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Abstract

The development of advanced practice nursing (APN) roles has become a worldwide trend
as healthcare planners explore innovative options for the provision of healthcare services.
The integration of these new nursing roles presents a dynamic change for healthcare
professionals and the systems in which they practice. Suitable policies should ideally
support the inclusion of APN roles and their practice potential, however, a review of the
literature found no evidence that demonstrated relevant policymaking, these policy
processes and subsequent implementation of the intent of policy. The aim of the research
was to investigate APN policy development from the beginning periods of discussion
through various stages of decision making to realisation in practice.

An ethnographic design with an instrumental case study approach selecting Singapore as
the case was chosen to examine policy development associated with the processes of
integrating APN roles into the healthcare workforce. The study consisted of four phases.
The first phase involved a review of Singapore documents associated with APN
development (N=47). The second phase consisted of interviews with government officials,
university dignitaries and academic staff (N=12) who had knowledge of the APN initiative.
The third phase included interviews with nursing managers, medical directors and medical
consultants (N=11) who were associated with APN implementation. The fourth phase was
comprised of interviews and participant observation with APNs (N=15) to ascertain the
realities of putting the intent of policy into practice.

A systematic approach using NVIVO computer-assisted qualitative data software for coding
the data and organizing the coded data led to a classification of categories and
subcategories. Identification of relationships between the categories resulted in an account
of policy development and implementation. The findings of the ethnography present a
comprehensive and in-depth account of the complexities of policy decision making and the
challenges of introducing a new healthcare professional such as an APN. Based on study
findings it is argued that an understanding of pivotal stages in policy making could lead to a
strategic and coordinated approach supportive of APN development and implementation.
Knowledge gained from this research led to the creation of an innovative conceptual policy
framework. Critical points to consider when launching an APN initiative emerged from the
research and are included in the framework. Although the research was conducted in
Singapore the study contributes to a wider understanding of the development of APN roles
and relevant policies.
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Chapter 1 Introduction to the thesis

1.1 Introduction

This thesis examines the development of advanced practice nursing in Singapore from the
intent of policy to the realisation of the role. The research aimed to explore the development
of policy and the policy processes surrounding the advanced practice nursing (APN)
initiative along with the subsequent realities of role implementation. Singapore was selected
as a country in the early stages of APN development. This chapter introduces the thesis
and is divided into five sections. It begins with the background to the study. Next the
significance of the research is discussed followed by a section on how my personal interest

in the topic arose including methodological considerations relevant to choosing the research

strategy. Finally, an outline of each chapter of the thesis is provided.
1.2 Background for the study

The interest in advanced practice nursing has become a worldwide trend. Spiralling
healthcare costs and expanding needs for service delivery are forcing key decision makers
to explore innovative options for provision of healthcare services. Inclusion of APN roles in
the healthcare workforce is one of these options (Buchan & Calman, 2004a; Carryer et al,
2007; Schober & Affara, 2006; WHO, 2002; WHO-PRO, 2001). International surveys
conducted from 2001 to 2008 estimated that anywhere from 30 to 60 countries are in
various stages of exploring the potential for APN roles (ICN, 2001; Pulcini et al, 2008;
Roodbol, 2004). In August 2012 the International Council of Nurses (ICN) noted an
increase in these numbers and announced that 78 countries indicated an interest through
membership in the ICN International Nurse Practitioner/Advanced Practice Nursing
Network.

Advanced practice nurses are registered nurses with further training beyond their initial
registration. The International Council of Nurses defines an APN as:

a registered nurse who has acquired the expert knowledge base, complex decision-
making skills and clinical competencies for expanded practice, the characteristics of

- which are shaped by the context and/or country in which s/he is credentialed to
practice. A masters degree is recommended for entry level (ICN, 2002).



Advanced practice nurses acquire advanced knoWledge and skills that enable them to
provide healthcare services that include assessment and diagnosis of disease, ordering
diagnostics, prescribing medicines or therapeutic interventions and referral to other
professionals. They practice in a wide range of settings such as specialty wards within
hospitals, primary healthcare, GP surgeries and rural or remote areas where at times they
may be the only healthcare providers. For example, as members of acute or critical care
teams APNSs collaborate with physicians in case management; in primary health care
settings the APN may be the point of entry for healthcare taking on increased autonomy to
effectively manage common health concerns and chronic illness.

However, a review of the literature demonstrated that confusion and lack of clarity surround
APN role development (see Chapter Two). One international survey conducted by Pulcini et
al (2008) representing responses from over 30 countries indicated that more than 14 titles
were used to refer to advanced practice nursing and that from country to country and within
institutions in the same country there were inconsistencies in role definitions, scopes of
practice, educational preparation and regulations for APNs making it difficult to clearly
understand role development from the international perspective. Furthermore, in the
literature review conducted in preparation for this research, no evidence was found
describing policy, the policy-making processes and subsequent implementation of APN
roles. Although the international milieu was taken into consideration, this study focused on
APN development and policy decisions from the perspective of the Singapore context as an
instrumental case study. The next section discusses why this research is important.

1.3 Importance of the topic to research

The consideration of integrating APN roles into healthcare delivery systems is a complex
and complicated course of action. A variety of reasons are contemplated when considering
APN roles. The motives include: population healthcare needs, public sector reform requiring
healthcare workforce planning and professional development for nurses. Various decision
makers, healthcare planners, professionals and representatives of academic and
healthcare institutions may approach the development and implementation of the role
incongruently. Nurses themselves may have varying views of what is meant by an
advanced nursing role and why the role is in demand (DiCenso & Bryant-Lukosius (2009);
Gardner, G. et al, 2007; Ketefian et al, 2001; Schober & Affara, 2006).

This study set out to gain an understanding of policy and the policy processes associated
with the development and implementation of APN roles in order to better comprehend how
policy decisions are made and subsequently implemented. It was felt that the knowledge

2



gained would result in recommendations for strategic approaches that could be useful for
the development and implementation of APN roles not only in Singapore but also for other
countries in the early stages of exploring this concept. In addition, | envisaged that
knowledge of factors influencing APN development and related policy decision-making
could also inform those nations continuing to face difficulties in role implementation. The
next section discusses my personal interest in the topic.

1.4 Personal interest in topic and methodological considerations

As a nurse practitioner educated in the United States | was introduced to the idea of an
advanced nursing role in the early stages of development in the country in the 1970’s. At a
stage when | was a novice practitioner the country lacked regulations, standards or, in fact,
any specific definition to relate to. | faced opposition by other healthcare professionals,
limitations on provision of care to the full extent of my expertise and confusion when
attempting to explain the role. This environment of frustration and humiliation introduced me
early on to the necessity of lobbying key stakeholders for supportive policies. My exposure
and experiences with the politics of policy decision-making had begun and as obstacles
were met and addressed it left a deep imprint on my awareness of the difficulties of
implementing the role. Numerous endeavours in search of role recognition over 30 years in
clinical practice included seeking recognition for autonomous practice, prescriptive
authority, reimbursement for provision of healthcare services and nurse practitioner specific
liability (indemnity) insurance. | wondered if this advancement of a new nursing role that |
was so passionate about really had to be so difficult. As my professional career evolved |
became increasingly aware of new international APN initiatives that were emerging. My
recognition of these worldwide changes led to the acquisition of increased knowledge on
the variances in country schemes and the challenges faced. Increased involvement in the
international milieu also led to a career change and the launching of my current status as
an international healthcare consultant with an expertise in advanced practice nursing role
development.

My personal interest in the research topic emerged and was stimulated during a period of
time when | had provided international consultancies to over twenty countries that were in
the process of APN development or exploring the possibility of introducing new nursing
roles into the healthcare workforce. During this time | observed that key stakeholders and
professionals repeatedly faced similar difficult situations at multiple levels when considering
the concept of advanced practice nursing. As | watched individuals, governments and
universities struggle trying to make sense of this role | wondered if there could be better
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and more strategic approaches to APN development. These observations raised questions
about the complexities of policy decision-making and the subsequent implementation of this
new nursing role. As my interest in this topic peaked | was recruited to assume a position
as Senior Visiting Fellow at the National University of Singapore to contribute to APN
education and development of the countrywide initiative. This move subsequently aligned
with my personal interest in the topic and led to my decision to pursue the research. During
my five-year residency as an advisor to the APN master's programme in Singapore |
contributed to curriculum design, programme delivery and provided comment on role
development within the country. My position as a visiting scholar provided an opportunity to
study intensely a country in the early stages of APN development. In addition, | recognised
that in my academic position | could likely penetrate the network of policy decision-making
to better understand its influence on role implementation in the country. | was also
accustomed to working with people at government levels and in senior positions of authority
thus | had some confidence that gaining this perspective was possible. My experience and
presence in the country provided me with the ability to be immersed in the nursing as well
as the Singaporean culture.
To provide an understanding of the complex processes undertaken by a range of decision-
makers along with the interactions of individuals and their interpretation of related actions
ethnography was chosen as the most appropriate methodology. Consistent with the view of
Hammersley and Atkinson (2007) | wanted to acquire an analytic understanding of people’s
perspectives and activities recognising that there may be multiple perspectives and that this
| methodological approach could provide insight consistent with the aims of the research. |
was cognisant that there were benefits to choosing an interpretative approach that takes
into account the intricate nature of the world in which policy is developed and subsequently
implemented. In planning the ethnography it seemed like a golden opportunity to gain new
knowledge about a topic that could have significant benefit to others beyond those involved
in the research. My curiosity in learning about people by learning from them by asking
questions about their actions, interactions, feelings and experiences as well as by
observing their behaviours (Roper & Shapira, 2000) led me to believe that this methodology
was consistent with my aims for the research. An instrumental case study approach was
chosen to capture the complexity of the Singapore APN scheme. A case study is expected
to catch the complexity of a single situation. In the instrumental case study approach the
case itself is of secondary interest to the research and is used to gain a general
understanding or insight into a topic by studying a specific case (Stake 1994). Yin (1994,
2009) elaborated on Stake’s differentiation of types of case studies and advocated the use
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of the case study approach to investigate an event or experience within its real life context
when the boundaries between the event and the context of the experience are not entirely
clear. My hope through the ethnography was to gain an in-depth understanding of the

nuances and sequence of events within the Singapore context to acquire insight into the
factors influencing APN development in general. My overall aims for the research were:

e To analyse drivers that provided momentum for the introduction of APN roles in
Singapore;

e To investigate the processes associated with the development of policy that led to
the introduction of APN roles in Singapore;

e To explore the experiences of a sample of key decision makers and APNs in
Singapore in order to ascertain how intentions of policy were subsequently realised
in practice.

1.5 The structure of the thesis

The thesis is divided into ten chapters. Following the introductory chapter, Chapter Two
contextualizes the research with findings from a comprehensive literature review that
contributed to the shaping of the study aims. Based on a review of international literature,
this chapter examines topics such as the impetus for APN roles; issues defining APN
practice; education, regulations and standards for the role; the impact of APNs on
healthcare delivery followed by barriers and obstacles to implementation. A detailed
account of the methodology chosen for the research is presented in Chapter Three. The
chapter begins with a statement of the research aims and is followed by an overview of
ethnography including explanations and critiques of interviewing and participant observation
as research methods. Chapter Four focuses on the fieldwork for the research. A description
of the conduct of the study includes an explanation of the objectives of each of the four
study phases and processes of participant recruitment. Planning and the sequence of
events for data collection are discussed followed by my approach to data analysis. This
chapter ends with a subsection on ethical issues specific to this research. Building on the
analysis of the international literature and review of Singaporean documents, Chapter Five
presents the contextual development in Singapore. Content in this chapter makes a
comparison between details of the Singapore initiative and the international context
described in Chapter Two.
Key findings derived from the study are discussed in Chapters Six to Eight. Chapter Six
identifies the main drivers that contributed to the momentum for APN roles in Singapore
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along with the extent to which these drivers caught the attention of decision makers. This
chapter also provides a description of the complexity of the decision-making processes as
well as the sensitivity required of the decision-makers that were involved. Chapter Seven
presents a discussion of the issues associated with education and role preparation for the
APN in Singapore. From programme planning to curriculum design to student selection
including student experiences the processes described include difficulties faced and
strategies developed. Chapter Eight portrays the multifaceted and at times turbulent
dimensions of the beginning phases of APN role implementation. This chapter provides an
account of challenges that have been encountered and overcome; forces that were strong
enough to forestall development; lessons learned in the process and suggested strategies
for sustainability of the role in Singapore. Chapter Nine draws together the main findings
identified in the study as a basis for discussing the implications of policy decisions as they
impact and are adapted when approaching APN development. A proposal is suggested for
a strategic framework taking into consideration policy decisions as well as the pragmatic
choices that are made on the ground level in realisation of policy. Chapter Ten examines
the main issues and implications identified in the study as a basis for discussing policy and
policy decisions that could be responsive to the complex processes of APN development.

