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ABSTRACT
The development of collaborative relationship is seen as an “imperative” in
today’s changing health care environment. Patients are living longer and many are
developing chronic health problems with complex needs. No one health care provider can
fully meet the needs of the chronically ill. Collaborative practice between advanced
practice nurses (APN) and physicians is much more likely to address these complex
needs.
The purpose of the project was to articulate a framework through which a
collaborative practice relationship could be developed within an internal medicine clinic.
The anticipated outcomes of the project include promoting quality health care through
collaborative practice and providing a practical environment that is professionally
rewarding.
Using an adaptation of the Newman System Model by Russell and Hezel (1994) as
a framework, and the concepts of collaboration as an overlying theme, a proposal for the
addition of an APN who presented to a large internal medicine clinic. Development of the
proposal entailed conducting interviews with three physicians, completing a needs
assessment of the patients seen in the clinic, and presenting my vision of a collaborative
practice relationship. These main areas of importance where addressed during the
presentation. These include a description of the scope of practice of APNs, a description
of the concepts of collaboration, and a brief description of how this concept could be
incorporated into the present system of care.
The key to developing a positive collaborative practice is in understanding of the
concepts that are essential for success. In particular, it is important to understand that
collaborative practice relationships are time-consuming to develop and maintain. Within a
large medical practice the “advanced beginner” APN would be more likely to overcome
the barriers to collaborative practice if there was an experienced APN who could serve as
a mentor within the practice. The “advanced beginner” is most likely to succeed with one
or two physicians who are committed to the vision of collaboration and are willing to
spend the time needed to develop this type of practice relationship.
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CHAPTER 1
INTRODUCTION
The purpose of this project was to articulate a framework through which a
collaborative practice relationship for an Advanced Practice Nurse (APN) could be developed
within an internal medicine clinic. "Collaboration is a process of working one with another"
(Pike, McHugh, Canney, Miller, Reiley, & Seibert, 1993). While collaboration is a concept
viewed by many health care providers as an "imperative" in the delivery of health care in
today's changing health care environment, it is not widely incorporated into practice. This
lack of wide spread use of the collaborative practice model can be traced to several factors
ranging from how nurses and physicians are educated, to the socialization to their respective
roles during the educational process, and to societal expectations of nurses and physicians.
Up to this point, few models for collaborative practice have been developed by which APNs
can effectively practice within the wider health care system. In this project the many
elements that make up the concept of collaboration were applied to a framework for
developing a collaborative practice relationship.
Because successful collaboration does not occur in isolation within a practice, but in
interaction with environmental factors and the inherent stressors within the environment, the
Neuman Systems Model was chosen as the basic model for the application of the concept of
collaboration. The "goodness of fit” between the concept of collaboration and the Neuman
Systems Model is based on the model's flexibility, its inclusiveness, and its major focus on
the pursuit of wellness through the use of collaboration with a client/client system.
In considering a collaborative practice relationship between APNs and physicians, the
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Neuman Systems Model provides an opportunity to look at both the prevention of potential
system stressors and the system's response to stressors. Use of the model has the potential
of increasing communication between APNs and physicians as they collaborate in the care
of their patients. The behaviors required to collaborate are considered to be learned rather
than inherent, hence the need for this project.
Background and Significance of the Project
Nursing models are indispensable for providing structure and direction in the
increasingly complex system of health care delivery. While many nursing models are
frequently thought of primarily for direct care roles, the Neuman Systems Model can be
applied to client systems that include individuals, groups, families, communities, and
collaborative relationships between two or more individuals. "The Neuman Systems Model
holds unlimited potential for major role development that can shape the future of nursing
within the overall health care system" (Lowry, Walker & Mirenda, 1995, p. 65-66).
Betty Neuman draws on personal insight and experience, and scientific and
social disciphnes to create a unique and visionary nursing model. Nursing is
considered a system; therefore it follows that the Neuman Systems Model
offers an organized way of thinking and practicing as a nurse. Nursing is
experiencing a paradigm shift away from the empirical biomedical paradigm
toward the qualitative human sciences. The Neuman Systems Model is an
example of a nursing shift away from the biomedical paradigm. (Curran,
1995,p.95)
The wealth and variety of settings using the Neuman Systems Model at the organizational
level "confirms the positioning of the model for the 21st century and for global reforms in
the health care systems" (Walker, 1994, p. 345).
For the purposes of this project an adaptation of the Neuman Systems Model by
Russell and Bezel (1994) (Appendix A) was utilized. Russell and Bezel propose that the role
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of the APN can be considered a client system. With the role of the APN as the core of the
client system Russell and Hezel articulate a systematic means of analyzing an APN’s role
within a specific position. Through this systematic analysis APN’s are provided with a
means of obtaining objective information which can then be used to make sound decisions
about a particular position. "The analysis should serves as a guide to decrease role stress,
strain, and ambiguity..." (p. 216). The analysis affords the APN the opportunity to compare
her/his personal strengths with the unique opportunities of a specific, position facihtating role
clarity (Russell & Hezel, 1994).
Collaboration as a Concept
Over the last three decades the face of the health care delivery system in this country
has changed radically. The impetus behind these continuing changes are multifactorial;
philosophical changes within the Federal government concerning the disbursement of funds
from the Medicare System led the way, followed by similar changes among independent
insurers and, finally by demands of consumers of health care themselves. One of the
consequences of these changes has been the creation of non-physician care providers.
Advanced practice nurses are an integral part of this provider system. Advanced practice
nurses are being presented with the opportunity to utilize the concept of collaborative practice
with the understanding that "excellent client care cannot be achieved by a single care
provider, but rather requires the expertise and unique abilities of all care givers" (Norsen,
Opladen, & Quinn, 1995, p. 43).
Radka (1984) identified four components to a successful collaborative process:
collegiality, communication, goal sharing, and task interdependence. Sullivan's (1998)
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description of an effective collaborator fits well with these four components. She indicates
an effective collaborator is an individual who is able to be flexible in adjusting to meet the
varied needs of complex environments. An effective collaborator is also an individual who
is able to adjust his/her leadership role depending on the expertise required at any given time.
Lastly, an effective collaborator is an individual who is able to be flexible in distributing
status and authority.
Pike et al. (1993) described the concept of collaboration as ...
a process of working one with another. It is not synonymous with
cooperation, communication, or compromise. Collaboration involves trust
and respect, not only for one another, but also of the work and the
perspective each contributes. The concept suggests a bond, a union, a
depth of caring about each other and the relationship. It incorporates
notions of a synergistic alliance that maximizes the contributions of each
participant, (p. 2)
Pender (1992, as cited in Sullivan, 1998) stated that "collaboration is a human endeavor.
There must be a willingness to express views openly, reveal areas of experience as well as
inexperience, risk performing in the presence of others, and take criticism" (p. 14). To
develop a transforming collaborative relationship requires hard work and risk taking.
Goals/Outcomes
With collaboration as the basic overlying concept, the goals of this project were
(a) to articulate a framework for collaborative practice between an APN and a group of
physicians within a primary care setting and (b) to utilize the adaptation of the Neuman
Systems Model by Russell and Hezel and apply this model to the concepts of
collaboration.
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The potential outcomes from this project include (a) promoting quality health care
through collaborative practice, and (b) providing a practice environment that is
professionally rewarding.
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CHAPTER 2
REVIEW OF THE LITERATURE
By the 1970's nursing theorists began to reconceptualize the basic premises on
which nursing had been based. Hazzard (1971, as cited in Neuman, 1995) identified the
significance of Systems Theory for the practice of nursing. “General Systems Theory is a
theory of organized complexity, where all the elements are interacting. Such a theory can
be utilized well in nursing. Nursing is a system because it consists of the elements of
interaction” (p. 4). Hazzard, along with others in nursing, understood that the profession
of nursing was becoming a very complex system that needed direction if nursing was to be
recognized as a legitimate profession. During times of change the use of Systems Theory
was, and is, seen as a stabilizing force that can provide direction to the profession of
nursing.
Neuman was among the first nursing theorists to develop a model of nursing based
on the principals of General System Theory. The first Neuman Systems Model was
published in 1972 with further development of the model elaborated in the second edition
in 1982 and the third edition in 1995. In developing her model, Neuman (1995) describes
two advantages to incorporating systems theory into nursings’ conceptual framework: (a)
“systems theory provides a clarification and definition of nursing knowledge related to the
social sciences, and (b) systems theory concepts integrate easily with nursing phenomena
leading to a new perspective for nursing” (p. 6). Neuman believes that the use of System
Theory as a framework for creative forces will mitigate the effects of stressors, both
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internal and external, as nursing examines old ways of thinking and envisions new ways of
thinking within a safe environment. In addition, Neuman adapted the principles of systems
theory for her model to facilitate a wholistic understanding of individuals, groups, such as
families, and communities, who are in constant interaction with environmental stressors.
When she initially developed her model, Neuman (1995) stated that she considered
her model to be an open systems model of wellness, the main impetus of which is directed
toward primary prevention; this is reiterated in her current work. The open system begin
by
... identifying and mapping repeated cycles of input, and output; these
cycles compromise the dynamic organizational pattern. Such a system is
never at rest; rather it tends to move cyclically toward differentiation and
elaboration for further growth and survival of the organism, (p. 11)
Review of the Neuman Systems Model
Neuman (1972) was influenced by many theorists outside of nursing in developing
her model; in particular, she was influenced by the works of von Bertalanffy, Gestalt, Pierre
Teihard deChardin, Bernard Marx, and Hans Selye. The Neuman Systems Model is in part
based on the work of the Austrian biologist von Bertalanffy (1968, as cited in Neuman,
1995). He is credited with being the first individual to describe General Systems Theory in
the disciplines of biology and physics. In General Systems Theory, universal principles
were applied to all kinds of phenomena, which von Bertalanffy called "systems". Since the
inception of this theory, it has been utilized in such diverse fields as education, computer
sciences, communications, and computer information systems.
