLE X

PERCENTAGES OF RESPONSES BY SPECIALTY AREAS TO MANAGEMENT OF HEALTH CARE FUNCTIONS

Speclalty Level of Competence? Frequency of Useb Place in NP Preparation®
Area n (@) (b) (e) (d) Med n (3) (b) (c) (d) (e) Med n (a) (b) (c) (d) (e)
Using a problem-solving process to plan, provide, and evaluate the primary

care for a client and their entire family (function no. 7)
ANP 62 0 4.8 30.6 64.5 3.7 59 1.7 6.8 16.9 32.2 2.4 4,3 61 0 11.5 49.2 34.4 4.9
WHCNP 54 1.9 7.4 27.8 63.0 3.7 54 7.4 22.2 14.8 18.5 37.0 3.8 49 0 20.4 59.2 18.4 2.0
FNP 50 0 2.0 26,0 72.0 3.8 50 2.0 10.0 8.0 34.0 46.0 4.4 49 0 16.3 38.8 42.9 2.0
PMHNP 52 0 1.9 19.2 78.8 3.9 51 5.9 5.9 11.8 25.5 51.0 4.5 50 0 10.0 50.0 38.0 2.0
PNP 50 2.0 6.0 36.0 56.0 3.6 49 4.1 12.2 12.2 36.7 34.7 4.1 48 0 18.8 52.1 29.2 0
NM 34 0 8.8 29.4 61.8 3.7 34 5.9 5.9 26.5 8.8 52.9 4.6 27 3.7 1.1 48,1 37.0 0
Ordering and/or performing diagnostic tests (function no. 40)
ANP 65 0 12.3 29.2 58.5 3.6 é4 0 9.4 10.9 29.7 50.0 4.5 @& 1.6 4.8 17.7 72.6 3.2
WHCNP 54 0 1.9 24.1 74.1 3.8 55 0 5.5 14.5 27.3 52.7 4.6 47 0 2.1 27.7 57.4 12.8
FNP 52 3.8 1.9 3.5 57.7 3.6 52 5.8 3.8 15.4 26.9 48.1 4.4 S0 0 4.0 14,0 80.0 2.0
PMHNP 52 13.5 25.0 34.6 26.9 2.8 51 25.5 21.6 23.5 17.6 11.8 2.6 51 2.0 0 7.8 88.2 2.0
PNP 50 2.0 20.0 42.0 36.0 3.2 50 14.0 6.0 26.0 22.0 32.0 3.7 50 0 2.0 26.0 64.0 8.0
NM 34 0 0 29.4 70.6 3.8 32 0 0 28.1 25.0 46.9 4.4 33 0 9.1 15.2 69.7 6.1

111



TABLE X (CONTINUED)

Specialty Level of Competence? Frequency of Use? Place in NP Preparation®
Area n  (a) (b) (c) (d) Med n (a) (b) (c) (d) (e) Med n (a) (b) (c) (d) (e)
Manage abnormal pain from distension (function no. 30)

ANP 58 8.6 31.0 37.9 22.4 2.8 58 41.4 27.6 17.2 12.1 1.7 1.8 57 3.5 1.8 19.3 70.2 5.3
WHCNP 51 52.9 17.6 19.6 9.8 1.4 51 72.5 11.8 11.8 2.0 2.0 1.2 45 6.7 2.2 20.0 0.0 t1.1
NP 45 15.6 22.2 35.6 26.7 2.8 44 34,1 22.7 27.3 13.6 2.3 2.2 43 2.3 2.3 16.3 69.8 9.3
PMHNP 51 80.4 17.6 2.0 0 1.1 49 98.0 0 0 2.0 0 1.0 45 4.4 0 1.1 77.8 6.7
ENP 44 63.6 27.3 6.8 2.3 1.3 44 88.6 4.5 6.8 0 o 1.1 43 7.0 0 23.3 60.5 9.3
NM 32 56.3 25.0 12.5 6.3 1.4 30 73.3 20.0 3.3 3.3 0 1.2 32 0 2.4 12.5 71.9 6.3
Providing primary care to patients and families (function no. 11)
ANP 63 0 7.9 36.5 55.6 3.6 64 6.3 4,7 6.3 23.4 59.4 4,7 61 0 1.6 18.0 80.3 0
WHCNP 53 1.9 3.8 24,5 69.8 3.8 53 5.7 7.5 11.3 20.8 54.7 4.6 47 0 6.4 40.4 48.9 4.3
FNP 50 0 0 20.0 80.0 3.9 49 4.1 2.0 4.1 12.2 77.6 4.9 48 0 6.3 16.7 72.9 4.2
PMHNP 51 3.9 7.8 15.7 72.5 3.8 51 9.8 9.8 17.6 15.7 47.1 4.3 49 0 8.2 26.5 63.3 2.0
PNP 48 2.1 2.1 27.1 68.8 3.8 48 4.2 4,2 2.1 14.6 75.0 4.8 48 0 4.2  29.2 60.4 6.3
NM 33 6.1 3.0 18.2 72.7 3.8 33 9.4 3.0 3.0 12.1 72.7 4.8 30 0 10.0 10.0 80.0 0

A8



TABLE X (CONTINUED)

Speclalty Level of Competence? Frequency of UseP Place in NP Preparation®
Area n (a) (b) (c) (d) Med n (a) {b) (c) (d) (e) Med n (a) (b) (c) (d) (e)
Diagnose and treat acute otitis media (function no. 26)

ANP 65 1.5 18.5 29.2 50.8 3.5 64 21.9 23.4 26.6 20.3 7.8 2.7 63 1.6 0 4.8 84,1 9.5
WHCNP 54 40.7 14.8 27.8 16.7 2.1 55 63.6 18.2 10.9 5.5 1.8 1.3 50 0 0 26,0 62.0 12.0
FiP 52 3.8 0 17.3 78.8 3.9 52 13.5 7.7 17.3  23.1 38.5 4.0 51 0 2.0 13.7 82.4 2.0
PMHNP 51 80.4 15.7 2.0 2.0 1.1 50 100.0 0 0 0 0 1.0 4 2.2 0 0 97.8 0
PNP 50 0 0 14.0 86.0 3.9 50 12.0 4.0 14.0 12.0 58.0 4.6 50 0 2.0 22.0 72.0 4.0
NM 3 26.5 23.5 44.1 5.9 2.5 32 43.8 37.5 18.8 0 o 1.7 33 0 3.0 12.1 81.8 3.0
Incise and drain abscess (function no. 28)
ANP 65 44.6 18.5 18.5 18.5 1.8 64 70.3 9.4 12.5 6.3 . 1.6 1.2 60 3.3 1.7 13.3 56,7 25.0
WHCNP 56 58.9 23.2 10.7 7.1 1.3 56 89.3 7.1 1.8 1.8 0 1.t 50 2.0 6.0 20.0 58.0 14.0
FNP 52 17.3 28.8 28.8 25.0 2.6 52 46.2 26.9 15.4 7.7 3.8 1.6 51 3.9 2.0 11.8 68.6 13.7
PMHNP 51 86.3 7.8 5.9 0 1.1 50 100.0 0 0 0 0 1.0 46 8.7 0 17.4 69.6 4.3
PNP 50 62.0 24.0 12.0 2.0 1.3 50 86.0 12.0 2.0 0 0 1.1 49 6.1 2.0 16.3 57.1 18.4
NM 34 64.7 20.6 11.8 2.9 1.3 32 90.6 9.4 0 0 0 1.1 33 0 6.1 15.2 72.7 6.1
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TABLE X (CONTINUED)

Specialty Level of Competence? fFrequency of Use? Place in NP Preparation®
Area n (a) (b) (c) (d) Med n (a) (b) (c) (d) (e) Med n (a) (b) (c) (d) (e)
Taping ankle, wrist, or knee for immobllization (function no. 14)

ANP 63 17.5 42.9 20.6 19.0 2.3 63 63.5 12.7 15.9 6.3 1.6 1.3 58 3.4 6.9 31.0 34,5 24.1
WHCNP 53 52.8 32.1 13.2 1.9 1.4 54 96.3 1.9 1.9 0 0 1.0 43 2.1 25.0 20.8 33.3 18.8
FNe 51 13.7 35.3 25.5 25.5 2.5 51 43.1 29.4 19.6 7.8 0 1.7 49 2.0 12.2 32.7 18.4 34.7
PMHNP 51 54.9 27.5 7.8 9.8 1.4 50 94.0 4.0 2.0 0 0 1.0 43 2.1 27.1 43.8 18.8 4.3
PNP 50 26.0 36.0 22.0 16.0 2.2 49 75.5 18.4 4.1 2.0 0 1.2 49 0 12.2 38.8 22.4 26.5
NM 34 70.6 14.7 11.8 2.9 1.2 34 97.1 2.9 0 0 0 1.0 31 3.2 22.6 35.5 35.5 3.2
Aspirate joint fluid from knee (function no. 31)
ANP 65 83.1 6.2 10.8 0 1.1 64 90.6 6.3 3.1 0 0 1.1 63 15.9 0 4.8 41.3 38.1
WHCNP 55 98.2 1.8 0 0 1.0 54 100.0 0 0 0 (1] 1.0 48 10.4 0 8.3 64.6 16.7
FNP 52 65.4 13.5 21.2 0 1.3 52 78.8 17.3 3.8 0 0 1.1 51 17.6 2.0 2.0 35.3 43.1
PMHNP 51 98.0 2.0 0 0 1.0 49 98.0 0 0 2.0 0 1.0 45 20.0 0 0 68.9 11.1
PNP 48 100.0 0 0 0 1.0 48 100.0 0 0 0 0 1.0 48 22.9 0 6.3 52.1 18.8
NM 34 100.0 0 0 0 1.0 32 100.0 0 0 0 0 1.0 32 9.4 3.1 3.1 68.8 15.6
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TABLE X (CONTINUED)

Speclalty Level of Competenced frequency of useP Place in NP Preparation®
Area n (a) (b) (c) (d) Med n (a) (b) (o) (d) (e) Med n (a) (b) (c) (d) (e)

Set fracture (function no. 35)

ANP 65 89.2 1.5 9.2 0 1.1 64 95.3 4.7 0 0 0 1.0 60 21.7 0 6.7 33.3 38.3
WHCNP 55 100.0 0 0 0 1.0 54 98.1 1.9 0 0 0 1.0 47 17.0 0 2.1 61.7 19.1
FNe 52 78.8 11.5 5.8 3.8 1.1 52 90.4 9.6 0 0 0 1.1 51 19.6 0 2.0 43,1 35.3
PMHNP 51 98.0 2.0 0 0 1.0 46 100.0 0 0 0 0 1.0 43 30.2 0 2.3 55.3 11.6
PNP 48 93.8 2.1 4,2 0 1.0 48 97.9 2.1 0 0 0 1.0 49 22.4 0 8.2 51.0 18.4
N 34 100.0 0 0 0 1.0 32 96.9 3.1 0 0 0 1.0 32 15.6 3.1 3.1 68.8 9.4

Using judgment and initiative making health care declslons (functlon no. 3)

ANP 64 0 1.6 26.6 71.9 3.8 6k 0 0 4.7 4.1 81.3 4.9 59 0 13.6 47.5 33.9 5.1
WHCNP 54 0 9.3 88.9 1.9 4.0 52 0 0 1.9 9.6 88.5 4.9 50 0 24.0 52.0 20.0 4.0
FNP 51 0 0 13.7 86.3 3.9 51 0 0 0 13.7 86.3 4.9 50 0 14.0 34.0 48.0 4.0
PMHNP 52 0 0 17.3 82.7 3.9 5t 0 3.9 0 25.5 70.6 4.3 51 0 5.9 60.8 33.3 0
PNP 50 0 0 32.0 63.0 3.8 50 0 0 6.0 14.0 80.0 4.9 49 2.0 14.3 55.1 24.5 4.1
N 33 0 0 6.1 93.9 3.9 33 0 0 0 15.2 84.8 4.9 29 0 17.2 48.3 34.5 0
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TABLE X (CONTINUED)

Specialty Level of Competence? Frequency of UseP Place in NP Preparation®
Area n  (a) (b) (c) (d) Med n (a) (b) (c) (d) (e) Med n (a) (b) (c) (d) (e)
Evaluating the health care provided by physicians (function no. 9)

ANP 65 1.5 9.2 49.2 40.0 3.3 64 7.8 12.5 21.9 35.9 21.9 3.7 & 11.3 1.6 22.6 58.1 6.5
WHCNP 55 0 3.6 50.9 45.5 3.4 54 9.3 24.1 33.3 244 9.3 3.0 45 4.4 15.6 37.8 37.8 4.4
FNP 51 0 5.9 58.8 35.3 3.2 5 2.0 11.8 29.4 39.2 17.6 3.7 51 3.9 9.8 21.6 56.9 7.8
PMHNP 52 3.8 7.7 38.5 50.0 3.5 51 7.8 19.6 43.1 17.6 11.8 3.0 51 3.9 2.0 21.6 68.6 3.9
) o 48 4.2 12.5 64.6 18.8 3.0 49 14.3 22.4 38.9 18.4 6.1 2.8 47 8.5 6.4  44.7 29.8 10.6
NM 34 0 2.9 50.0 47.1t 3.4 34 11.8 11.8 38.2 23.5 14,7 3.2 30 6.7 13.3 36.7 36.7 6.7
Managing patient with chronic disorders according to standing orders (function no. 13)
ANP 61 0 3.3 27.9 68.9 3.8 61 23.0 11.5 18.0 27.9 19.7 3.4 60 3.3 10.0 35.0 45.0 6.7
WHCNP 53 11.3 15.1 34.0 39.6 3.2 52 50.0 23.1 13.5 3.8 9.6 1.5 46 0 19.6 32.6 43.5 4.3
FNP 51 0 7.8 19.6 72.5 3.8 51 11.8 21.6 19.6 15.7 31.46 3.4 S0 0 12.0 36.0 48.0 4.0
PMENP 48 8.3 6.3 22.9 62.5 3.7 47 44.7 17.0 21.3 8.5 8.5 1.8 46 2.2 13.0 60.9 19.6 4.3
PNP 49 8.2 12.2 40.8 39.8 3.2 49 44,9 20.4 16.3 8,2 10.2 1.7 47 0 8.5 42.6 38.3 10.6
NM 34 38,2 20.6 23.5 17.6 2.1 34 eé4.7 11.8 17.6 2.9 2.9 1.3 32 0 12.5 18.8 62.5 6.3
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TABLE X (CONTINUED)

Specialty Level of Competence? Frequency of UseP Place in ‘iP Preparation®
Area n (a) (b) (c) (d) Med n (a) (b) (c) (d) (e) Med n (a) (b) {(c) (d) (e)

Evaluate and prescribe medications In your speclalty (function no. 37)

ANP 65 1.5 7.7 20.0 70.8 3.8 65 4.6 3.1 13.8 9.2 69.2 4.8 61 1.6 0 4.9 88.5 4.9
WHCNP 55 1.8 0 3.6 94.5 3.9 55 0 0 3.6 10.9 85.5 4.9 48 0 0 20.8 66.7 12.5
FNP 51 0 2.0 15.7 82.4 3.9 32 0 1.9 2.6 19.2 69.2 4.3 52 0 1.9 5.8 84.6 7.7
PMHNP 52 13.5 9.6 21.2 55.8 3.6 51 41.2 5.9 3.9 1.8 37.3 3.3 51 2.0 0 0 88.2 9.8
PNP 47 2.1 4.3 36.2 57.4 3.6 48 8.3 4,2 20.8 12.5 54.2 4.6 48 0 2.1 16.7 70.8 10.4
NM 34 0 5.9 20.6 73.5 3.8 33 3.0 3.0 2.1 27.3 57.6 4.6 R 0 3.1 9.4 84.4 3.1

Initlate drug therapy (function no. 29)

ANP 65 0 6.2 38.5 55.4 3.6 65 3.1 10.8 21.5 18.5 46.2 4.3 60 1.7 0 1.7 93.3 3.3
WHCNP 56 3.6 0 23.2 73.2 3.8 56 3.6 3.6 7.1 21.4 64.3 4.7 50 0 0 22.0 66.0 12.0
FNP 52 1.9 5.8 23.1 69.2 3.8 52 3.8 3.8 13.5 19.2 59.6 4.7 52 0 1.9 7.7  84.r .8
PMHNP 52 28.8 13.5 28.8 28.8 2.8 51 52.9 5.9 13.7 13.7 13.7 1.4 48 4.2 0 0 87.5 8.3
PNP 48 8.3 4.2 35.4 52.1 3.5 47 14.9 8.5 14,9 10.6 51.1 4.5 48 0 2.1 14.6 75.0 8.3
NM 33 0 12.1 42.4 45.5 3.4 32 9.4 9.4 18.8 31.3 31.3 3.9 33 0 3.0 2.1 87.9 0
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TABLE X (CONTINUED)

Speclalty Level of Competenced

Frequency of UseP Place in NP Preparation®

Area n (a) (b) () (d) Med n (a)

(b)

(c) (d) (e) Med n (a) (b) (c)

(d)

(e)

Make delivery following uncomplicated pregnancy (function no. 25)

ANP 63 85.7 9.5 4.8 0 1.1 63 98.4 1.6 0 0 0 1.0 60 6.7 0 6.7 81.7 5.0
WHCNP 56 76.8 16.1 5.4 1.8 1.2 55 96.4 0 1.8 1.8 0 1.0 51 2.0 0 11.8 78.4 7.8
FNP 52 63.5 23.1 5.8 7.7 1.3 51 90.2 5.9 3.9 0 0 1.1 51 9.8 2.0 3.9 76.5 7.8
PMHNP 50 86.0 10.0 4.0 0 1.1 49 100.0 0 0 0 0 1.0 &5 4.4 0 6.7 88.9 0
PN 49 98.0 2.0 0 0 1.0 49 100.0 0 0 0 0 1.0 49 0 2.0 12.2 79.6 6.1
NM 34 0 0 5.9 94.1 3.9 31 22.6 0 3.2 19.4 54.8 4.6 32 0 3.1 6.3 87.5 3.1
Note:

Med = Median bFrequency of Use

ANP = Adult Nurse Practitioners

WHCNP = Women's Health Care Nurse Practitioners

FNP = Family Nurse Practitioners

PMHNP = Psychiatric Mental Health Nurse Practitioners
PNP = Pediatric Nurse Practitioners

NM = Nurse Midwife

dLevel of Competence
(a) Do not feel competent at this time
(b) Feel slightly competent
(c) Feel moderately competent
{(d) Feel very competent

(a) Never-little or no need to use the functlion
(b) Rarely-monthly

(c) Occasionally-a few times a month

(d) Frequently-several times weekly or every day
(e) All the time-several times every day

Cplace in NP Preparation
(a) Should NOT be included in NP Preparation
(b) Assoclate programs
(c) Baccalaureate programs
(d) Graduate degree programs
(e) Continuing education includes courses, seminars,
conferences, etc.
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RESULTS OF CHI-SQUARE TESTS ON RESPONSES* TO MANAGEMENT OF HEALTH CARE FUNCTIONS

TABLE XI

Level of Competence Frequency of Use Place in NP Preparation
Functions ﬁ df p Note lz_ daf p lote ﬁ df p Note
7. Using a problem-solving
process to plan, provide,
and evaluate the primary
care for a client and combines combines excludes
thelr entire family 7.43 5 .1908 (a)(b)(c) 27.45 15 .0253 (a) & (b) 10.50 10 .3978 (a) & (e)
40, Ordering and/or perform- combines combines excludes
ing diagnostic tests 57.15 10 .0000 (a) & (b) 68.13 15 .0000 (a) & (b) 11.27 5 .0463 (a)(b)(e)
30. Manage abnormal pain combines excludes
from distension 100.70 15 .0000 75.56 10 .0000 (c)(d)(e) 3.8 5 .5725 (a)(b)(e)
11. Providing primary care
to patients and combines comblnes excludes
families 8.70 5 1216 (a)(b)(c) 22,92 10 .0110 (a)(b)(c) 15.39 5 .0088 (a)(b)(e)
26. Diagnose and treat acute excludes
otitis media 226.35 15 .0000 221,77 20 .0000 23.16 5 .0003 (a)(b)(e)
28 Incise and drain combines excludes
abscess 69.45 15 .0000 58.22 5 .0000 (a)(c)(d)(e) 13.20 10 .2129 (a) & (e)
14. Taping ankle, wrist or combines
knee for immobilization 63.05 15  .0000 73.30 10 .0000 (c)(d)(e) 34.28 15 .0031 excludes (a)
31, Aspirate joint fluid no (d) no inter-
from knee 54.53 5 .0000 combines pretation excludes
(c) & (b) is possible 25.99 5 .0001 (a)(b)(c)

611



TABLE XI (CONTINUED)

Level of Competence Frequency of Use Place in NP Preparation
Functions E df p Note ﬁ af p Note ﬁ df p Note
35. Set fracture no inter- no Inter-
pretation pretation excludes
is possible is possible 24.76 10 .0058 (b) & (c)
3. Using judgment and ini- no (a) combines
tiative making health adds (b) to (a)(b)(c) excludes
care decisions 17.05 5 .0044 (c) 6.85 5 .2322 (d) 17.04 10 .0735 (a)(b)(e)
9 Evaluating the health
care provided by combines combines excludes
physicians 13.08 S5 .0227 (a)(b)(c) 26.77 15 .0307 (a) & (b) 18.56 5 .0023 (a)(b)(e)
13. Managing patient with
chronic disorders
according to standing combines excludes
orders 65.87 10 .0000 (a) & (b) 63.10 20 .0000 21.97 10 .0153 (a) & (e)
37. Evaluate and prescribe
mediations in your combines combines no inter-
speclalty 28,77 5 .0000 (a){b)(c) 91.07 15 .0000 (a) & (b) pretation
Is possible
combines combines no inter-
29. Intiate drug therapy 56.78 10 .0000 (a) & (b) 75.37 15 .0000 (a) & (b) pretation
is possible
25. Make delivery following combines combines no inter- —
uncomplicated pregnancy 213.88 10 .0000 (c) & (d) 164.04 5 .0000 (b)(c)(d(e) pretation e
is possible

*The respnses were defined in Table IX
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distension"); function 28 ("Incise and drain abscess"), and function
3 ("Using judgment and initiative making health care decisions").
Comparisons were not possible for functions 37 ("Evaluate and pres-
cribe medications in your specialty"), 29 ("Initiate drug therapy"),
and 25 ("Make delivery following uncomplicate pregnancy").