The next chapter presents findings from the literature review.



Chapter 2 Advanced Practice Nursing Literature Review

2.1 Introduction

The aim of this chapter is to demonstrate the global presence of advanced practice nursing
(APN) and to provide validation from the literature on topics related to APN role
development to inform this research. In addition, | sought to ascertain approaches to policy
development in order to consider the implications of decision-making processes that may
have shaped the evolving nature of the APN initiative in Singapore. This chapter is divided
into ten sections. Subsequent sections begin by describing the strategies used in
conducting the literature review. Section three identifies drivers for APN schemes that
emerged from the international literature. The fourth section presents the range of titles,
definitions, scopes of practice, characteristics and competencies used to identify APN roles.
The next section addresses topics associated with APN education and role preparation
followed by a discussion of regulations and regulatory processes that provide a professional
standard for the role. The impact and outcomes of APN services on healthcare delivery are
examined in section seven followed by issues associated with implementation of APN roles
in section eight. Section nine looks at the future of APN development based on the
literature. The chapter concludes with key findings from the literature and identifies gaps in
knowledge that justify the aims of the study. The literature review was conducted in March
and April 2009.

2.2 Methods for reviewing the literature

Aims of the literature review

The aims of the literature review were to identify and review published and unpublished
literature in order to 1) demonstrate the global presence of APNs, 2) provide validation on
topics of relevance to APN development and 3) identify policies and policy decision making
essential to the integration of APNs into healthcare systems. A comprehensive literature
review was conducted to summarise the literature on topics relevant to the APN role,
identify policies influencing role development and implementation as well as to search for
gaps in the literature. This approach was exploratory and sought to represent relevant
literature on the broad topic of advanced practice nursing and to identify recurring themes.
Search strategy

Five strategies were used to obtain relevant literature: 1) Cinahl, PubMed and Scopus
electronic databases were searched using free text keywords pertinent to advanced
practice nurse; advanced nursing practice; nurse practitioner and clinical nurse specialist.
Individual and combined search terms were used to be as certain as possible to obtain
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relevant publications; 2) a search of the reference lists of included papers was conducted to
identify relevant papers that were not captured in the database search; 3) a purposeful
exploration of web sites of professional organizations (e.g. American Association of Nurse
Practitioners; International Council of Nurses; Royal College of Nursing, UK) , governmental
agencies (e.g. National Council of State Boards of Nursing, USA; New Zealand Ministry of
Health; Nurses Registration Board of New South Wales) and research institutions (e.g.
National Organization of Nurse Practitioner Faculties, USA; McMaster University, Canada)
thought to have relevance to advanced practice nursing was carried out; 4) a review was
conducted of literature already on hand as a result of authorship by the researcher of
previously published journal articles, book chapters and a book on advanced nursing
practice; 5) professional colleagues familiar with nurse practitioners, advanced nursing
practice or advanced practice nursing contributed relevant peer reviewed and unpublished
literature. This included publications not written in English that were translated for the
researcher for the purpose of this review.

Inclusion/exclusion criteria

The ICN (2002) definition (see subsection 2.4.2 for the complete definition) of advanced

practice nursing was used as a baseline reference to establish criteria for
inclusion/exclusion of cited literature. Specifically, the ICN definition refers to advanced
nursing skills, advanced nursing knowledge and advanced nursing education beyond the
level of a generalist nurse. Following a review of citations and abstracts, full text of relevant
publications were reviewed to determine if the terms ‘advanced practice nursing’ or
‘advanced nursing practice’ aligned with the ICN definition. If a publication referred to
general nursing and did not clearly address components associated with ‘advanced practice
nursing’ the publication was excluded. The criteria for inclusion and exclusion were based
not on the quality of the studies, but on the relevance to the topic. All relevant publications
were included irrespective of whether they were empirical studies, narratives, policy
documents, essays or opinion papers. Reliance was placed on primary sources, however,
secondary sources were considered where they added breadth or depth to what was known
or available on the topic. Secondary sources such as systematic reviews (e.g. Horrocks,
Anderson, & Sailsbury, 2002; Mantzoukas & Watkinson, 2007), publications with a broad
perspective such as authored textbooks (e.g. Hamric, 2009; Schober & Affara, 2006)
intended for wide distribution as well as published and unpublished agency reports (e.g.
World Health Organization) were included to gain a comprehensive international
perspective. Relevant opinion papers, anecdotal articles and conference presentations
were reviewed to broaden understanding of the topic and to demonstrate a need for
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research.
Assessment of quality

In keeping with the exploratory nature of a comprehensive literature review specific
evaluation of the methodological quality of publications was not conducted other than to
note that there were few randomised controlled trials and that some of the trials appeared
to lack methodical rigour. A tool was not used to formally assess study quality but in
reassessing the analysis retrospectively this would have been useful to more formally
weight the significance of the various publications. Even though a tool to assess study
quality was not used | did take note of methodological strength. Increased attention was
paid to research studies versus opinion papers, editorials and conference presentations.
Published reports from professional nursing or APN bodies along with country wide surveys
and studies that identified topics of relevance to APNs were viewed as compelling additions
to the literature analysis.

Method for identification of themes

The principles of a framework developed by DiCenso and Bryant-Lukosius for the research
report Clinical Nurse Specialists and Nurse Practitioners in Canada: A Decision Support
Synthesis (CHSRF, 2009) was used to begin to guide the identification of key themes. In
addition, publications authored by the researcher prior to this review were examined to
capture the structure, processes, outcome dimensions and descriptors of advanced
practice nursing roles. Hard copies of publications were manually categorized according to
identified recurring themes. This strategy allowed for constant comparison and repetitive
review of the content of the literature. Based on the DiCenso and Bryant-Lukosius
framework structure-related features included role description, education, competencies,
regulation, scope of practice and practice settings. Process-related components included
motivation or drivers for establishing the role along with barriers and facilitators associated
with role implementation and practice. Outcome-related aspects included patient, provider
and health system outcomes. Consideration of these features led to the identification of the
themes discussed later in this chapter.

Overview offindings

After applying the inclusion/exclusion criteria the review of the literature generated 2,200
citations that indicated relevance to the broad topic of advanced practice nursing. Following
exclusions based on duplicates or triplicates of articles, elimination after full text review
determined content was not relevant to advanced practice roles and exclusion due to an
inability to either access full text of a publication or publications that were unavailable in
English 464 publications were determined to be directly relevant to objectives of the
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literature review. Research studies with defined methodology were found to often be limited
in perspective and sample sizes were small. Randomised controlled trials were in the
minority and research designs for trials frequently lacked reliability and validity measures.
Relevant literature was dominated by publications mainly from Australia, Canada, New
Zealand, countries in the United Kingdom (primarily Scotland and England) and the USA.
Most publications provided various descriptions of an APN, presented illustrations of where
a nurse in this role practices and offered recommended education guidelines for role
preparation. Even though systematic and comprehensive literature reviews painted a
generally positive view of APNs only two studies were found that presented outcomes of
randomised control clinical trials with demonstrated rigour and supportive of APN practice.
Although the review of literature was comprehensive it was limited by the subjective nature
of most of the publications and was also dependent on the interpretative and analytical
perspective of the researcher. The dominance of publications from just a few countries with
longer histories of implementing the role limits the possibility of generalising the findings
even though common themes and issues were described. A lack of demonstrated rigour in
some research studies brought the issue of the validity and reliability of these findings into
question.

The following themes emerged from analysis of the literature:

o Justification, motivation and drivers for establishing the APN role;

o Explanation of the role including titles, scope of practice, characteristics and
competencies;

¢ Role preparation and education;

e Standards and regulations;

e Healthcare impact and outcomes;

o Issues of role implementation usually defined as facilitators and barriers.

Although publications referred to the need for regulations, standards and APN specific
health policies no literature was found describing policy development, the policy processes
or realisation of policy in actual practice. This finding exposes a gap in knowledge justifying
my research aim to gain an understanding of policy and policy processes relevant to APN
development.

The literature demonstrated that consideration of advanced nursing roles was most often a
response to some impetus driving such an initiative. The next section identifies drivers and
motivation for the establishment of APN roles.
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2.3 International impetus for advanced practice nursing

Nurses in advanced practice roles were found in various healthcare settings and were
becoming a central part of healthcare provision worldwide. In assessing the momentum
behind APN initiatives several premises appeared in the literature:

¢ An identified healthcare need for APN services;
¢ An answer to skill mix and healthcare workforce planning;
¢ A desire for the advancement of nursing roles and professional development;

e Public demand for healthcare services

APN schemes were context sensitive to the environmental realities in which the concept
emerged (see Appendix 1 for a list of countries and associated drivers for APN
development). The following subsection presents a discussion of an identified need for APN

services.
2.3.1 Identified healthcare need for APN services

A response to identified populations requiring healthcare services was found to be the most
common reason for considering the inclusion of APNs in providing healthcare. Fragmented
healthcare delivery and lack of access to Primary Care were acknowledged as problems.
APNs were considered an option for this predicament. Frequently cited examples of a need
for APNs were from the USA where requests for highly skilled nurses in hospital settings
and a physician shortage led to the introduction of the roles. As nurses embraced expertise
from medicine and other disciplines the expanded roles became more visible (Dunphy,
2004; Keeling, 2009). In the USA advanced practice nursing developed under four
categories: certified registered nurse anaesthetists, certified nurse midwives, clinical nurse
specialists and nurse practitioners. All four categories developed in response to an
identified need or as a consequence of an opportunity to increase the presence of APNs in
a new setting (Keeling, 2009). Even though the history in the United States included four
separate achievements in changing nursing roles, the evolution that is most often cited
internationally is nurse practitioner practice in primary care settings (Buchan & Calman,
2004; Gardner et al, 2004; Marsden et al, 2003). The rapid growth and visible presence of
nurse practitioners in the USA provided a model that inspired international momentum.
Nurse practitioners in primary care settings offered case management and follow up care
for common ailments and illnesses across the lifespan. The emergence of nurse
practitioners in the countries of the United Kingdom (UK) was thought to follow a model of
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the nurse practitioner role in the USA. Development was attributed to changing demands in
the community, especially the disadvantaged or those who did not have access to a GP.
These developmental factors were accentuated by a short fall in GP recruitment and
reduction in junior doctor hours (White, 2001). Even though nurse practitioners were
present in the UK a confusing picture of advanced practice was presented in a survey
commissioned by the Royal College of Nursing (Ball, 2006). The survey indicated that
positions of nurse practitioner, advanced nurse practitioner, nurse consultant, clinical nurse
specialist and specialist nurse were all considered advanced nursing to some degree thus
making it difficult to grasp a clear picture of APN practice in the UK. Furthermore, a clearly
identified need for nurse practitioner service provision was not substantiated in the literature
even though the role appeared to be flourishing.

In attempting to emulate the USA and countries in the UK the arrival of the nurse
practitioner in Australia made an important contribution to the health and wellbeing of
communities by establishing pathways toward improved services (Gardner et al, 2004).
Attributes such as geographical isolation along with inequitable distribution of healthcare
services including unmet needs in rural and remote areas, especially to its indigenous
populations, stimulated nurse practitioner initiatives throughout the country (Gardner, 2004;
Hand, 2001; Hegney, 1997). Similar to Australia, the role of the community health nurse
practitioner was created in South Korea to serve isolated rural areas and villages lacking
access to fundamental health care (Kim, 2003) as were services for the Pacific Island
countries with populations spread over enormous expanses of the Pacific Ocean in
thousands of small island communities (WHO, 2001). In promoting initiatives with a focus
on APN services some countries targeted a specific population needing healthcare.
Sweden and the Netherlands, in exploring the optimal use of nurse practitioners targeted
care specific to the elderly and those with chronic iliness in community settings (Danielson,
2003; Roodbol, 2008). The development of APN roles in Switzerland was cited as being
driven by the healthcare needs of the country’s population, however, attention was focused
on research and advanced nursing knowledge thus presenting a mixed picture for APN
development (De Geest et al, 2008).