Neuman (1995) was also influence by Gestalt who maintained that the process of
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homeostasis is one by which the organism maintains its equilibrium and, consequently, its
health under varying conditions. From the philosophical views of deChardin and Marx,
Neuman incorporated Marx's belief that the properties of parts are determined to a large
extent by the larger wholes within the dynamically organized system and deChardin's belief
in the wholeness of life. Neuman's understanding of the concept of stress is adapted from
Selye's (1950, as cited in Neuman, 1995) definition of stress which states that “stress is a
nonspecific response of the body to any demand made upon it” (p. 22). Within Neuman's
model, there is a clear understanding that stress demands an adaptive response from the
client system. The intent of the Neuman Systems Model is to set forth a structure that
depicts the parts and subparts of their interrelationships for the client system as a whole.
Since its inception of the Neuman Systems Model has continued to evolve.
To afford the reader a better understanding of the Neuman Systems Model what
follows is an in-depth discussion of this model. While the model contains several
interrelating concepts, it is not a difficult model to understand. The following discussion
should provide the reader with a clear understanding of the basic assumptions and
components of this model.
Assumptions
These are the assumptions of the Neuman System Model fNeuman. 1995).
1. Although each individual client or group as a client system is unique, each
system is a composite of common known factors or innate characteristics within the
normal given range of response contained within a basic structure.
2. Many known, unknown, and universal environmental stressors exist. Each
differs in its potential for disturbing a client's usual stability level, or normal line of
defense. The particular interrelationships of client variables, physiological.
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psychological, sociocultural, developmental, and spiritual, at any point in time can
affect the degree to which a client is protected by a flexible line of defense against
possible reaction to a single stressor or a combination of stressors.
3. Each individual client/client system has evolved a normal range of response to
the environment that is referred to as a normal line of defense or usual
wellness/stability state. It represents change over time through the coping with
diverse stress encounters. The normal line of defense can be used as a standard
from which to measure health deviation.
4. When the cushioning, accordion-like effect of the flexible line of defense is no
longer capable of protecting the client/client system against an environmental
stressor, the stressor breaks through the normal line of defense. The
interrelationships of variables—physiological, psychological, sociocultural,
developmental, and spiritual—determine the nature and degree of system reaction or
possible reaction to a stressor.
5. The client, whether in a state of wellness or illness, is a dynamic composite of
the interrelationships of the variables—physiological, psychological, sociocultural,
developmental, and spiritual. Wellness is on a continuum of available energy to
support the system in an optimal state of system stability.
6. Implicit within each client system are internal resistance factors known as lines
of resistance, which function to stabilize and return the client to a level of stability
following an environmental stressor reaction.
7. Primary prevention relates to general knowledge that is applied in client
assessment and intervention in identification and reduction or mitigation of possible
or actual risk factors associated with environmental stressors to prevent possible
reaction. The goal of health promotion is included in primary prevention.
8. Secondary prevention relates to symptomatology following a reaction to
stressors, appropriate ranking of intervention priorities, and treatment to reduce
noxious effects.
9. Tertiary prevention relates to the adjustive process taking place as reconstitution
begins and maintenance factors move the client back in a circular manner toward
primary prevention.
10. The client as a system is a dynamic, constant energy exchange with the
environment, (p. 20-21)
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Neuman Systems Model Components
To facilitate a better understanding for the reader of the Neuman Systems Model
(Neuman, 1995), what follows is a description of the major components of the Model.
These include (a) wholistic client approach, (b) basic structure/energy resources, (c) lines
of resistance, (d) degree of reaction, (e) normal line of defense, (f) flexible line of defense,
(g) client/client system, (h) stressors, (i) open system, (j) environment, (k) created
environment, (1) prevention as intervention, and (m) reconstitution.
Wholism as described by Neuman (1995) is "both a philosophical and a biological
concept, implying relationships and processes arising from wholeness, dynamic freedom,
and creativity in adjusting to stressors in the internal and external environment" (p.10). In
a wholistic client approach, clients are viewed as a whole whose parts are in dynamic
interaction. Variables that simultaneously affect the client system are the physiological,
psychological, sociocultural, developmental, and spiritual.
The basic structure/energv resources consist of basic survival factors common to
the species. Examples are the body's ability to "maintain normal temperature range, genetic
response patterns, and the strength or weakness of body organs" (Neuman, 1995, p. 26).
The basic structure is surrounded by a series of broken rings that represent what is
known as the lines of resistance (Neuman, 1995). These rings are the resources that can be
utilized by the clients' system to defend against a stressor. These are activated following an
invasion of the normal line of defense by a stressor; an example is the body's ability to
mobilize white blood cells or to activate the immune system. If a stressor has a strong
enough impact on the line of resistance and is able to penetrate this line, instability will
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occur within the system. The amount of instability that occurs is described as the degree of
reaction. Times of overwhelming stress precipitate an enormous flow of energy. This
energy creates a disruption in the client system's normal steady state. Energy is expended
in an effort to cope with the disequilibrium. Death may occur if more energy is used in an
attempt to regain stability than that which is built up or stored by the client.
The lines of defense can be divided into the normal line of defense and a flexible line
of defense. In the Neuman Systems Model (Neuman, 1995), the normal lines of defense
are represented as the outermost solid circle surrounding the client system.This line of
defense represents a state of homeostasis for the system. It may represent a state of
stability following a period of stress and subsequent adjustment. The stability of this line of
defense is dependent on a client system's ability to cope during times of stress. These
coping mechanisms are largely dependent on lifestyle, developmental stage, and past life
events and their outcome.
The flexible line of defense is the Model's (Neuman, 1995) outermost broken line of
defense. This line is very fluid and can change within a short period of time. Based on the
client system's needs, it functions as a protective barrier against the penetration of stressors
through the normal line of defense. The degree to which an individual is able to effectively
use this flexible line of defense is dependent on the relationship among the physiological,
psychological, sociocultural, developmental, and spiritual variables aflecting humankind. It
is important to strengthen this line of defense so that an adverse reaction may be prevented.
The flexible line of defense can be far away from the normal line of defense, as it would be
during times of homeostasis, or as close to the normal line of defense, as it would be during
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times of disequilibrium.
The basic structure/energy resources and the lines of defense represent the
client/client system, or person, which may be an individual, family, group, community, or
social issue.
The client system is a dynamic composite of interrelationships among
physiological, psychological, sociocultural, developmental, and spiritual
factors. The client system is viewed as being in constant change or motion
and is seen as an open system in reciprocal interaction with the
environment. (Fawcett, 1989, 1995, p. 172, 225)
Stressors are those environmental forces that may alter a system's stability.
Neuman (1982) further explains the stressors as interpersonal, intrapersonal, and
extrapersonal. "Interpersonal stressors occur between one or more individuals.
Intrapersonal stressors occur within the individual (Neuman, 1995). Extrapersonal
stressors occur outside the individual" (p. 14).
An open system is described as one in which all of the elements within a highly
complex system are capable of exchanging information (Neuman 1995). Basic components
to an open system are stress and the reaction to stress.
The environment consists of both internal and external forces that are affecting, and
are being affected by, the client at any given moment (Neuman, 1995). In contrast, the
created environment is the unconscious mobilization of all system variables as the client’s
system tries to move toward system integration, stability, and integrity.
Primary prevention is a major focus of health care today. Neuman (1995) is a
strong proponent of preventive measures as essential for maintaining homeostasis within a
system. Prevention as intervention refers to the specific actions undertaken by the nurse in
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assisting a client to retain, attain, and/or maintain homeostasis. These interventions occur
before or after the protective lines of defense and resistance have been penetrated. The
interventions are essential during the reaction and the reconstitution phases. Because
primary prevention is the ultimate goal, Neuman (1982) believes that the most effective
interventions are based on the possible degree of reaction, resources, goals, and the desired
outcomes.
Interventions are further broken down into three areas, primary prevention,
secondary prevention, and tertiary prevention (Neuman, 1995). Primary prevention
interventions occur when (a) a stressor has been identified or suspected or, (b) a reaction
has not yet occurred but a degree of risk for a reaction has been identified. At this stage,
interventions are directed at mitigating the effects of the stress on the client system or in
strengthening the flexible line of defense, thus decreasing the possibility of the client's
experiencing an adverse reaction.
Secondary prevention interventions occur after the system exhibits symptoms
related to stress (Neuman, 1995). Secondary prevention interventions utilize both the
internal and external resources of the clients' system to strengthen the internal line of
resistance, thus reducing the degree of reaction and increasing resistance factors. The
primary goal of tertiary prevention interventions, which occur after active treatment or
secondary prevention interventions, is to strengthen resistance to stressors. As a
consequence, the incidence of reaction or regression will be tempered.
The final major component, as described by Neuman (1995), is that of
reconstitution. This concept describes a state of adaptation that occurs in the internal and
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external environment of the client system. It can occur at any degree or level of reaction.
It is possible for the client system to obtain a degree of homeostasis above or below
previous levels of homeostasis. Reconstitution consists of the client system's physiological,
psychological, sociocultural, developmental, and spiritual variables as they respond to
interpersonal, intrapersonal, and extrapersonal stressors.
"Goodness of Fit"
The question was asked, "Why was the Neuman Systems Model chosen for the
framework of this project?" To answer this question, several chapters included within the
third edition of The Neuman Systems Model (1995) were reviewed. Each of these authors
focused on a different aspect of the Neuman Systems Model and the model's continuing
relevance to nursing practice into the 21st century.
Lowry et al. (1995) described the paradigm shift presently occurring within this
country's health care delivery system. Until very recently, health care delivery focused on
illness. There is currently a shift toward illness prevention. From its very inception. Dr.