For function 7 ("Using a problem-solving process..."), the
statistical hypothesis was not rejected for "Level of Competence"
and "Place in NP Preparation"; the majority within each specialty
felt very competent in this function, and, except for the FNPs who
expressed a slight preference for graduate preparation, baccalaure-
ate degree programs were chosen more frequently., The statistical
hypothesis was rejected for "Frequency of Use," with "a" and "b"
combined, chi-square = 27.5, df = 15; p <.0253. Thus for "Frequency
of Use" of this function, a relationship was found with the special-
ties. For each of the specialties, the median was at least 3.8,
with the PMHNPs (Median = 4.5) and NMs (median = 4.6) expressing the
highest usage and the WHCNPs (median = 3.8) and the PNPs (median =
4.1) the lowest usage.

For function 40 ("Ordering and/or performing diagnostic
tests"), the statistical hypotheses were rejected for all three
categories: “Level of Competence" (with "a" and "b" combined, chi-
square = 57.2, df = 10; p <.0000); "Frequency of Use" (with "a" and
"b" combined, chi-square = 68.1, df 15; p <.0000); and, "Place in NP
preparation" (contrasting "c" and "d" only, chi-square = 11.3, df
= 5; p <.0463). Thus for each category, a relationship between the

levels of the category and the specialties was found. In contrast
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with the other specialties, the PMHNPs expressed a lTower level of
competency and frequency of use (medians = 2.8 and 2.6,
respectively). With the exception of this group and the PNPs (with
medians = 3.2 and 3.7,), the medians for "Level of Competency" and
"Frequency of Use" for all specialties were at least 3.6 and 4.4.
Although all specialties placed this function most often in graduate
programs, the PMHNPs chose this category the most (88%) and the
WHCNPs chose it the least (57%).

For function 30 ("Manage abnormal pain from distension"), the
statistical hypothesis was not rejected for "Place in NP Prepara-
tion." The statistical hypotheses were rejected for the other two
categories: "Level of competence" (chi-square = 100.7, df = 15; p
<.0000) and "Frequency of Use" (Combining "c," "d," and "e," chi-
square = 75.6, df = 10; p <.0000). Therefore, significant relation-
ships were found between the specialty groups and the response cate-
gories of "Level of Competence" and "Frequency of Use." Although
comparatively low for all groups, the ANPs and FNPs expressed the
most competence (median = 2.8, each) and frequency of use (medians
= 1.8 and 2.2).

For function 11 ("Providing primary care to patients and
families"), the statistical hypothesis for independence was not
rejected for “"Level of Competence"; the majority in each speciaity
reported themselves to have been "Very competent" in the performance
of the function. The statistical hypotheses were rejected for each
of the other two categories: "Freguency of Use" (with the first

three response categories combined, chi-square = 22.9, df = 10; p
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<.0110) and "Place in NP Preparation" (contrasting "c¢" and "d,"
chi-square = 15.4, df = 5; p <.0088). Thus for each of the two
categories, a relationship was found between the specialties and the
levels of the category. Although all specialties reported relative-
1y high levels of use, the FNPs had the highest (median 4.9) and the
PMHNPs the lowest (median = 4.3). With respect to "Place in NP
Preparation,” at least 80% of the NMs and the ANPs assigned this
function to graduate degree programs. The WHCNPs divided their as-
signment similarly between baccalaureate (40%) and graduate (49%)
degree programs. The majority of the NPs in the other specialties
assigned this function in graduate programs (60-70%).

For function 26 ("Diagnose and treat acute otitis media"), the
statistical hypotheses were rejected for all three categories:
" evel of Competence" (chi-square = 226.4, df = 15; p <.0000); “Fre-
quency of Use " (chi-square = 221.8, df = 20; p <.0000); and, "Place
in NP Preparation" (contrasting "c" and "d," chi-square = 23.2, df
=50 <,0003). Thus, for each category, a relationship was found
between the specialties and the levels of the category. In contrast
to the other specialties, the PMHNPs expressed a lower level of
competence (median = 1.1; the next lowest median was 2.1) and less
frequent use of this function (median = 1.0). The specialties
expressing the greatest competency were the PNPs, FNPs, and ANPs
(with medians of 3.9, 3.9, and 3.5,); they all expressed the
greatest usage (with medians = 4.6, 4.0, and 2.7). The PMHNPs (with
the lowest expressed competence and usage) placed the function with

greater frequency (78%) in graduate programs. The lowest assignment
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to graduate programs was 62% by the WHCNPs. For the remaining four
specialties, the range was 72%-84%).

For function 28 ("Incise and drain abscess"), the statistical
hypothesis was not rejected for "Place in NP Preparation." The
majority within each specialty placed this function in graduate pro-
grams. The statistical hypothesis was rejected for each of the
other two categories: “Level of competence (chi-square = 69.5, df
= 15; p <.0000) and “Frequency of Use" (combining the last four
response categories, chi-square = 58.2, df = 5; <.0000). Therefore,
significant relationships were found between specialty groups and
the categories of "Level of Competence" and "Frequency of Use." The
ANPs and the FNPs expressed the most competence (medians = 1.8 and
2.6) and use (medians = 1.2 and 1.6) of this function. In general
the felt competence and utilization were low.

For function 14 ("Taping ankle, wrist, or knee for immobiliza-
tion"), the statistical hypotheses were rejected for all three cate-
gories: "Level of Competence" (chi-square = 63.1, df =15, p
<.0000); “Frequency of Use" (combining the last three response cate-
gories, chi-square = 73.3, df = 10; p <.0000); and, "Place in NP
Preparation" (excluding "a," chi-square = 34.3, df = 15; p <.0031).
Therefore, for each category, a relationship was found between its
response categories and the specialties. In comparison with the
other specialties, NMs, PMHNPs, and WHCNPs felt less competent
(nedians = 1.2, 1.4, and 1.4) and used this function rarely (medians
= 1.0, each). Among choices which were generally low-moderate, the

most competence and use was expressed by FNPs (medians = 2.5 and
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1.7). With respect to "Place in NP Preparation," more of the FNPs
(35%) chose continuing education, but more of the PMHNPs and PNPs
preferred baccalaureate degree programs (44% and 39%). Graduate
degree programs were chosen more than any other response category by
the ANPs (35%) and the WHCNPs (33%). The NMs chose evenly between
baccalaureate and graduate programs, with 36% in each.

For function 31 ("Aspirate joint fluid from knee"), at least
79% of the NPs in the specialty groups expressed little or no use;
no statistical comparison was performed because of low expected fre-
quencies in all response categories except "a." The statistical
hypotheses of independence were rejected for "Level of Competency"
(contrasting "c" and "b" with "a," chi-square = 54.5, df = 5; p
<.0000) and Place in NP Preparation" (contrasting "d" and "e," chi-
square = 26.0, df = 5; p <.0001). Thus, relationships were found
between specialties and the response categories of "Level of Compe-
tence" and "Place in NP Preparation." Though all specialties
reported low competency, the medians for the FNPs and the ANPs were
slightly greater than the medians for the other groups (1.3 and 1.1,
versus 1.0 for all other groups). The PMHNPs and the NMs chose
graduate programs more often than any other response category (69%
each). Except for 43% of the FNPs and 38% of the ANPs who chose
continuing education, the majority of the NPs in the other special-
ties preferred graduate degree programs to provide the greatest
emphasis of this function.

For function 35 ("Set fracture"), all groups expressed low

competence and infrequent usage; the expected frequencies in both
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categories were too low for all response categories except "a" to
permit a statistical test. The statistical hypothesis of indepen-
dence for "Place in NP Preparation" was rejected (contasting "a"
with "d" and with "e," chi-square = 24.8, df = 10; p <.0058). The
NMs and WHCNPs, chose graduate degree programs to emphasize this
function (69% and 62%), more than did any other specialty. Although
the FNPs and the ANPs tended to split between graduate programs and
continuing education, the ANPs expressed a preference for the latter
(38%), and more of the FNPs chose the former (43%). With a range
between 16% (NMs) and 30% (PMHNPs), many respondents in each group
indicated that this function does not belong in NP preparation.

For function 3 ("Using judgment and initiative making health
care decisions"), the statistical hypothesis was not rejected for
"Frequency of Use" and "Place in NP Preparation." The statistical
hypothesis was rejected for "Level of Competence" (with "b" and "c"
combined to contrast with "d," chi-square = 17.1, df = 5; p
<.0044). Thus a relationship was found between specialties and
response categories for "Level of Competence." Although the
greatest competence was expressed by WHCNPs, FNPs, PMHNPs, and NMs
(medians = 4.0, 3.9, 3.9, and 3.9), the ANPs and PNPs were very
close (medians = 3.8, each) and the lowest. Except for the WHCNPs,
a majority of the specialty groups felt "Very competent” in the
performance of this function.

For function 9 ("Evaluating health care provided by physi-
cians"), the statistical hypotheses for independence were rejected

for all three categories: "Level of Competence" (combining "a,"
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"b," and "c," chi-square = 13.1, df = 5; p <.0227); “"Frequency of
Use" (combining "a" and "b," chi-square = 26.8, df = 15; p <.0307);
and, "Place in NP Preparation" (contrasting "c" and "d," chi-square
= 18.6 df = 5; p <.0023). Therefore, significant relationships were
found between the specialty groups and the three categories of the

function. The PMHNPs expressed the greatest competence (median

3.5). The PNPs reported the lowest competence and use (medians

3.0 and 2.8). The ANPs and FNPs indicated the greatest uce
(medians = 3.7) of this function. The majority of ANPs (58%), FNPs
(57%), and PMHNPs (69%) chose graduate degree programs. The other
specialty groups tended to choose similarly between baccalaureate
and graduate degree programs (WHCNP, 38% - 38%; PNPs, 45% - 30%; and
NMs 37% - 37%).

For function 13 ("Managing patient with chronic disorders ac-
cording to standing orders"), the statistical hypotheses for inde-
pendence were rejected for all three categories: "Level of Compe-
tence" (combining "a" and "b," chi-square = 65.9, df = 10; p
<.0000); "Frequency of Use" (chi-square = 63.1, df = 20; p <.0000);
and, "Place in NP Preparation" (excluding "a" and "e," chi-square
= 22.0, df = 10; p <.0153). Therefore, in each category a relation-
ship was found between the specialties and the dimensions of the
category. In contrast to the other specialties, the NMs expressed a
lower level of competency and of usage (medians = 2.1, 1.3). The
greatest competence and use were reported by the ANPs and the FNPs
(medians = 3.8 and 3.4 for each specialty). The PMHNPs and PNPs

selected baccalaureate programs oftener than any other category (61%
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and 43%); more of the NPs in the other specialties preferred
graduate degree programs to emphasize this function (NMs 63%, FNPs
48%, WHCNPs 44%, and ANPs 45%).

For function 37 ("Evaluate and prescribe medications in your
specialty"), all specialty groups expressed great unanimity in
choosing graduate degree programs. No statistical comparison was
performed because of low expected frequencies in all response cate-
gories except "d." The statistical hypotheses of independence were
rejected for "Level of Competence" (combining the first three
response categories, chi-square = 28.8, df = 5; p <.0000) and "Fre-
quency of Use" (combining "a" and "b," chi-square = 91.1, df = 15;

p <.0000). Thus, relationships were found between "Level of Compe-
tence" and "Frequency of Use." Although all the specialty groups
expressed great competence in the performance of this function, the
medians for the PMHNPs (3.6) and PNPs (3.6) were slightly lower than
those of all the other groups (medians = 3.8 or 3.9). With the
PMHNPs reporting the least usage (median = 3.3) and the most use
indicated by the WHCNPs (median = 4.9), the function was reported to
be used "Several times every day" by the majority of the NPs in five
of the six specialties,

For function 29 ("Initiate drug therapy"), all specialty
groups agreed in their preference for major emphasis in graduate
degree programs; no statistical comparison was performed because of
low expected frequencies in all response categories except "d." The
statistical hypotheses for independence were rejected for "Level of

Competency" (combining "a" and "b," chi-square = 56.8, df = 10§.g
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<.0000) and for "Frequency of Use" (combining "a" and "b,"
chi-square = 75.4, df = 15; p <.0000). Therefore, relationship were
found between specialty groups and the categories of "Level of
Competence" and "Frequency of Use." In contrast with the other
groups, the PMHNPs expressed a lower level of comeptency (median
= 2.8, versus 3.4 for the next lowest group) and less frequent use
(median = 1.4, versus 3.9 for the next lowest group). In the other
four groups, "Very competent" and "Several times every day" were
chosen more often than any other in these two response categories
for this function.

For function 25 ("Make delivery following uncomplicated preg-
nancy"), major emphasis was assigned to graduate degree programs by
all specialty groups. No statistical comparison was performed
because of low expected frequencies in all response categories
except "d." The statistical hypotheses for independence were re-
jected for “Level of Competence" (combining "c" and "d," chi-square
= 213.9, df = 10; p <.0000) and for "Frequency of Use" (combining
the last four response categories, chi-square = 164.1, df = 5; p
<.0000). Thus, relationships were found between specialties and the
categories of "Level of Competence" and "Frequency of Use." With
the exception of the NMs who reported the greatest competency and
usage (medians = 3.9 and 4.6), the groups expressed low competency

and usage (median ranges = 1.0 - 1.3 and 1.0 - 1.1).
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Treatment in Collaboration

The resuits of the analysis of the Treatment in Coliaboration
functions are presented in this section for the total sample and for
the six specialty groups.

Total Sample. Table XII shows that for this category in
"Level of Competency," a majority (80%) of the NPs felt "Very compe-
tent" while "Functioning as a collaborator with a physician" (func-
tion 8). Also most nurse practitioners (70%) felt "Very competent"
to "Perform physical examination with physician confirming heart and
lung findings" (function 21). As a group, most of the nurse practi-
tioners judged themselves to be "Very competent" or "Moderately
competent" in all of the four functions in this category: Functions
8 (99%), 21 (85%), 4 (97%), and 2 (92%).

Function 21 ("Perform physical examination with physician...")
was the most frequently used of these functions by the NPs, with 40%
reporting using it "Several times every day"; (19% more said they
used it "Several times each week"). However, this function was
reported also as being unused or little used by 25%, the largest
percent in the unused column of any function in the category. Two
functions were performed frequently by a majority of the respon-
dents: function 8 ("Functioning as a collaborator with a physi-
cjan:), which 37% of the NPs said they used "Several times every
day," and, an additional 37% reported using "Several times each
week"; function 4 (“Reducing the fragmentation and bringing conti-
nuity..." was performed by the respondents "Several times every day"

and "Several times each week" at the rates of 36% and 34%. The



TABLE XII

PERCENTAGE OF RESPONSES BY TREATMENT IN COLLABORATION FUNCTIONS

Level of Competence

a

Frequency of UseP Place in NP Preparation®

Functlons n (a) (b) (c) (d)

Med n (a) (b) (c) (d) (e) Med n (a) (b) (c) (d) (e)

4, Reducing the fragmenta-
tion and bringing conti-
nuity to the health care
that patients and fami-

lies recelve 355 0 3.1 39.7 57.2 3.6 352 0.9 5.1 23.6 34.4 36.1 4.1 338 0.6 10.1 52.7 30.2

2. Working with community
resources on behalf of
clients and their

6.5

families 356 0 8.4 43.8 47.8 3.4 356 1.7 11.2 36.0 31.2 19.9 3.5 342 0.3 10.8 63.5 14.9 10.5

8. Functioning as a collab-

orator with a physician 355 0.3 1.1 18.3 80.3 3.9 352 1.4 4.8 19.3 37.2 37.2 4.2 334 0 15.9 48.5 32.6

21. Perform physical examinia-
tion with physictan con-
firming heart and lung
findings 353 10.2 4.8 14.7 70.0

3.8 351 25.1 7.1 9.7 18.5 39.6 3.9 334 1.8 8.1 45.2 #40.1

3.0

4.8

Note: Med = Median

3 evel of Competence bFrequency of Use
(a) Do not feel competent at this time (a) Never-little or no need to use the function
(b) Feel slightly competent (b) Rarely-monthly
(c) Feel moderately competent (c) Occasionally-a few times a month
(d) Feel very competent (d) Frequently-several times weekly or every day

(e)
€Place in NP Preparation
(a) Should NOT be included in NP Preparation (c)

(b) Associate programs (d)
(e)

All the time-several times every day

Baccalaureate programs
Graduate degree programs
Continuing education includes courses, seminars, conferences, etc.

et
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least used function (21, "Working with community resources....")
reportedly was used "A few times a month" by 36% of the respondents;
an additional 51% of the NPs said they used it "Several times
weekly" and "Several times a day."

The functions (8 and 4) which the NPs considered themselves to
be more competent to perform were the functions most frequently
used. The function (2) in which they identified a moderate compe-
tence was less used; (most respondents chose once a month). For
function 21, the distribution was curvilinear for competence and
frequency of usage, with more at the high end than at the low end
for both.

In considering the "Place in NP Preparation in which these
functions belong, a majority of the respondents assigned two of the
functions in baccalaureate programs: "Working with community
resources..." (function 2 -- 64%) and "Reducing the fragmentation
and bringing continuity..." (function 4 -- 53%). More respondents
to the other two functions also chose baccalaureate programs oftener
than any other category: "Functioning as a collaborator with a
physician (function 8 -- 49%) and "Perform physical examination with
physician" (function 21 -- 45%), for which an almost equal number of
respondents (40%) chose graduate programs. For all four functions,
graduate degree programs were the second most often chosen for
emphasis.

Therefore, all of the four functions in the category of Treat-
ment in Collaboration were recommended by the NPs to receive major

emphasis in the baccalaureate or graduate nurse programs. No
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function was selected for omission from their preparation by a
majority of the MPs. The fewest recommendations (0) for omission
were received by function 8 ("Functicning as a collaborator with a
physician"); the highest was 1.8% for number 21.

Although all of the functions in the category were chosen for
associate degree nursing (ADN) programs by many of the respondents
(range: 8% -- 16%), function 8 ("Functioning as a collaborator with
a physician") was preferred for ADN by 16% of its respondents.