The determination of healthcare needs by healthcare planners influenced decisions to
include APN roles in healthcare systems. APNs as an answer to skill mix and healthcare
workforce planning is discussed next.
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2.3.2 Skill mix and healthcare workforce planning

Healthcare workforce planning and the necessity to rethink the skill mix for healthcare
service provision, especially in situations with a shortage of physicians or decreasing
medical hours for services, provided impetus for APN development. Healthcare planners in
the Netherlands, facing a shortage of physicians and nurses, met the structural problems in
healthcare provision by adjusting the scopes of practice for doctors and nurses along with
the introduction of nurse practitioners to hospital units. The APN role subsequently
expanded to meet primary healthcare demands associated with escalating chronic iliness in
the country (Roodbol, 2005; Roodbol, 2008). Similarly, health authorities in France
responding to an anticipated shortage of doctors and an inadequate workforce to meet
healthcare demands set out to explore alternatives to service provision that included APNs
(C. Debout, personal communication, 2006 & 2008). The New Zealand Ministry of Health, in
the midst of radical public sector reform that addressed inadequate delivery of primary care,
declared that there were systematic barriers to nursing’s capacity to achieve its potential.
Legislative and policy initiatives were implemented to enable nurses to more effectively
deliver primary care and specialist nursing services resulting in New Zealand’s nurse
practitioner role (Jacobs & Boddy, 2008).

Workforce planning, skill mix and optimal utilization of all healthcare workers presented
challenges for healthcare planners while offering an option for decision makers to view
APNSs as part of the solution (Buchan & Calman, 2004). However, criticism arose most often
in the form of editorials and commentaries that these nurses were physician substitutes or
‘mini docs’ or ‘maxi nurses’ thus lending support to a view of nurses functioning in a
subordinate role rather than separately identifiable nursing practice (Castledine, 1995;
CMA, 2006; C. Debout, personal communication, 2006; Duncan, 2006; Ball, 2005). The
literature suggested that promotion by governmental authorities lent authority to launching
APN initiatives. However, findings in the literature also suggested that this top down
approach may limit the full potential for these new nursing roles if the rationale is simply to
ease the burden of doctors (Gardener et al, 2004; Jacobs & Brody, 2008).

Nurses do not enter practice with privilege or the professional status of other healthcare
professionals. The next subsection describes the desire to enhance professional status and
promote professional development as the impetus for APN development.

2.3.3 Professional development for nursing

Nursing leaders in Japan reported that specialisation and the increasing use of technology

in medical care promoted development of the master’s degree in nursing with an expert
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clinical focus to meet diverse healthcare demands. Clinical nurse specialist roles
subsequently developed in specialties of psychiatric/mental health; oncology; community;
critical care, geriatrics, paediatrics, maternity and chronic adult health (ICN, 2004; ICN,
2005a; JNA, 2002; Usami, 2008). Similarly, Taiwan launched a clinical nurse specialty role
in cardiac surgery responding to a request for more highly skilled expert nurses along with a
move toward professional development (Chiu-Hui Chen, undated). In Switzerland,
physicians were attributed with requesting nurses with higher level clinical skills (De Geest
et al, 2008) thus providing an opportunity for nurses to progress professionally and enhance
their competencies.

The introduction of APN roles and subsequent professional development was evident in
those nations or regions of the world that had exposure to countries with longer histories
with these roles. Iceland traced interest in new nursing roles to the return of nurses
following completion of master’s qualifications in the USA and an enhanced awareness of
professional nursing aligned with advanced roles (Schober & Affara, 2006). Following the
international momentum for APNSs, a legal framework in Spain was developed to encourage
advancement for nurses through a process of continuing education and development of
advanced competencies (ICN Credentialing Forum, 2005b). The Hospital Authority Hong
Kong (Chang & Wong, 2001) introduced the APN concept following experiences in the USA
and hoping to motivate nurses to remain in clinical practice. In both Spain and Hong Kong a
career ladder was designed to support advancement with a clinical focus for nursing in
environments where the only movement up career paths was through positions in
management or education. Similarly, Ireland promoted opportunities for nurses to remain in
clinical practice with creation of advanced practitioner roles and a clinical career ladder
(Furlong & Smith, 2005).

Consistently the literature suggested that APNs contributed to improved healthcare for the
public. The next subsection addresses public demand as an impetus for APN services.

2.3.4 Public demand

Anecdotal accounts and editorials described increasing public demand for convenience,
quality and specific healthcare services with less attention to professional hierarchies. The
literature suggested a growing interest and public acceptance of APN services (Buchan &
Calman, 2004; Horrocks et al, 2002; Kinnersley et al, 2000); however, there was no
evidence found that public demand drove APN initiatives.

In summary, the literature indicated that the impetus for the development and
implementation of APN roles was multifaceted. No single theme was mutually exclusive and
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often the thrust for change in nursing roles was a result of more than one incentive for
change. This section has acknowledged drivers that were identified as a result of the
literature review. A discussion of how motivation for the Singapore scheme compared to
international development can be found in Chapter 5 — The Singapore Context.

The concept of APNs presents a new dynamic as well as a new healthcare professional to
healthcare systems. Identifying who this person is and what services they will provide
emerged as a major challenge. The next section examines issues found in the literature
that were associated with international attempts to define APN practice.

2.4 Titling, role definition, scope of practice, characteristics and competencies

In trying to understand topics such as role definition, scope of practice, role characteristics
and competencies when referring to APNSs the literature indicated that terminology was
used inconsistently. This hampered attempts to clearly portray these roles. In addition,
titles that were intended to refer to APN roles represented dissimilar activities and services
in different countries and settings. This section attempts to discuss these variations in an
effort to provide some clarification and is divided into five subsections. It begins by
addressing the topic of titling followed by subsections on APN definitions, scopes of
practice and role attributes. Finally competencies that were viewed to be essential for APN
practice are discussed.

2.4.1 Titling

A title should convey a brief message as to who this person is while also distinguishing the
APN from other nursing and professional categories (Styles & Affara, 1997). In the absence
of legal title protection potentially any nurse can take on a title associated with advanced
practice nursing without having to demonstrate competence or education required for the
level of practice. In a survey conducted by the International Council of Nurses (ICN, 2001)
of their 120 National Nursing Associations, fifteen countries reported having specific titles
for advanced roles. Some countries reported more than one title was in use. Although nurse
practitioner, advanced practice nurse, clinical nurse specialist and nurse specialist were
mentioned most often, a variety of other titles were used in denoting practice specialty. A
follow-up survey conducted by ICN (2008a) continued to find a proliferation of titles with 86
respondents from 32 countries citing the use of 14 different titles referring to advanced
practice (see Appendix 2 for a list of country or regional titles used in reference to APNs).
Any attempt to identify advanced practice nursing only from the perspective of titling was
problematic as functions and responsibilities varied from one setting to another in

15



relationship even with commonly used titles such as ‘nurse practitioner’, ‘advanced practice
nurse’ or ‘clinical nurse specialist’ (Schober & Affara, 2006). The variety in titing made it
difficult to clearly identify advanced practice nurses, contributed to confusion in role
development, led to varying interpretations as to what to expect of an APN and contributed
to difficulty in trying to analyse the literature (Buchan & Calman, 2004; DiCenso, 2008;
Gardner et al, 2004; Schober & Affara, 2006). These inconsistencies contributed to
disorderly role implementation when introducing APNs to the public and other professionals
(Castledine, 2003; DiCenso & Bryant-Lukosius, 2009; Gardner et al, 2004).

The next subsection examines the significance of providing clear role definitions.

2.4.2 Definition of advanced practice nursing

Role definitions within healthcare systems can be viewed as a concise way to communicate
what services to expect from a healthcare worker and how these services will be offered.
From a regulatory perspective clear definitions are viewed as essential for identification and
inclusion of a profession (Styles & Affara, 1997). However, the literature indicated that in
addition to confusion surrounding titles there were also inconsistencies in role definitions.
Following over a decade of monitoring the growing presence of APNs worldwide, ICN took
an official position in recommending a definition for the nurse practitioner/advanced practice
nurse (ICN, 2002). This definition was based on an analysis drawn from country specific
documents submitted to the ICN International Nurse Practitioner/Advanced Practice
Nursing Network (INPAPNN) representing current and potential roles in eleven countries.
The ICN position states that the nurse practitioner/advanced practice nurse is:

‘a registered nurse who has acquired the expert knowledge base, complex
decision-making skills and clinical competencies for expanded practice, the
characteristics of which are shaped by the context and/or country in which s/he is
credentialed to practice. A master’s degree is recommended for entry level’ (ICN,
2002, retrieved 11 March 2009 from http://www.icn-apnetwork.orq)

This definition was suggested as a benchmark for countries in early stages of APN
development and emphasised nursing principles as a core value for the role. The ICN
definition is the APN definition used in this thesis.

Hamric (2009) suggested defining ‘advanced nursing practice’ as a ‘concept’ thus excluding
reference to a specific role. This proposal contrasted with the view that a clear definition
brings a concise identification of one category of professional workers within a healthcare
system. Hamric advocated for APN roles as a ‘concept’ stipulating that:

16


http://www.icn-aonetwork

‘Advanced practice nursing is a function of education and practice preparation and a
constellation of primary criteria and core competencies;
Direct clinical practice is the central competency of any APN role and informs all
other competencies;
All APNs share the same core criteria and competencies, though the actual skill set
varies depending on the needs of the APN'’s specialty patient population.’ (Hamric,
2009, p. 77)
The view of advanced practice nursing as a concept lent flexibility and comprehensiveness
when searching for a definition, however, the lack of specificity did not contribute to a
clearer understanding of these nursing roles. In addressing nurse-doctor substitution in the
UK Sibbald et al (2006) chose to focus on nurses working in advanced roles in primary care
regardless of whether they bear the title or define the role as a nurse practitioner. This
pragmatic approach chose to ignore titles that appear meaningless but did not add clarity to
the confusion that already exists in the literature when attempting to define the role.
What the APN does in practice can be explained by the services they provide. The next
subsection presents the use of a scope of practice in order to delineate the role.

2.4.3 Scope of Practice for an Advanced Practice Nurse

A scope of practice describes the range of activities associated with recognised
professional responsibilities. For the APN, it describes what a person in this role can do,
what population can be seen or treated and under what circumstance or guidance the APN
can provide designated services (Hanson, 2009; Klein, 2005). The authority supportive of
the scope of practice may originate from various sources such as laws and regulations; a
professional code of ethics and professional practice standards (Hamric, 2009). In addition,
a scope of practice frequently forms the foundation for development of APN educational
programmes.

The literature revealed inconsistencies in the use of a scope of practice between countries,
internally among states or provinces and between institutions within the same country.
Recommendations encouraged development of a general scope of practice along with
more specific scopes of practice for the highly specialised APN roles (Dunning, 2002;
Castledine, 2003; NCNZ, 2002; ICN, 2008b). No literature was found that demonstrated a
single best fit for all circumstances and all APN practice. In assuming a leadership role in
guiding nurses worldwide ICN undertook publication of the Scope of Practice, Standards
and Core Competencies (ICN, 2008b) for APNs in an attempt to provide a point of
reference for countries to refer to. Scopes of practice tend to be broad, allowing for flexibility
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to respond to the needs of a healthcare environment (ANA, 1996; AANP, 2002; ICN,
2008b). The following example from the USA provides one illustration:

‘The scope of an advanced practice registered nurse includes but is not limited to
performing acts of advanced assessment, diagnosing, prescribing, selecting,
administering and dispensing therapeutic measures, including over-the-counter
drugs, legend drugs and controlled substances, within the advanced practice
registered nurse’s role and specialty appropriate education and certification.’

Source: National Council of State Boards. Model Nurse Practice Act
(2004, p. 91).

Additional illustrations of APN scopes of practice from Australia/New Zealand, Canada and
Singapore can be found in Appendix 3. Scopes of practice statements ideally promote safe,
ethical practice and the delivery of quality healthcare services as well as distinguishing
between the different categories of nursing personnel. When well developed the scope of
practice makes clear the distinctive practice of the category of nurse practicing under the
scope (Schober & Affara, 2006). The next subsection presents characteristics commonly
attributed to the APN in order to further differentiate the role from other nursing personnel.