Neuman's model has focused on prevention as a primary intervention.
Lowry et al. (1995) categorized the continuing relevance and utility of the Neuman
Systems Model under four major headings, two of which are relevant for this project:
(a) The model provides a full representation of nursing, that is, a world view of the
profession of nursing and the full scope of responsibility of the profession of
nursing (Neuman, 1989, as cited in Neuman, 1995, p. 65);
(b) The model guides clinical nursing practice in a variety of health care settings
and for individuals, families, and communities (Whall, 1983, as cited in Neuman,
1995, p. 65).
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As a consequence of the inherent concepts and propositions of the Neuman
Systems Model, this model "holds unlimited potential for major role development that
could shape the future of nursing within the overall health care system... it’s breadth,
flexibility, and comprehensive nature will foster its relevance for structuring and organizing
nursing phenomena well into the 21st century" (Lowry et al., 1995, p. 65-67).
Curran (1995) articulated the increasingly complex health care environment in
which nursing is involved.
Nursing faces the challenge of crisis and opportunity. The crisis arises from
the inability to respond and manage a fast-changing health care climate.
The opportunity is to create a vision of the future and be clear about where
nursing is headed, (p. 97)
Curran (1995) believes that the Neuman Systems Model is congruent with the
philosophical aims, goals, and meanings underlying the profession of nursing. In addition,
the model has the flexibility and capability of bringing together the “complexities of other
systems into a workable health care framework" (p. 97). Pearson & Vaughan (1988, as
cited in Neuman, 1995) suggested that the "strength of the Neuman Systems Model is the
ability to support an interdisciplinary team approach" (p. 94); this ability to utilize an
interdisciplinary team approach is one of the major underpinnings of a collaborative
practice. Collaboration, by its very nature, is an interdependent relationship.
The Neuman Systems Model in Practice
Capers, O’Brien, Quinn, Kelly, & Fenerty (1985) described the collaborative efforts
of nursing administration and staff nurses in implementing the Neuman Systems Model for
patient care within a hospital setting. Contained within the article is a description of the
planning phase for the implementation of the Neuman Systems Model. This article was
useful for this project in that the authors articulated the primary goals for utilizing a
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conceptual model. The Neuman Systems Model was chosen as the framework for practice
in the setting described by Capers et al. (1985) based on two factors: (a) "The model is
easily understood, which is a key factor in decreasing the inherent resistance to change, and
(b) the model is congruent with the philosophy of nursing" (p. 30). Both of these factors
played an important part in the development of this project.
Dwyer, Walker, Suchman, & Coggiola (1994) described a collaborative practice
within the primary care setting under the auspices of the University of Rochester and the
Community Nursing Center. The Neuman Systems Model was chosen as a framework in
developing a collaborative practice between these two groups, based on its strong
emphasis on prevention.
Four key components are identified by Dwyer et al. (1994) as essential for the
success of a collaborative practice: (a) All participants must be committed to discarding
traditional assumptions about nurse-physician relationships, (b) All participants must have a
strong belief that teams can provide more comprehensive care than can individuals within
one discipline, (c) Practitioners of both disciplines, APNs and physicians, should consult
with each other in areas pertaining to each discipline's specific professional expertise; and
(d) Advanced practice nurses should have their own group of clients for whom they are
primary care providers. Dwyer et al. found that the biggest obstacle to creating a
collaborative practice is the amount of time it takes to obtain the physician's trust in the
APN's clinical judgment.
There is a paucity of literature addressing the development of a collaborative
practice utilizing the Neuman Systems Model. Therefore, the four key components
identified by Dwyer et al. (1994) served as a foundation for this project.
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Russell and Hezel (1994) take a more theoretical approach and utilize the Neuman
Systems Model as a systematic framework for analyzing the development, enactment, and
evaluation of the role of the APN. They noted that the role of the APN is different from
practice setting to practice setting. This can be a "double-edged sword." While developing
a new role is creative and challenging, too many unexpected aspects of the role may lead to
overwhelming frustrations.
The most opportune time for exacting a role analysis is before accepting a
position. Preparation of an organizing framework before the interview
process allows the APN to ensure that all aspects of the position will be
discussed .... Once a framework has been developed, it can be used
during a periodic analysis of the enacted role. This will enable the APN to
examine role expectations as compared with role demands and determine
whether role needs have changed or need to be changed, (p. 216)
The analysis served as a guide to decrease role stress, strain, and ambiguity, while
simultaneously increasing role clarity and satisfaction (Russell & Hezel, 1994). A major
assumption of their analysis is that the Role of the APN may be classified as a client system
because it meets the criteria of an open system.
This assumption requires an adaptation of the Model to accommodate the
new perception of Role as a client system. The major adaptation is the
substitute of Role for Person/Client/Client System as one of the major
components within Neuman’s Model, (p. 217)
The concept of Role has set lines of defense. These lines are the core, lines of
resistance, normal line of defense, and flexible line of defense.
The core for the Role as client system is all that is common to the advanced
practitioners' role, but unique to each position. For example, by definition,
all APN's are individuals with a Master's Degree in Nursing. Unique to the
practitioner would be the clinical field. (Russell & Hezel, 1994, p. 217)
The lines of resistance for the Role are internal elements that exist and operate on
an involuntary basis. "The scope of practice is defined within each role. The framework
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for the scope of practice is provided by the practice act of the state, the job description
within the facility, and current practice in the field" (Russell & Hezel, 1994, p. 218). This
scope sets the boundaries for the APN.
The normal line of defense for the Role is those coping patterns that develop over
time. An example of this would be "the evolution of role enactment. That is, role
responsibilities would change, adapt, and perhaps even grow over time" (Russell & Hezel,
1994, p. 218).
The flexible line of defense for the Role acts as the first line of defense that expands
and contracts as a result of the needs of the client system (Russell & Hezel, 1994). For
instance, routine role responsibilities are developed over time and become the normal line
of defense. On any given day, these responsibilities can increase, decrease, or be
maintained at the same level. If on a particular day, the responsibilities have decreased,
then the flexible line of defense will expand, increasing the protection of the Role to some
degree. As previously stated, one stressor alone does not substantially affect the flexible
line of defense but, collectively, many stressors can.
Stressors as described by Selye (1974, as cited in Russell & Hezel, 1994) are
neither positive nor negative. "There is no cause and effect relationship between stressors
and responses. Rather, groups of stressors have an impact on the client system, resulting in
a variety of responses" (p. 218). Stressors may originate from within the internal
environment of the Role, or they may originate from the external environment. "Use of the
model to examine stressors provides an opportunity to determine and respond to role
strengths and weaknesses"(p. 218). Once potential or existing stressors are identified,
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prevention measures can be planned and implemented. The goal would be to strengthen
and maintain the positive facets of the position, while diminishing or eliminating the
negative.
Prevention, according to Neuman (1982), incorporates the entire nursing process
from analysis to evaluation. Primary prevention strategies for the role of the APN would
focus on the maintenance of healthy facets within the Role by increasing the protective
strength of the flexible line of defense and/or decreasing encounters with noxious stressors.
Within secondary prevention, the focus is on increasing the strength within the lines of
resistance and/or minimizing reaction of the Role system to noxious stressors. Tertiary
prevention is aimed at maintaining a Role system stability and preventing noxious stressor
recurrence.
The Concept of Collaboration
The concept of collaboration is the next focus of the literature review. Sullivan
(1998) described the concept of collaboration and how this concept can and should be
incorporated into the health care delivery system for the benefit of the consumer of health
care, the health care provider, and society as a whole in the present and in the future.
Sullivan, found that "the vast majority of literature concerning collaboration between
nurses and physicians describes hospital based practices rather than primary care or
community-based settings" (p. 12). This is due in part to the fact that collaborative
practices within the hospital setting have existed for many years, whereas collaborative
practices between APNs and physicians within the primary care setting is a more recent
phenomenon.
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Sullivan (1998) described collaboration as a complex time-consuming process, but
one with a highly predictable success rate as long as all components of the process are
accomplished" (p.10). The following characteristics can be used to describe collaboration.
Collaboration is a dynamic process, one in which there is a " ... flexible distribution of
status and authority whereby responsibilities and influence vary from point to point
depending on which individual or group has superior competence required for a particular
task" (Weiss, 1985, p. 50). Collaboration is also transforming. "In a transforming
collaborative practice, collaborators share a value for collaboration. They have reached
mutual agreement on philosophies and models of practice" (Sullivan, 1998, p. 13).
Collaboration is a process. Undertaking the development of collaborative arrangements
requires that all aspects of a collaborative practice be explored. "It is apparent that the
process is one of building a foundation of a supportive environment..." (Sullivan, 1998,
p. 15). Collaboration is about the sharing of power. Weiss and Davis (1985) define this
sharing of power as (a) the active and assertive contribution of each party, (b) receptivity
to and respect for the other party's contribution, and (c) a negotiation process that builds
upon the contributions of both parties to form a new way to conceptualize the problem.
Collaboration is a partnership. "Partnership is the hallmark of true collaborative
practice" (Miccolo & Spanier, 1993, as cited in Sullivan, 1998, p. 19). Nicholas, Leuner,
Miller, Kellifer, Lynch, and Fitz-Maurice (1994, as cited in Porter, Scott, & Sullivan, 1998)
believe that "contemporary health care requires proactive partnerships. Health care
partnerships across organizations, across disciplines, and within communities are necessary
to manage (a) changing technology, (b) increasing client acuity, (c) an aging population.
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and (d) diminishing fiscal resources." (p. 301) Collaborating partners, over time, form a
bond and a cohesiveness that creates a supportive comfortable environment in which to
work. "Building a collaborative practice model requires working together, spending time
together, maintaining a high degree of contact over time ..." (Sullivan, 1998, p.16).