Each function was chosen by some NPs to be emphasized in con-
tinuing education programs. Function 2 (“"Working with community
resources...") was chosen by 11% of the NPs to receive major
emphasis in continuing education.

Percentage of Responses by Specialty Areas to Treatment in

Collaboration Functions. In Table XIII, are presented the responses

by NPs in six specialties to the four functions in this category
with respect to three response categories or columns: "Level of
Competence," "Frequency of Use," and "Place in NP Preparation.”
Responses are discussed as percentages of choices by a specialty
within the categories (columns) of each dimension. Where applica-
ble, the median is shown for each specialty.

Table XIV presents the results of the chi-square testing of
the Treatment in Collaboration functions. Within the "Level of
Competence" category, the statistical hypothesis for independence
was rejected for two of the four functions; a significant difference
was not found for function 4 ("Reducing the fragmentation and bring-

ing continuity...") and function 8 ("Functioning as a collaborator



TABLE XIII

PERCENTAGE OF RESPONSES BY SPECIALTY AREAS TO TREATMENT IN COLLABORATION FUNCTIONS

Specialty Level of Competence® Frequency of UseP Place in NP Preparation®

Area n (a) (b) () (d) Med n (a) (b) (c) (d) (e) Med n (a) (b) (c) (d) (e)

Reducing the fragmentation and bringing continuity to the health care that patients and families recelve (function no. 4)

ANP 65 0 4.6 41.5 53.8 3.6 65 1.5 3.1 18,5 30.8 46.2 4.4 63 0 4.8 B4.4 44,4 6.3
WHCNP 54 0 1.9 37.0 é1.1 3.7 53 0 3.8 26,4 35.8 34.0 4.1 50 0 24,0 48.0 16.0 12.0
FNP 52 0 0 48.1 51.9 3.5 52 0 5.8 19.2 44.2 30.8 4.1 50 2.0 8.0 52.0 30.0 8.0
PMHNP 52 0 3.8 40.4 55.8 3.6 52 3.8 5.8 34.6 28.8 26.9 3.7 52 0 1.9  65.4 32.7 0
PNP 50 0 4.0 42.0 54.0 3.6 50 0 10.0 22.0 40.0 28.0 3.9 4 2.0 8.2 61.2 16.3 12.2
NM 34 0 2.9 35.3 61.8 3.7 34 0 5.9 14.7 26.5 52.9 4.6 30 0 13.3  46.7 40.0 0

Working with community resources on behalf of clients and thelr families (functlon no. 2)

ANP 65 0 12.3 52.3 35.4 3.2 65 1.5 16.9 41.5 23.1 16.9 3.3 64 0 7.8 62.5 15.6 14.1

WHCNP 54 0 3.7 42.6 53.7 3.6 55 1.8 10.9 36.4 36.4 14.5 3.5 32 0 21,2 57.7 11.5 9.6

FNP 52 0 7.7 55.8 36.5 3.3 52 1.9 3.8 42.3 34.6 17.3 3.6 51 2.0 7.3 60.8 19.6 9.8
PMHNP 52 0 1.9 25.0 73.1 3.8 52 1.9 13.5 26.9 21.2 36.5 3.9 52 0 3.8 57.7 36.5 1.9
PNP 50 0 6.0 46.0 48.0 3.5 50 0 8.0 20.0 50.0 22.0 3.9 47 0 8.5 72.3 19.1 0

NM 34 0 8.8 58.8 32.4 3.2 3% 2.9 11.8 35.3 382 1.8 3.5 3 0 12.5 68.8 9.4 9.4

vel



TABLE XIIX (CONTINUED)

Specialty Level of Competence? Frequency of UseP Place in NP Preparation®©
Area n  (a) (b) (c) (d) Med n (a) (b) (c) (d) (e) Med n (3) (b) (c) (d) (e)
Functioning as a collaborator with a physictan (function no. 8)

ANP 65 0 1.5 26,2 72.3 3.8 64 0 4.7 18.8 29.7 46.9 4.4 62 0 8.1 48.4 37.1 6.5
WHCNP 55 0 0 16.4 83.6 3.9 55 0 5.5 27.3 50.9 16.4 3.8 49 0 26.5 55.1 16.3 2.0
Fe 51 0 0 23.5 76.5 3.8 51 2.0 2.0 15.7 35.3 45.1 4.4 50 o 14.0  36.0 48.0 2.0
PMHNP 51 0 2.0 11.8 86.3 3.9 5 ] 3.9 3.4 35.3 29.4 3.9 50 0 10.0 52.0 36.0 2.0
PNP 50 2.0 4.0 22.0 72.0 3.8 50 6.0 8.0 14.0 26.0 46.0 4.3 48 0 18.8 66.7 14.6 0
NM 34 0 0 1.8 88.2 3.9 33 0 6.1 18.2 39.4 36.4 4.2 28 0 14.3 42.9 39.3 3.6
Ferform physical examination with physiclan confirming heart and lung findings (function no. 21)
ANP 64 0 1.6 17.2 81.3 3.9 64 10.9 10.9 9.4 25.0 43.8 4.3 63 1.6 9.5 52.4 36.5 0
WHCNP 54 3.7 5.6 14.8 76.0 3.8 54 16.7 11.1 5.6 14.8 51.9 4.5 45 2.2 15.6 48.9 26.7 6.7
FNP 51 0 2.0 5.9 92.2 3.9 51 19.6 3.9 7.8 19.6 49.0 4.5 50 4.0 2.0 38.0 46.0 10.0
PMHNP 51 54.9 19.6 19.6 5.9 1.4 50 88,0 4,0 6.0 2.0 0 1.1 4 2.4 8.3 43.8 43.8 2.1
PNP 50 4.0 0 16.0 80.0 3.9 50 14.0 6.0 12.0 20.0 48.0 4.4 49 0 4.1 46.9 46.9 2.0
N 36 2.9 2.9 14.7 79.4 3.9 3 11.8 8.8 8.8 17.6 52.9 4.6 31 3.2 6.5 51.6 38.7 0

Gel



TABLE XIII (CONTINUED)

Speclalty Level of Competence? Frequency of UseP

Place in NP Preparation®

Area n (a) (b) (c) (d) Med n (a) (b) (c) (d) (e)

Note:
Med

Median

i

ANP = Adult Nurse Practitloners

WHCNP = Women's Health Care Nurse Practitloners

FNP = Family Nurse Practitioners

PMHNP = Psychiatric Mental Health Nurse Practitioners
PNP = Pediatric Nurse Practitioners

NM = Nurse Midwife

3 evel of Competence bFrequency of Use

(a) Do not feel competent at this time (a) Never-little or no need to use the function
(b) Feel slightly competent (b) Rarely-monthly

(c) Feel moderately competent (c) Occasionally-a few times a month

(d) Feel very competent (d) Frequently-several times weekly or every day

(e) All the time-several times every day

Cplace in NP Preparation

(a) Should NOT be included in NP Preparation

(b) Assoclate programs

(c) Baccalaureate programs
(d) Graduate degree programs
(e) Continuing education includes courses, seminars

conferences, etc.

9€1



TABLE X1V

RESULTS OF CHI-SQUARE TESTS ON RESPONSES* TO TREATMENT IN COLLABORATION FUNCTIONS

Level of Competence Frequency of Use Place in NP Preparation

Functlons f df p Note E df p Note X_Z df p Note
7. Reducing the fragmenta-

tion and bringing consti-

nuity to the health care

that patients and fami- combines (b) combines excludes

recelve 1.59 5 .9029 &(c);no (a) 16.52 10 .0958 (a)(b)(c) 1.5 5 .0432 (a)(b)(e)
2. Working with community

resources on behalf of

clients and thelr combines (b) combines excludes

families 23.93 5 .0002 &(c);no (a) 29.46 15 ,0140 (a) & (b) 41.10 15 .0003 (a)
8. Functioning as a collab- combines combines excludes

orator with a physician 7.54 5 .1837 (a)(b)(c) 19.86 10 .0307 (a)(b)(c) 26.13 10 .0036 (a) & (e)

21. Perform physical examina-
tion with physician con-
firming heart and lung combines combines excludes
findings 171.35 10 .0000 (a) & (b) 122.47 15 ,0000 (b) & (c) 4,09 5 .5361 (a)(b)(e

*Responses defined in Table XIII

LET
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with a physician"). 1In considering "Frequency of Use" for these
functions, the statistical hypothesis for independence was rejected
for three of the four functions; the statistical hypothesis was not
rejected for number 4 (“"Reducing the fragmentation and pringing
contininuity..."). For "Place in NP Preparation, the statistical
hypothesis for independence was rejected for three of the four func-
tions; it was not rejected for function 21 ("Perform physical exami-
nation with physician...").

For function 4 ("Reducing the fragmentation and bringing con-
tinuity..."), the statistical hypothesis was not rejected for "Level
of Competence" and "Frequency of Use." The statistical hypothesis
for independence was rejected for "Place in NP Preparation" (exclud-
ing "a," "b," and "e," chi-square = 11.5, df = 5; p <.0432). Thus a
significant relationship was found between the specialty groups and
"place in NP preparation" for major emphasis of this function. A
majority of the PMHNPs (65%), PNPs (61%), and FNPs (52%) chose bac-
calaureate programs, which was the most frequently chosen response
category for all groups. However, the ANPs split (44%) between each
of the baccalaureate and graduate degree programs. At least 2% of
each group chose associate nursing programs, with 24% of the WHCNPs
and 13% of the NMs so doing.

For function 2 (“Working with community resources on behalf of
clients and their families"), the statistical hypotheses for inde-
pendence were rejected for all three columns: “Level of Competence"
(combining "b" and “c" -- "a" was not chosen, chi-square = 23.9, df

= 5; p <.0002); "Frequency of Use" (combining "a" and "b," chi-
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square = 29.5, df = 15; p <.0140); and, "Place in NP Preparation"
(exciuding *a,* chi-square = 41.1, df = 15; p <.0003). Therefore,
in each column, a relationship was found with specialty groups.

With a narrow range in medians for all the groups in "Level of
Competence" and "Frequency of Use" (medians: 3.2-3.8 and 3.3-3.9),
73% of the PMHNPs expressed themselves as "Very Competent" and
reported the greatest usage (37% said they used this function
"Several times every day"). They also chose graduate degree pro-
grams more (37%) than did any other group for major emphasis of this
function. However, the majority in each group preferred baccalau-
reate programs. The ANPs and the NMs expressed the lowest compe-
tence (medians = 3.2) and he lowest usage (medians = 3.3 and 3.5;
the ANPs also placed this function in continuing education more than
any other specialty (14%).

For function 8 ("Functioning as a collaborator with a physi-
cian"), the statistical hypothesis was not rejected for "Level of
Competence." All of the groups said they were "Very competent" in
this function (medians ranged from 3.8 - 3.9). The statistical
hypotheses for independence were rejected for "Frequency of Use"
(combining "a," "b," and "c," chi-square = 19.9, df = 10; p <.0307)
and for "Place in NP Preparation" (excluding "a" and "e," chi-square
= 26.1, df = 10; p <.0036). Thus, a relationship was found between
specialties and response categories for both "Frequency of Use" and
"Place in NP Preparation." 1In all the specialties, the majority of
NPs reported using the function "Several times every day" and

"Several times a week" (median range = 3.8 - 4.4). ANPs, PNPs, and
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FNPs chose "Several times a day" more often than did the other
groups (47%, 46%, and 45%). A majority of the PNPs, the WHCNPs, and
the PMHNPs (67%, 55%, and 52%) chose baccalaureate programs for this
function. Except for the FNPs who tended to choose similarly
between baccalaureate (36%) and graduate (48%), the groups chose
baccalaureate programs more often than any other response category
to emphasize this function. At least 8% of each group chose associ-
ate programs, with 27% of the WHCNPs so choosing.

For function 21 ("Perform physical examination with physi-
cian...") the statistical hypothesis for independence was not
rejected for "Place in NP Preparation.® The statistical hypothesis
was rejected for each of the other two response categories: "lLevel
of Competence" (combining "a" and "b," chi-square = 171.4, df = 10;
p <.0000) and “Frequency of Use" (combining "b" and “c," chi-square
= 122.5, df = 15; p <.0000). Therefore, significant relationships
were found between specialty groups and the categories of "Level of
Competence" and "Frequency of Use." Except for PMHNPS whose medians
were 1.4 and 1.1 for "Level of Competence" and "Frequency of Use,"
the majority of NPs in each group reportedly felt "Very competent"
and said they used the function “Several times every day" or
“Several times every week"; (excluding the PMHNPs, the medians

ranged from 3.8-3.9 and from 4.3-4.6 for the two categories).

Prevention of I111ness and Disability

The results of the analyses of the Prevention of Illness func-
tion are presented in this section for the total sample and for the

six specialty groups.
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Total Sample. Table XV shows that for this category in "Level
of Competence," a majority (78%) of NPs felt "Very competent" in
"Assuring the rights of patients to be actively involved in their
own health care" (function 10). As a group the nurse practitioners
most frqguently judged themselves as having little or no competence
in four of the five functions in this category: 12 (59%), 22 (73%),
23 (73%), and 19 (51%).

Function 10 ("Assuring the rights of patients to be actively
involved in their own health care") was the most frequently used of
these functions by the NPs; 53% reported using it "Several times
every day," and an additional 30% said they used it "Several times
each week." On the other hand, they reported "Never-little" usage
of the other functions in this category: function 12 ("Prescribing
diabetic diets"), function 22 ("Regulate medication dosage for
diabetics"), function 23 ("Adjust medication for patient for benign
essential hypertension"), and function 19 ("Changing Foley catheter
in male patients") as indicated by 60%, 72%, 64%, and 86%.

The function which the NPs considered themselves to be more
competent to perform (function 10) was the one most frequently
used. The functions they identified as least competent to use (12,
22, 23, and 19) were least frequently used.

In considering the "Place in NP Preparation" to which to as-
sign these functions, a majority of the respondents assigned func-
tions 22 ("Regulate medication dosage for diabetics") and 23 ("Ad-
just medication for patient with benign essential hypertension") to

graduate programs; baccalaureate programs were chosen by most of the



PERCENTAGE OF RESPONSES BY PREVENTION

TABLE XV

OF ILLNESS AND DISABILITY FUNCTIONS

Level of Competenced Frequency of UseD Place in NP Preparation®

Functions n_ (a) (b) (c) (d) Med n (a) (b) (c) (d) (e) Med n (a) (b) (c) (d) (e)
10. Assuring the rights of

patients to be actively

involved in their own

health care 355 0.3 1.4 20.0 78.3 3.9 351 0.9 2.8 13.1 30.2 53.0 4.6 333 0.3 25.8 56.5 15.0 2.4
12. Prescribing diabetic

dlets 353 30.3 28.3 26.6 14.7 2,2 349 59.9 18.3 13.5 6.3 2.0 1.3 329 1.2 7.5 37.7 41.3 12.2
22. Regulate medication

dosage for diabetics 353  54.7 18.7 14.7 11.9 1.4 352 72.4 8.0 10.2 6.5 2.8 1,2 334 1.8 3.6 16.8 67.7 10.2
23. Adjust medication for

patient with benign essen-

tial hypertension 356 50.6 12.4 19.9 17.1 1.5 351 63.8 7.7 12.3 10.8 5.4 1.3 331 1.8 1.5 9.7 78.0 9.1
19, Changing Foley catheters

In male patients 354 34.7 16.7 20.6 28.0 2.4 352 86.4 8.8 2.8 1,7 0.3 1.1 328 1.2 43.6 46.6 6.4 2.1
Note: Med = Median bFrequency of Use

3 evel of Competence
(a) Do not feel competent at this time
(b) Feel slightly competent
(c) Feel moderately competent
(d) Feel very competent

CPlace in NP Preparation
(a) Should NOT be included in NP Preparation
(b) Associate programs

(a)
(b)
(c)
(d)
(e)

(c)
(d)
(e)

Never-little or no need to use the function
Rarely-monthly

Occasionally-a few times a month
Frequently-several times weekly or every day
All the time-several times every day

Baccalaureate programs
Graduate degree programs

FATA!

Continuing education includes courses, seminars, conferences, etc.
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NPs for "Assuring the rights of patients to be actively involved in
their own health care" (function 10). The NPs tended to divide
their choices between graduate (41%) and baccalaureate (38%)
programs for function 12 ("Prescribing diabetic diets") and between
baccalaureate (47%) and associate (44%) programs for function 19
("Changing Foley catheters in male patients"). Associate degree
nurse programs were the second most frequently chosen for major
emphasis of function 10 ("Assuring the rights of patients to be
actively involved in their own health care").

Therefore, all of the five functions in the category of pre-
vention of illness were recommended by most NPs to receive major
emphasis in baccalaureate or graduate nurse programs. No function
was selected for omission by more than a few NPs. Function 12
("Prescribing diabetic diets") and function 22 ("Regulate medication
dosage for diabetics") received the most recommendations for omis-
sion (2% each). The fewest recommendations (0.3%) for omission were
received by function 10 ("Assuring the rights of patients to be
actively involved in their own health care").

An appreciable number of NPs chose associate programs to pro-
vide major emphasis in the development of two of the competencies in
the prevention of illness category. Function 10 ("Assuring the
rights of patients to be actively involved in their own health
care") and function 19 ("Changing Foley catheters in male patients")
were chosen by the NPs to be emphasized in associate programs (26%
and 44%). Each function in the category was chosen by at least 2%

of the NPs to be emphasized in continuing education programs.
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Functions 12 and 22 were assigned by at least 10% of the NPs
to receive major emphasis in continuing education programs. Also
these functions were noted as rarely used by most NPs. The same
functions received not competent indicators from more than 30% of
the NPs.

Precentage of Responses by Specialty Areas to Prevention of

I1lness and Disability Functions. In Table XVI, the responses by

NPs in six specialties to the five functions in this category are
presented with respect to three dimensions or response categories:
"Level of Competence," "Frequency of Use," and "Place in NP Prepara-
tion." Responses are discussed as percentages of choices. Where
applicable the median for each specialty is shown.