2.4.4 Characteristics of an Advanced Practice Nurse

A survey conducted by ICN (2001) indicated pronounced variability in identifying APN
characteristics. Furthermore, this survey found that certain characteristic APN activities
decreased significantly when the actions were likely to conflict with traditional role
characteristics of other professionals. To provide guidance to the international community
ICN (2002 & 2008b) identified APN characteristics taking into consideration current and
potential development worldwide. These are viewed as characteristics to aim for in the
process of role development:

‘Educational Preparation

Educational Preparation at an advanced level;

Formal recognition of educational programmes;

A formal system of licensure, registration, certification or
credentialing.
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Nature of Practice

The ability to integrate research, education and clinical management;

High degree of autonomy and independent practice; Case
management;

Advanced assessment and decision making skills;

Recognized advanced clinical competencies; The
ability to provide consultant services to other health professionals;

Recognized first point of entry for services.

Regulatory Mechanism — country specific regulations that underpin APN practice

Right to diagnose;
Authority to prescribe medications and treatments;
Authority to refer to other professionals;
Authority to admit to hospital;
Title protection;
Legislation specific to advanced practice.’
(Source: ICN, 2002, retrieved 11 March 2009 from http://www.icn-apnetwork.org)

Distinguishing characteristics of the role provided one method to describe the APN in a
manner distinctive to the discipline and the individual. The next subsection describes
competencies as an additional approach and links specific skills to the APN.

2.4.5 Competencies for advanced practice nursing

Characteristics of the APN tend to be considered as attributes of an individual in the role
and competencies are the ability to perform a certain set of skills; however, the literature
indicated that this distinction is not always clear. A framework for the APN suggested by
ICN (2008b) builds on the competencies of the generalist nurse allowing for the
supplementation of new competencies that reflect an expanding level of practice. The ICN
framework emphasised that competencies provide guidance in describing the APN with the
degree of judgement, skill, knowledge and accountability increasing from the level of the
generalist nurse to that of the APN. Competencies were repeatedly presented in the
literature as essential features for defining advanced practice (AACN, 1996; ANA, 1995,
2003; CNA, 2006; NACNS, 2005; NCSBN, 2003; NONPF, 2000; NONPF, 200a; RCN,
2008). The Canadian Nurses Association (2002) identified core APN competencies and
linked these to role characteristics. Core competencies in Ireland (NCPDNW, 2008) were
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connected to a specific advanced nursing post following a job analysis.

Although competencies were commonly used in depicting the APN role (Cattini & Knowles,
1999; Maclaine et al, 2004; NONPF, 2000 & 2002a; RCN, 2008) the concept of assigning
or determining role competencies was controversial. In a literature review of clinical
competence Watson et al (2002) found that there appeared to be universal acceptance of
the need to assess clinical nursing competence but the literature did not demonstrate
reliability or validity for this process. Consistent with these findings, Girot (2000) pointed out
problems and uncertainty in differentiating different levels of competence. There was no
evidence in the literature of research informed competency standards and some
researchers suggested that competency based practice in reference to APN roles might
unreasonably restrict role development (Gardner et al, 2004; Gardner et al, 2006;
McAllister, 1998). Nonetheless, regulatory authorities and professional organizations view
the use of role competencies as a way to demonstrate safe practice. Lacking a better
alternative, competencies will likely continue to be used as a method to measure nursing
practice including APN practice (Schober & Affara, 2006).

In summary, variance in titling, role definition, scopes of practice, characteristics and
competencies portray a picture of inconsistency worldwide when attempting to define the
APN role. The literature indicated that various approaches had been taken to provide an
APN definition and description unique to this role, however, the array of approaches
revealed that advanced practice nursing is viewed in diverse and at times contradictory
terms. Conceptual clarity in defining APN practice would seem ideal. However, national and
international references varied. Clarity and consensus regarding the APN role remained
unclear. What is clear is that explicit qualifications and educational directives that reflect the
APN scope of practice are viewed as pivotal to APN development and that advanced
practice nursing extends in some way beyohd general nursing practice.

Establishment of credible and sustainable APN roles is rooted in the type of educational
preparation available. The next section examines various approaches in planning
educational programmes.

2.5 Education and role preparation

Defining role preparation and education at an advanced level for nurses provides a basis
from which to differentiate APN practice from that of the generalist nurse. This section
examines these topics and is divided into two subsections. It begins with an overview and
guidelines for APN education including development of curriculum and clinical practice. The
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second subsection presents international illustrations of educational development linked to
the motivation for APN services.

2.5.1 Overview and guidelines for APN education

Historically, education and role preparation for APN roles has varied from the awarding of
certificates for post-basic courses to undertaking a formal university programme (ICN,
2008a). The literature demonstrated that not only did the length of programmes vary but
also the qualifications obtained upon completion differed. A survey of APN education,
practice and regulatory issues conducted by ICN (2008b) confirmed this educational
variance but indicated there was a prevalence internationally of APNs obtaining master’s
degrees. These survey results were consistent with findings cited by Schober and Affara
(2006) that indicated even though APN education varies there was an international trend to
attain master’s level education (see Appendix 4 for programme listings by country). ICN
noted the variance in role preparation internationally and developed recommendations for
countries to consider in the process of APN development while also acknowledging that
opportunities for suitable education vary from country to country (ICN, 2002; ICN, 2008a).
Regardless of the sequence of role development the literature indicated that an educational
directive that reflects a well-defined APN scope of practice is pivotal for establishing
relevant educational preparation (Hanson, 2009; ICN, 2002; ICN, 2008a). The following
guidelines are suggested by ICN:

‘Educational preparation is at an advanced level ... beyond that expected for entry
level for generalist nursing practice. Students have opportunities to gain knowledge,
experience and the necessary skills to competently function in an advanced role;
Teaching institutions provide qualified faculty and accessible clinical sites ... [to]
prepare the student to practice in the context of the country to the fullest extent of
the role as defined in a recognized scope of practice;

There is formal recognition of educational programmes preparing nurse practitioners
and advanced practice nurses;

A formal system of licensure, registration, certification or credentialing [for the APN]
exists.’

(ICN, 2002, retrieved 11 March 2009 from http://www.icn-apnetwork.org )

Even though a variety of resources were accessed when education institutions developed
their curricula the literature indicated that USA publications dominated the cited references.
Curricula and course development for APN programmes in Hong Kong, Pakistan,
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Singapore, and Sweden (Aga Khan University School of Nursing, 2004; Hong Kong
Polytechnic University, 2004; National University of Singapore, 2003 & 2006; University of

- Skovde, 2003) relied on components from guidelines provided by the American Association
of Colleges of Nursing (AACN, 1996) and the National Organization of Nurse Practitioner
Faculties (NONPF, 1995; 2000; 2002b) in the USA. It was expected that any country
adapting these guidelines would modify them to meet their own needs and priorities (AACN,
1996; AACN, 2006). However, recommendations for curriculum planning appeared to be
based on collective academic thinking rather than substantive evidence. No corroboration
was found in the literature demonstrating outcomes related to specific curricula for sound
APN education. No evidence was discovered that demonstrated the achievements of other
countries when adapting American publications for APN role preparation.

Advanced clinical experiences are a significant component of APN role preparation, ,
however, identifying and providing relevant clinical experience presented challenges. The
literature indicated that the quality of clinical education is associated with the skill,
experience, expertise and characteristics of clinical preceptors or tutors implying that a
suitable academic background is necessary to function in these roles (Inman, 2003; Spross,
2005). Education authorities in the USA (AACN, 1996; NONPF, 1995; NONPF, 2002; NTF,
2002) advised preparation of faculty at a level equivalent to or above that of the students.
The literature demonstrated that new APN programmes relied on physicians to teach
clinical components while nursing faculty taught nursing modules. Over time a blending of
these teaching strategies led to an interdisciplinary approach for theory and clinical
instruction and brought together the medical and nursing components of the role. However,
nursing leaders and nursing educators offered criticism that this was a deterrent to true
nursing practice (Jacox, 2002; Rogers, 1975; Roy & Obloy, 1978).

The type of regulatory infrastructure in a country can fundamentally affect not only the
nature of APN practice but also how students are educated for their roles. Schober & Affara
(2006) in reviewing the literature and analysing comments from over 50 key informants
found a wide variation in how advanced nursing practice is regulated including
standardisation of education institutions. In an effort to promote consistency in the USA, the
National Task Force on Quality Nurse Practitioner Education (NTF, 2002) recommended a
framework for the review of nurse practitioner programmes to better ensure currency,
relevancy and quality of education. ICN (2008a) provided education guidelines for
institutions to consider when undertaking programme planning. Such recommendations
provided a benchmark against which to influence development but no evidence was found
assessing these recommendations when put into practice or how universally these
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concepts were utilized in the international context. The next subsection provides country
illustrations of the evolving nature of APN role preparation and education.

2.5.2 International illustrations of APN role preparation and education

The literature revealed variations in APN education from country to country with additional
internal variations in countries such as Australia, Canada and the USA. Differences
appeared to be influenced by the incentive for role development, culture of nursing
education in the country and settings where the APN established practice upon completion
of their education. The urgent need to establish primary healthcare (PHC) services to
populations with unmet healthcare needs presented strong incentive to prepare nurses for
expanded roles. Botswana provided an example of the emergence of a nurse practitioner
programme following independence of the country in 1966 along with an increased national
emphasis on PHC services. As nurses responded to healthcare needs due to a severe
shortage of doctors it became apparent that basic nursing education was not adequate as
provision of healthcare services required not only nursing but independent medical
decisions (NAB, 2001; NHI, 2002). The Ministry of Health responded to this situation by
launching a 12-month Family Nurse Practitioner programme that subsequently progressed
to 24 months (NHI, 2002; Seitio, 2000). In the face of urgent healthcare needs an
immediate response was to offer a brief diploma or certificate preparation. The Cook
Islands, Samoa, Fiji, other Pacific Island countries and Timor-Leste are examples of this
with support from the World Health Organization (WHO)(Downes, 2007; I. Enoka, personal
communication, 2006; WHO-WPR, 2001; WHO, 2005a & 2005b).

Requests for highly skilled and knowledgeable nurses such as APNs commonly occurred in
countries with existing or anticipated physician shortages as part of the skill mix in providing
essential healthcare services to individuals, families and communities (Buchan & Calman,
2004). Hanucharurnkul et al (2007) described how the Institute of Research and
Community Health Development in Thailand implemented PHC with teams of physicians,
dentists, pharmacists, nurses and other healthcare personnel when staffing community
medical centres. Envisioning that one to two nurses would be the only healthcare
professionals in many community health centres an estimate was made that 10,000 nurses
with advanced education were needed to accomplish healthcare workforce staffing. Similar
to Botswana, the Thailand Nursing and Midwifery Council (Hanucharurnkul et al, 2007)
found that practice responsibilities for these nurses extended beyond the anticipated scope
of practice for a generalist nurse and that the initial four month training was inadequate.
Nurses were subsequently required to complete a master’'s programme to become a
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community health nurse practitioner (Hanucharurnkul, 2008). The experiences of Thailand
and Botswana demonstrated the evolving nature of APN education as countries gained
experience in evaluating the adequacy of education for these new nursing roles.