Collaborative relationships are both pervasive and purposeful. Collaborative practices have
been developed in hospital settings, office settings, public health departments, community
clinics, and home health agencies across the United States, Canada, and Great Britain with
much success.
"No instances are reported in the literature in which collaborative activity was
undertaken without a reason or purpose for doing so" (Sullivan, 1998, p. 22). “The
purpose for coming together is critical to the ability to work collaboratively. The goals
must be clear, concise, and mutually valued” (Styles, 1984, as cited in Porter, Scott, &
Sullivan, 1998, p. 302). Porter et al. (1998) state that "the clear articulation of goals ...
holds partners accountable and serve as a vehicle to pursue tangible, mutually satisfying
outcomes" (p. 306).
Hobbs (1998) believes that
Collaboration is one of many concepts whose greater currency seems to
reflect a larger societal search for meaning beyond individual achievement
and technical efficiency. Collaboration is not a new idea... but rather that
organizational complexities and impersonality have contributed to many
workers, both professional and nonprofessional alike, feeling a greater need
for integration and connectedness at work, at home, and in other domains of
everyday life. (p. 593,594)
Hanson and Spross (1996) identify collaboration as "... a core competency of advanced
practice nursing" (p. 230). These two ideas postulated by Hobbs and Hanson and Spross
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reinforce the purpose of this project in developing a framework for collaborative practice
between APNs and physicians.
In reviewing the literature on collaboration, several recurrent themes of a successful
collaborative practice relationship were identified. These include (a) the need for self¬
reflection by the APN before entering a collaborative practice, (b) the need for effective
communication in collaborative practice, which takes time to develop, (c) the need for
interdependence between the clinicians, which has been shown to improve patient
outcomes, (d) the need for a common purpose in effective collaborative practice
relationships, (e) the need for clinical competence of the APN, which is essential for the
development of trust between the APN and the collaborative physicians, and (f) the need
for strategies to combat the barriers to developing collaborative practice relationships. A
more detailed discussion of these six themes follows.
1. The Need for Self-Reflection: McLain (1988b) stated that nurses must be
willing to honestly examine their "deeply held beliefs, values and behaviors in relation to
their professional practice and identify" (p. 35). Self-reflection should include the answers
to the following questions: (a) "What do I want from a collaborative practice relationship?
and (b) What are my goals, plans, fears, problems?" (McLain, 1988b, p. 35). Of interest to
new practitioner is the concept put forth by Hardy and Hardy (1988, as cited in Hanson &
Spross, 1996) in which they propose that the role strain that occurs during role transition
may be a "prerequisite to acquiring and implementing a new role and may in fact facilitate
role transition by increasing awareness of gaps in knowledge and skill" (p. 99).
Coeling and Wilcox (1991) also described self-reflection. They believe that nurses
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must understand and believe in the importance of nursing's unique contribution.
"Understanding the focus of both nursing and other professions is essential to resolving
disagreements and coordinating all views toward the patient's best interest” (p. 231).
2. The Need for Effective Communication: Almost without exception, effective
communication is mentioned by the authors of the articles and books on collaboration. The
opportunities for positive communication are only limited by imagination in a collaborative
practice relationship. Effective communication includes the building of mutual respect for
individual practitioners, the development of trust, the understanding of common goals,
values, and beliefs, and the establishment of the boundaries of practice within a
collaborative practice relationship.
"Communication extends beyond the concept of sharing information and
encompasses the relationship between the members in the practice" (Nugent & Lambert,
1996, p. 6). This of course takes a strong commitment on the part of the individualpractitioners and evolves over time. Several months may be needed before a comfort level
can be established. Elpem, Rodts, DeWaid and West (1983) think that "a collaborative
practice will require at least one year of concerted effort before the benefits to all will be
seen" (p. 29).
Grohar-Murray and DiCrose (1992, as cited in Malone, 1996) offered seven
suggestions for effective communication which are significant for the development of this
project. These include (a) clarifying one's own ideas before communicating with others,
(b) considering the physical and psychological setting, (c) consulting with others when
necessary to be exact and objective, (c) being mindful of the overtones as well as the

24
content of the message, (d) conveying something of value or praise to the intended receiver
of the message, (e) following up on all communication, and (f) being sure one's actions
support one's communication.
These elements for successful communication are particularly important if
individuals are being asked to make a paradigm shift. For this project the paradigm shift
would include a change in nurse/physician interactions. Simborg, Starfield & Horn (1978)
note that it is clear that APNs and physicians approach their tasks in very different ways.
Rarely does a clinician from one field understand the professional development or
philosophy of the other discipline.
If non-physicians and physicians approach their tasks differently, and if
communication is important to the quality of medical care, it seems essential
to determine the extent to which physicians and non-physician health care
providers stress different aspects of care and how well this complementary
activity is communicated ... (Simborg et al., 1978, p. 44).
Devereux (1981) stated that communication is essential in a collaborative practice.
"Everyone must know what the other fellow is doing, why, how, and when? What are the
goals? What is the plan? Where do we go from here?" (p.40). This statement reinforces a
recurring theme throughout many of the articles in that communication within collaborative
practice relationships is described as being horizontal rather than vertical/hierarchal, the
latter which typifies nurse-physician communication throughout this century. Kurtz (1989,
as cited in Fagin, 1992) completed a study on the behavioral patterns of physicians which
revealed that “physicians would prefer not to be interactive and preferred to avoid group
involvement. Under conditions of stress ... physicians tend to withdraw support from the
group.” (p. 360).
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Changing communication patterns among nurses and physicians has been
acknowledged as a challenge to both nurses and physicians. For the APN, a serious selfassessment of interactional patterns will help determine to what extent established patterns
are oriented toward mutual understanding. McLain (1988b) provides five questions that
the APN can ask during self-assessment: (a) "Do you express the truth?” (b) "Are you
sincere?" (c) "Do the physicians understand what you are trying to communicate?" and (d)
"Is it legitimate or appropriate for you to be saying what it is you are saying?" (p. 35). If
any of these areas are problematic, McLain believes that it is essential to honestly examine
and resolve the problem areas so that effective communication can occur.
One of the many assets of APNs is an extensive exposure to the development of
communication skills and experience as change agents and educators within the formal
nursing educational system. The APN can effectively use her/his skills in these areas to
promote communication between nurses and physicians. Communication is a learned skill
that can be developed over time.
Many authors whose work was reviewed for this project directly stated that,
without effective communication, a collaborative practice cannot be developed. Advanced
practice nurses and physicians entering into a collaborative practice relationship must make
a concerted effort to spend time together building a personal and professional relationship
where there is a"... willingness to express views openly, reveal areas of experience as well
as inexperience, risk performing in the presence of others, and take criticism" (Pender,
1992, as cited in Sullivan, 1998, p. 14).
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3. The Need for Interdependence to Improve Patient Outcomes: The positive
effects on patient outcomes as a result of collaborative practice are demonstrated
throughout the literature. "Collaboration involves combining efforts and sharing
professional assets, thus providing a broader spectrum of information that can be pooled to
design a comprehensive plan of care ..(Trueman, 1991, p.70-71).
Second only to clinical competence "... interpersonal skills, or the willingness to
learn them" (Hanson & Spross, 1996, p. 235) are absolutely essential in the development of
a successful collaborative practice. The practices of medicine and nursing frequently
overlap; however, the two disciplines are "culturally distinct and each have diverse goals
for patient care" (p. 236). Through the effective use of interpersonal skills, a respect for
each care provider's practice and knowledge base can be developed which can "enhance
shared decision making" (p. 236). Enhanced shared decision making can lead to more
effective problem solving.
Fagin (1992) states that "comprehensive care today requires the broad spectrum of
knowledge that no one practitioner can provide ..." (p. 357). She also found evidence in
the literature and anecdotally that patient outcomes were improved by collaborative
practice relationships. Alpert, Goldman, Kilroy, and Pike (1992) in their study about
collaborative practice relationship between hospital nurses and physicians stated that
"collaboration requires a vision, an unswerving commitment, and a leap of faith that
collaboration will dramatically improve patient care ..." (p. 58).
Hanson and Spross (1996) believe that
... respect for other's practice and knowledge is key to a successful
collaboration because it enhances shared decision making. A great deal of
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successful collaboration work is self-driven. There must be a desire at a
very personal level to collaborate and to value and respect other's ideas and
actions, as well as a personal belief that complementary knowledge will
enhance one's own personal plan for patient care. (p. 236)
"Complementary APN role behaviors do not compete with traditional medicine but
rather enrich and expand the services offered" (Davidson & Lauver, 1984, p. 8). "The
APN does not abandon the primary nursing role of caring, comforting, and guiding and
therefore the APN's and the physician's roles become complementary" (Hughes &
Mackenzie, 1990, p. 56).
Advanced practice nurses are not substitutes for physicians nor are physicians a
substitute for APNs. Therefore, because their practice areas are different, a collaborative
practice relationship can provide more comprehensive wholistic care that may not be
always possible in an independent practice. Fugate and Tinsley (1981 as cited in DavisDoughty, 1996) identify five unique skills in which APNs are experts: (a)" the coordination
of individual and family health needs, (b) delivery of more flexible care, (c) provision of
less expensive care, (d) delivery of more personal attention during the encounter, and (e)
provision of health education and counseling" (p. 520).
While the role of the APN has expanded to include comprehensive physical
examination, diagnostic testing, assessment and management of acute and chronic illnesses,
all of which APNs share with the role of the physician, what is unique to all nurses is
expertise in psychosocial assessments, teaching, counseling, and nursing focus on health
maintenance. These elements are an integral part the of formal nursing educational process
in developing the role of nurses.
While some physicians also have these skills, they are not an integral part of their
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role development. Physician expertise focuses on disease identification, treatment and
management. The melding of the two roles, that of the APN and the physician, can
provide a comprehensive wholistic plan of care for individuals cared for in a collaborative
practice relationship.