Table XVII shows the results of the chi-square testing of the
prevention of illness functions. Within the “"Level of Competence"
column, the statistical hypothesis for independence was rejected for
four of the five functions; a significant difference was not found
for function 10 (“Assuring the rights of patients to be actively
involved in their own health care"). In considering "Frequency of
Use" for these functions, the statistical hypothesis for indepen-
dence was rejected for four of the five functions; the statistical
hypothesis was not rejected for function 10 ("Assuring the rights of
patients to be actively involved in their own health care"). For
“Place in NP Preparation," the statistical hypothesis for indepen-
dence was rejected for function 22 ("Regulate medication dosage for

diabetics"); it was not rejected for three of the five functions,



TABLE XVI

PERCENTAGE OF RESPONSES BY SPECIALTY AREAS TO PREVENTION OF ILLNESS FUNCTIONS

Place in NP Preparation®

Speclalty Level of Competenced Frequency of UseP
Area n (@ () () (d) Med n (a) (b) (c) (d) (e) Med o (a) (b) (c) (d) (e)
Assuring the rights of patients to be actively involved in thelr own health care (function no. 10)
ANP 65 0 1.5 21.5 76.9 3.9 63 0 0 12.7 30.2 57.1 4.6 61 1.6 18.0 60.7 18.0 1.6
WHCNP 54 0 0 16.7 83.3 3.9 54 0 1.9 5.6 33.3 59.3 4.7 47 0 36.2 46.8 14.9 2.1
FNP 51 0 3.9 25.5 70.6 3.8 51 0 5.9 5.9 35.3 52.9 4.6 50 0 24.0 52.0 22.0 2.0
PMHNP 52 0 1.9 21.2 76.9 3.9 51 0 5.9 23.5 33.3 37.3 4.1 5 0 17.6 66.7 13.7 2.0
PNP 50 0 2.0 20.0 78.0 3.9 50 2.0 2.0 18.0 30.0 48.0 4.4 49 0 24.5 63.3 8.2 4.1
NM 34 0 0 8.8 91.2 3.9 34 0 0 14.7 20.6 64.7 4.7 29 0 31.0  51.7 17.2 0
Prescribing diabetic diets (function no. 12)

ANP 64 6.3 26.6 39.1 28.1 2.9 65 32.3 20.0 32.3 9.2 6.2 2.4 & 0 6.6 44.3 37.7 11.5
WHCNP 55 38.2 36.4 16.4 9.1 1.8 55 76.4 18.2 3.6 1.8 0 1.2 48 0 8.3 39.6 39.6 12.5
FNP 51 7.8 17.6 47.1 27.5 3.0 49 32.7 32.7 14.3 16.3 4.1 2.0 4w 2.0 6.1 32.7 44.9 14.3
PMHNP 51 60.8 29.4 9.8 0 1.3 49 95.9 2.0 2.0 0 0 1.0 438 2.1 10.4 27.1 50.0 10.4
PNP 50 46.0 36.0 14.0 4.0 1.6 50 78.0 20.0 0 2.0 0 1.1 49 2.0 4.1 42.9 34.7 16.3
NM 34 44,1 26.5 23.5 5.9 1.7 34 67.6 17.6 14,7 0 0 1.2 31 3.2 9.7 29.0 51.6 6.5

At



TABLE XVI (CONTINUED)

Specialty Level of Competence® Frequency of Useb Place in NP Preparation®
Area n (a) (b) (c¢) (d) Med n (a) (b) (c) (d) (e) Med n (a) (b) (c) (d) (e)

Regulate medication dosage for diabetics (function no. 22)

ANP 65 16.9 29.2 21.5 32.3 2.7 65 40.0 16.9 20.0 13.8 9.2 2.1 &2 0 1.6 11.3 75.8 11.3
WHCNP 55 72.7 12.7 10.9 3.6 1.2 55 92.7 3.6 3.6 0 0 1.0 47 2.1 4.3 25.5 55.3 12.8
FNP 51 21.6 37.3 27.5 13.7 2.3 51 47.1 13.7 19.6 15.7 3.9 1.7 50 2.0 2.0 8.0 76.0 12.0
PHHNP 5t 86,3 5.9 7.8 0 1.1 50 94.0 6.0 0 0 0 1.0 4 2.1 2.1 18.8 75.0 2.1
PNP 49 75.5 14.3 8.2 2.0 1.2 50 92.0 6.0 0 2.0 0 1.0 49 0 2.0 30.6 57.1 10.2
NM 34 88.2 8.8 0 2.9 1.1 34 97.1 0 2.9 0 0 1.0 31 6.5 6.5 6.5 71.0 9.7

AdJust medication for patient with benign essential hypertension (function no, 23)

ANP 65 9.2 9.2 40.0 41.5 3.3 65 20.0 10.8 27.7 30.8 10.8 3.2 63 1.6 0 4.8 77.8 15.9
WHCNP 56 75.0 14.3 10.7 0 1.2 56 94.6 1.8 3.6 0 0 1.0 51 0 0 15.7 70.6 13.7
FNP 52 5.8 15.4 46.2 32.7 3.1 52 21.2 21.2 23.1 2341 11.5 2.8 52 0 0 7.7 84.6 7.7
PMHNP 51 80.4 11.8 5.9 2.0 1.1 49 89.8 10.2 0 0 0 1.1 45 2.2 0 4.4 93.3 0
PNP 50 90.0 10.0 0 0 1.1 49 98.0 2.0 0 0 0 1.0 50 2.0 2.0 20.0 72.0 4.0
N4 34 91.2 5.9 2.9 0 1.0 33 100.0 0 0 0 0 1.0 32 3.1 6.3 3.1 81.3 6.3

9p1



TABLE XVI (CONTINUED)

Specialty Level of Competence®

Frequency of UseD Place in NP Preparation®

Area n f(a) () () (d) Med n (a)

(b) (c) (d) (e) Med n (a) (b) (c) (d) (e)

Changing Foley catheters in male patients (function no. 19)

ANP 65 4.6 13.8 24,6 56.9 3.6 65 75.4 16.9 4.6 3.1 0 1.2 &2 0 1.9 50.0 6.5 1.6
WHCNP 55 38.2 18.2 25.5 18.2 2.1 55 96.4 3.6 0 0 0 1.0 46 2.2 39.1  45.7 8.7 4.3
FNP 5t 13.7 9.8 25.5 51.0 3.5 51 72.5 19.6 7.8 0 0 1.2 50 0 50.0 42.0 4.0 4.0
PMHNP 51 51.0 17.6 21.6 9.8 1.5 50 93.0 0 0 2.0 0 1.0 48 4.2 41.7 47.9 6.3 0
PNP 50 50.0 20.0 20.0 10.0 1.5 50 96.0 0 2.0 2.0 0 1.0 46 0 34.8  54.3 8.7 2.2
NM 3% 70.6 20.6 5.9 2.9 1.2 34 97.1 2.9 o 0 0 1.0 31 0 45.2 48,4 6.5 0
Note:

Med = Median

ANP = Adult Nurse Practitioners

WHCNP = Women's Health Care Nurse Practitioners

FNP = Family Nurse Practitioners

PMHNP = Psychiatric Mental Health Nurse Practitioners
PNP = Pediatric Nurse Practitioners

NM = Nurse Midwife

9L evel of Competence
(a) Do not feel competent at this time
(b) Feel slightly competent
(c) Feel moderately competent
(d) Feel very competent

bFrequency of Use
(3) Never-little or no need to use the function
(b) Rarely-monthly
(c) Occaslionally-a few times a month
(d) Frequently-several times weekly or every day
(e) All the time-several times every day

Cplace in NP Preparation
(a) Should NOT be included in NP Preparation
(b) Assoclate programs
(c) Baccalaureate programs
(d) Graduate degree programs
(e) Continuing education includes courses, seminars,
conferences, etc.

A



TABLE XVII

RESULTS OF CHI-SQUARE TESTING ON RESPONSES* TO PREVENTION OF ILLNESS AND DISABILITY FUNCTIONS

Level of Competence Frequency of Use Place in NP Preparation
Functions X df p Note X df p Note X df p Note
10. Assuring the rights of
patients to be actively
involved in their own combines (b) combines excludes
health care 6.10 5 .2969 &(c);no (a) 16.10 10 .0970 (a)(b)(c) 11.07 10 .3521 (a) & (e)
12. Prescribing diabetic
diets combines excludes
98.57 15 .0000 96.28 10 .0000 (c)(d)(e 7.67 10 .6621 (a) & (b)
22, Regulate medication combines (a)& excludes
dosage for diabetics 129.49 15 .0000 78.92 5 L0000 (b);(c)&(d)& 15.78 5 .0075 (a)(b)(e)
(e)
23. Adjust medication for
patient with benign combines (a) No X2 pos-~
essential hypertension 204.53 15 .0000 154.07 10 .0000 (b) & (d)(e) sible
19. Changing Foley catheters combines (b) excludes
in male patients 102.42 15 .0000 35.87 5 .0000 (c)(d)sno (e) 2.11 5 .8333 (a)(d)(e)

*Responses defined in Table XVI

8yl
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and comparisons were not possible for function 23 ("Adjust medica-
tion for patient with benign essential hypertension").

For function 10 ("Assuring the rights of patients to be
actively involved in their own health care"), the statistical
hypotheses for independence were not rejected for all three
categories: "Level of Competence," "Frequency of Use," and "Place
in NP Preparation." The majority of NPs in each specialty
reportedly felt "Very competent" in the performance of this function
(range of medians: 3.8 to 3.9) and used it "Several times every day"
or "Several times every week" (range of medians: 4.1 to 4.7). The
most preference for "Place in NP preparation" was expressed for
baccalaureate programs, with a range from 47% for WHCNPs to 67% for
PMHNPs .

For function 12 (“Prescribing diabetic diets"), the statisti-
cal hypothesis for independence was not rejected for "Place in NP
Preparation"; the majority within each specialty placed this func-
tion in either baccalaureate or graduate programs. The statistical
hypothesis was rejected for each of the other two categories:

"Level of Competence" (chi-square = 98.6, df = 15; p <.0000) and
"Frequency of Use" (combining "c," "d," and "e," chi-square = 96.3,
df = 10; p <.0000). Therefore, significant relationships were found
between the specialties and the categories of "Level of Competence"
and "Frequency of Use." The majority of the specialty groups
reported minimal competency and usage in the performance of this
function (medians: WHCNPs 1.8, 1.2; PMHNPs 1.3, 1.0; PNPs 1.6, 1.1;
and NMs 1.7, 1.2). However, 28% of the ANPs and 28% of the FNPs
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felt "Very competent" in performing this fTunction:; the rate of
utilization was somewhat greater for the ANPs and the FNPs than for
the other specialties (medians = 2.4 and 2.0)

For function 22 ("Regulate medication dosage for diabetics),
the statistical hypotheses were rejected for all three categories:
“Level of Competence" (chi-square = 129.5, df = 15; p <.0000); "Fre-
quency of Use" (contrasting "a" and "b" with "c," "d," and "e," chi-
square = 78.9, df = 5; B.<-0000); and "Place in NP Preparation"
(contrasting "c" and "d" only, chi-square = 15.8, df = 5; p
<.0075). Thus for each category, a relationship was found between
the level of the category and the specialties. In contrast with the
other two specialties, the PMHNPs, NMs, PNPs, and WHCNPs expressed a
lower level of competency (medians = 1.1, 1.1, 1.2, 1.2) and less
frequent usage (medians: 1.0, each). A greater level of competency
and use was reported by the ANPs (2.7 and 2.1). With about the same
expressed "Level of Competence" (median - 2.3) but with less use
(median = 1.7) were the FNPs. The use of the function by the
majority in all groups was low to slight. With respect to "Place in
NP Preparation," 55% of the WHCNPs and 57% of the PNPs chose
graduate degree programs for major emphasis of this function; an
even greater percentage (at least 71%) of the remaining specialties
chose the same place of emphasis.

For function 23 ("Adjust medication for patient with benign
essential hypertension"), no statistical comparison was possible in
the category "Place in NP Preparation." At least 71% of the NPs in

each specialty assigned the major emphasis of this function to
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graduate degree programs. The statistical hypotheses of indepen-
dence were rejected for "Level of Competence" (chi-square = 204.5,
df = 15; p <.000) and “Frequency of Use" (combining "b," "c," and
"d," chi-square - 35.9, df -~ 5; p <.0000). Thus, relationships were
found between specialties and the categories of "Level of
Competence" and "Frequency of Use." Four of the specialty groups
expressed low competency (medians no greater than 1.1); the medians
for the ANPs and the FNPs were greater than the medians for the
other groups (3.3 and 3.1). While all specialties reported slight
usage of this function, the ANPs and the FNPs used the function
somewhat more than the other groups (medians: 3.2 and 2.8, versus
1.0 or 1.1 for each of the other groups).

For function 19 (Changing Foley catheters in male patients"),
the statistical hypothesis for independence was not rejected for
“Place in NP Preparation." For all groups, the choices tended
toward similarity between graduate and baccalaureate programs. The
statistical hypothesis was rejected for "Level of competence" (chi-
square = 102.4, df = 15; p <.0000) and "Frequency of Use"
(contrasting "a" with combined "b," "c," and "d," chi-square = 35.9,
df = 5; p < .0000). Therefore, a relationship was found between
specialties and response categories for both "Level of Competence"
and "Frequency of Use." The majority of the ANPs and the FNPs
reported greater competence than the other specialties (medians:
3.6 and 3.5, versus 2.1 for the next highest specialty -- WHCNPs).
In contrast to the expressed competency and noting the slight

elevation of the ANPs and FNPs, the reported usage was very low for
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all specialties (medians: ANP and FNP 1.2, versus 1.0 for all other

groups).

Guidance and Counseling

The results of the analyses of the guidance and counseling
functions are presented in this section for the total sample and for
the six specialty groups.

Total Sample. Table XVIII shows that for this category in
"Level of Competence," a majority of NPs (81%) felt "Very compe-
tent" in "Teaching and counseling patients and families," (function
1). Also most nurse practitioners (64%) felt "Very competent” to
“Follow up on patients and families referred to another agency or
provider for care" (function 39). As a group most of the nurse
practitioners judged themselves to be "Very competent" and
"Moderately competent" in four of the five functions in this cate-
gory: functions 1 (100%), 38 (55%), 18 (60%), and 39 (94%). They
felt less competent as a group to perform "Management of the patient
with chronic mental/emotional disorder" (function 36); 45% indicated
slight and no competence in this function.

Function 1 "Teaching and counseling patients and their
families") was the most frequently used of these functions by the
NPs; 71% reported using it "Several times each day" and an addi-
tional 23% said they used it "Several times each week." Another
function (39, "Follow up on patients and families referred to an-
other agency or provider for care") was used “"Several times every

day" and "Several times each week" by 43% of the NPs.



TABLE XVIII

PERCENTAGE OF RESPONSES BY GUIDANCE AND COUNSELING FUNCTIONS

Level of Competence? Frequency of UseP Place 1n NP Preparation®

Functions n (a) (b) (d) Med n (a) (b) (c) (d) (e) Med n (a) (b) (c) (d) (e)
1. Teaching & counseling

patients and thelir

families 358 0 0 18.7 81.3 3.9 356 0 1.1 5.3 22.5 71.1 4.8 337 0 14.5 58.8 20.5 6.2
38, Use psychlatric assess-

ment tools (e.g., suicide,

mental status, etc.) 355 15.2 29.6 29.3 25.9 2.7 351 28,2 28.2 20.8 10.3 12.5 2.3 334 0.3 5.7 37.4 9.1 7.5
18. Counseling patlents with

minor psychoneuroses 354 17.5 22.9 32.2 27.4 2.8 353 24.4 24,1 23.2 4.4 13,9 2.6 335 0.3 4.5 36.4 51.9 6.9
36. Management of the patient

with chronic mental/emo-

tional disorder 353  42.2 22.9 16.1 18.7 1.8 345 53,3 15.4 9.6 9.9 11.9 1.4 338 2.7 2.7 8.6 78.7 7.4
39. Follow-up on patients and

families referred to ano-

ther agency or provider

for care 355 1.4 5.1 29.3 64.2 3.7 350 6.6 18.6 32,3 26.0 16.6 3.3 336 0.3 11.0 52.4 31.0 5.4
Note: Med = Median bFrequency of Use

dLevel of Competence
(a) Do not feel competent at this time
(b) Feel slightly competent
(c) Feel moderately competent
(d) Feel very competent

Cplace in NP Preparation
{(a) Should NOT be included in NP Preparation
(b) Assoclate programs

(a)
(b)
(c)
(d)
(e)

(c)
(d)
(e)

Never-little or no need to use the function
Rarely-monthly

Occasionally-a few times a month
Frequently-several times weekly or every day
All the time-several times every day

Baccalaureate programs
Graduate degree programs

Continuing education includes courses, seminars, conferences, etc.

€sl
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The function used least often ("Never-little") was 36
("Management of the patient with chronic mentai/emotional disorder®)
as indicated by 53% of the respondents. Other functions used rarely
or slightly by the NPs in general were 38 ("Use psychiatric assess-
ment tools...") and 18 (“"Counseling patients with minor psycho-
neuroses") as indicated by 56% and 49% of the NP respondents.

The function which the NPs considered themselves to be more
competent to perform (1 and 39) were the functions most frequently
used. The functions they identified as less competent to use (38,
18, and 36) were less often used.

In considering the "Place in NP Preparation" in which these
fucntions belong a majority of the respondents placed two of the
functions in graduate programs: "Counseling patients with minor
psychoneuroses" (function 18 -- 52%) and "Management of the patient
with chronic mental/emotional disorder" (function 36 -- 79%).

Except for function 38 ("Use psychiatric assessment tools...") whose
respondents tended to choose about evenly between baccalaureate
(37%) and graduate programs (49%), the majority of the respondents
placed the remaining two functions in baccalaureate programs; func-
tion 1 ("Teaching and counseling") and function 39 ("Follow up on
patients...") were so placed by 59% and 52% of the NPs.

Thus, all of the five functions in the category of Guidance
and Counseling were recommended by the NPs to receive major emphasis
in the baccalaureate or graduate nurse prbgrams. None of the func-
tions were selected for omission by more than 3% of the respon-

dents. The most recommendations (3%) for omission were received by



155
function 36 ("Management of patient with chronic mental/emotional
disorder"). The fewest (0) recommendations for omission were re-
ceived by function 1 ("Teaching and counseling patients and their
families"), but each of the remaining functions (38, 18, and 39)
received only 0.3% recommendations for omission.

Some NPs chose associate programs to provide major emphasis in
the development of competencies associated with guidance and coun-
seling. Functions 1 ("Teaching and counseling...") and 39 ("Follow
up on patients...") were chosen by 15% and 11% of the NPs to be em-
phasized in associate programs. Each function in the category was
chosen by at least 3% of the NPs to be emphasized in associate and
continuing education programs.

Although the distribution of choices for continuing education
programs was very similar among the functions, the less frequently
used functions (38, 18, and 36) received somewhat more choices for
continuing education (8%, 7%, and 7%) than did the other functions:
1 (6%) and 39 (5%).

Percentage of Responses by Specialty Areas to Guidance and

Counseling Functions. In Table XIX the responses by NPs in six spe-

cialties to the five functions in this category are presented with
respect to three dimensions or columns: "Level of Competence,"
"Frequency of Use," and "Place in NP Preparation." Responses are
discussed as percentages of choices. Where applicable, the median
for each specialty is shown.

In Table XX, the results are shown of the chi-square testing
of the guidance and counseling functions. Within the "Level of

Competence" column, the statistical hypothesis for independence was



TABLE XIX

PERCENTAGE OF RESPONSES BY SPECIALTY AREAS TO GUIDANCE AND COUNSELING FUNCTIONS

Speclalty Level of Competence? Frequency of Use? Place in NP Preparation®
Area n (a) (b) (ec) (d) Med n (a) (b) (c) (d) (e) Med n (a) (b) (c) (d) (e)
Teaching & counseling patients and their families (function no. 1)

ANP 65 0 0 25.0 75.4 3.8 65 0 0 4.6 16.9 78.5 4.9 61 0 13.1 60.7 18.0 8.2
WHCNP 56 0 0 10.7 89.3 3.9 56 0 0 1.8 16.1 82.1 4.9 53 0 26.4  58.5 7.5 7.5
FNP 52 0 0 26.9 73.1 3.8 51 0 2.0 7.8 13.7 76.5 4.8 49 0 10.2  63.3 22.4 4.1
PMHNP 52 0 0 17.3 B82.7 3.9 52 0 1.9 15.4 38,5 44,2 4.4 31 0 3.9 52.9 43.1 0
PNP 50 0 0 22.0 73.0 3.9 50 0 4.0 0 18.0 78.0 4.9 50 0 12.0 58.0 20.0 10.0
NM 34 0 0 11.8 88,2 3.9 34 0 0 2.9 26.5 70.6 4.8 3N 0 16.1 54.8 19.4 9.7
Use psychiatric assessment tools (e.g., sulcide, mental status, etc.) (function no. 38)
ANP 65 10.8 33.8 32.3 23.1 2.7 65 18.5 40.0 21.5 12.3 7.7 2.3 61 0 3.3 42.6 47.5 6.6
WHCNP 55 23.6 30.9 34.5 10.9 2.4 55 29.1 43,6 21.8 3.6 1.8 2.0 46 0 15.2 34.8 43.5 6.5
FiP 51 2.0 33.3 45.1 19.6 2.8 51 15.7 37.3 33.3 7.8 5.9 2.4 50 0 4.0 34.0 56.0 6.0
PMHNP 52 1.9 0 1.5 86.5 3.9 5 5.9 3.9 9.8 23.5 56.9 4.6 50 0 0 32.0 68.0 0
PNP 49 30.6 40.8 24.5 4.1 2.0 49 55.1 24,5 16.3 2.0 2.0 1.4 49 0 0 38.8 46.9 14,3
NM 34 41.2 47.1 11.8 0 1.7 32 75.0 18.8 6.3 0 0 1.2 32 341 9.4 37.5 43.8 6.3

9491



TABLE XIX (CONTINUED)

Specialty Level of Competence? Frequency of UseP Place in NP Preparation®
Area n (a) (b) (c) (d) Med n (a) (b) (c) (d) (e) Med n (@) (b) (c) (d) (e)

Counseling patients with minor psychoneuroses (function no. 18)