Countries at times presented a structured and academic approach to the development of
APN education. From the start of the nurse practitioner initiative in New Zealand regulatory
and professional bodies stipulated that only a nurse with a recognized master’s level
education could use the title ‘Nurse Practitioner’ (NNOA, 2003; NZMOH, 2002; NCNZ,
2002). Similarly, the Institute of Nursing Science at the University of Basel in Switzerland
viewed the APN educational initiative as driven by an interest in promoting nurses with a
higher level of skills and academic knowledge (De Geest et al, 2008; Spirig et al, 2009).
Intra-country and inter-country differences conveyed a picture of ambiguity in the planning
and provision of APN education. In Australia, Canada and the USA education requirements
varied from state to state or province to province. Canada has had an uneven approach to
APN education since the 1970s with a sharp division between the clinical nurse specialist
educated at the graduate level and the nurse practitioner educated at the certificate level
(Easson-Bruno, 2002). A synchronized move toward graduate level education throughout
the country was hoped for upon the completion of the Canadian Nurse Practitioner Initiative
(2004), however, decision makers at the governmental level resisted this change supporting
instead education at the bachelors plus certificate level (A. DiCenso, personal
communication, 2009). Nurse practitioners had been present in some capacity in Australia
since 1999, echoing a response to community needs observed in the Botswana, Thailand
and the USA. However, Gardner et al (2006) concluded that the rapid adoption of the APN
concept resulted in little research defining Australian standards for nurse practitioner
education. Findings from the Australian Nurse Practitioner Standards Project (Gardner et al,
2004) indicated that the ‘prevailing professional and regulatory environment in Australia, in
which nurse practitioner programs of education were designed, was diverse, with scant
attention to national priorities... (Gardner et al, 2006, p. 11).Even though this national study
found a consensus supporting master’s level education, continued role ambiguity was
reflected in lack of clarity in terms of education requirements (Gardner, 2006). Preparation
of APNs in the USA has occurred for the most part in academic settings (Keane & Becker,
2004). However, similar to other countries in diverse stages of development, the USA faced
complex issues when trying to define APN preparation. Nurse practitioner education began
as continuing education for the generalist nurse and ultimately progressed to a requirement
of master’s preparation as entry level into practice (Pulcini & Wagner, 2002). A shift is
underway with the recommendation of a Doctorate of Nursing Practice (Hanson, 2009).
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Nevertheless, educational requirements vary from state to state and fall under the
jurisdiction of nursing and medical boards.

In summary, the literature demonstrated considerable international variation for APN
education and role preparation in terms of the focus and content of curricula, duration of
programmes, quality of clinical experience provided and the regulatory infrastructure in
place to support appropriate educational standards. At times the length and content of
education courses and role preparation appeared to be aligned with the impetus for APN
roles. The literature indicated a reliance on educational documents from the USA in
curriculum planning as well as guidelines recommended by the International Council of
Nurses. The next section examines the significance of a regulatory framework and
regulatory systems to support APN practice.

2.6 Regulations for APN practice

When ICN examined structure and standards regulating nursing worldwide in 1986 findings
indicated that nursing was ‘...ill-defined and diverse; educational requirements and legal
definition of nursing generally inadequate for the complexity and expansion of the nursing
role as it is emerging in response to health care needs’ (ICN, 1986, p.43). The literature
indicated that a similar situation of vagueness existed for advanced practice nursing even in
countries with longer histories of experience with role development and establishment of
appropriate practice standards. Ideally standards for APN regulation permit advanced
practice nursing to evolve as a distinct and legitimate part of the healthcare system.
Regulation as defined by ICN includes ‘...all legitimate and appropriate means —
governmental, profession and private — whereby order, consistency, identity and control are
brought to a profession (Styles & Affara, 1997, p. 2).

The nature of regulatory environments, as revealed in the literature, had the capability of
impeding the evolution of advanced practice nursing or promoting growth and systematic
development (Bryant-Lukosius & DiCenso, 2004; Bryant-Lukosius et al, 2004; Gardner et
al, 2004; Maclaine et al, 2004). Schober and Affara (2006) found that external factors likely
to influence the regulatory environment included:

¢ Type and stability of the country’s political system

e Legal and regulatory traditions of the country

¢ International trends in regulation

e The degree of specificity or generality sought in the regularity system

e The rapidity of change in educational standards, practice and technologies
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e The time required, cost and expertise ... for enacting or revising regulations
(p. 85)

Credentialing of APN roles and the accreditation of institutions and programmes was
considered to be the central function of professional regulation. A credentialing process
indicates that an individual, programme or institution meets established standards set by a
governmental or nongovernmental body qualified to perform this responsibility. Terms such
as licensure, registration, accreditation, approval, certification, recognition or endorsement
were used to articulate the different processes (Styles & Affara, 1997). A credential refers to
a level of quality that must be met and indicates a limited right for a person or agency to
provide specified services (Affara & Styles, 1992). In the case of APNs the recipient of the
credential is the APN and in some cases the educational programme or institution. In order
to safeguard the public, issues such as legal title protection were taken seriously to ensure
that practitioners who have neither the education nor the competencies implied by the title
do not provide healthcare services. New Zealand went as far as trade marking the title in
the beginning stages of their initiative (NCNZ, 2002). Canada and the UK had not
established title protection for APNs (DiCenso, 2009, K. Maclaine, personal communication
2009). The literature suggested that regulatory mechanisms were most often associated
with a country’s traditions and resources leading to variability in the way the APN role was
defined, credentialed and put into practice. As there was no international consensus
cautious interpretation was suggested in defining the mechanisms being considered and
the rights or protections implied (Schober & Affara, 2006).

The literature indicated that countries often used a registration process to list and identify
APNSs; however, the terms licensure and registration were often used interchangeably with
the differences between them misinterpreted or misunderstood. Registration may require a
validation process and possible title protection or even possibly practice privileges thus
bringing this interpretation closer to licensure than an interpretation of registration that
accounts for basic numbers and demographic details. The terms ‘authorization’ or
‘endorsement’ were chosen by regulatory bodies in Australia and New Zealand as
mechanisms to define the field, scope and conditions of practice with variations occurring
internally (Gardner et al, 2004; NCNZ, 2002; NRB, 2003). New South Wales in Australia
tied authorization to the use of the nurse practitioner title and certain privileges so long as
the individual conformed to guidelines approved by the Director General of the Health
Department (NRB, 2003). In Ireland (NCPDNM, 2008) credentialing took the form of linking
the job or site description where an APN might practice to the credentialing of the APN who

26



will hold the position. In the USA some states require verification of certification from a
recognised certifying body to achieve APN licensure to practice. Certification processes
ranged from completion of a certification examination to development of a portfolio and/or
an oral defence of clinical case studies. Certification was found to be a complex issue as it
was used for various purposes from entry into practice and validation of competence to a
regulatory requirement (Hanson, 2009; Lewis & Smolenski, 2000).

Credentialing can be considered voluntary or regulated; a clear single regulatory
methodology or dual and multiple agency approaches may appear depending on the
regulatory environment of the country. APN credentialing in Japan was considered to be a
voluntary professional responsibility (ICN Credentialing Forum, 2004). South Korea
adopted a joint approach where the credentialing authority is the Ministry of Health and
Welfare while the Korean Nursing Association or the Credentialing Centre for Nursing
Education administers certification (Kim, 2003). In contrast, the Thailand Nursing Council
was the certifying agent and the credentialing authority for APNs (Schober & Affara, 2006).
The literature identified that the degree of authority and type of limitation placed on APN
privileges, for example prescribing; ordering diagnostics; referrals to other professionals;
and admitting privileges to institutions varied from country to country in association with
their regulatory practices. Topics such as prescriptive authority and autonomous practice
were often controversial and imbedded in the wider debate on APN roles. Certain settings
avoided discussing activities such as prescribing but other environments addressed the
issue from the beginning. Sweden, as an example, instituted nurse prescribing prior to
consideration of APN roles (Buchan & Calman, 2004; Gardner et al, 2004).

Legislation and regulation ideally bestow identity, legitimize the APN role and grant the
authority to carry out a variety of activities relevant to APN practice. According to the
literature, the challenge is to develop regulations that contribute to strengthening of the
profession while also attempting to ensure the addition of competent and capable
professionals to the healthcare workforce without being restrictive to APN practice.

As enthusiasm for these new nursing roles evolved studies began to assess the impact of
APN services on healthcare delivery. The next section examines the impact and outcomes
when APN roles were included in the healthcare workforce.

2.7 Impact and outcomes for APN services

The addition of a new professional role to healthcare provision demands an assessment of
the value that this practitioner brings to healthcare. The literature revealed a variety of
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publications from editorials, narratives, individual studies, as well as comprehensive
literature reviews that attempted to comment on the effect APN services had on healthcare.
There was not one dominant study found to be most influential in assessing the influence of
APNSs but rather there was an accumulation of evidence that emerged to address this issue.
This section is divided into four subsections and begins with a discussion of the impact of
APNs on healthcare service delivery. This followed by an examination of care management
outcomes attributed to APNs. The third subsection describes patient satisfaction with APN
services. The final subsection presents the topic of cost effectiveness.

2.7.1 Impact on healthcare service delivery

When considering the initiation of APN services key decision-makers, other healthcare
professionals and the public must be convinced that the introduction of alternative options
for healthcare delivery will improve the system (Worster, 2005). Various studies provided
evidence that patients are generally satisfied with APN care by receiving more information
about their illnesses (Kinnersley, 2000; Venning et al, 2000). Clinical outcomes of care
provided by an APN were found to be equivalent to or better than GPs or junior doctors in
specific settings (Brown et al; 1995; Horrocks et al, 2002; Kinnersley et al, 2000). There
was evidence that the integration of APNs into healthcare systems enhanced access to
services both in hospital wards and community settings by filling gaps in care (Buchan &
Calman, 2004; Gardner et al, 2004; DiCenso & Bryant-Lukosius, 2009). The literature
demonstrated that including APNs in provision of healthcare services generally had a
beneficial impact.

However, a review of the literature associated with skill mix in the UK (Sibbald, 2003;
Sibbald, 2004) concluded that there is a lack of sound substantiation to support
effectiveness, efficiency and quality of care. This was complicated by the fact that
terminology in relation to APNs is unclear leading to difficulty in analysing the evidence.
Findings from this review of 24 papers revealed that cost effectiveness is rarely addressed
and negative outcomes on workforce morale and continuity of care were of concern. A
literature review conducted in France (Midy, 2003) but almost exclusively based on
literature from the UK and North America reported that the willingness or lack of willingness
of other professionals to delegate or accept some of the activities associated with APNs
influenced the ability of the healthcare team to function effectively. Additionally, this review
reported that not all nurses felt prepared to fulfil competencies of diagnosing and
prescribing. Buchan & Calman (2004) in addressing skill mix and doctor nurse substitution

indicated that substitution of advanced nurses for doctors could be effective; however, the
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numbers of studies evaluating an appropriate skill mix are relatively few. Since skill mix
issues are often seen as key policy drivers in healthcare planning a consistent research
approach was recommended to further assess the impact to service delivery with inclusion
of APN services (Richardson et al, 1998; Buchan & Dal Poz, 2002).

2.7.2 Case Management Outcomes

As APNs sought to define their place in healthcare environments questions arose about
their competencies in terms of diagnosis, case management and patient outcomes. In a
landmark study conducted in the USA, Mundinger et al (2000) investigated outcomes for
patients randomly assigned to nurse practitioners or physicians for primary care follow-up
and ongoing care after an emergency department or urgent care visit. In ambulatory
settings where physicians and nurse practitioners had the same authority, responsibility,
productivity and administrative requirements patient population outcomes were comparable.
The researchers found no clinically significant differences in patient outcomes of health
status or chronic illness status six months after the initial visit. In a two-year follow-up of a
sample of patients from the original Mundinger cohort, Lenz et al (2004) found there
continued to be no statistically significant differences in health status between the two
groups. However, physician designated patients in the follow-up study were found to make
more primary care visits thought by the researchers to be related to the high level of elderly
in this group. In addition, two systematic literature reviews investigated whether nurse
practitioners working in primary care can provide equivalent care to doctors (Horrocks et al,
2002; Vallimies-Patomaki et al, 2003). Findings from these reviews indicated that care
provided by nurses led to at least equivalent outcomes to care provided by physicians with
increased patient satisfaction with nurse practitioners. In reviewing 11 randomised
controlled trials and 23 prospective observational studies, Horrocks et al (2002) found no
differences in prescriptions, return consultations or referrals between nurses and doctors,
however, nurses ordered more investigations and conducted longer consultations with
patients. Horrocks et al (2002) found that the diversity of research approaches and
methodologies limited the ability to determine quality of life and health status outcomes
related to care by APNs. Similarly, Brown and Grimes (1995), in conducting a meta-
analysis of outcomes associated with nurse practitioners’ and nurse midwives’ practices,
found the value of their analysis was limited as only one third of the studies were
randomised research designs. Those studies that were randomised trials did indicate
greater patient compliance in keeping appointments and following behavioural strategies
provided by nurse practitioner care compared to doctors. Non-randomised studies reported
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resolution of illness was higher for patients receiving nurse practitioner care while other
parameters of care such as drug prescribing and functional status were reported to be
equivalent.