4. The Need for a Common Purpose: For a collaborative practice to succeed, there
must be a common purpose. Elpem et al. (1983) outlined several important aspects of a
collaborative practice that should occur at the outset. These include (a) a clear
understanding of the division of responsibilities to the collaborative relationship and the
mutual patient population, (b) a strong collegial relationship, (c) an understanding
concerning the commitment of time to developing and maintaining the collaborative
relationship, (d) financial guidelines for reimbursement of the APN, and (e) the future
professional goals for all of the clinicians within the practice.
McLain (1988a) described the concept of commitment succinctly. She stated that
’’the central idea behind a successful collaborative practice is an inherent belief that this is
how things ought to be, an inherent openness and commitment to a mutually rewarding
relationship’’ (p. 392). In addition, Elpem et al. (1983) found that ’’the patients' acceptance
of the joint approach to patient care will be enhanced if they are assured that the APN and
MD work well together” (p. 28).
5. The Need for Clinical Competence of the Advanced Practice Nurse: In the
dictionary competent is described as being “one who is well qualified, capable, and fit”
(Gurainik, 1970, p. 289). Broadly defined, "competence is the ability to demonstrate
knowledge, skills, and abilities that underlie effective job performance" (Callahan &
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Bruton-Maree, 1994, p. 276). Four characteristics have been proposed which
operationalize the competency of APNs: (a) the use of a wholistic perspective, (b) the
formation of partnerships with patients, (c) the use of expert clinical reasoning, and (d) the
use of diverse health and illness management approaches (Brown, 1996).
As a consequence of the advanced educational process, APNs acquire the necessary
skills and knowledge that is needed to manage and treat patients with both common acute
illnesses and stable chronic illnesses. This is done through the processes of conducting
physical examinations, ordering laboratory and other diagnostic studies, developing and
implementing treatment plans in collaboration with patients for many acute and stable
chronic illnesses, prescribing medications, monitoring patient status, educating and
counseling patients, and collaborating and referring to other health care providers as
needed.
Hanna (1996) further expands this definition to include the ability to “recognize
signs and symptoms of complex and unstable health problems requiring medical or other
consultation ... along with recognition of emergency situations and the initiation of
effective emergency care” (p. 342). Hamric, Spross, and Hanson (1996) believes that the
scope of practice for APNs not only includes clinical skills but also skills in communication,
research, leadership, and ethical decision-making skills.
The Montana State Board of Nursing (1996) recognizes many of these skills and
competencies in articulating the Statutes and Rules relating to nursing which regulate the
practice of APNs within Montana. Of particular note are Statutes 8.32.304, 8.32.1501,
and 8.32.1508 which articulate (a) the right to use the title of advanced practice
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[registered] nurse, (b) prescriptive authority for advanced practice [registered] nurses, and
(c) the guidelines for quality assurance of advanced practice [registered] nurses,
respectively.
These statutes reflect the Standards of Practice set forth by the American Academy
of Nurse Practitioners (1993). As outlined by these standards, nurse practitioners are
registered nurses with advanced education and clinical competency necessary for the
delivery of primary health and medical care. A master’s degree is recommended for entry
level practitioners” (p. 1). Because of the autonomous nature of advanced clinical practice
of nurse practitioners, the State of Montana requires all APNs to conduct quality assurance
audits quarterly. These audits assure accountability for outcomes in health care. The
development of competency is a dynamically evolving process that has a beginning but no
end. Health care providers have a responsibility to society to continue to develop and
maintain a high level of clinical competency.
From the perspective of many physicians, one of the major concerns in forming
collaborative practice relationships with APNs is a lack of trust in the clinical competency
of advanced practice nurses. The development of trust and respect depends on clinical
competence (Alpert et al, 1992). Prescott and Bowen (1985, as cited in Fagin, 1992)
found that the competency of a physician is assumed and the incompetence of a physician
must be proven... whereas, each nurse must prove herself/himself in each new
experience" (p. 359). The reasons for this lack of trust in the clinical judgment of APNs is
multifactorial and has its origins in the separateness of the educational system which trains
nurses and physicians.
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6. The Need for Strategies to Combat the Barriers to Developing a Collaborative
Practice Relationship: Several barriers to collaborative practice, both real and perceived,
were identified in the literature. "Many of the barriers to successful collaboration occur
because of values, beliefs, and behaviors that have, until recently, gone unchallenged in
society and in the organizations in which nurses practice" (Hanson & Spross, 1996, p.
243).
Hanson and Spross (1996) identified two broad barriers to collaborative practice
relationships; these include societal issues and systems issues. Societal issues encompass
the traditional roles of nurses and physicians, including the ineffective communication
patterns that have been perpetuated throughout nurse-physician relationships. These
ineffective communication patterns are further perpetuated by the lack of time spent on
communication. Other societal issues include the "lack of consumer awareness and a
minimal demand for preventive services" (Weill, 1989, as cited in Davis-Doughty, 1996, p.
528).
Systems issues include the stipulation in certain nurse practice acts that physicians
must serve as supervisors to APNS. Over the last ten years, however, “... there has been
a slow but steady movement away from language requiring physician supervision and
reference to protocols in state nurse practice acts" (Hanson & Spross, 1996, p. 240).
One additional systems barrier is the lack of reimbursement for preventive services.
While third-party payers are now reimbursing health care providers for preventive services
such as childhood immunizations and mammograms they have been reluctant to reimburse
for preventive services that do not produce an immediate benefit to the patient or the
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insurance company. This would include the educational services provided in an
anticoagulation clinic, a diabetic clinic, or a heart failure clinic. Both of these systems
issues provide APNs with the opportunity to actively participate in an advocacy role both
for themselves and the patients they serve.
McLain (1988) identified two strategies that can help create conditions conducive
to collaborative practice both of which focus on communication and the time commitment
of a collaborative practice relationship. The first strategy consists of regularly scheduled
meetings between the collaborative clinicians which facilitate the creation of conditions
conductive to open communication. Building a collaborative practice relationship
requires working together, spending time together, maintaining a high
degree of contact over time, developing a partnership type of relationship ..
. relationship building and shared decision making are, arguably, two of the
most monumental features of the entire process of collaboration. (Ritter,
1983, as cited in Sullivan, 1998, p. 15)
The second strategy identified encourages APNs to act as change agents to foster
and help the physicians in the collaborative practice to follow the established guidelines of
the collaborative practice agreement. "Efforts to change the environment to one that is
more collaborative involves proving oneself over and over and challenging colleagues'
behaviors that restrain attempts to work together” (Hanson & Spross, 1996, p. 244). "In
general, change, not stability, characterizes the work in nursing and in health care. All
health care providers must develop a comfort level with change in order to respond flexibly
and plan effectively in ever-changing environments" (Norton & Grady, 1996, p. 252).
Once organizational support has been established and the "goodness of fit"
determined, creating the conditions which are conducive to a collaborative practice

33
relationship can begin. Ritter (1983, as cited in Sullivan, 1998) and others mention several
questions that they believe should be asked of organizations as part of assessing the
readiness of a particular organization in incorporating a collaborative practice model:
1. Are the necessary systems in place to support collaboration?
2. Is the environment receptive?
3. Is the timing right?
4. Is there a stable work force?
5. Does the workforce have the necessary abilities to work collaboratively? (p. 15).
Sullivan (1998) points out the importance of a supportive and developmentally ready
environment when she states that. to achieve true collaboration, both humor and
system supports must be consistent and dependably present” (p. 31). Asa consequence of
these two statements, it would behoove any APN who is seeking a collaborative practice
relationship to interview an organization with the express purpose of ascertaining whether
the organization is ready to support a collaborative practice relationship. Also included in
the interviewing process would be the determination of the ... "mutual fit of the goals and
expectations of the individuals and those of the organization. Clarification of goals and
expectations prior to employment and periodic reassessment can minimize conflict and
enhance role development and efifectiveness" (Brykczynski, 1996, p. 101).
Strategies to overcome the lack of consumer awareness and the minimal demand
for preventative services include the marketing of the unique practice of APNs and, while
outside the scope of this project, being active in the community. Advanced practice nurses
cannot develop markets and sell themselves if they do not clearly recognize their unique
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skills and how these skills can meet patient needs. Marketing is a foreign concept to
nurses; however, effective marketing can facilitate a greater understanding and appreciation
of the strengths of APNs as health care providers.
In conclusion
.. .The "truth" of how to implement successful collaborative relationships is
developing.... What is known is that achieving goals requires a
commitment of time, energy, and resources. What has been shown are
astonishing positive effects for the recipients of health care and for health
care provider. (Hegyvary, 1991, as cited in Porter, Scott, & Sullivan, 1998,
p. 306).
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CHAPTER 3
PROJECT INTERVENTION
During the summer of 1998,1 developed and presented a proposal for the addition
of an APN within an internal medicine clinic. This clinic is composed of nine internal
medicine physicians, three of whom have subspecialties of gastroenterology, geriatrics,
and infectious diseases. All of the physicians within this group, except for one, practice
primary care medicine. The support staff consists of two RNs, three licensed practical
nurses, and one certified medical technician. In addition, there are three billing clerks,
four receptionists, one filing clerk, three laboratory specialists, a typist, and the office
manager. Several of the employees have been at this clinic for many years.
The population seen in this clinic ranges from young adults to the "old old," with
the majority of patients being fifty years of age and older. As with all internal medicine
practices, a large percentage of the population seen in this clinic are living with one or
more chronic illnesses. Individuals with diabetes, heart disease, respiratory diseases, and
degenerative joint diseases make up the bulk of the practice.
In developing my proposal for an APN position, I used a three-staged approach.
In the initial planning stage, I thought it important to have an understanding of the
physicians' philosophy on health care and whether their philosophy fit with my
philosophy of health care, such as, what it meant to them to be health care providers, what
they understand their role to be as a health care providers, and whether they perceived the
patients as having a role in their care.