ANP 64 10.9 29.7 37.5 21.9 2.7 64 15.6 26.6 25.0 15.6 17.2 2.8 61 0 1.6 4#1.0 55.7 1.6

WHCNP 55 23.6 21.8 43.6 10.9 2.6 55 30.9 32.7 25.5 9.1 1.8 2.1 47 0 8.5 44.7 42.6 4.3

FNP 51 7.8 23.5 37.3 31.4 3.0 51 21.6 13.7 31.4 27.5 5.9 3.0 50 0 2.0 34.0 54.0 10.0
PMHNP 52 0 0 15.4 84.6 3.9 52 3.8 11.5 15.4 17.3 51.9 4.5 52 0 0 32.7 63.5 3.8
PNP 50 42.0 36.0 18.0 4.0 1.7 50 58.0 24.0 16.0 2.0 0 1.4 48 2.1 2.1 33.3 51.2 10.4
NM 34 29.4 41.2 26.5 2.9 2.0 34 32.4 38.2 23.5 2.9 2.9 2.0 30 0 10.0 30.0 53.3 6.7

Management of the patient with chronic mental/emotional disorder (function no. 36)

ANP 65 29.2 33.8 20.0 16.9 2.1 65 40.0 29.2 3.1 15.4 12.3 1.8 & 1.6 3.2 8.1 80.6 6.5
WHCNP 55 69.1 18.2 10.9 1.8 1.2 54 79.6 7.4 11.1 1.9 0o 1.1 47 0 2.1 4,3 85.1 8.5
FNP 51 29.4 33.3 31.4 5.9 2.1 52 40.4 25.0 17.3 11.5 5.8 1.9 51 9.8 2.0 5.9 74.5 7.8
PMHNP 52 3.8 7.7 3.8 84.6 3.9 43 8.3 2.1 10.4 22.9 56.3 4.6 51 0 2.0 3.9 9.1 0
PNP 48 66.7 20.8 12.5 0 1.3 438 77.1 12.5 8.3 2.1 0 1.1 49 4.1 2.0 18.4 65.3 10.2
NM 34 82.4 14.7 2.9 0 1.1 31 96.8 3.2 0 0 o 1.0 32 0 3.1 6.3 84.4 6.3

L51



TABLE XIX (CONTINUED)

Speclalty Level of Competence? Frequency of UseP Place in NP Preparation®
Area  n  (a) (b) (c) (d) Med n (a) (b) (c) (d) (e) Med n (a) (b) (c) (d) (e)
Follow-up on patients and familles referred to another agency or provider for care (functlon no. 39)

ANP 65 3.1 6.2 46.2 44.6 3.4 64 7.8 26.6 34.4 20.3 10.9 3.0 63 O 7.9 44.4 38,1 9.5

WHCNP 55 0 3.6 23.6 72.7 3.8 55 5.5 16.4 30.9 36.4 10.9 3.4 47 O 19.1  55.3 21.3 4.3
FNP 51 0 3.9 31.4 64.7 3.7 52 5.8 7.7 48.1 19.2 19.2 3.3 49 0 8.2 46.9 40.8 4.1
PMHNP 52 0 0 21.2 75.8 3.9 50 8.0 10.0 36.0 24.0 22.0 3.4 52 O 1.9 50.0 48.1 0
PNP 50 0 8.0 24.0 68.0 3.3 50 4.0 12.0 28.0 32.0 24,0 3.7 50 O 8.0 62.0 20.0 10.0
M 34 0 1.8 35.3 52.9 3.6 32 6.3 46.9 15.6 12.5 18.8 2.4 30 O 16.7  53.3  30.0 0

Note: Med = Medlan

ANP = Adult Nurse Practitioners
WHCNP = Women's Health Care Nurse Practitioners

FNP = Family Nurse Practitioners
PMHNP = Psychiatric Mental Health Nurse Practitioners (c) Occasionally-a few times a month
PNP = Pedlatric Nurse Practitioners

NM = Nurse Midwife

3 evel of Competence

(a) Do not feel competent at this time
(b) Feel slightly competent

(c) Feel moderately competent

(d) Feel very competent

bFrequency of Use
(a) Never-little or no need to use the function
(b) Rarely-monthly

(d) Frequently-several times weekly or every day
(e) All the time-several times every day

C€place in NP Preparation
(a) Should NOT be included in NP Preparatlion
(b) Assoclate programs
(c) Baccalaureate programs
(d) Graduate degree programs
{e) Continulng education includes courses, seminars,
conferences, etc.
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TABLE XX

RESULTS OF CHI-SQUARE TESTING ON RESPONSES* TO GUIDANCE AND COUNSELING FUNCTIONS

Level of Competence

Functions li

& p

Note

Frequency of Use

Place in NP Preparation

X

af p

Note

X2 df p

Note

1. Teaching and counseling
patients and their
families

38. Use psychlatric assessment
tools (e.g., suicilde,
mental status, etc.)

18. Counseling patients with
minor psychoneuroses

36. Management of the patient
with chronic mental/emo-
tional disorder

39. Follow up on patients
and families referred to
another agency or pro-
vider for care

7.3“

169.71

152.16

226.04

19.41

15

15

15

.1966

.0000

.0000

.0000

.0016

combines

(a)(b)(c)

comblnes

(a)(b)(c)

25.57

194.05

137.00

174.80

42,81

20

20

20

.0001

.0000

.0000

.0000

.0022

combines (b)
(c)&(d);no
(a)

combines
(c) & (d)

¢6.26 10

excludes
0034 (a) & (e)

3.6 5 .6292

excludes

3.23 5 .6646 (a)(b)(e)

No interpretation
i1s possible

excludes

9.90 5 .0782 (a)(d)(e)

*Responses defined in Table XIX

6S1
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rejected for four of the five functions a significant difference was
not found for function 1 ("Teaching and counseling..."). In con-
sidering "Frequency of Use" for these functions, the statistical
hypothesis for independence was rejected for all of the five
functions. For "Place in NP Preparation," the statistical hypo-
thesis for independence was rejected for one of the five functions;
it was not rejected for function 38 ("Use psychiatric assessment
tools..."), function 18 ("Counseling patients with minor psycho-
neuroses"), and for function 39 ("Follow up on patients and
families..."); and comparisons were not possible for function 36.

For function 1 ("Teaching and counseling patients and their
families"), the statistical hypothesis for independence was not
rejected for "Level of Competence." At least 73% of the NPs in each
of the specialties reported themselves "Very competent" in the per-
formance of this function. The statistical hypothesis was rejected
for “Frequency of Use" (no "a"; combining "b," "c," and "d" to con-
trast with "e," chi-square = 25.6, df = 5; p <.0001) and for "Place
in NP Preparation" (excluding "a" and "e," chi-square = 26.3, df
= 10; p <.0034). Thus, a relationship was found between specialties
and responses categories for both "Frequency of use" and "Place in
NP Preparation." Though all specialties reported frequent usage,
the most frequent use was reported by the WHCNPs, ANPs, and PNPs:
medians = 4.9 each. The PMHNPs expressed the least use for this
function (median: 4.4). A majority of the NPs in each specialty
chose baccalaureate programs to emphasize this function, with 63% of

the FNPs and 53% of the PMHNPs so choosing. Except for the WHCNPs
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(of whom 26% preferred assocate programs), the other specialties
made graduate degree programs the second choice. Associate degree
programs were chosen least often by the PMHNPs (4%).

For function 38 ("Use psychiatric assessment tools, e.g., sui-
cide, mental status, etc."), the statistical hypothesis for inde-
pendence was not rejected for "Place in NP Preparation"; baccalau-
reate and graduate programs were chosen by the majority of the
specialty groups to emphasize this function. The statistical hypo-
thesis was rejected for each of the other two categories: "Level of
Competence" (chi-square = 169.7, df = 15; p <.0000) and “Frequency
of Use" (chi-square = 194.1, df = 20; p <.0000). Therefore, signi-
ficant relationships were found between specialty groups and "Level
of Competence" and "Frequency of Use." In contrast with the other
specialties, the PMHNPs expressed the greatest and the NMs the least
competence in the performance of this function (medians: 3.9 and
1.7). "Frequency of Use" followed a pattern similar to "Level of
Competence" for this function; medians: 4.6 (PMHNPs) and 1.2 (NMs).

For function 18 ("Counseling patients with minor psycho-
neuroses"), the statistical hypothesis for independence was not
rejected for "Place in NP Preparation"; except for the WHCNPs who
chose similarly between baccalaureate and graduate programs, the
majority of NPs in each of the other specialties preferred graduate
programs. The statistical hypothesis was rejected for the other two
columns: “Level of Competence" (chi-square = 152.2, df = 15; p
<.0000) and "Frequency of Use" (chi-square = 137, df =20: p

<,0000). Thus, significant relationships were found Letween
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specialty groups and response categories of "Level of Lompetence"
and "Frequency of Use." In contrast with other speciaity groups,
the PNPs and NMs expressed less competence (medians: 1.7 and 2.0)
and less frequent use (medians: 1.4 and 2.0). The PMHNPs expressed
the greatest competency (median: 3.9) and usage (median: 4.5).

For function 36 ("Management of the patient with chronic
mental/emotional disorder), the expected frequencies in "Place in NP
Preparation" were too low for all response categories except "d" to
permit a statistical test. At least 65% of the respondents in each
specialty chose graduate programs to emphasize this function. For
the other two columns, the statistical test for independence was
rejected: "Level of Competence" (chi-square = 226, df = 15; p
<.0000) and "Frequency of Use" (combining "c" and "d," chi-square
= 174.8, df = 15; p <.0000). Therefore, significant relationships
were found between specialty groups and the response categories of
"I evel of Competence" and "Frequency of Use." In contrast with
other specialty groups, the NMs, WHCNPs, and PNPs expressed less
competence (medians: 1.1, 1.2, and 1.3) and less frequent use
(medians: 1.0, 1.1, and 1.1). The PMHNPs reported the greatest
competence and frequency of use (medians: 3.9 and 4.6).

For function 39 ("Follow up on patients and families referred
to another agency or provider for care"), the statistical hypothesis
for independence was not rejected for "Place in NP Preparation."
The majority of the NPs in the specialty groups chose baccalaureate
and graduate programs to emphasize this function. The statistical

hypotheses were rejected for the other categories: "Level of
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Competence" (combining "a," "b," and “"c," chi-square = 19.4, df = 5;

p <.0016) and "Frequency of Use" and "Frequency of Use" (chi-square
= 42.8, df = 20; p <.0022). Thus, significant relationships were
found between the specialty groups and the response categories of
"Level of Competence" and "Frequency of Use." Although relatively
high for all groups, the PMHNPs, PNPs, and WHCNPs expressed the
greatest competency (medians: 3.9, 3.8, and 3.8) and "Frequency of

Use" (medians: 3.4, 3.7, and 3.4).
POLICY-MAKING FUNCTIONS

Analyses of the responses to the health care and administra-
tive policy-making activities of the NPs are presented in this sec-

tion for the total sample and by specialties.

Health Care Policy-makers

Table XXI presents the responses made by the NPs in general
and in the specialty areas to functions associated with admnistra-
tion of health care in the practice setting. For the total sample,
the greatest number of respondents perceived health care policy-
making as a joint activity of MDs and NPs (32%) or thse two in co-
operation with one or more other professionals (41%). With the
exception of the PMHNPs, the most frequent decision-making partici-
pants with respect to health care policies were the NP and the
physician (31% or greater of respondents). The PMHNPs reported
another person participated with the NP and the Physician in making
policy for the administration of health care in the practice setting

(314). The majority of the respondents within each specialty



FREQUENCIES AND PERCENTAGES OF RESPONSES:

TABLE XXI

HEALTH CARE POLICY-MAKERS IN PRACTICE SETTING

ALL NPS ANPs WHCNP s FNPs PMHNP s PNPs NMs

(358) (65) (56) (53) (52) (50) (34)
Decisions Made By n % n % n % n % n % n % n %
MD and NP 113 31.9 20 31.3 22 39.3 22 42.3 5 9.6 16 32.7 16 47.1
MD, NP and Other 45 13.6 9 14.1 7 12.5 5 9.6 16 30.8 5 10.2 3 8.8
MD, NP and RN 47 13.3 5 7.8 8 1%.3 7 13.5 6 11.5 6 12.2 8 23.5
MD, NP, RN and Other 33 9.3 7 10.9 © o 9 17.3 4 7.7 3 6.1 3 8.8
NP 33 9.3 7 10.9 3 5.4 1 1.9 11 21,2 4 82 3 8.8
MD 19 5.4 3 4.7 6 10.4 © 0 1 1.9 4 8.2 1 2.9
MD and RN 13 3.7 3 4.7 3 S.4 1 1.9 3 5.8 0 0 0 0
MD and Other 8 2.3 1 1.6 O 0 2 3.8 2 3.8 2 4.1 0 0
MD, NP and PA 7 2.0 2 3.1 3 5.4 2 3.8 0 0 0 0 0 0
MD, NP, PA, RN and Other 5 1.4 1 1.6 O 0 o° 0 0 0 1 2.0 0 0
NP and RN 5 1.4 0 0o 1 1.8 1 1.9 0 0 2 4.1 0 0
4 1.1 1 1.6 0 0 o0 0 3 5.8 0 0 0 0

NP and Other
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TABLE XXI (CONTINUED)

ALL NS ANPs WHCNPs FNPs PMHNP s PNPs NMs
(358) (65) (56) (53) (52) (50) (34)
Decisions Made By % % n % % % %
MD, NP, PA and RN 4 1.1 3.1 0 0 1.9 0 0
NP, RN and Other 0.8 0 1.8 1.9 0 2.0
RN 0.8 o o 0 0 0 6.1
Other 3 0.8 0 1.8 0 1.9 0
MD, NP PA and Other 0.6 3. 0 0 0 0 0
RN and Other 0.6 0 1.8 0 0 2.0
MD, PA and RN 0.3 1.6 0 0 0 0 0
MD, RN and Other 0.3 0 0 0 0 2.0

Note: MD = Physlician
NP = Nurse Practitioner
PA = Physlician's Assistant
RN = Registered Nurse

991
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perceived the decision-making process to be a joint action of the MD
and NP or these two in conjunction with one or more other profes-
sionals, (ranging from 60% for PMHNPs to 88% for FNPs and NMs).
Nevertheless, 21% of the PMHNPs and 11% of the ANPs said the deci-
sion rested with the NP; of the WHCNPs, 10% selected the MD as the

decision-maker.

Administrative Policy-makers

Table XXII shows that 54% of the NPs in general perceived the
administrative decision-making to rest jointly with the NPs and MDs
(16%) or these two in combination with others (38%). About 18% of
the NPs in general assigned decision-making to the NP and RN, to-
gether, singley, or with some other professional other than an MD,
Approximatey 14% viewed decision-making as the responsibility of the
MD, alone or with others (not NPs). For the specialty groups, 43%
of the PNPs and 46% of the WHCNPs and PMHNPs perceived the function
to be the joint responsibility of the MD and the NP, or in conjunc-
tion with others. At least 56% of the respondents in the other
specialty groups agreed with a similar assignment of the function.
MDs were observed to make the administrative decisions by 13% of the
WHCNPs and 12% of the NMs. However, 15% of the PMHNPs assigned
decision-making for administrative policy to the NP, and an addi-
tional 15% assigned the function to the NP and another person. More
variety existed in the making of admnistrative policy than in the

making of health care policy.



TABLE XXII

FREQUENCIES AND PERCENTAGE OF RESPONSES: ADMINISTRATIVE POLICY-MAKERS IN THE PRACTICE SETTING

ALL NPS ANPs WHCNP s FNPs PMHNPs PNPs NMs

(358) (65) (56) (53) (52) (50) (34)
Decisions Made By n % n % n % n % n % n % n %
MD and NP 58 16.4 12 18.8 11 19.6 12 23.1 4 7.7 3 8.2 5 14.7
MD, NP and Other 52 14.7 10 15.6 7 12.5 7 13.5 12 23.1 7 14.3 6 17.6
MD, NP and RN 40 1.3 4 6.3 4 7.1 3 5.8 6 11.5 6 12.2 7 20.6
MD, N°, RN and Other 31 8.8 7 10.9 3 5.4 7 13.5 2 3.8 4 8.2 2 5.9
MD 30 8.5 6 9.4 7 12.5 3 5.8 3 5.8 4 8.2 4 11.8
Other 26 7.3 3 4.7 5 8.9 5 2.6 4 7.7 4 8.2 0 0
NP 25 7.1 4 6.3 &4 7.1 3 5.8 8 15.4 1 2.0 3 8.8
MD and Other 20 5.6 4 6.3 &4 7.1 1 1.9 3 5.8 4 8.2 2 5.9
NP and Other 18 5.1 3 4,7 1 1.8 2 3.8 8 5.4 2 4.1 1 2.9
MD and RN 15 4.2 L 6.3 &4 7.1 2 3.8 2 3.8 3 6.1 0 0
MD, RN and Other 7 2.0 1 1.6 © 0 0 0 0 0 3 6.1 2 5.9
MD, NP, PA and RN 6 1.7 3 4.7 0 0 1 1.9 0 0 0 0 1 2.9
NP and RN [ 1.7 1 1.6 2 3.6 1 1.9 0 0 1 2.0 1 2.9

91




TABLE XXII (CONTINUED)

ALL NPS ANPs WHCNPs FNPs PMHNP s PNPs NMs
(358) (65) (56) (53) (52) (50) (34)
Decisions Made By % % % % n % % %
RN and Other 1.7 3.1 1.8 0 0 0 4.1 0
NP, RN and Other 1.1 0 1.8 1.9 0 0 2.0 0
RN 0.8 0 1.8 0 0 0 0 4.1
MD, NP, PA, RN and Other 0.6 0 0 0 0 ] 0 0 0
MD, NP, PA 0.6 0 o0 0 1.9 0 0 0 0
MD, NP, PA and Other 0.3 0 1.8 1.9 0 0 0 0
MD and PA 0.3 0 0 0 1.9 0 0 0 0
PA and Other 0.3 0 0 0 1.9 0 0 0 0
Note: MD = Physician

NP = Nurse Practitioner
PA = Physician's Assistant
RN = Registered Nurse

891
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PUBLIC RELATICNS FUNCTIONS

Appendix C contains ranked and summarized content analyses of
the responses by the NPs in general to open-ended questions about
interpersonal relationships with patients, other disciplines, the
community, and with legislators.

To the question "How do you interpret the function of nurse
practitioner? (a) to your patients, (b) to other disciplines, (c) to
the comunity, [and] (d) to legislators," respondents answered in
their own words. In Appendix C, answers are content-analyzed and
ranked in descending order. For three of the four parts, some
respondents answered "Same as above," and the investigator analyzed
the answer for the relevant part as though the same words had been
written again. To assess a possible effect of "Same as above," 41
questionnaires were analyzed for frequency of "Same as above."
Table XXXII shows that the answer occurred once in 13 (32%) of the
sample (see Appendix C).

The words below and in Appendix C are quotations and compila-
tions of the original responses. Individual responses have been
grouped together and are discussed by reference to the first in a

cluster of words which represent concepts and activities.

To Patients

Table XXVIII shows that "Expert Specialist" appeared the
greatest number of times (688) of any concept in the Table (see
Appendix C). Supportive activities included "Primary care provider

(231)," "Experienced, knowledgeable (183)," "Assessment (93),"
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"Consultation, integrated plan, nursing diagnosis, and
availabil[ity] (181)." The NPs made nearly as many references
(555) to the idea of "Care/Health Education,” where "Resource
Professional" occurred most often (269) among the supportive
concepts and activities, which also included

"Preventive (109)," “"Education (86)," "Psychosocial (79)." and

"Physical, Financial (12)."

To Other Disciplines

Table XXIX in Appendix C presents the interpretations of the
NPs in general to other disciplines. "Collaborator" was identified
in 397 responses; the greatest number (230) of supportive activities
were found with extended nursing role" and included "Diagnosis,"
"Problem-solve," "Referrals," "Liaison," and "Health," each of which
appeared a similar number of times (38, 38, 34, 30, and 29).
"Counseling," "Advocacy," and "Resource" occurred somewhat less
often (20, 20, and 18). "Research" was named least often (3). To
"Educate/Explain Credentials" occurred less often (59%) than "Col-
laborator,"” and contained fewer supportive categories ("Compare/
contrast" most common -- 105; “"Academic" approximatley 50% as
common, with "Alternative," and "Complement" less common -- 29 and
25 -- while "Competitive/threatening" and "Cost" least commonly
used, at 15 and 7 instances). "“Same [interpretation as to

patients]" appeared in 96 responses.
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To the Community

Table XXX in Appendix C presents classifications of the
behaviors the total sample of NPs said they used to interpret their
function to the community. The largest classification (255)
"Advocate Disease Prevention" contains nearly equal supportive
activities ("Change Agent"--113 and "Wellness and Growth Promotion"
-96); another activity, "Assessment," appeared in 46 instances.