Findings from meta-analyses and literature reviews (Brown and Grimes, 1995; Horrocks,
2002; DiCenso & Bryant-Lukosius, 2009) evaluating APN outcomes repeatedly identified
limitations in the methods used in data collection and analysis. In a review of the literature,
DiCenso and Bryant-Lukosius (2009) found that only 29% of 468 publications related to
APN roles were primary studies and of those only 78 were randomised controlled studies
on the effectiveness of APN case management. It is worth noting that the first randomised
controlled trial comparing nurse practitioners to physicians in a primary care setting that
demonstrated equivalent outcomes was conducted in 1969 (Shum et al, 2005). Canadian
studies later quantitatively demonstrated equivalence in patient care health outcomes
between these two professional groups (Chambers & West, 1978; Sackett et al, 1974;
Spitzer et al, 1974). Mention of these early studies coincides with the emergence of the
nurse practitioner roles in primary care in the USA and Canada while also revealing that
rigorous research was not common in the early developmental phases of the APN roles.
Medico legal issues were used in some countries as an outcome measure of APN services
mentioning that even though APNs are accountable for their practice this does not prevent
physicians from being included as defendants in lawsuits, however, in Canada lawsuits
involving nurse practitioners were only 1.6% of all lawsuits between 1997 and 2001. The
10-year claims history from the American National Practitioner Data bank indicated
payments to nurses are rare (1.7% of all payments) and nurse practitioners were
responsible for only 4.7% of all nurse payments. Even though some physicians voiced
concerns that working with APNs might raise their risk for liability others suggested that the
added value of the nurse practitioner or APN on the team could decrease risk due to their
good communication skills with patients and families (Worster, 2005).

In summarizing patient, provider and healthcare system outcomes of 78 randomised
controlled trials, DiCenso and Bryant-Lukosius (2009) found consistently that APNs were
safe and effective for improving health outcomes; improving quality of care and promoting
best practices among patients and healthcare providers. Furthermore, there were no
reports of negative outcomes or demonstration that APNs provide inferior care. The next
subsection examines patient satisfaction with APN healthcare services.
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2.7.3 Patient Satisfaction

Literature repeatedly reported satisfaction of varied populations with APN services.
Knudtson (2005) found a high level of patient satisfaction in a rural setting with expectations
for services being met and satisfied patients likely to recommend nurse practitioner services
to others. Carter and Chochinov (2007) found patient satisfaction in emergency
departments to be consistently high for nurse practitioners and medical residents but often
higher for nurse practitioners. Specifically, nurse practitioners were rated higher in
explanation of procedures. Reasons given for dissatisfaction with care were unresolved
problems, which was higher for nurse practitioners, and long waiting time for care by
residents. A low percentage of patients surveyed did prefer to see a staff physician and
were unwilling to see a nurse practitioner but might consider it if it meant a cost saving for
the system or resulted in shorter waiting times. It appeared that nurse practitioner
encounters that offered additional patient contact such as health information and discharge
instructions led to improved communication and shorter length of stay in a healthcare
facility and was translated into patient satisfaction.

High levels of patient satisfaction were found in a systematic review analysing care
provided by nurse practitioners as compared to physicians (Horrocks et al, 2002). In
comparing primary care outcomes in patients treated by nurse practitioners or physicians in
an urban academic setting (Lenz et al, 2004; Mundinger et al, 2000) studies found no
statistically significant differences for overall satisfaction of care; however Lenz et al (2004)
found that physician patients scored higher on visit-based continuity and communication.
This finding suggested that further studies would be useful in determining the confounding
variables related to patient satisfaction looking more specifically at subthemes related to
this topic. While numerous studies indicated that patient populations were satisfied with
care provided by APNs (Horrocks, 2002; Kinnersley, 2000); conversely, there was no
evidence found indicating dissatisfaction of care provided by APNs. Despite methodological
weaknesses in studies there were demonstrated benefits of patient satisfaction associated
with accessibility and improved knowledge of their condition (Buchan & Calman, 2004).
The value of healthcare is at times associated with the cost of services. The next
subsection examines economic implications in relation to APN provision of healthcare
services.

2.7.4 Financial implications

APN healthcare services were thought to be a cost savings method for healthcare systems

compared to services provided by GPs and medical consultants, however, findings in the
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literature were mixed. A literature review conducted by Buchan and Calman (2004) found a
shortage of cost effectiveness studies for APNs compared to care provided by other
healthcare professionals. Buchan and Calman reported the tendency of studies to describe
nurse substitution for doctors in the workforce rather than clearly referring to APN services
limited understanding of the financial implications associated with APNs. A literature review
of four key outcome measures for nurse practitioners in an emergency department setting
(Carter & Chochinov, 2007) concluded that when compared with resident physicians the
overall cost for nurse practitioners appeared to be higher on a per patient basis. Sakr et al
(2003) concluded that calculations based on a revue cost per workload unit in the minor
injury area and emergency department were unclear if comparisons were clearly based on
the same criteria as in type or total services provided in a specific timeframe. One nurse
practitioner group that was evaluated on patient volume was able to increase numbers of
patients seen per an eight hour day if they gave up other professional responsibilities such
as assisting with staff orientation or attending lectures. Failure of insurers to reimburse for
care unless seen by a physician provided a barrier to accessing nurse practitioner services
and contributed to services being coded as provided by a doctor when the service was
actually provided by an APN. Carter and Chochinov (2007) concluded that nurse
practitioners may be cost effective in high volume, low acuity units rather than lower
volume, high acuity departments where additional physician resources have the ability to
manage a wider variety of patients; however, data are lacking to support this
recommendation.

In summary, the literature demonstrated that generally care provided by APNs is safe and
effective. The public was satisfied with care provided by APNs but approached new service
provision cautiously especially when accustomed to seeking care from a doctor. The body
of literature addressing cost effectiveness is limited with conclusions mixed dependent on
what criteria are used for evaluating cost effectiveness. Although the body of evidence
supports positive clinical outcomes for APN care most studies have been conducted in
primary care settings and further studies in settings such as hospital specialty wards,
emergency departments and critical care are needed. Studies evaluating clinical outcomes
are limited due to the fact care is sometimes provided by an APN but coded as provided by
the GP or doctor. In addition, studies using rigorous methodological approaches are limited.
Studies of effectiveness and satisfactory outcomes for APN services are usually compared
to physician care. The overlap between medicine and nursing aspects of APN roles likely
contributes to this kind of benchmarking but does not necessarily substantiate quality or
competent APN care as much as it confirms that the two categories of providers are
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providing similar care. It would be helpful to explore the possibility that APNs may provide
care in a different manner aligning nursing principles with tasks originally thought to be the
province of medicine. More evidence is needed to evaluate outcomes from this perspective.
The literature established positive parameters to recommend inclusion of APNs in
healthcare workforce planning. Following identification of a title, establishment of a role
definition and identification of scope of practice, the APN faces integration into a healthcare
system. The next section presents findings from the literature relevant to implementation of
the APN role.

2.8 Implementation of the role

Implementation and integration of new nursing roles into healthcare systems was found to
be complicated and multifaceted. This section attempts to provide an understanding of the
complexities of this process and is divided into three subsections. It begins by presenting
the use of practice domains and settings to distinguish practice when implementing the
APN role. A subsection that delineates barriers and facilitators of role implementation
follows. Finally, facets of the healthcare infrastructure that might impede or support
realisation of APN services in healthcare service provision are provided.

2.8.1 Domains and practice settings for APN practice

When implementing the APN role questions arise as to what differentiates advanced
practice nursing from other nursing roles. Confusion, vague descriptions, inconsistent use
of terminology and the inability to differentiate APNs from other nursing roles dominated the
literature (Bryant-Lukosius et al, 2004; Gardner, Chang, Duffield, 2007; Gerrish et al, 2007,
Schober & Affara, 2006). In reviewing various advanced practice models and frameworks
Spross and Lawson (2005) recommended the use of domains of practice and competency
to provide clarity and explain the nature of APN roles. A study of clinical nurse specialist
and nurse practitioner competencies present in the UK from 1996 to 1998 delineated
domains of clinical activity (Read and Roberts-Davis, 2000; Roberts-Davis & Read, 2001) to
distinguish between these roles (see Table 2.1) based on clinical activity.
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Table 2.1 - Domains of Nurse Practitioner and Clinical Nurse Specialist Practice

Clinical Nurse Specialist Domains of Clinical Activity

Condition Specific Domain
(differentiated)

Examples: Breast, Stoma, Diabetes,
Cardiac, Haematology, Gynaecology,
Urology, Oncology, Drug Dependency

Area Specific Domain (differentiated)

Examples: Intensive Care Unit, Coronary
Care Unit, Orthopaedic Unit,

Nurse Managed Community Hospitals
and related services ’

Clinic Group Specific Domain

Examples: Elderly Mentally Il

(differentiated) Adolescent Mental Health, Children,
Gerontological
Nurse Practitioner of Clinical Activity
Domains
Clinic Group Specific Domain Examples: Homeless, Travellers,
(undifferentiated) Children or Gerontological Specialist

(generic)

Area Specific Domain (undifferentiated)

Examples: Accident & Emergency, Minor
Injuries Clinic

Community Clinical Nursing Domain
(undifferentiated)

Examples: Family or General
Practice/Primary Care Nursing,
Occupational Health

Public Health Nursing Domain

Examples: School Health, Public Health
Visiting

(Read & Roberts-Davis, 2000; Roberts-Davis & Read, 2001)

Consistent with these data the National Association of Clinical Nurse Specialists (NACNS,
2005) in the USA took a similar position and described the Clinical Nurse Specialist (CNS)
as an expert clinician in a specialised area of practice. In contrast, the Canadian Nurses

Association (2002) provided a framework based on role characteristics and competencies

for the CNS and Nurse Practitioners deciding not to align the roles with practice domains or

settings. The literature demonstrated that countries tended to use practice settings as one

way to classify the roles (see Appendix 5 for a listing of APN roles by country, setting and

domain). The use of clinical domains and practice settings was a method to dissociate from

the reliance on titles and descriptive terminology but lacked regulatory specificity and failed

to take into consideration nonclinical activities such as research and leadership.

Issues blocking or aiding integration into healthcare settings can set the tone for ease or

difficulty in role implementation. The next subsection examines barriers and facilitators of

implementation.
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2.8.2 Issues in APN implementation

Title confusion and professional boundary issues contributed to uncertainty for health care
consumers, employers, educators and other professionals as to the meaning, scope,
preparation and expectations for APNs (Daly & Carnwell, 2003; ICN, 2008). A study of 296
community mental health nurses in Victoria, Australia identified the medical profession, fear
of litigation and government policies as perceived barriers to expanded practice (Elsom et
al, 2008). Canadian researchers Bryant-Lukosius et al (2004) provided a similar perspective
and identified six themes thought to influence APN role implementation:

e Confusion about APN terminology;

o Failure to clearly define the roles;

e Overemphasis on replacing or supporting physicians;

¢ Underutilization of all spheres of APN practice;

o Failure to address the contextual factors that can undermine the roles;

e Limited utilization of an evidence-based approach to development, implementation

and evaluation.

Role conflict, role overload and variable stakeholder acceptance were offered as additional
dilemmas. A more recent study by DiCenso and Bryant-Lukosius (2009) based on a
literature review, interviews of key informants and focus group discussions provided
additional and similar evidence of these concerns relevant to APN development and
implementation. Intraprofessional boundary issues with other nurses were found to
frequently present conflict and is discussed next as it relates to role implementation.
Intraprofessional conflict and boundary issues

Historically APN development has been troubled by controversy within nursing
communities. The varying demands of the role and role overlap between nursing and
medicine were found to contribute to experiences of intraprofessional dissonance
(Brykczynski, 2009) and that difficulties among nursing disciplines remain even when
relationships improve (Fawcett, Newman & McAllister, 2004). Efforts to develop advanced
nursing practice in New Zealand anticipated interprofessional jurisdictional disputes
between APNs and doctors but were surprised by intraprofessional conflict (Jacobs &
Boddy, 2008). In studying structural rearrangement between nurses and physicians in the
Netherlands Roodbol (2005) found that even though physicians believed that the nurse
practitioner presence had a positive result on the social identity of nurses in general, nurses
did not share this view and did not accept nurse practitioners as part of their professional
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group. In reporting on staff nurse/APN relationships Higuchi (2006) and de leon-Demare
(1999) cited lack of understanding of APN roles by nursing colleagues as a contributor to
friction. Nursing leaders voiced concern that APNs would be seen as cheap doctor
substitutes thus losing the unique nature of the nursing profession (Carter & Chochinov,
2007; DiCenso & Bryant-Lukosius, 2009). However, a survey conducted in the UK with
1,201 nurse practitioner respondents found that almost all (98%) reported nursing skills as
important to their practice and very few (8%) considered their role to be that of a mini-doctor
(Ball, 2006).