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During the second stage a needs assessment was conducted of the patients within
this practice. The purpose of this assessment was to identify patients who would benefit
from a collaborative relationship between an APN and the physicians. The third and final
stage consisted of a formal presentation of the proposal for the development of an APN
position.
Stage One
A convenience sample of three of the nine physicians were chosen to be
interviewed. Goals for these interviews were (a) to begin expanding a pattern of
communication with the physicians, and (b) to validate my perceptions of the physicians
philosophy of patient care. I thought that these interviews were important for establishing
the "goodness of fit" between an APN and the physicians within this practice. By
establishing the "goodness of fit," these interviews became an important part of the
decision-making process in pursuing the proposal for the addition of an APN within this
clinic.
I started the interviews by explaining that I wanted to develop a greater
understanding of their philosophy concerning patient care to help me determine whether
their ideas were congruent with my philosophy of patient care. Two broad questions were
posed to the physicians: (1) What is your role as a health care provider? and (2) What is
the role of the patient in maintaining their own health?
Question # 1
Two of the physicians in particular expressed their responsibilities to their patients
as including not only the treatment of the physiological effects of illness but also the
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responsibility to educate the patients about their illness/es. They did, however, emphasize
that there are certain time constraints of everyday practice, and that there is a lack of
reimbursement for time spent on educating their patients. All three of the physicians
expressed a desire to provide more education to their patients; however, they stated there
is not a lot of support from the insurance industry for providing this service within the
primary care setting. Each of the physicians provides education to their patients through
the use of verbal and written materials and, to a certain extent, they utilize the nurses in
providing education to their patients. They all take time for more extensive patient
education and support if there are special circumstances. One physician made a particular
point of talking about the psychological and social needs of his patients and expressed a bit
of resentment about the perception among nurses that physicians do not address these
needs. He thinks that he does address the psychological and social needs of his patients; in
fact, this has been one of the great joys for him as a physician.
Question # 2
Two of the physicians had strong feelings that the patients must have an active part
in their treatment plan and emphasized the importance of giving the patients the
information they need to make a decision about what will work for them. This was of
particular importance for one physician who does a lot of consulting for other physicians.
These consults are a important part of his practice and he spends a significant amount of
time with these patients outlining all of the options for treatment and encouraging
questions and clarifications. In this way, the patients are able to make choices based on
what works for them. One physician expressed a more traditional idea of what the
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patient’s role is. By way of illustration, this physician talked about one of his patients who
"is a great guy, he does anything I tell him to do and doesn't question me about this. It is
so great. I wish I had more patients like that."
Because I have limited experience with other medical specialties, for example,
family practice, it is hard to generalize about the significance of these physicians'
philosophies on their role and the patients' role. It is possible that the philosophies
expressed are more characteristic to internal medicine, or they may be a result of this group
of physicians choosing to become partners because they have similar philosophies. These
interviews provided a new insight into how the physicians in this practice approach patient
care.
Stage Two
Because of the nature of internal medicine practice and the chronicity of many
disease processes within this population, several areas of patient care could be addressed
more fully by utilizing a collaborative practice relationship between an APN and the
physicians within this clinic. For example, approximately 200 patients within this clinic
take oral anticoagulants. This group of patients have special needs based on the potentially
negative iatrogenic effects of oral anticoagulants. A collaborative practice relationship
with these patients would exemplify the advanced clinical skills and knowledge of APNs.
The advanced skills and knowledge of the APN include assessing the health status
of patients, diagnosing and treating acute and stable chronic illness/es, developing a
treatment plan in collaboration with the patient, and implementing the treatment plan. This
includes interpreting diagnostic studies, managing side-effects and complications and
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promoting optimal health. In addition, the APN has the skills and knowledge necessary to
recognize situations that are outside of her/his scope of practice. In these situations the
APN collaborates with a more experienced APN or a physician. These advanced skills and
knowledge can be utilized in many collaborative practice relationships such as the
management of patients with dyslipidemias or heart failure, nursing home patients and
patients who are homebound.
Stage Three
An all-physician meeting was scheduled after clinic hours to discuss the proposal.
Eight of the nine physicians were able to attend. During the hour and a half meeting I
addressed two main areas of importance (a) a description of the scope of practice of APNs,
(b) a description of the concept of collaboration and how this concept could be
incorporated into the present system of care (Appendix B). I utilized flip charts to
emphasize the important issues within these two main areas. In addition, there was a very
brief discussion concerning monetary issues. The meeting was concluded with a brief
question and answer period. The following is a discussion of how these areas were
addressed.
Scope of Practice
In the review of the literature, a recurring theme is the lack of understanding of the
scope of practice of APNs by physicians. This lack of knowledge has been identified as
one of the internal barriers to collaborative practice. To help dispel any lack of
understanding about the scope of practice of the APN and to define a clear boundary
around practice issues, including the issues surrounding prescriptive authority, I utilized the
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work of Hanna (1996) and Hamric et al. (1996) and provided handouts of the pertinent
pages from the State of Montana Statutes and Rules Relating to Nursing (1996).
Eight core competencies as identified by Hamric et al. (1996) were placed on a flip
chart. These competencies include (a) expert clinical practice, (b) expert guidance and
coaching of patients, families, and other health care providers, (c) consultant, (d) clinical
and professional leadership, (e) research skills including utilization, evaluation, and
conduct, (f) collaboration, (g) change agent skills, and (h) ethical decision making skills.
All of these complex skills are developed over time.
The Concept of Collaboration and How it Could be Incorporated
In successful collaborative practice relationships all participants are required to
discard the traditional assumptions about nurse-physician relationships. In addition, all
participants must have a strong belief that collaborative teams can provide more
comprehensive care than what can be provided by a single practitioner. The members of
the collaborative team consult with each other in areas that pertain to each disciplines
specific professional expertise.
One of the roles of APN is that of change agent. To facilitate the development of
the paradigm shift from the traditional nurse-physician relationships to a collaborative
nurse-physician relationship I requested a two month long rotation with each of the
physicians in which we could work and collaborate together on mutually agreed upon
patients. I saw this as a way to break down the internal barriers to collaborative practice
which include the lack of knowledge about the APN's role. This request was also seen as a
way to begin developing trust and respect between myself and the physicians, which is so
important in a collaborative practice. In addition, I proposed the development of an
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anticoagulation therapy clinic and a lipid clinic as two means of promoting collaboration
between myself and the physicians which would lead to improved patient outcomes. Other
collaborative practice relationships that could be developed between myself and the
physicians could include those individuals in nursing homes and those that are homebound.
This section was concluded by a brief discussion of why I thought a collaborative practice
relationship could be developed in this clinic.
During the question and answer section the discussion centered around what it
means to be a change agent, other groups of patients who would benefit by a structured
monitoring program such as heart failure patients, and questions about the number of new
patients that I could attract to the clinic. The meeting was concluded with a commitment
from the physicians to investigate monetary concerns and return to me within 2 weeks with
an answer to my proposal for the addition of an APN position in the clinic.
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CHAPTER 4
PROJECT ANALYSIS
The desired outcomes for this project were two-fold. They included (a) promoting
quality health care through collaborative practice, and (b) providing a practice
environment that is professionally rewarding not only for the APN but for the physicians
as well.
The Neuman Systems Model, the adaptation of the Neuman Systems Model by
Russell and Hezel (1994), and the concepts surrounding collaboration found in the review
of the literature were invaluable in developing the proposal for an APN position within
the internal medicine practice. The concepts of collaboration fit well within a systems
model such as the Neuman Systems Model. Collaboration is a system within itself with
attributes that connect within a pattern of interrelatedness and actions that influence each
other in predictable ways. "Collaboration can be understood as a whole only by studying
patterns occurring among and between the attributes and their connections, rather than
static images" (Sullivan, 1998, p. 118).
By examining six of the most common recurring themes of successful
collaborative practice relationships I was able to gather objective data that provided me
with the answers I needed in making a decision about the feasibility of a collaborative
practice relationship within this clinic. In doing this I was also able to answer the five
questions put forth by Ritter (1983, as cited in Sullivan, 1998, p. 15) which include (a)
Are the necessary systems in place to support collaboration? (b) Is the environment
receptive? (c) Is the timing right? (d) Is the work force stable? and (e) Does the work
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force have the necessary abilities to work collaboratively? By answering these five
questions I was able to assess the readiness of the clinic as a whole in accepting a
collaborative practice model. What follows is a discussion of my findings as I examined
each of the six recurring themes of a successful collaborative practice relationship.
Summary
1. The Need for Self-Reflection: During the process of self-reflection I had to
answer several questions including (a) What do I want from a collaborative practice
relationship? (b) As a nurse what do I have to offer a collaborative practice relationship,
from both a patient care prospective and a professional practice relationship prospective?
and (c) What are my strengths and weaknesses?
When I first began this project my main focus was to create a practice relationship
that would foster collaboration and collegiality between myself and the physicians. An
environment in which my contribution as a nurse to health care would be respected and
valued, one in which I could maintain the nursing model of care within a medical model.
I thought that I had a lot to offer this clinic based on my long-term relationship
with the clinic as a licensed practical nurse, a registered nurse, and now as an APN. Over
the years I have been able to establish relationships based on trust of my clinical
competence with both the physicians and the patients. I have also developed a certain
level of expertise in addressing the psychological, spiritual, and developmental needs of
the patients. Over the years I have held various positions within the clinic which has
helped me develop my skills in being a part of this team.
2. The Need for Effective Communication: The utilization of effective
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communication skills is the foundation for a successful collaborative practice relationship.
Effective communication allows for the development of mutual respect and trust. It
provides an avenue to articulate goals, values and beliefs. It is essential, however, that
time be set aside specifically to nurture communication patterns that are essential in a
successful collaborative relationship. Like collaboration the skills needed to
communicate effectively must be nurtured and developed.