The concept "Mid-Level Care Provider" occurred 61% as often,
and "Scope of Practice" has the most frequently mentioned supportive
activities (71); “"Supportive care" (46) and “"Liaison" (32) appeared
in a similar number of comments, while "Research" was the least
identified activity in the category.

“Same as Above" occurred in 140 instances. The interpretation
of the NP function to the community resembled the one given to
patients and/or to other disciplines.

"Provider for the Underserved" was found in 34
interpretations; "Cost containment™ and “Care for ihe underserved"
represented supportive concepts or activities with approximately

equal frequency (18 and 16, respectively).

To Legislators

Table XXXI in Appendix C presents classifications of behaviors
reported by the NPs in general to interpret their function to
legislators. Of the classifications, "Testify as Expert" appeared

the most (192), and "Avoid" occurred the least often (1); the
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remaining categories ("Same as Above" and "Encourage Votes")
included 86 and 32, respectively, of the interpretations.

In summary, the supportive activities included the following:
(a) encourage votes, provide contacts support special interest
groups, and inform/advise legislators about the role and impact of
NPs; (b) write research-based descriptions of need for services in
the constituency of the legislator; (c) testify as an expert about
NP qualifications; (d) emphasize proactive, holistic, health
promotion and maintenance and recognition of early signs of illness;
(e) describe accessibility to underserved/medically needy, low
income clients in rural/urban schools, nursing homes, correctional
institutions, and indigents in various settings in the community;
(f) underline the economic and professional benefits to the
consumer of multiple health care roles; and (g) focus on the cost
advantages of health promotion, disease prevention, and the lower
rates of morbidity and mortality where outcomes are equal or higher
and at lower cost than those of physicians. NPs are less expensive
than MDs to educate, license, and insure. NPs are at a lower
Tiability rate due to the practice of referral of higher risk cases

to physicians. NPs free physicians for more technical care.



CHAPTER V
SUMMARY, CONCLUSIONS, RECOMMENDATIONS

Each nurse practitioner (NP) participant in Oregon donated up
to 142 responses to the findings of this study. The findings are
summarized in the first section. In the second section, conclu-
sions are identified. The last section contains recommendations for

future investigations.
SUMMARY

This section reiterates the purpose of the study, reviews the
population studied, and summarizes the principal findings. Mailed
questionnaires were used to collect data from all NPs who were cer-

tified in Oregon in January, 1986.

Purpose of the Study

The study was designed as an exploratory survey of nurse prac-
titioners (NPs) in Oregon in general and by specialty with regard to
three aspects of certain functions used in the practice setting.

Two purposes were stated:
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1. To determine the perceptions of the Oregon-certified NP
with respect to their (a) frequency of performance, (b)
competence in performance, (c) preparation for each
function; and,
2. To compare the perceptions of NPs in various specialties

with respect to each of the above.

Populations Studied

One of 574 questionnaires was mailed to each NP certified in
Oregon and living in any of the 50 states during the Winter of
1986. Of the 388 or 68% of the NPs who responded, 2 were too late
to be counted and 28 were not then in active practice in Oregon.
Except for references to practice settings, the demographic
characteristics include usable responses from 386 NPs. The re-
sponses to certain functions came from 358 certified NPs in Oregon
practice settings between January and April, 1986. The data were
analyzed with summary statistics and the Chi-square test for inde-

pendence,

Selected Characteristics and Attitudes

The NPs who responsed to this study represented a wide range
of demographic characteristics. The greatest number of respondents
were between 36 and 45 years of age (46%) had practiced less than 10
years as an NP in Oregon (82%), had practiced as an RN less than 10
years (60%), and reported themselves to be very satisfied with the

autonomy (60%) and responsibilities (53%) of their primarily
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ambulatory (49%) and non-hospital community practice settings
(31%). Very few (3%) NPs were in hospital units/wards.

Basic nursing education was obtained by the majority (more
than 60%) in a baccalaureate program. The highest level of educa-
tion achieved by most respondents (57%) was the master's degree.
The doctorate degree had been awarded to 14 NPs, four of whom ma-
jored in nursing.

The sequence of NP preparation preferred by 80% of the parti-
cipants was a baccalaureate followed by a master's degree which
qualifies for NP certification in a specialty area. Most of the
respondents were products of master's degree NP programs (52%) most
of which they used (52%) and found to be adequate or very adequate
for the responsibilities of the practice setting (66%). The larg-
est number (46%) of NPs perform the major part of their professional
activities in a large city. Nearly half (49%) of the NPs served

persons whose income was estimated to be low or very low.

Nurse Practitioner Functions

The functions selected for this study were arranged into cate-
gories derived from the Oregon Board of Nursing Administrative
Rules (1980). The categories are:

1. Health Promotion and Maintenance,

2. Management of Health Care,

3. Treatment in Collaboration,

4, Prevention of Illness and Disability, and

5. Guidance and Counseling
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The results of the analyses of these functions are summarized in
five tables (corresponding to the aforementioned categories); the
general nature of these tables is discussed first, followed in
order by the presentation of the tables. In each category, func-
tions are ranked in descending order of usage by the NPs in
general. The function at the top of the 1ist was said to be most
used by the greatest number of 358 respondents. The function at the
bottom of the 1ist was reportedly used the least by the participants
in general.

As a way of comparing the responses by the NPs in six spe-
cialty areas to the functions in a category, an asterisk is used to
show a significant relationship between the specialty groups and
three dimensions of the function: "Competency," Usage," and "Pro-
gram." If the relationship existed between "Level of Competency"
of a function and NP specialty area, the asterisk appears in the
appropriate space in the column labeled "Competency"; medians of
the speciality groups are aligned with the function where "1" indi-
cates the least and "4" indicates the most self-perceived compe-
tence. If the relationship existed between specialty groups and
"Frequency of Use" of a function, the asterisk appears in the indi-
cated space in the column entitled "Usage," and the numbers "1"
through "5" represent the medians of the specialties. To indicate a
relationship between "Place in NP Preparation" and specialty groups,
the asterisk is in the column entitled "Program." The letters "a,"

"g," "C," and "G" aligned with the function show the preferences
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expressed by the respondents for the lgcation of major emphasis of
the function.

Health Promotion and Maintenance Functions. Table XXIII pre-

sents the functions in this category and shows that the NPs in gen-
eral expressed competence in five functions, with moderate usage
of three of these. In most instances the perceived competency
level of a function tends to coincide with the frequency of its
use. When analyzed on a percentage basis, "Health Promotion and
Maintenance" functions are arranged with those at the top the ones
which the NPs in general used the most frequently. At the bottom
are the least used functions in the category. (For the various spe-
cialties, please note that the chi-square test compared the distri-

butions of response-categories, not medians.)
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TABLE XXIII
RANK ORDER BY SPECIALTY RESPONSES 70 HEALTH PRGMOTIOH

AND MAINTENANCE FUNCTIONS: COMPETENCE, USAGE,
AND PREFERRED PROGRAM FOR PREPARATION

Competence Usage Program
Functions AWFPPNS AWFPPNS AWFPPNS

Perform general physi-
cal examination in
absence of physician 444144* 455155* GGGGGG *

Examine ears with
otoscope 434143* 435153* GBGBGG*

Serving as catalyst
for needed health
care changes 333333* 333333 BBGGBB*

Defending what you con-
sider a patient's rights
when this conflicts with
an institutional or

agency policy 333434 322323 BBBBBB*
Perform joint

inspection 313131* 313121* GGGGGG
Palpating uterus for

fetal position 143114* 132115* BGGBGG
Provide routine

prenatal care 143114* 133115* GGGGGG™*
Distinguish normal B

and abnormal EKG 313111* 312111* BBGGBG
Dialating pupils 212111* 111111* GGGGGAG
Perform proctoscopy 111111* 1111110 GGGGGG™*
Perform sigmoidoscopy 1111110 1111110 CGCGGG™*

A = Adult NPs a = Associate Degree Nursing

W = Women's Health Care NPs B = Baccalaureate Nursing

F = Family NPs C = Continuing Education

P = Psychiatric/Mental Health NPs G = Graduate Degree Nursing

P = Pediatrics NPs S = Significance

N - Nurse Midwives * - Significant chi-square Test
(x = .05)

0 = No Interpretation Possible
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For all but three of these functions, the greatest number of NPs
preferred "Graduate degree programs" for major emphasis. The re-
sponses of the NPs in six specialty areas were examined with a
chi-square test for independence. A relationship was found between
NP specialty area and "Level of Competence" in 9, "Frequency of
Use" in 7, and "Place in NP Preparation in 7 of the 11 functions
included with "Health Promotion and Maintenance." In this cate-
gory, differences did exist between NPs in the specialty areas in
some aspects of some of the functions. With respect to 10 of the
11 functions in this category, the greatest number of NPs in spe-
cialty areas were in agreement about wanting major emphasis to
occur in higher education.

Management of Health Care Functions. In Table XXIV, the

functions are ranked according to their usage by the NPs, in gen-
eral who expressed at least moderate competence in nine functions,
with at least moderate usage of 7 of them. For most of the func-
tions in the "Health Care Management" category, the perceived com-
petency was similar to usage. When analyzed on a percentage basis,
"Health Care Management" functions used most often are at the top
of the list. At the bottom of the list are the functions in this
category used least frequently by the NPs as a whole. The medians
are provided to indicate differences in self-reported competence
and usage among the various specialties. Significant chi-square
testing of the distributions of the response-categories (not the

medians) is shown by an asterisk where appropriate.
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RANK ORDER BY SPECIALTY RESPONSES TO MANAGEMENT OF HEALTH CARE
FUNCTIONS: COMPETENCE, USAGE, AND PREFERRED PROGRAM

FOR PREPARATION

Competence Usage Program
Functions AWFPPNS AWFPPNS AWFPPNS
Using judgment and
initiative making
health care decisions 444444 * 555555 BBGBBB
Providing primary
care to patients
and families 4444414 555455 GGGGGG™*
Evaluate and prescribe
medications in your
specialty 444444* 555355* GGGGGGO
Using a problem-solving
process to plan, provide,
and evaluate the primary
care for the client and
their family 444444 444545* BBGBBB
Initiate drug therapy 444343 * 455154* GGGGGGO
Ordering and/or perform-
ing diagnostic tests 444334* 554344* GGGGGGE*
Evaluate the health
care provided by B B
physicians 333433* 434333* GGGGBG*
Managing patient with
chronic disorders accord-
ing to standing orders 4 34432* 323221* GGGBBG™
Diagnose and treat
acute otitis media 424143* 314152* GGGGGG*
Mange abnormal pain
from distension 313111* 212111* GGGGGG
Taping ankle, wrist, or B
knee for immobility 213121* 112111* GGBBBG*
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TABLE XXIV
(CONT INUED)
Competence Usage Program
Functions AWFPPNS AWFPPNS AWFPPNS

Make delivery following
uncomplicated pregnancy 1 11114* 111115* GGGGGGO

Incise and drain

abscess 213111* 112111* GGGGGG

Aspirate joint fluid

from knee 111111* 1111110 GGGGGG™*

Set fracture 1111110 1111110 CGGGGGE™*

A = Adult NPs a = Associate Degree Nursing

W = Women's Health Care NPs B = Baccalaureate Nursing

F = Family NPs C = Continuing Education

P = Psychiatric/Mental Health NPs G = Graduate Degree Nursing

P = Pediatrics NPs S = Significance

N - Nurse Midwives * - Significant chi-square Test
(x = .05)

0 = No Interpretation Possible
Graduate degree nursing programs were preferred by the greatest
number of the NPs for major emphasis of 12 of the 15 functions in
the category. The responses of the NPs in six specialty areas were
examined with a chi-square for independence. A relationship was
found between NP specialty area and "Level of Competency" in 12,
"Frequency of Use" in 11, and "Place in NP Preparation" in 8 of the
15 functions included with "Health Care Management." In this cate-
gory, differences existed between NPs in the specialty areus in
some aspects of some of the functions. With respect to 14 of the
15 functions in the category, the greatest number of NPs in six

specialties agreed that major emphasis should occur in higher
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education; for nine of the functions, the majority of the NPs in
each specialty selected graduate education.

Treatment in Collaboration Functions. Table XXV presents a

rank-ordering based upon the percentage of usage reported by the
NPs in general, who expressed at least moderate competence and
usage of these functions. In most of the functions in the "Treat-
ment in Collaboration" category, the perceived competency generally
was associated with the reported usage. At the top are the func-
tions used most often, and at the bottom are those used least fre-
quently. (Please note that the chi-square test compared the dis-
tributions of response-categories (not medians) for the various

specialties.)
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RANK ORDER BY SPECIALTY FOR TREATMENT IN COLLABORATION FUNCTIONS:
COMPETENCE, USAGE, AND PREFERRED PROGRAM FOR PREPARATION

Competence Usage Program
Functions AWFPPNS AWFPPNS AWFPPNS
Functioning as a
collaborator with a
physician 4444414 444444* BBGBBB*

Reducing the fragmen-

tation and bringing

continuity to the health

care that patients and

families receive 444444

Perform physical exami-

nation with physician

confirming heart and

lung findings 4 441 44+~

Working with community

resources on behalf of

clients and their

families 343443 %

B
444445 GBBBBB*

BB
455145* BBGGGSB

344444* BBBBBB*

Adult NPs

Women's Health Care NPs
Family NPs

Psychiatric/Mental Health NPs
Pediatrics NPs

Nurse Midwives

X WNDOH

2Z2 Vv MmE X
T R T I}

0

For all four of these functions, the

oo on

Associate Degree Nursing
Baccalaureate Nursing
Continuing Education
Graduate Degree Nursing
Significance

Significant chi-square Test
( = .05)

No Interpretation Possible

greatest number of NPs pre-

ferred baccalaureate nursing programs to provide major emphasis.

The responses of the NPs is six specialties were examined with a

chi-square for independence. A relationship was found between the

specialties and "Level of Competence" in two, “Frequency of Use" in

three, and "Place in NP Preparation" in three of the four functions
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in the "Treatment in Collaboration" category. Differences were
found between NPs in the specialties and some response-categories
of some of the functions. With respect to all four of the func-
tijons in this category, the greatest number of NPs in six special-
ties agreed that major emphasis should occur in higher education,
with a tendency to prefer undergraduate programs.

Prevention of I1lness and Disability Functions. In Table

XXVI, the functions in this category are ranked according to per-
centages of response-categories for "Frequency of Use" by NPs in
general. For only one of the functions in the category did the NPs
(total sample) express at least moderate competence and usage. The
perceived competency generally coincided with usage of the func-
tions in the "Prevention of Il1lness and Disability" category. The
function at the top was used most often, and the function at the
bottom was used least frequently. (Please note that the chi-square
test compared the distibutions of response-categories {not medians)

of the various specialties.)
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TABLE XXVI

RANK ORDER BY SPECIALTY FOR PREVENTION OF ILLNESS AND DISABILITY
FUNCTIONS: COMPETENCE, USAGE, AND PREFERRED
PROGRAM FOR PREPARATION

Competence Usage Program
Functions AWFPPNS AWFPPNS AWFPPNS

Assuring the rights of
patients to be actively
involved in their own

health care 444444 555445 BBBBBB
Prescribing diabetic B
diets 323122* 212111* BGGGBG

Adjust medication for
patient with benign
essential hypertension 313111* 313111* GGGGGGDO

Regulate medication

dose for diabetics 312111* 212111* GGGGGG*

Changing Foley catheters

in male patients 434221* 111111* BBaBBB*™*

A = Adult NPs a = Associate Degree Nursing

W = Women's Health Care NPs B = Baccalaureate Nursing

F = Family NPs C = Continuing Education

P = Psychiatric/Mental Health NPs G = Graduate Degree Nursing

P = Pediatrics NPs S = Significance

N - Nurse Midwives * - fignificant chi-square Test
x = .05)

0 = No Interpretation Possible
With the exception of "Assuring the rights of patients...", the NPs
as a whole expressed little competence and infrequent usage of
these functions. For two of these functions, "Graduate Degree Pro-
grams" were preferred for major emphasis. The chi-square test for
independence was used to examine the responses of the NPs in six
specialties. A relationship was found between NP specialties and

"Level of Competency" in four, "Frequency of Use" in four, and
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“Place in NP Preparation" in two of the five functions included in
the "Prevention of I11ness and Disability" category. Differences
did exist between NPs in the specialty areas in some aspects of
some of the functions. With respect to four out of the five func-
tions in this category, the greatest number of NPs in six special-
ties agreed with wanting the major emphasis to occur in higher edu-
cation.

Guidance and Counseling Functions. Table XXVII presents the

functions in this category in rank-order according to the frequency
of usage by NPs in general. For only one function did they express
slight or no/competence; however, usage of the functions was rela-
tively infrequent. In most instances, the perceived competency of
a function was associated with the frequency of its usage. At the
top of the list is the function used most often; at the bottom is
the function used least often in this category. (Please note that
the chi-square test compared the distributions of response-

categories, not medians, of the various specialties.)
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TABLE XXVII

RANK ORDER BY SPECIALTY FOR GUIDANCE AND COUNSELING FUNCTIONS:
COMPETENCY, USAGE, AND PREFERRED PROGRAM FOR PREPARATION

Competence Usage Program
Functions AWFPPNS AWFPPNS AWFPPNS
Teaching and counseling
patients and their
families 444444 555555* BBBBBB*
Follow-up on patients
and their families 344444 333342* BBBBBSB
Counseling patients
with minor psycho-
neuroses 333422* 323512* GBGGGG
Use psychiatric
assessment tools
(e.g., suicide, mental
status, etc.) 323422* 222511* GGGGGG
Management of the
patient with chronic
mental/emotional
disorder 212411* 212511* GGGGGO
A = Adult NPs a = Associate Degree Nursing
W = Women's Health Care NPs B = Baccalaureate Nursing
F = Family NPs C = Continuing Education
P = Psychiatric/Mental Health NPs G = Graduate Degree Nursing
P = Pediatrics NPs S = Significance
N - Nurse Midwives * - Significant chi-square Test

(& = .05)

0

No Interpretation Possible
For three of the five functions, the greatest number of NPs pre-
ferred "Graduate degree programs" for major emphasis. In six spe-
cialty areas, the responses of the NPs were examined with a chi-
square test of independence. A relationship was found between spe-
cialties and "Level of Competence" in four, “"Frequency of Use" in

five, and "Place in NP Preparation" in one of the five functions in
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the "Guidance and Counseling" category. Differences were found be-
tween NPs in specialties in some aspects of some of the functions.
Similarities of competency and usage existed among the NPs more
frequently in functions that are broad in scope and application.
With respect to all of the five functions in this category, the
greatest number of NPs in specialty areas were in agreement about

wanting major emphasis to occur in higher education.
CONCLUSIONS

In this section, findings are identified and implications are
made for education and for the field., Limitations of the study are

noted.

Findings with Implications for Education and the Field

1. Most of the consumers of health care provided by NPs in
Oregon 1ive in urban areas. Approximately half of the
NPs in Oregon serve consumers at a low or very low eco-
nomic level. The greatest number of NPs practice in com-
munity or home health agencies.

With respect to population served, the findings support those
of Warren (1979) in her study of NPs in Arkansas. Neither the Ar-
kansas NPs in 1979 nor the Oregon NPs in 1986 have "moved in, in
substantial numbers to fill the existing gaps in rural areas and
towns...where health care providers are decidedly needed" (Warren,
1979, p. 345). The urban practice settings of the Oregon NPs may

be associated with other findings. In Oregon, most NPs work in
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ambulatory or community health settings. One may speculate about a
connection between the urban poor, their location in the large
cities, and their consumption of NP services provided through com-
munity health settings. Many community health settings are pub-
1icly funded and may be underutilized outside of a high-density
catchment area.

Another possibility may be associated with the tendency of
NPs to practice in collaboration with other health care profes-
sionals. Qualified colleagues may not be as available for referral
and consultation in rural as in urban areas.