In a review of fourteen studies from the UK Jones (2005) identified a range of barriers and
facilitators affecting specialist and advanced nursing practice. Conclusions from this review
recognised role ambiguity as a pivotal barrier in role development and suggested that clear
role definitions would enhance communication with other staff. Roodbol! (2005) supported
this contention and emphasised that on the one hand the APN is expected to be a nurse;
on the other hand role expectations align the nurse with medicine.

Impediments to ease of implementation associated with tension among nursing colleagues
appeared to be somewhat of a surprise while according to the literature challenges from
physicians was expected. A discussion of interprofessional conflict and boundary issues
with medicine follows.

Interprofessional Conflict and Boundary Issues

Interprofessional conflict commonly arose among physicians and APNs over issues of
reimbursement or economic threats, limited resources in clinical sites for education, lack of
experience in working together and a history of physician/nurse hierarchical structures
(Brykczynski, 2009). A view that APNs are in competition with physicians appeared to arise
from a physician stance that all healthcare is an extension of medicine thus leading to
misunderstanding when APNs see themselves with an autonomous component to their
nursing roles (Keeling & Bigbee, 2005). In New Zealand an editorial representing the New
Zealand Medical Association commented on nurse practitioner roles and suggested patient
endangerment would occur with nurse prescribing. Additional comment mentioned the
anticipation that turf battles would occur between nursing and medicine with the inclusion of
APNSs (Jacobs, 2008). A focus group study (Wilson, 2002) of four GP practices in Yorkshire
identified the following concerns with nurse practitioner development:

e Threat to GP status;
e The question of nursing capability and scope of responsibility based on their
associated but limited education;
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o Structural and organisational barriers.

Recommendations from these British GPs included a general debate of proper skill mix for
primary care service provision, joint educational activities and GP preceptorships to
enhance understanding of advanced nursing roles.

In order to better understand shared responsibilities between NPs and family practitioners
Way et al (2001) conducted a study in rural primary care practices in Canada. Analysis of
data collected from 400 unique patient encounters found nurse practitioners were
underutilized with respect to curative and rehabilitative care and there was little evidence of
collaborative management. Explanations included inability of medicine to share
responsibility, lack of interdisciplinary education and lack of familiarity with the nurse
practitioner scope of practice. Additional literature proposed that nurse practitioners and
physicians should learn behavioural patterns to ease conflict and support collaboration
(Bailey et al, 2006; Jones & Way, 2004). In contrast, in studying role boundaries in
intermediate care teams with services provided by a variety of health care workers
Nancarrow (2004) found that practitioners were not threatened by overlapping roles and
concluded that role overlap can enhance healthcare workers confidence in their own area
of expertise. Consistent with studies on interprofessional collaboration, this study suggested
that joint visiting and sharing work practices in situations of role overlap had the potential for
optimizing staff resources. Barrett, et al (2007) confirmed that interprofessional
collaboration contributed to positive outcomes for patients, providers and healthcare
systems and could be beneficial in overcoming interprofessional conflict.

The literature suggested that even if healthcare professionals approach APN
implementation in a collaborative manner there are institutional challenges that must be
met. A discussion of infrastructure and support mechanisms follows.

2.8.3 Infrastructure and Support Mechanisms

Bryant-Lukosius et al (2004) suggested that collaborative, systematic and evidence-based
processes with a logical framework are likely to facilitate APN implementation. The
proposed developmental framework is based on a participatory, evidence-based, patient-
focused process (PEPPA) and defines steps to create supportive environments and long-
term integration for APNs. The PEPPA framework emphasises the need to engage key
decision makers in the implementation process and suggested that better planning could
accomplish coordinated implementation. Australian researchers Gardner, Chang and
Duffield (2007) used interpretive qualitative methodology of a random sample of nine APNs
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in three hospitals to provide support for an operational framework. Data from in-depth
interviews were used to define a framework to identify, establish and evaluate advanced
and extended nursing roles suitable for consumer healthcare needs. However, study
results found little commonality among the nine participants in terms of practice parameters.
The small sample size, limited environments sampled and lack of evidence supportive of
the framework brings into question whether the framework is generalisable to other settings
or countries.

Aiming to identify principal factors that help or hinder development of nurse practitioner
roles in the National Health Service, Marsden et al (2003) suggested that appropriate
regulatory support is needed to remove restrictions that limit activities such as prescribing
and requesting interventions to fulfil the full potential of the role. Similarly, Gardner et al
(2004) suggested that overregulation of APNs limits their full potential. Based on interviews
with 26 APNs and focus group discussions DiCenso & Bryant-Lukosius (2009) identified
infrastructure issues that they felt required attention to support APN practice and
implementation. These issues included:

e Updating of drug formularies;
¢ Development of physician/nurse practitioner collaborative agreements;
¢ Proper liability insurance;

e Auvailable physical space for practice.

In summary, despite publications supportive of APN roles and literature that generally
verifies a positive presence of these roles internationally no literature was uncovered that
confirms what process is successful in shaping policy and its association with role
implementation in actual practice. The literature revealed that a variety of decision makers
have the authority to promote, block or ignore strategies intended to pave the way for APN
role development. The lack of consensus for APN related terminology, inconsistent titling
and misguided interpretations of the purpose of these roles presented barriers in identifying
the full potential for APNs. Frameworks and models were suggested to facilitate
implementation but no evidence was found to validate that a logical framework would ease
realisation of APN roles. The next section presents a forecast for the future of APNs based
on the literature.
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2.9 Forecast for the Future

Buchan and Calman (2004) envisioned APN roles as one aspect of the range of healthcare
service delivery for the future predicting a broad integrated multiprofessional workforce.
However, an improved regulatory environment providing title protection and stipulating
educational requirements was seen as a needed measure for patient safety and
development of the role. Organizations such as the World Health Organization (2005b)
stressed that nursing is an essential part of the healthcare service and supported the
education of professionals for different roles within a multidisciplinary or skill mix approach
to care.

Canadian researchers DiCenso and Bryant-Lukosius (2009) demonstrated that there are
still unfulfilled and unrealized contributions for APN roles in filling the gaps for accessible
and equitable health care services. Meeting systemic challenges such as alignment of
policy, emphasis on health promotion and need for enhanced interprofessional
collaboration were cited as necessary to maximize the use of APN roles in the future.
Worster et al (2005) in a descriptive overview of nurse practitioners in Canada agreed that
a concerted and cooperative effort by legislative and regulatory bodies is needed to
legitimise new nursing roles but suggested that physicians are the best positioned group to
lobby for this. A question for future development concerns who will lead and who will follow
for effective workforce planning in the emerging healthcare services (O’Brien et al, 2005;
Williams, 2000).

The literature suggested that the future of APN roles rests in the ability of researchers to
generate evidence of their effectiveness in various healthcare settings (DiCenso & Bryant-
Lukosius, 2009; Gage & Hornblow, 2007; Worster et al, 2005). It is no longer acceptable to
offer only opinions, examples of past practice and anecdotal description of precedent
setting events (Kraus, 2000). Worster et al (2005) emphasised that development of a
research programme evaluating clinical outcome trials, assessments of patient satisfaction
and economic implications in settings outside of primary care is needed. In addition to
strengthening research capacity, Gage & Hornblow (2007) considered dissemination of new
nursing knowledge as essential for future autonomous nursing roles. There is agreement in
the literature that a solid research agenda would strengthen the future outlook for APN
development.

A significant body of literature stressed the need for international consensus on the nature
of APN practice in order to provide guidance as countries tailor these roles to their needs
and resources (Bryant-Lukosius, 2004; Buchan & Calman, 2004; Gardner, 2004; Schober

and Affara, 2006; DiCenso & Bryant-Lukosius, 2009). DiCenso and Bryant-Lukosius (2009)
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suggested that without evidence supportive of APN practice they will continue to be
vulnerable to ad hoc changes in health policies and economic conditions. Study findings by
these researchers demonstrated the dynamic nature and often competing interests of
decision makers who shape education, regulation and deployment of APN roles. Their
concerns implied that a better understanding of policy decision-making is needed for future
development and sustainability of APN roles.

2.10 Conclusion

This chapter sought to contextualise the global presence of advanced practice nursing and
has presented topics relevant to role development and implementation based on the
international literature. A number of key factors viewed as essential to the successful
integration of APNs into the healthcare workforce emerged from the literature. These are 1)
the need to establish mechanisms and policies to support the full authority and scope of
practice for an APN; 2) the criterion to develop strategies to increase awareness of the
function of APNs; 3) a mandate to clearly differentiate the APN role from other healthcare
professionals; and 4) the necessity for strong managerial leadership to facilitate effective
implementation of the roles. Based on findings from the literature the ideal foundation and
facilitative context for an APN initiative are sound policies. The literature consistently
confirmed that legislation and standards relevant to the profession are essential in order to
authorise nurses to perform to the full capacity of an advanced scope of practice. Evidence
was found that without specific policies to address the inclusion of new nursing roles in the
healthcare workforce APNs and healthcare systems all too often face a turbulent and
chaotic process contributing to stress, tension and conflict. The necessity to have
supportive health policies in place to support the authority of APNs to practice to their full
potential has been discussed, however, findings from the literature revealed the absence of
knowledge on policy decision making, policy development and subsequent realisation in
practice. This chapter has sought to emphasise that if an APN cannot work to their full
scope of their practice this can be seen as a misuse of human resources and potentially
leads to dissatisfaction along with compromise in provision of care. Although the presence
of constructive policy was viewed as critical to APN development no evidence was found
that demonstrated the important elements of policy development and the relevant policy
processes.

This chapter has substantiated that APN roles are a worldwide trend, however, the
international literature revealed that there are inconsistencies with respect to titles, scope of
practice, clinical responsibilities, educational requirements and regulations between
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countries and internally within countries. Titles convey dissimilar meanings in various
settings and result in disparate scopes of practice. Education ranges from a generalist
nurse who has completed a master’s level programme to someone who has continuing
education resulting in a diploma or certificate. This lack of consensus at almost every level
of development limits the understanding of APN roles and contributes to controversy and
uncertainty in implementation as well as confusion in conduct of research. Despite these
limitations this chapter has identified common themes. The literature has presented
narratives and anecdotal publications describing enthusiasm for the presence of APN roles
in a wide variety of healthcare settings. A wide array of publications suggest that APNs
contribute positively to healthcare and that they will likely be sustainable in environments
where the role is viewed as being important to the health of the country. However, even
though randomised controlled clinical trials are beginning to demonstrate the clinical
effectiveness of APNs these studies are limited in number and in general there remains a
lack of sound substantiation to support effectiveness, efficiency and quality of care.
Opinion papers suggest that the addition of APNs to healthcare teams has economic
benefits to healthcare systems but cost effectiveness is rarely addressed and there is an
indication that initially the addition of APNs could increase costs to healthcare services.
Studies on skill mix indicate that not all professionals welcome yet another professional to
the healthcare team and the literature further suggests that not all nurses feel prepared to
take on duties associated with clinical diagnosing and prescribing. In addition, there are
reports of controversy and tension between medicine and nursing resulting in role conflict,
anxiety and role strain. In addition, the literature indicated that it is common practice for
services provided by APNs to be identified under a classification system that assigns the
provided care to a physician and thus analysis of APNs services is limited when the
services are not attributed to the APN. Publications repeatedly report patient satisfaction
with APN services and no studies were found that indicated a negative impact when APNs
provide care. The essence of healthcare planning and policy development includes
establishing needs in service delivery thus assessing needs and potential impact based on
a research approach was repeatedly recommended in the literature.