Through this project I have come to realize that my ability to communicate with
the physicians in an open collegial manner has been hampered by some of the identified
barriers to collaborative practice including the traditional roles of nurses and physicians.
My inability to communicate effectively with the some of the physicians is perhaps my
greatest weakness as I struggled to overcome past socialization not only as a nurse but as
a woman. One of questions I needed to ask myself was; " Will I be able to make the
transition from my role as a subordinate in this clinic, including old patterns of
communication, and develop new more collegial types of communication?
3. The Need for Interdependence to Improve Patient Care: During the assessment
of this theme it became apparent that there were physicians that understood the need for
interdependence and some whom did not see the value of interdependence. During a
conversation with one of the physicians, in which I was trying to gauge the support for an
APN position within this clinic, the physician stated, "Why would I ever use an APN? I
can never see that I would need to use an APN." This statement clearly voiced the opinion
that the skills and knowledge of an APN would not be utilized by this physician in
providing comprehensive wholistic care to his patients.
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4. The Need for a Common Purpose: Several authors have reported differences in
the clinical management of patients by APNs and physicians (Flesner & Clawson, 1998).
Advanced practice nurses tend to gather information not only on the physiological
manifestations of an illness but they also gather information on other dimensions that may
be impacting an individual's life. Physicians on the other hand tend to focus more on the
physiological manifestations of an illness. While one physician did emphasize the
importance of addressing all issues that may have an impact on an individual this is typically
not the norm within the medical model. However, based on personal experience it does
seem that, at least within this medical practice, there is more emphasis on providing
wholistic care.
During the interviews with the physicians I was able to determine that many of their
ideas about patient care and how the patient fits into the overall treatment plan were
congruent with my own beliefs concerning patient care. During the individual physician
interviews some aspects of their answers came as a surprise to me. The desire to spend
more time educating their patients and the statements made about providing wholistic care
were not what I had expected.
During the meeting in which I presented my proposal for the addition of an APN to
the clinic I was able to articulate the scope of practice for APNs. In addition, I was able to
discuss the concepts of collaboration and ways in which collaboration could work within
this clinic. This was done to clarify the role of APN and place a boundary around practice
issues. Once I had presented this proposal I wondered if it would be possible for the
physicians to see me as a colleague once I received my national certification as an advanced
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practice nurse. This could be a very difficult transition.
5. The Need for Clinical Competence: According to the Dreyfus model of skill
acquisition (1996, as cited in Brown & Olshansky, 1998) APNs beginning in their first
postgraduate position fall into the category of advanced beginners. "Advanced beginners
build on the rules of behavior they are taught as novices and continue their learning
through practical experience in concrete situations..." (p. 46). As a registered nurse the
majority of my experience has been in a primary health care setting. In this setting I have
been able to develop a certain level of expertise in meeting the psychological, spiritual,
sociocultural, and development needs of the patients. With my advanced nursing education
I have been given the tools necessary to begin developing an expertise in assessing,
diagnosing, and managing many acute and stable chronic illnesses. In addition I would
continue to develop a higher level of expertise in the other areas. I know that I would be
challenged to prove to the physicians that I am clinically competent. There would be times
when I would need to access their expertise, especially during the first year of practice, but
there would also be times when they would have the opportunity to access my expertise.
6. The Need for Strategies to Combat the Barriers to Developing A Collaborative
Practice Relationship: Weiss and Davis (1985) postulated that the positive effects of a
collaborative practice relationship would not be realized for at least one year; however,
once established a collaborative relationship creates a bond and a cohesiveness between the
participants which supports and nurtures a professionally satisfying environment.
Continuous efforts by all participants are needed if the barriers to collaborative practice are
to be overcome.
Barriers to collaborative practice relationships exist both internally and externally
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for the APN. By examining different ways in which collaboration could be developed
within this practice I hoped to decrease these barriers. I saw this as particularly important
in such a large clinic where I would be interacting with individuals who have very different
personalities. Barriers to the creating of an APN position within this clinic included (a) a
lack of consensus among the physicians that a collaborative practice would be something in
which they wanted to participate and (b) the recent addition of four new physicians to the
group.
Conclusion
The development of collaborative practice relationships is seen as an imperative in
today's changing health care environment. Patients are living longer and many are
developing chronic health problems with complex needs. No one health care provider can
fully meet the needs of the chronically ill. Collaborative practice relationships between
APNs and physicians are much more likely to address these complex needs.
The APNs, through the educational process, develop expertise not only in treating
the physiological care of patients but APNs also have developed an expertise in addressing
the psychological, spiritual, developmental, and sociocultural needs of individuals and their
families. Physicians, through the educational process, develop expertise in treating the
physiological needs of individuals and, to a certain degree, an expertise in addressing the
psychosocial needs of an individual and their family. By combining the expertise of these
two disciplines, the patients receive a higher level of wholistic care that has a strong
potential for improving patients outcomes.
Both internal and external stressors that can create barriers to a collaborative
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practice relationship. Many of the barriers to collaborative practice exist because of values,
beliefs, and behaviors that up until now have not been widely challenged. APNs have an
opportunity to act as change agents in overcoming both societal and systems barriers to
collaborative practice. This is done through marketing the unique skills and knowledge
that all APNs have acquired through the advanced educational process and by challenging
the behaviors that resist the attempts to work together as a team.
The key to developing a positive collaborative practice is in understanding the
concepts that are essential for the success of a collaborative practice relationship and in
particular understanding that collaborative practice relationships are time-consuming to
develop. Once the patterns of communication and the concepts of collaboration have been
incorporated into everyday practice, however, this type of relationship can be very
rewarding for the patients, their families and the health care providers.
By applying the concepts of collaboration to the Neuman Systems Model as
adapted by Russell and Hezel (1994), which describes the Role of the APN as the client
system, I concluded that it would be difficult for an "advanced beginner" APN to develop a
collaborative practice relationship in this clinic. The first year of practice for the APN is
marked by significant internal stressors as the APN struggles to gain confidence in
mastering new knowledge and skills. To add the external stressors known to be a part of
developing a collaborative practice with a large group of physicians would create
overwhelming stress for most "advanced beginner” APNs. Some of these same stressors
would most likely exist in any large medical practice. However, if there was an experienced
APN who could serve as a mentor to the advanced beginner APN, it is very possible that
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these barriers could be overcome.
An experienced APN who has been able to develop the necessary communication
skills that are needed to promote an interdependent environment based on goal sharing and
collegial in nature, would be more likely to succeed in a collaborative practice relationship
with a large group of physicians regardless of whether there were other APNs in the
practice or not. I do believe that an "advanced beginner" APN can develop a collaborative
practice relationship with one or two physicians who are committed to the concepts of
collaboration and are willing to spend the time with the APN to develop this type of
relationship.
There are many ways in which collaborative practice relationship can be structured.
This project has presented one option. It is hoped, that by articulating the concepts of
collaboration within the framework of Russell and Hezel's (1994) adaptation of the
Neuman Systems Model, other APNs will have the tools necessary to develop their own
collaborative practice relationships.
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APPENDIX A
ADAPTION OF THE NEUMAN SYSTEMS MODEL
BY RUSSELL AND HEZEL
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Adapted from Russell & Hezel (1994)
Neuman’s Model: role analysis of the advanced practitioner of nursing
LOR = Lines of resistance NLD = Normal lines of defense
FLD = Flexible line of defense

57

APPENDIX B
PRESENTATION FOR THE PROPOSAL OF THE
DEVELOPMENT OF AN APN POSITION
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Today I would like to present to the physicians of the IMA a proposal for
incorporating a Nurse Practitioner, myself, into the practice. There will be four main areas
of discussion, these are 1) a description of nurse practitioners and the scope of practice of
nurse practitioners, 2) the concept of collaboration and how it can work in this clinic, and
3) why I believe this can work.
I would like to keep this as close to an hour and a half as possible because I know
each of you have many obligations. I will spend about 15-20 minutes on each of these
areas and answer any question you may have at the end.
Since there is only one physician within this group who has worked with nurse
practitioners, I thought it would be important to clarify the scope of practice of advanced
practice nurses. The APNs scope of practice includes assessment and diagnosis,
conducting physical examinations, ordering laboratory and other diagnostic tests,
developing and implementing treatment plans for many acute and chronic illnesses,
prescribing medications, monitoring patient status, educating and counseling patients, and
collaborating with, and referring to, other providers. Many of the skills and competencies
in primary care ANP practice are based on the knowledge of common acute and chronic
health problems encountered in the primary care setting.
Certain criteria, or qualifications, must be met before a nurse can be considered an
APN. These include:
1. An earned graduate degree with concentration in an APN category - in my case
this is a FNP.
2. Professional certification of practice at an advanced level within a given
specialty at the end of my course work and 12 week preceptorship I will be eligible to sit
for the National certificate for ANPs
3. A practice that is focused on patients and their families
Several core competencies have been developed for APNs these include:
1. Expert clinical practice
2. Expert guidance and coaching of patients, families, and other health care
providers
3. Consultation
4. Research skills including utilization, evaluation, and conduct
5. Clinical and professional leadership
6. Collaboration
7. Change agent skills
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8. Ethical decision making skills

It is important to emphasize that these complex competencies develop over time.
No APN emerges from a graduate program fully prepared to carry out all of them.
The Montana State Board of Nursing recognizes many of these competencies in the
laws governing the practice of APNS.
1. Nurse Practitioner Practice Act — note pg 67 & 73
2. Prescriptive Authority — note pg 133
3. Quality Assurance — note pg 139
1 hope this has given each of you a clearer understanding of the scope of practice
of APNS.