Some private and pubiic health institutions may have devel-
oped alternative health care delivery systems for small towns and
rural areas. In recent years Oregon has been financially handi-
capped in its attempts to discover and to implement new -- or
existing -- methods of health care delivery.

Although Warren (1979) found most of the NP respondents in
Arkansas to be working in "regular in-hospital units" (p. 348),
very few (3.4%) of the Oregon respondents were employed on the
wards of hospitals.

2. Functions in which NPs in general consider usage and com-
petence to be relatively high are needed in the prepara-
tory programs of all NPs in Oregon.

The top two functions from each of the categories in this study are
listed in order of their analysis and discussion as follows: (a)
"perform general physical examination in absence of physician"; (b)

"Examining ears with otoscope"; (c) "Using judgment and initiative
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making health care decisions"; {d) "Providing primary care to pa-
tients and families"; (e) "Functioning as a collaborator with a
physician"; (f) "Reducing the fragmentation and bringing continuity
to the health care that patients and families receive"; (g) "Assur-
ing the rights of patients to be actively involved in their own
health care"; (h) "Prescribing diabetic diets"; (i) "Teaching and
counseling patients and their families"; and (j) "Follow-up on
patients and families referred to another agency or provider for
care." For the location in their preparation of the major emphasis
of these 10, the NPs as a whole preferred baccalaureate nurse pro-
grams for 60% and graduate degree nurse programs for 40% of the
functions. Graduate degree preparation was chosen more often for
major emphasis of functions which require advanced and specialized
knowledge.

3. Higher education is the preference of NPs in Oregon for
major emphasis of the functions which comprise NP prac-
tice. Master's level preparation is typical of NP prac-
tice in Oregon. The preferred sequence of NP preparation
is baccalaureate with a nursing major, followed by a
master's program which qualified for NP certification in
Oregon.

In contrast to the respondents in Warren's (1979) and Ward's

(1975) studies, most of the respondents to this study had received
NP preparation in a master's degree program. The Oregon NPs' pref-

erence for the master's probably results from the increasingly
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stringent requirements for certification set by the Board of Nurs-
ing.

4. A core or basic program benefits most NPs if it includes

the functions most used by the greatest number of NPs.
The baccalaureate nursing preparation was selected for the core or
basic knowledge for functions similar to those which Ward (1975)
described as "activities which nurses traditionally performed" (p.
155). For example, "Teaching and counseling patients and their
families" could be required at the baccalaureate level as part of
curricula in educational principles and methods.

A graduate core could include programs in policy-making and
public relations. Since Oregon NPs participated in the majority of
the policy-making in their practice settings, preparation in the
principles and methods of administrative and health care decision-
making could be useful to most WPs. Despite a finding in this
study that MDs and NPs in general make the majority of policy deci-
sions in administration and health care, NPs may not be required to
include policy-making courses in their preparation.

Another preparatory core program suitable at the graduate
level would focus on public relations. Respondents in this study
provided explicit and extensive detail about their functions with
respect to public relations. They described what they did and said
to interpret their function with consumers, other disciplines, the
community, and legislators. Most NPs would use the sophisticated
knowledge and skills obtained from courses in public relations

accredited at the graduate level.
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5. For thc 40 selected functions in this study, NPs in dif-

ferent specialty areas vary in perceived competency and
usage. The assignment of preparation for some functions
is consistent for all NPs; the assignment of preparation
for other functions varies among the specialty areas.

Most NPs in Oregon assigned graduate degree programs in nur-
sing to place major emphasis on 60% of the functions. Contrary to
Ward's (1975) findings about FNPs nationally, fewer of the Oregon
NPs chose continuing education ("special programs," in Ward, 1975,
p. 163) for development of competency in the performance of any of
the 40 functions. Baccaluareate degree programs were picked by the
greatest number of NPs for the development of 16 functions. The
preference of the NPs for most function emphasis to be at the grad-
uate degree level supports the Longintudinal Study of Nurse Practi-
tioners (1980). "The trend suggests that master's graduates will
constitute a growing proportion of all nurse practitioners in the
coming years" (USDHEW, p. 10).

Ward (1975) found FNPs who were products of master's programs
preferred them for skill development, and nurse educators wanted to
teach FNP skills at the master's level (p. 164). Perhaps the qual-
ity and depth of graduate degree preparation is valued. In 1979,
Warren wrote of NPs in Arkansas, "Graduates of the master's degree
program are the [best] prepared NPs in this study" (p. 399). She
went on to describe some of the problems associated with matricula-

tion in master's degree programs.
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Among the problems were (a) the loss of income and (b) ab-
sence from responsibilities at home during the fulfillment of de-
gree requirements. Some observers have feared the 1oss from nurs-
ing of the professional identity of the NP who may seem insuffi-
ciently separated and differentiated from physicians. Educators
are challenged to prepare nurse practitioners to meet the reponsi-
bilities of technological expansion in the practice setting without
abandonment by the NP of either home or practice responsibilities.
6. For the functions in which NPs generally feel less compe-
tent and under-utilized, reduced emphasis or deletions
from NP preparation is desirable.
The following functions were the lowest in self-perceived compe-
tence and usage, again in order of aforementioned discussion:
"Perform proctoscopy"; "Perform sigmoidoscopy"; "Aspirate joint
fluid from knee"; “"Set fracture"; "Working with community resources
on behalf of clients and families"; "Perform physical examination
with physician confirming heart and lung findings"; "Regulate medi-
cation dosage for diabetics"; "Adjust medication for patient with
benign essential hypertension”; "Use psychiatric assessment tools
(e.g., suicide, mental status, etc.)"; and "Management of the pa-
tient with chronic mental/emotional disorder." (A function which
appears in both listings in this section may represent an example
of biomodality in the frequency distribution.)
Some NP preparatory programs may delete or reduce the empha-
sis of some functions. The PMHNP may never "Perform proctoscopy,"

and the function need not be emphasized during a psychiatric/mental
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health program. Core programming at the undergraduate and graduate
levels of initial NP preparation could release preparatory time in
the specialties for functions unique to them.

For 80% of the less commonly used functions, the NPs as a
whole chose "Graduate degree" nursing programs to provide major
emphasis. More than in the previous 1ist, the effects of speciali-
zation are evident. Specialization uses a narrower, deeper, and
rarer knowledge base than does the traditional or basic-nursing
type of functions.

7. Some functions are suitable for major emphasis in contin-

uing education programs.
Since most NPs prefer graduate degree preparation, functions which
require a high level of specialized technique and expertise would
be useful to NPs as needed in continuing nursing education accred-
ited at the graduate level. Functions usually performed by one
specialty (e.g., "Management of the patient with chronic mental/
emotional disorder") may never by used by a PNP, unless the PNP
needs to work with a clientele of mentally/emotionally disturbed
children. Then, the PNP may seek additional high-level expertise
focused on certain functions typically found in another specialty.
Based upon a perceived need, graduate-level preparation may be made
accessible to NPs, applicable to the practice-setting, and in flex-
ible academic units to fit the time and economic constraints of
professionally active NPs.

Accessible and relevant undergraduate, graduate, and post—

graduate preparation applicable to the demands of an expanding
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technology can maintain the professional competence of all NPs in

Oregon practice-settings.

Limitations

Some limitations originate from the method of the study;
others occurred for different reasons. The findings in this study
are based upon a mailed questionnaire. Sine the return rate of
mailed questionnaires usually is less than 100%, the missing infor-
mation from nonrespondents may to some extent affect the findings.

The items used in the instrumenation are not identified in a
constellation of potential items. The items were adapted from
earlier studies in other states in America. The unequal distribu-
tion of the items among the categories of NP practice in Oregon may
reflect circumstances of NP practice which are peculiar to those
states or to the time period when the items were developed. There-
fore generalizations are impossible beyond the items selected for
this instrument.

This study was designed to examine what nurse practitioners
in Oregon think about their preparation for some of their func-
tions. The results provide the basis for comparisons with Oregon-
certified nurse practitioner function and preparation. Since re-
search was conducted with the nurse practitioners of one state
(Oregon), with the state's own distinctive character and possibly
uncommon character, generalizations can be made only within limits

of the population.
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The various practice-settings, geographical, and socio-
economic environments may have affected the responses of the parti-

cipants in ways that can not be identified.
RECOMMENDATIONS

Prior to this study, 1ittle information was available with
respect to the actual practice activities of NPs. More knowledge
about what NPs do that is unique to them would aid the nursing pro-
fession to identify more specifically the parameters which separate
its advanced practitioners from other health care professionals.

As nurses in advanced practice become more articulate about their
abilities in collaboration with colleagues, the patient may gain
the complementary integration of multi-disciplinary health care.

For 40 functions, the respondents were explicit about their
preference for higher education as the place for NP preparation.
Other investigators have discovered a similar preference, and they
have identified some of the difficulties which have hindered the
acquisition of higher education. Research is needed to explore
ways to link more effectively the current methods of NP preparation
with the tasks, functions, and activities used in the practice set-
ting. Further research is needed to help nurse educators make
relevant programs available to NPs in the practice setting. Making
higher education accessible to a maximum number of practicing NPs
involves the exploration and development of individualized planning

and scheduling.
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Instrumentation is needed to assist nurse educators in the
development of NP preparation, professional education, and descrip-
tions of competencies essential to practice in the specialities.
Comparisons need to be made about general versus individual prepar-
ation. For a certain function, continuing education may be more
useful than pre-service preparation.

Another fertile field for exploration centers around the role
of education in NP practice. Although patient education is part of
accepted practice throughout the nursing profession, and teaching
was identified as a greatly used function in this study, 1ittle is
written about a systematic approach to educational strategies and
methods in NP preparation. Studies are needed to assess the need
for connections between NP and educational preparation in Oregon,
and where a need for such a connection exists to devise ways to
meet it.

As the function of the nurse practitioner in Oregon continues
to evolve, the topics of manpower needs, trends, and other socio-
economic issues need to be addressed. Important research of the
future may investigate the effects of nurse practitioner prepara-
tion and practice with regard to forecasts/projections of changes
in the function of nurse practitioners in relation to the numbers,
function and practice of other health care professionals, the
growth of health-maintenance organizations, and the cost-effective-

ness of various health care providers.
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As the functions of nurse practitioners increase, a study of
state statutes and standards which apply to the expanded practice
of nursing in Oregon could facilitate orderly and substantive
change.

An examination of the views of the health care consumer to-
ward the functions performed by the nurse practitioner could give
new dimensions to the preparation and practice of nurse practi-

tioners in Oregon.
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Oregon State Board of Nursing

VICTOR ATIYEH
SOV

1400 S.W. 5 AVENUE, ROOM 904, PORTLAND, OREGON 97201

July 30, 1985

Mary Jean Schindler
5130 SW Dosch Rd.
Portland, OR 97201

Dear Mary Jean:

1 have reviewed the Draft of the materials you sent and also asked Sandra Stone,
who is the Assistant Executive Director in Nurisng Education, to look at your
questionnaire and make comments.

We both agreed that your questionnaire should yield some interesting results;
however, we have some additional questions you may wish to consider adding
to your questionnnaire. If you are focusing on implications for nursing education,
it would seem important that the nurse practitioner indicate the type of NP
program attended, i.e. certificate program, nurse practitioner program within
a baccalaureate program, or master's program. It also might be interesting to
know how many years of experience the nurse had between the basic educational
program and entrance into a nurse practitioner program. It might also be
important to know the sequencing of the nurse practitioner's entire nursing educa-
tion. Some exampies are:

1. ADN or Diploma to Nurse Practitioner Program to BSN;

2. BSN to MS to Nurse Practitioner Program;

3. BSN to Nurse Practitioner Program to Masters in Nursing;

4. BSN to Masters Degree Program in Nursing which has contained
within it a Nurse Practitioner Program.

All of the above educational sequencing possibilities (and there may be others)
are ones we have encountered while reviewing nurse practitioner initial certifi-
cation material.

1 hope these comments will be of some assistance to you. Thank you for sharing
a draft of the overview of your proposed dissertation,

Ddtll- A ‘

Sincerely,

AN EQUAL OPPORTUNITY EMPLOYER
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7
Prazoent Exvcutive Director
Fran Heks. AN . PnD. Paula A McNen AN.BSN

Pressoent Elect
X Dvroctors
@* a Sandy Houglan, AN, M.S Magge Alice RN
Vice-Prescent Barvara Frye AN BSN
Pat Boose. RN mﬁ;mu AN
- Socratary amuton RN
n P [ Patrica Keumm RN . MN ANP
'm:’am.ﬂN-“U AN u‘m“;f RN M5 CNM
vas a1cia Snoup AN WS
Oregon Nurses Association Cutog aer AN . D Drane Hoonen. AN

December 5, 1985

Dear Nurse Practitioner,

There are many challenges faced by Nurse Practitioners today
-~-concerns about the legislature and its effect on the Nurse
Practice Act, special interest groups, third party payors,
changes in standards of certirication and recertification,
community politics, increasingly complex client needs, etc.
How we meet these challenges is affected by our perception of
our function as Nurse Practitioners. These perceptions are
being studied by one of our group, Mary Jean Schindler, for
her Doctorate in Education.

Her research will be making an important contribution to
nursings knowledge base with respect to the preparation and
professional growth of Nurse Practitioners. The results of
her study should provide valuable and useful information to
planners and policy makers, colleagues and consumers at the
local, and state levels in Oregon. I hope you will
participate in her study as a way of demonstrating your
continued support of one of our professional colleagues.

Sincerely,

Nanette N. Clapper, RNC, MS, ANP
Chairperson
NPS1G

§700 SW Capitol Hwy., Sulte 200  Portiand, OR 97219 « (503) 293-0011
Co ohe Nurses’
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PORTLAND P O. BOX 751
STATE PORTLAND, OR{GON
UNIVERSITY 97207

Dear Fellow Nurse Fractitione:-.

Manv zolleagues believe that decicsions are beinag made about
our professional activities 1n Oregor +rom an inadeguate base o4
snowledoe. If thi1s is z0. then the lack of information mav be
related tc a deficit in understanding what we do. You-
-gsponses to the enclosed inventory would helo to remecy
such a knowledage-deficit about some of our functioncz,

All nurse oractitioners who are certified in Oreccn are
recei1ving: (1) 4 Study cf Selected Furctionz of Nurss
©cractitioners in Oregon. (2) & Letter of Consent, snd DT
twc stamped. celf-addrescsec envelcocpes, Teo greserve
-—cnfidentiality, the Letiter of Consent 15 tc he -eturmed 2
the investigato- ir one envelope, The Studv of Selectec

functions i3 to be returned to the :nvesticator i1n ths ctrer

W)

envelope. Iderntification of ar individual! resccondent will! be
impossible.

I “now how busy you are. but I would very much appraciate
your taking the time to provide the reauested informatior anc
«0 return it to me i1n one of the enclosecd envelcoes v
January 1S, 198¢,

Thank you again for your zontribution to this ztud..

Sincerely,
-
y W
W g&%, ’é(_’)
ﬂ

ary J&an Schindler. PMHNF
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LETTER OF CONSEN~

The purposes of this study have been explained to my
satisfaction. I understand that 1 may withdraw from the
study at any time, that &all information provided by me on
the questionnaire will be held in confidence, and that I will
not be identifiable i1n the findings. [ agree to participate
in this study by completing the questionnaire and returning it
to the investigator in a separate envelope.

Signature

Date

Please check (%) if you wish to receive a summary of the

findings.



“ortland State Universitv
School of Educatior
Curriculum and Administration
FP.0. Box 752

Portland, OR 97201

January 17, 198¢

Recently I mailed you a guestionnaire seeking your help in a
survey of some functions of nurse practitioners in Oregon. The
response so0 far has been encouraging. To give the study
sufficient statistical significance, it is important that all of
us who are certified nurse practitioners have input into the
study.

If you have already returned the questionnaire, please consider
this a sincere "Thank you."

1¥ you have not done so, would you please complete and return the
questionnaire as soon as possible? Your professional judgment
based upon your education and your experience is crucial in
determining the extent to which nurse practitioners in Oregon are
performing functions for which we were prepared by our
educational programs.

I am very grateful for your help.

Sincerely yours,
L]

Mary Uean Schindler, PMHNP
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PORTLAND P.Q.BOX 751
STATE PORTLAND, OREGON
UNIVERSITY

97207

fF=zbruarv 14, 19826

Clease forgive my persistence in reminding you of the
questionnaire you received on nurse practitioner preparation and
functions in Oregon. I very much want your input!!

Nurse practitioners are best qualified to say what should be the
future direction for our education. Without knnwing what you've
learned from your experience, we may not get a true picture of
what NFs do and what should be included in their preparation.
Please send back your questionnaire. Without your input, we may
not get a clear picture of every category.

Yours truly,

Mary Jeah Schindler, FPMHNF
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PORTLAND
STATE
UNIVERSITY

P.O.BOX 751
PORTLAND, OREGON
97207

-9' M-Z‘/

Your questionnaire may have been lost in the mail. If vou

have already responded, accept my deep appreciation. complete the
attached form and return it in the enclosed envelope.

I¥ you have not returned your guestionnaire, please finish
and return in separate envelopes as soon as possible the enclosecd
duplicate questionnaire and the attached consent form. I look
forward to hearing from you very soon.

Sincerely,

Mary Jean Schindler, FMHNF

LETTER OF CONSENT

The purposes of this study have been explained to my
satisfaction. I understand that 1 may withdraw from the
study at any time, that all information provided by me on
the questionnaire will be held in confidence, and that I will
not be identifiable in the findings. 1 agree to participate
in this study by completing the questionnaire and returning it
to the investigator in a separate anvelope.

Signature

Date

Flease check (%) if you wish to receive a summary of the

£indings.

(Printed name?

{(Frinted address to which to send the summarv!
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A STUDY OF SELECTED FUNCTIONS OF NURSE PRACTITIONERS IN
OREGON: IMPLICATIONS FOR PREPARATION

Part 1: General Information

The following information is needed for interpreting the study data; no other
use will be made of the information, which will remain completely confidential.
Please complete the following items by circling the appropriate numbers.

1. Age:
a) 25 or under c) 36 through 45 e) 56 through 65
b) 26 through 35 d) 46 through 55 £) over 65

2. Indicate the type of educational program in which you received your basic
nursing education.
a) Diploma c) Baccalaureate Degree e) Other (Specify)
b) Associate Degree d) Master's Degree

3. Please indicate type of your NP program.
a) Certificate b) BSN c) Master's
d) Other (please explain)

4. 1Indicate the highest level of formal education you have completed and the
year of graduation. If your major was other than nursing at any level,
please specify. (Circle appropriate number and £ill in appropriate space.)

Year of Major
Program Graduation If Other than Nursing

a) Diploma

b) Associate Degree

c) Baccalaureate Degree
d) Master's Degree

«) Doctorate

5. Please select one sequence of nursing aducation which best prepares the
nurse practitioner in your opinion.
a) ADN, followed by NP, followed by BS
b) Bs, followed by MS, followed by NP
c) BS, followed by MS which includes NP

6. How many years had you been practicing as an RN before you became an NP?

7. 1Including this year, how many years have you been practicing as an NP in
Oregon?

8. How many times a year do you attend workshops, conventions, seminars, or
participate in any other type of continuing education in your field of

nursing?
a) 0 time c) 2 times e) 4 or more times
b) 1 time d) 3 times

9. How adequately do you feel you were prepared by your NP program for the
responsibilities encountered in practicing as a nurse practitioner?
a) very inadequately c) somewhat adequately e) very adequately
b) inadequately d) adequately

10. How much of the knowledge, skills, and attitudes related to NP functions
that you learned in your NP program do you feel you actually use in your
practice? (Circle one only)

a) none of them ¢) some of them e) all of them
b) a few of them d) most of them
£) comments

1l. How satisfied are you with your NP xclponlibilit;es in your practice
setting(s)?
a) very dissatisfied c) indifferent e) very satisfied
b) somewhat dissatisfied d) somewhat satisfied

12. How satisfied are you with the amount of autonomy and independence in the
implementation of your NP function in your practice setting(s)?
a) very dissatisfied c) indifferent e} very satisfied
b) somewhat digsatisfied d) somewhat gatisfied

NOTE: IF YOU HAVE NOT WORKED AS AN NP SINCE BECOMING CERTIFIED AS AN NP IN
OREGON, DO NOT COMPLETE THE REMAINDER OF THE QUESTIONNAIRE, BUT PLEASE
RETURN THE QUESTIONNAIRE IN THE ENCLOSED ENVELOPE.



13.

14.

ALL
15.

16.

Part 2: DPractice Setting

Circle below the one in which you spend most of your time in NP activities.

In-Hospital Practice Non-Hospital Community Setting

a) patient unit (specify type 1) health department or home health
of unit) agency

b) emergency room m) school services or agency

c) other (specify) n) other (specify)

Ambulatory Practice School of Nursing

d) private (group or solo) o) hospital

e) prepaid group practice p) associate degree

£) hospital based clinic or center q) baccalaureate degree

g) other (specify) r) master's degree
s8) vocation

Non-Hospital Institutional Setting Extended Care Facility )

h) school for mentally or t) nursing home
physically handicapped u) HMO
i) grades 1-12 school system v) other (specify)

j) college health program
k) other (specify)

Other e Setting Not Listed (specif

Of the NP specialties listed below, please circle those in which you are
certified.

a) family e) psychiatry-mental health i) school health
b) pediatrics £) college health j) other (specify)
c) adult g) midwifery
d) geriatrics h) women's health
QUESTIONS PROM THIS POINT ONWARD REFER TO THE PRACTICE SETTING IN ITEM 13
what best describes the population and location of your practice setting?
a) rural (2,500 or less) c) small city (5,001-25,000)
b) town (2,501-5,000) d) medium-sized city (25,001-100,000)

e) large city (over 100,000)

which of the following best characterizes the economic level of the
majority of patients you see in your practice setting?

a) very low (below $5,000) d) medium high ($17,000-22,999)
b) low ($5,000-10,999) e) high ($23,000-28,000)

c¢) intermediate (511,000-16,999) £) very high (over $28,000)
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Part 3: ~functions

These instructions are applicable to the section on FUNCTIONS
which follows immediately.

COLUMN I This column contains a list of functions which a Nurse Practitioner
might perform. Your responses in columns II, III, and IV are to be
made in relation to the functions listed in column I.

COLUMN II How ccmpetent do you )udge yourself to be at this time to perform
each function listed in column 1? Please circle the one most appro-
priate response according to the following code:

a Do not feel competent at this time
b Feel slightly competent

c Peel moderately competent

4 Feel vary ccmpetent

COLUMN III  On the basis of your experience, how often, on the average, do you
use the function listed in column I? Circle the one most appropriate
tesponle according to the following code:

never-little or no need to use the function
b rarely-monthly
¢ occasionally-a few times a month
d frequently~-several times weekly or every day
e all the time-several times every day

COLUMN IV At vhat level of nurse preparation do you think the development
of competency for each function listed in column I should receive
the greatest emphasis? Circle the one most appropriate response
according to the following cede:

a should NOT be included in nursing education
b Associate programs
c Baccalaureate programs
d Graduate degree programs
e Continuing education (includes courses, seminars, conferences, etc)
Column I Column II Column III Column IV
Level of Frequency Place in NP
Function Competenc of Use Preparation
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1. Teaching & counseling patients
and their families a bc dja b c d e a b c a
2. Working with community rescurces
on behalf of clients and their
families a bec 4]a b c d e a b c ¢ e
3. Using judgment and initiative
making health care decisions a b ec dfa b c d4d e a b c 4 e
4. Reducing the fragmentation and
bringing continuity to the
health care that patients and
families receive a b c 4 a b c de a b c 4 e

(ol
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Column I Column II Column IIX Column IV
Function - Level of Frequency Place in NP
Competency of Use Preparation
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5. Serving as a catalyst for
needed health care changes a b c dfa b c 4d e a b ¢ d
6. Defending what you consider a
patient's rights when this con-
flicts with an institutional oz
agency policy a b c dila b c 4 efa b c 4 e
7. Using a problem~solving process
to plan, provide, and evaluate
the primary care for a client
and their entire family a b c dfla bc @ efa bc a e
8. Functioning as a collaborator
with a physician a b c dla bc 4d ela b c a e
9. Evaluating the health care pro-|
vided by physicians a b c dfa bc 4da efa b c a e
10. Assuring the rights of patients
to be actively involved in
their own health care a b c @dya bec d efja b c 4 e
11. Providing primary care to
patients and families a b c dfa b d ejfa b c d e
12. Prescribing diabetic diets a b c dfa b d efa b c d e
13. Managing patient with chronic
disorders according to stand-
ing orders a b c df§a bc d ejJa b c d e
14. Taping ankle, wrist or knee
for immobilization a b c¢c d bc d4d ega b c 4
15. Providing routine prenatalcareja b ¢ 4 bc 4 ejJa b d
16. BExamining ears with otoscope a b c¢ a bec 4d efa b c 4 e
17. Palpating uterus for fetal
position a b c dja bec d ejJja b c a e
18. Counseling patients with minor
psychoneuroses a b c¢c dla bec 4 e a bc 4a e
19. Changing Foley catheters in :
male patients a b c 4 bec d4d efa bec 4
20. Dilating pupils b c d bc d eJ] a b ¢ a
21l. Perform physical examination
with physician confirming hearyj
and lung findings a bc dfa bc 4 efa b c 4 e
22. Regulate medication dosage for
diabetics a b c dfa bc &4 ejJ a b c 4 e
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23. Adjust medication for patient
with benign essential hyper-
tension a b ¢ d]Ja b c d eJa b ¢ d e
24. Perform general physical exam-
ination inabsence ofphysician a8 b ¢ d¥a b ¢ @ ela b ¢ a e
25, Make delivery following uncom-
plicated pregnancy a b ¢ dJa b ec d efa b ¢ & e
26. Diagnose and treat acute
otitis media a b c dfa b c d efJa b c 4 e
27. Distinguish between normal and
abnormal EKG's a b dja b cd efa b c 4 e
28. Incise and drain abscess a b c d4ja b ¢ efla b ¢ d e
29. Initiate drug therapy a b c dja b c d efa b ¢ 4 e
30. Manage abnormal pain from dis-
tension a b ¢ dfla b cd efabdb c d e
31. Aspirate joint fluid fromkneeJa b ¢ dfla b c d efa b c 4 e
32. Perform proctoscopy a b ¢ dja b ec d ejJa b c 4 e
33. Perform joint inspection a b ¢ dfa b c d efa b ¢ d e
34. Perform sigmoidoscopy a b ¢ dfa b c d efa b ¢ 4 e
35. Set fracture a b 2 d3a b c d efa b c 4 e
36. Management of the patient with
chronic mental/emotional dis~
order a b c¢c dala b c d ejJadb ¢ 4 e
37. Evaluate and prescribe medica-
tions in your speciality a b c dja b c d ejJa b ¢c 4 e
38. Use psychiatric assessment
tools (e.g., suicide, mental
status, etc.) a b ¢ dfa £t c d ejJa b c 4 e
39. Follow up on patients and fam-
ilies referred to another :
agency or provider for care a b ¢ dfa b c 4 eja b c 4 e
40. Ordering and/or performing
diagnosic tests a b ¢ dfa b c 4 ela b c d e
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Part 4: Administrative and Public Relations Functjons

Please circle the appropriate answer(s) to the following questions.

1.

In your immediate practice setting, what person(s) participate in health
policy-making decisions for care of your patients?

a) physicians c¢) physician's assistant(s)

b) nurse practitioners(s) d) RN's who are not certified NP's

e} other (specify)

In your immediate practice setting, what person(s) participate in
adninistrative policy-making?

a) physicians ¢) physician's assistant(s)

b) nurse practitioner(s) d) RN's who are not certified NP's
e) other (specify) i

PLEASE ANSWER THE FOLLOWING QUESTION IN YOUR OWN WORDS. BE SPECIFIC AND USE
BEHAVIORAL TERMS AS MUCH AS POSSIBLE. TURN THE PAGE XIF YOU NEED MORE ROOM.

3.

How do you interpret the function of the nurse practitioner?

a) to your patients

b) to other disciplines

c} to the community

d) to legislators

Pleass return the questionnaire in the stamped self-addressed envelope to:

Mary Jean Schindler, PMHNP
Portland State University
School of Education
Curriculum and Administration
P.0. Box 751

Portland, Ok 97201
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Prascent Exacutwe Director

Fran Hicxs RN, PHhD Pouta A Mchet AN BSN
h Prasoen: Erect
@ A Sancy Hougian. AN M.S D’z‘.g; Miee AN

¥ice-Prasigent Barbara Frye AN.BSN

Pat Boose. AN. Bein Gancara RN
- BB Secreiary Soren Mamuion AN
R P P the Krumm AN MN ANP

Patoe Garmo. RN M UP AN Lotz AN MS.CNM

Traasurer Marciy 5Shoup. RN . M S

Oregon Nurses Association

Craroikd Beer. RN PN D

December 5, 1985

Dear Nurse Practitioner,

There are many challenges faced by Nurse Practitioners today
--concerns about the legislature and its effect on the Nurse
Practice Act, special interest groups, third party payors,
changes in standards of certification and recertification,
community politics, increasingly complex client needs, etc.
How we meet these challenges is affected by our perception of
our function as Nurse Practitioners. These perceptions are
being studied by one of our group, Mary Jean Schindler, for
her Doctorate in Education.

Her research will be making an important contribution to
nursings knowledge base with respect to the preparation and
professional growth of Nurse Practitioners. The results of
her study should provide valuable and useful information to
planners and policy makers, colleagues and consumers at the
local, and state levels in Oregon. 1 hope you will
participate in her study as a way of demonstrating your
continued support of one of our professional colleagues.

Sincerely,

Nets, S1. Ol

Nanette N. Clapper, RNC, M5, ANP
Chairperson
NPS1G

$700 SW Capitol Hwy., Sulte 200  Portiand, OR 97219 « (503) 293-0011
[~ of e Nurase®
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TABLE XXVIII

CLASSIFICATIONS OF RESPONSES TO QUESTION 3 A: "HOW DO YOU
INTERPRET YOUR FUNCTION TO PATIENTS?"

Responses* n

Expert Specialist 688

Primary care provider for minor acute and stable chronic (231)
problems of health, who may prescribe, follow-up, and

maintain personalized treatment for individuals, couples,
groups, and families

Experienced, knowledgeable, prepared initially and con-  (183)
tinually in accordance with legal definitions for basic
and expanded role in nursing (vs. disease model)

Assessment (history, physical, emotional, and diagnostic  (93)

laboratory)

Consultation/collaboration (58)

Integrated plan, case management and coordination (53)

Nursing diagnosis (52)

Available/timely/unhurried (18)
Care/Health Education 555

Resource Professional (269)

Resource for needs, multimodal techniques for (82)
teaching health and the cause and prevention
of illness

Referral

Listen/explain/interpret medical terminology; (74)
emotional support; purpose, expected effect,

risks, potential side effects; assure compliance
by written and demonstrated instructions

Identify strengths, evaluate, resolve needs (27)
or barriers to the healing process

Advocate of health, patient rights (19)



TABLE XXVIII
(CONTINUED)
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Responses*

Liaison between patient, physician, (18)
community agencies

Joint health-policy making decision process (3)
Change agent (2)

Preventive, prophylaxis, promotion, and monitoring
of wellness

Education for self care client and family responsi-
bility/internal locus of control, impact of illness,
adaptability normal development, nutrition, exercise,
stress management

Psychosocial, spiritual health, home situation/marital/
sexual/1life-style changes; mental health counseling,
guidance, crisis intervention, short/long term psycho-
therapy, cognitive, imaging, hynnosis, acceptance of
inevitable; primary care and health education for total
patient and family

Physical and emotional environment
Financial capabilities, reimbursement, 3rd party pay
Extender of health care monies mid level between RN - MD

(Function and standards identified by professional associations
[NPSIG/ONA, ANA, etc.] via media articles, flyers, cards)

(79)

(10)

(2)
14

* Responses are rank ordered according to the major headings; sub-

headings denote supportive activities or concepts.
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TABLE XXIX

IFICATIONS OF RESPONSES TO QUESTION 3 B: "HOW DO YOU
INTERPRET YOUR FUNCTION TO OTHER DISCIPLINES?"
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Responses* n
Collaborator 397
Extended nursing role (230)

Diagnosis and treatment of human responses
to actual or perceived health problems;
specialist in health education, techniques
of self care

Problem solve, evaluate, examine, assess,
test, plan, prescribe, treat, diagnose,

diabetes, obesity, control glucose, pregnancy,

labor, delivery, sports physicals, vaginitis,
UTI, URI, neurology, reproductive health,
mental health system, continuity of care,
physical and psychosocial and adaptational
strengths, well-sick child, crisis, elderly,
chronic illness, adjustment, birth control,
parenting, life span of normal growth and
development; non-compliance

Referrals

Liaison, coordinate services with other
agencies/disciplines, follow-up, 3rd party
payments

Health, wellness promotion; humanistic,
holistic, biopsychosocial prevention of
disease; occupational health

Counseling

Advocacy, interpretation of findings,
communication to decrease problems, patient
ombud sman

Resource {screen for chronic mental illness,
court evaluator, gatekeeper/direction,
screener

Research

(38)

(38)

(34)
(30)

(29)

(20)
(20)

(18)
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TABLE XXIX
(CONTINUED)

Responses* n
Colleague, consuitant, team-member, learn from each (91)
other
Interdependent, independent, dependent provider of (76)
comprehensive primary care in a nursing speciality

Educate/Explain Credentials 233
Compare/contrast in written, oral terminology and (105)

emphasis appropriate to listeners about the importance,
competence, and usefulness of nurse practitioners

Academic, professional, legal qualifications and back- (54)
ground, maintenance of competency, knowledge base,

current standards of practice, mechanisms for quality
assurance

Alternative, new dimension, mid-level care provider; (29)
expander; assistant; adjunct; not mini-physician but
similar to physician, psychologist, social worker

Complement; support; not threat; accepted, appreciate (25)
for skills; time; increased quality of care

Competitive/threatening; second rate; less power; turf (15)
battles; resentment; avoid discussion; touchy

Cost containment; available to rural low-income; less (7
costly than physicians; less duplication of services

Same As Above (interpretation as to patients) 96

* Responses are rank ordered according to the major headings; sub-
headings denote supportive activities or concepts.
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TABLE XXX

CLASSIFICATIONS OF RESPONSES TO QUESTION 3 C: "HOW DO YOU
INTERPRET YOUR FUNCTION IN THE COMMUNITY?"

Responses* n
Advocate Disease Prevention 255
Change Agent (113)

Advocate for prevention minded, identify and solve
community health care needs, disease prevention, spokes-
person/leader, board member, volunteer screening for
schools, participant in community public health projects,
resource to schools/community groups for health care
materials and agencies, caretaker of community health,
change agent, community run--based & managed

Wellness and Growth Promotion (96)
Education about heaith needs, services concerns, pre-

venticn, health maintenance, promotion of wellness and
growth--even when dying; self-care, answer questions,

interpret treatment, teach patients anticipated outcomes

and focus of care and service

Mediator Between Wellness and I1iness (46)
Assessment, physical exams, acute care, diagnose, treat,
presecribe, and manage medical care, follow-up, facili-

tate return to community, pregnancy, well baby/child care,
crisis intervention groups, explain psychopathology,

empathize, mediate between iliness and weliness, therapy
counseling, holistic, effects of multiple life changes on
elderly, emphasize strengths

Mid-Level Care Provider 186

Scope of Practice (71)
Explain, teach, discuss nurse practitioner functions,

skills, specialties, education, experience, scope and
limitations of practice licensure, authority from legis-
lature; use multimedia in meaningful terms, combat repu-

tation of predecessors--PAs & MDs--in rural community
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TABLE XXX
(CONTINUED)

Responses* n

Supportive Care (46)
Responsible, accountable option of choice for suppor-

tive, mid-level health care provider in specialty;

standards of care maintained via continuing education;
accessible, independent, respected educational guide-

lines and body of knowledge with peer support and own

research applicable to the clinical setting

Liaison (32)
Collaboration/consultation, coordination, referral,

follow-up in hospital and community, liaison between

community, agencies, health professionals

Research (7)
Interpret function to community in the same way as to 140
patients and/or to other disciplines
Provider for Underserved 34

Cost containment (20% <physician in office) (18)

Care for the underserved or those with special needs (16)

in rural or community health setting

* Responses are rank ordered according to the major headings; sub-
headings denote supportive activities or concepts.
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TABLE XXXI

CLASSIFICATIONS OF RESPONSES TO QUESTION 3 D: "HOW DO YOU
INTERPRET YOUR FUNCTION TO LEGISLATORS?"

Responses* n
Testity as Expert 192
Describe Legislative Impact (74)

Write descriptions of impact of legislation, document
need for services in legislator's constituency; testify
as expert about NP qualifications, scope of practice,
body of knowledge; emphasize proactive, holistic, health
promotion and maintenance and recognition ¢f early signs
of illness; screening, counseling, fit contraceptives,
order and manage medicines

Economic Benefits (64)
Multiple roles in health care; cost advantages of health
focus, disease prevention, lower rates of morbidity and
mortality; equal or higher outcomes at lower cost than
physicians; less expensive than physicians to educate,
license, insure; financially feasible; lower risk of
liability due to practice of referral of higher risk cases
to physicians; physician extender--free physician for more
technical care; facilitate home care; deal with 90% of
health problems brought to physician; decrease costs of
tertiary care; third-party payments; adequate and direct
pay for services; increase salary

Accessibility (32)
Underserved/medically needy; low income clients in

rural/urban schools, nursing home, corrective insti-

tutions, indigents, various settings in community;

independent; autonomous; responsive to health needs

and preferences of clients (elderly, women); popular

Education (13)
Self care; increase compliance, decrease illness and
complications of illness; breast exam, nutrition, health
assessment
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TABLE XXXI
(CONTINUED)

Responses* n

Safe Competence (9)
Accountability; increased quality of health care;

decreased client and family trauma in illness; increased
quality of service by MD-NP team than by either indi-

vidual provider; need continuing education and peer

review; increase education to increase competence

Same As Above 86
(Interpret NP function to legislators in the same way as to
patients, and/or to other disciplines and to the community?)

Encourage Votes 32
Provide contacts, be an active resource, give money,
inform/advise/educate legislators via research-based descrip-

tions of the nurse practitioner role/impact and persistent

advocacy for health related rights and legislation (money for
mental health assessments in jails); common core required for

all NP preparation (physical assessment); state board of nursing
use NPs to decide scope of practice based on level of competency
and community need; the pressure and money behind physicians;
support politically active special interest groups

Avoid 1

* Responses are rank ordered according to the major headings; sub-
headings denote supportive activities or concepts.
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TABLE XXXII

ANALYSIS OF SAMPLE OF "SAME AS ABOVE" RESPONSES TO QUESTION 3:
"HOW DO YOU INTERPRET YOUR FUNCTION TO PATIENTS, OTHER
DISCIPLINES, THE COMMUNITY, AND LEGISLATORS?"

Reference for
Questionnaire "Same as Above" Blank Words

387 X
347 X
346 X

386 X
385, b,d,d 3a

384, b 3a

383,
382 X
381

380

379

378

377

375, ¢ 3b

o
-

(9]
-

(=9
(¥8]
[o 3}
><

374
373, b 3a, d

2€ D€ > > < D X D%

372
371
370
369
368
367
366
365 X
364, d 3b, ¢

363, 3a, b

> > >< > X X
>< ><

a o
>

362
361, b,c,d 31
360
359
358
357
356
355
354 X

>< ><
> >< >< >< < >



232

TABLE XXXII
(CONTINUED)

Reference for

Questionnaire "Same as Above" Blank Words
353 X

352, b,c 3a

351 X

350 X

349, b,c,d 3a

348, b,c,d 3a

Note:

Lower case letter(s) beside the number of the questionnaire
indicate the part(s) of Question 3 which contained the response
"Same as Above."

Lower case letter(s) in the column entitled “Reference for
'Same as Above'" indicates the part(s) of Question 3 to which
reference was made.

Biank = No response given.
Words = Language other than "Same as Above."
Summary:

Anaiyzed 41 answers to Part 4, question 3 of questionnaire
Same as 3a indicated on 10 questionnaires (24% of sample)
Same as 3b marked on 4 questionnaires (10% of sample)

Same as 3c given on 1 questionnaire (2% of sample)

Same as 3d shown on 1 questionnaire (24% of sample)
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