One of the physicians has asked me whether I had information about other nurse
practitioners in the state. To try to answer his question, I spoke with eight nurses
practitioners across the state. While the number is small I have picked out a few of their
answers to try and demonstrate how APNs are being utilized, the number of years in
practice, years of nursing experience, number of patients seen on a daily bases, and the
types of patients see
years of practice as a nurse — 0-21, average 9.5 years of practice as an APN — 1-24,
average 9 years number of physicians in group— 3-7 number of patients seen on a daily
bases— 12-30, average 21
The APNs in Helena see anywhere from 12-20 patients daily. The APNs in
Kalispell see anywhere from 12-30 patients daily the larger number of patients being seen
by the APNs who work in a clinic that has an Urgent care center The APN in Missoula
sees on an average of 15 patients daily. The APN in Bozeman sees on an average 12
patients daily
All of these nurse practitioners treat a broad range of patients from acute selflimiting illnesses to chronic care management. Each of them described an expansion of
their role over time as they developed from novice to expert.
Each of you have a packet with articles and state statues, also included in the
packet is a copy of the contact developed by the Family Health Clinic in employing a nurse
practitioner. The nurse practitioner has worked at the Family Health Clinic for two years.
The nurse practitioner in this clinic has told me that the benefits offered through her clinic
are very similar to the ones offered to the employees at our clinic.
When I first proposed the utilization of a nurse practitioner in this clinic I provided
names of Internists who would be willing to talk to each of you concerning their
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experiences in working with APNS. I would like to add two other names to the list of
physicians and also include the names of the NPs who were my preceptors last year:

Dr. Shepard 442-3300
Dr. Vranich & Dr. Ginn 406-752-8120
Sue Ditchey-Helms RN CNM 442-1914
Lynn Bryant RN CNP same as above
Julie Groepper RN CNP same as above
Collaboration:
Building a collaborative practice model requires working together, spending time
together, maintaining a high degree of contact over time, developing a partnership type of
relationship, even if the partners consist of several team members who engage in shared
planning, goal setting , decision making, and problem solving. Over the last 12 years this
practice has developed many of the ideas within the concept of collaboration both in the
business and in the clinic's philosophy of caring for the patients. The foundation has been
laid for the further development of this collaborative practice which could include a Nurse
Practitioner
Alt-White, et al. Describe nurse physician collaboration as the process whereby
nurses and physicians work together in the delivery of quality care, jointly contributing in a
balanced relationship. One crucial reason for nurses and physicians to work together in a
collaborative practice model is to build a trusting relationship, which is in large part based
in the confidence that the collaborating partner has the necessary knowledge, skills, and
expertise.
Why is collaboration important in today's health care environment? Nicholas et al.,
believes that contemporary health care requires proactive partnerships. Health care
partnerships, across disciplines, and with communities are necessary to manage changing
technology, increasing patient acuity, and aging population, and diminishing resources.
The need for interdependence in order to improve population health care outcomes and
assure organizational survival is now recognized and varied collaborative models are being
encouraged. It is a time to spread our wings and be creative in how health care is delivered
in this clinic, this community, and the country. More collaboratively in providing quality
care to your patients I believe that Nurse Practitioners can be an integral part of this
evolution. Collaboration is working together not in competition with each other.
As I began to envision what I would like to do in this clinic it became apparent to
me that I needed to look at developing a collaborative practice which would benefit a large
percentage of the patients seen in this clinic and the clinic as a whole. I began to realize
that an honest self-evaluation of my marketable skills was essential. What are my unique
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skills and how can these skills meet patient needs. How can my clinical knowledge and
communication skills be translated into a collaborative practice model which will benefit
both the patients and the clinic?
I tried to look at the services already provided at the clinic and then look at ways pt
outcome could be improved in new ways. These are some of my suggestions
1. Establish urgent care hours each days where I would see an established type of
patient i.e. UTFS, URI, etc. This type of practice would decrease telephone medicine
which is time spent but which is time that is not reimbursed and is not the way you would
prefer to care for your patients.
2. There are times especially in the winter when patients need to be seen but can
not get to the office, frequently in this case a home health nurse is sent out to the patients
home to make an assessment. I could make this type of visit and would in many cases be
able to make a decision as to what needs to be done. This type of service will again
generate income for the clinic for time that the physicians have typically not been
reimbursed for.
3. Anticoagulation clinic. In this clinic we have made great strides in improving
patient outcomes but I believe more can be done through the formation of an
anticoagulation clinic. Based on growing evidence in the health care literature and the
experience of many practitioners, it has been proposed that a systematic and coordinated
approach to the management of oral anticoagulants will provide better clinical outcomes
than a less structured approach. To my knowledge there is no other clinic in Helena which
provide this type of service to the patients. I do have a tracking program that I have
ordered from the manufactures of Coumadin, DuPont.
Purpose of an anticoagulation clinic:
1. Improve drug efficacy and minimize drug toxicity through standardized
management of outpatients on Warfarin.
2. Improve patient satisfaction, decrease the incidence of mistakes in dosages,
increase stability of anticoagulation control, increase patient education, increase the
availability of dosage changes which occur during hospitalization, and decrease the
incidence of patients not coming in for drug monitoring.
3. Utilize the advanced skills and knowledge of the APN in a collaborative practice
relationship.
4. Lipid clinic. Why a lipid clinic? Cholesterol-lowering agents are similar to
anticoagulation therapy. There are potential positive and negative effects of the
medication. For the positive effects to outweigh the negative drug monitoring needs to be
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done. The NCEP has developed guidelines for practice for individuals taking cholesterol¬
lowering agents. Presently some of our pt's are having this drug monitoring done at
another physicians office. To improve pt outcomes and decrease fragmentation of care I
believe that establishing a lipid monitoring program, in which I would manage this group of
patients in collaboration with the physicians, would serve as a positive primary and
secondary prevention program.
Once a cholesterol lowering agent (a statin) is prescribed the following lab work
needs to be done:
1. Baseline lipid profile, baseline AST, ALT, and CK.
2. In the absence of potential agents to interact with the statin a repeat lipid profile
and AST, ALT, CK are currently recommended at 6 weeks, 3 months, 6 months, and then
twice yearly thereafter.
3. For those patients with potential drug interactions, enzyme levels should be
checked at 1 month, 3 months and then twice yearly as long as nothing else changes. 1 do
have two patient tracking programs one by Merck & Company and one by BristolMeyers
Squibb Company.
4. Establish a collaborative NH practice between the physicians and a NP. The
timing of physician visits is based on the admission date of the resident. Visits will be made
within the first 30 days and than at 30 day intervals up to 90 days after the admission date.
Visits will than be at 60 day intervals. Medicare regulation states that the physician or
his/her delegate must visit the resident at least every 30-60 days. After the initial
physicians visit in the NH a qualified nurse practitioner, clinical nurse specialists, or PA
mav take every other visit. Instead of seeing your nursing home patients every 60 days you
would need to see them every 120 days.
Other suggestions from across the state:
5. One of the NP in Kalispell does most of the yearly for the physician she works
for. These are typically patients who are stable and do not -have acute issues that they are
being seen for. This is also something that I would be interested in doing
6. EKG's and hospital admissions.
Money Issues:
1.
2.
3.
4.

Number of patients who have routine PT's.
Number of patients on cholesterol-lowering agents.
Number of nursing home patients.
Reimbursement for anticoagulation clinic visits.
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5. Reimbursement for lipid clinic visits.
6. Reimbursement for SNF visits.
To conclude this section I would ask each of you to consider being a collaborative
partner with my for a period of 8 weeks. I see this as a positive way to begin developing a
collaborative collegial relationship. This will also serve as a time for each of you to learn
more about my clinical skills and knowledge which will facilitate the development of a
collaborative relationship based on trust and respect.
Money Issues:
1. Number of patient I would need to see to make the median earning across the
country (45,000,00) as a nurse practitioner.
2. How much does it cost for a nurse practitioner to care for each patient?
3. Contribution to overhead
4. 10-15% of production would go to the clinic or the physician/s who I consult
with in the first year.
5. Reimbursement for Nurse Practitioner from BC/BS-- Managed Care —
Medicare Medicare reimbursement for NP’s is 85% of the participating physicians fee
schedule for office visits.
Why I think this will work: A Bakers Dozen:
1. I believe that incorporating a nurse practitioner into this clinic will compliment
the care that is already provided. I do not see it as a competitive practice and would prefer
to work in a collaborative model then in competitive model which does not benefit the
patients or improve patient outcomes.
2. 1 have already committed 12 years of my nursing career to this clinic and I am
ready to commit myself further to the clinic.
3. The patients know and trust me.
4. 1 am a known entity to the physicians.
5. 1 am a team player. I believe that this group of physicians has worked through
many difficult times as a team and will continue to do so.
6. I'm a life-long resident of Helena, as a consequence I have the ability to bring
patients into the clinic in part because they know me.
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7. I work well with the other staff members and have been flexible in working in
many areas of the clinic as needed.
8. The above collaborative practice models would bring money into the clinic that
is not presently coming in.
9. One of the physicians will be leaving the clinic in a little over a year. I would be
able to step into his place enabling the clinic in retaining a larger percentage of his patients.
Especially appropriate would be those patients who are basically healthy who typically see
him only for their annual visit.
10.1 love what I am doing and as I advance from Advanced beginner to expert my
clinical skills will only improve.
11. My goals for patient care are very similar to the goals of the physicians in this
clinic. This makes for a great fit between myself and the physicians in this group.
12.1 have a tremendous amount of respect for the physicians in this clinic both as
individuals and as care providers and I believe that this respect is mutual.
13.1 believe that there is no better time or a better way to incorporate a APN into
this clinic.
To briefly recap the important points that have been presented, you have heard
about the scope of practice for APNs; you have heard about the concepts of collaborative
practice and how I believe it would work in this clinic. I now open this up for any
questions.