In an ideal world policy should be based on economic benefit, professional advantage or
clinical value. The significance of suitable policies for APNs seems fundamental and
implementation of the role should be shaped around these issues. In reality, the literature
suggests that key stakeholders and individual champions with various personal and
professional agendas dictate and dominate the context in which these changes occur. The
drivers for APN roles identified in the literature capture the enthusiasm and interest
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supportive of a new nursing role. However, the reality of implementation is marred by the
lack of understanding of the complex and multiple factors needed to introduce and sustain
such an initiative. The literature demonstrated that limited or lack of knowledge of this
multifaceted process can result in chaos and tension especially in early stages of
development. There was no evidence found that demonstrated the processes of policy
development and associated policy actions that influenced or eased APN development.
Furthermore, there was no literature found that investigated policy decision making from the
perspective of intent of policy to realisation in practice. Noting this gap in knowledge, this
research aimed to clarify these processes from the beginning stages of policy discussions
through various stages of decision making to subsequent planning for APN role preparation
to key implications of putting policy into practice. It was anticipated that the research would
result in a framework that could provide beneficial and anticipatory guidance in avoiding the
pitfalls of disjointed implementation of APNs into a healthcare system. Such a framework
could be useful not only to Singapore but to other countries exploring the APN concept or
attempting to refine APN presence in healthcare systems.
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Chapter 3 Methodology

3.1 Introduction

The choice a researcher makes in deciding among a range of methodological options is
fundamental in shaping the research study. In selecting a qualitative approach | was
cognisant that the field of qualitative research spans a wide range of disciplines and
incorporates a variety of research strategies. In exploring my options | selected
‘ethnography’ as | considered it to have a philosophical foundation best aligned with my
research topic while choosing to undertake the study in a different culture. Singapore was
selected as a case study for the research where both the societal culture and nursing
culture are most different from where | have practiced as an APN. The chapter focuses on
the principles of ethnography and the use of a case study approach in relationship to this
study. It is divided into eight sections. Subsequent sections begin with an overview of
ethnography including an exploration of the history of ethnography and key characteristics
of this methodology. In the third section | discuss my rationale for choosing ethnography
followed in sections four and five by explanations on the use of interviewing and participant
observation as research methods. Relevant issues and dilemmas requiring consideration
when adopting ethnography as a research approach are examined in section six followed
by a discussion of ethics and ethical issues relevant to this research. The chapter ends with
concluding remarks on the methodological choice of ethnography for this research.

3.2 Ethnography

Ethnography is considered by Roper and Shapira (2000) to be a research approach with
an emphasis on learning about people by learning from them. This research approach is
undertaken by observing behaviours and asking questions about study participants' actions,
interactions, experience and feelings (Holloway & Todres, 2006). Hammersley and Atkinson
(2007) suggest that the complex history of contemporary ‘ethnography’ is one of the
reasons why this methodology does not have a standard, well-defined meaning and noted
that ‘over the course of time, and in ... various disciplinary contexts ... its sense has been
reinterpreted and recontextualised in various ways, in order to deal with particular
circumstances’ (p. 2). Even though this statement could be seen as a criticism of attempts
to define ethnography, in reviewing various interpretations of the ethnographic approach |
thought it well suited to this research (see subsections 3.2.1 — History of ethnography and
3.2.2 Characteristics of ethnography). The philosophical perspective of the ethnographic
researcher as overtly or covertly participating in a study in order to appreciate behaviours
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not yet clearly understood (Agrosino, 2007) was consistent with the aim for this research. |
wanted to be immersed in the culture that | was studying rather than sitting in an office
removed from the field and study setting. In addition, | was interested in the prospect that
the ethnography could provide an interpretation of cultures or subcultures in Singapore with
a resultant description of the patterns of behaviour of individuals and groups of people
(Fetterman, 1998; Roper & Shapira, 2000). Specifically, | wanted to gain an understanding
of the country’s cultures and subcultures related to policy and to healthcare as it pertained
to advanced practice nursing. | viewed the societal culture of Singapore as a country in Asia
as providing the dominant societal culture with the cultures of policymaking, nursing and
medicine providing subcultural contexts.

Ethnography is increasingly used in various disciplines having evolved from origins in social
and cultural anthropology to use in sociology, organisation studies, educational research
and investigations in healthcare fields such as nursing (Atkinson & Hammersley, 1998;
Roper & Shapira, 2000). In addition for the purposes of this study, Pollitt (1990) argued that
ethnography makes a valuable contribution to the study of the policy process by revealing
conflict and competing perspectives to our understanding of policy decision making. In
exploring the world of meanings, choices and resultant behaviours | anticipated that in
selecting an ethnographic approach | would gain knowledge of why and how certain policy
decisions are made. The next subsection presents an historical overview of ethnography.

3.2.1 History of ethnography

In the late 19th Century and early 20th Century social and cultural anthropologists began
collecting data firsthand in the field as opposed to empirical methodologies consisting of
testing of hypothesis by means of data collection in the form of quantitative measurement.
This shift in data collection is usually identified as the origin of contemporary forms of
ethnography. Quantitative research was viewed by early ethnographers as taking place in
artificial settings failing to depict the real nature of human social behaviour thus treating
social phenomena as static and as more clearly definable than they really are (Atkinson &
Hammersley, 1998).

There is a lack of consensus on these early beginnings; however, Malinowski's (1922)
interest in documenting the everyday social life of the Trobiand islanders is most often
regarded as of most significance with Boas (1928) also developing a more systematic
anthropological perspective (Atkinson & Hammersley, 1998). These early anthropologists
explored unfamiliar cultures from a colonialist and ethnocentric viewpoint shaped by interest
in the methodological query of whether and how other cultures could be understood
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(Atkinson & Hammersley, 1998; Holloway & Todres, 2006). Later ethnographic methods,
influenced by the Chicago School of Sociology (1917 - early 1940s), looked to examine
marginal cultures or subcultures in their own societies. Members from additional disciplines
such as sociology and education began to carry out ethnographic studies ultimately paving
the way for this approach in nursing research. These developments increased the
recognition that understanding should not be restricted only to the study of other cultures
but also to the study of one's own social surroundings (Atkinson & Hammersley, 1998;
Holloway & Todres, 2006).

The origin of ethnographic participant observation is thought to have its roots in social
anthropology; however, it was Robert Park of the Chicago School who encouraged
students to study, by observation, the constantly changing social phenomena of Chicago in
the 1920s and 1930s. The influence of the 'Chicago School' eventually influenced such
fields as education, business, public health, nursing and mass communications (Angrosino,
2007). The Chicago Tradition is depicted as a merging of the two intellectual traditions of
pragmatism and formalism. Pragmatism emphasises that social life is not fixed but dynamic
and changing thus researchers must become part of life to understand how it changes,
participate in life's events, record and relate to the context of the observed setting. This
technique is seen as least likely to lead to researchers imposing their own reality on those
they seek to understand. Formalism is concerned with the ways in which particular social
and cultural forms of life emerge. Social relationships differ from each other; however, they
take on forms that display similarities. The researcher’s interest is the extent to which that
which is observed is typical of other groups or settings with a focus on interactions of
people within social settings not individuals as such. The forms of pragmatism and
formalism may seem to conflict with each other but it is the researcher’s task to understand
how they evolve. May (2001) suggested that the more varied the scenes of interaction
viewed and circumstances experienced the more one can understand human behaviour
and social contexts. |

The evolving nature of ethnography also paralleled the institutionalisation of social sciences
in Western universities with two sides émerging from the discourse that accompanied this:
the positivist (scientific method) paradigm versus the interpretive paradigm with
ethnography usually associated with the latter. The tension within ethnography between
science and the humanities has been present from the start and has never been resolved
(Atkinson & Hammersley, 1998). A main source of tension is the positivist paradigm versus
the interpretative paradigm or cognitive theory. Positivism assumes the existence of an
objective reality, is typically deductive in approach and establishes known assumptions
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about relationships. In contrast, the interpretative or cognitive view, most often associated
with ethnography, assumes that the researcher can describe what people think by listening
to what they say, is usually inductive in approach and sees the world according to
observable behaviour that can be interpreted to better understand actions and interactions
(Fetterman, 1989). This brief overview of the evolving nature of ethnography provides some
insight as to the essence of this research methodology. The next subsection identifies

characteristics of ethnography.
3.2.2 Characteristics of ethnography

Ethnographic studies attempt to explain various perceptions of participants within an
interactive social context (Lowenberg, 1993) and are considered by ten Have (2004) as the
most demanding way of performing qualitative research. Increasingly this methodology has
become more evident in fields of nursing and social policy with their diverse contexts of
complex, interactive processes (Roper & Shapira, 2000). Three main methods of data
collection are used for ethnography: participant observation, interviews and review of
available related documents result in a data source triangulation approach involving
comparison of data relating to the same topic but derived from different aspects or phases
of the study (Hammersley & Atkinson, 1995). According to Atkinson & Hammersley (1998)
cardinal features of ethnography include:

e A strong emphasis on exploring the nature of specific social phenomena
rather than setting out to test an hypotheses;

e Aninclination to work primarily with unstructured data versus a closed set of
analytic categories;

e Investigation of a small number of cases or a single case in detail;

e Analysis of data that includes explicit interpretation of the meanings and
functions of human actions, the result of which mainly takes the form of
verbal descriptions and explanations.

Other authors provide additional characteristics of ethnography:

e Use of a variety of data collection methods in order to grasp the actual lived
reality of a target population (ten Have, 2004);

¢ Work in the field where the participants of the research live and work
(Hammersley & Atkinson, 1995);

e The researcher as the instrument for data collection (Holloway & Todres,
2006);
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o Data collection that involves immersion in a setting through participant
observation and interviews with key informants (Roper & Shapira, 2000);

o The researcher seeks to uncover the emic or insider view of the members of
the setting being studied (Roper & Shapira, 2000);

e Thick description to provide a detailed account of the contextual patterns of
relationships (Holloway & Todres, 2006; Roper & Shapira, 2000)

Collectively these two lists present the fundamental features and characteristics of
ethnography. Attempting to define ethnography involves dimensions of diversity, differences
in ethnographic research and recurrent tensions within the broad spectrum of the
ethnography tradition (Atkinson & Hammersley, 1998). The features of ethnography range
from the classical form where the researcher is immersed in the culture of a group or
culture under study by living and working in their midst for significant periods of time to
begin to see the world from the participants' perspective (Parahoo, 2006) to the position of
the ethnographers who seek to distance themselves from the conventional view that total
immersion in a culture defines ethnographic research (Atkinson & Hammersley, 1998).
Earlier debate over methodology concerned the problems of data collection, conjecture and
subject matter. Subsequent debate brought forth controversies over the representation and
authority associated with the textual character of ethnography. Ethnographic controversy
and debate has given a ‘critical edge to the recurrent methodological issues: the tensions
between disinterested observation and political advocacy, between the ‘scientific' and the
'humane', between the 'objective’ and the ‘aesthetic' (Atkinson & Hammersley, 1998,
p.112).

The field of nursing and specifically the development of advanced practice nursing is a
complex, interactive process that is occurring in diverse contexts. In examining options for a
methodological approach for this study | felt that | needed a research methodology that
would provide direction as well as guide insights into the context, people and interactions of
policy and practice. Consistent with the perspective provided by Roper and Shapira (2000)
it was my view that ethnography and ethnographic methods would provide these insights. In
linking my perspective to the two lists of ethnographic features described earlier |
recognised that | particularly wanted to be immersed in the cultural setting being studied
and sought to be actively involved in data collection. My proclivity for working mainly with
unstructured data, my interest in uncovering the insider view and a desire to gain an
indepth understanding of the unknown also led to my belief that ethnography was an ideal
choice for the research. One central feature of ethnography that appealed to me is the
investigation in detail of a small number of cases or a clearly defined single case which led

47



to my choice of Singapore as the case study. An instrumental case study (Stake, 1995)
approach was chosen focusing on Singapore as a single case to better understand the
complexities of the context of one country in which APN roles are emerging. The
justification for selecting this technique is discussed next.

3.2.3 Instrumental Case Study Approach

The methodological choice of ethnography was determined to be well suited for the
objectives of the research and the decision was made to select a country specific case as
an approach to study in depth the dimensions of the development and implementation of
policy relevant to APNs. The decision to select a case study is not a methodological choice
but a choice of what is to be studied (Stake, 2008). A case study as defined by Stake
(1998) is the study of the individuality and complexity of a single case, attempting to
understand it within particular circumstances. Stake proposed three types of case study:
intrinsic case study, instrumental case study and the collective case study or study of
several cases (Stake, 1998). An instrumental case study technique was selected for this
research and is described by Stake (1995) as the study of a case in order to gain a general
understanding or provide insight into a particular issue. The case itself is of secondary
interest to gaining a clearer perception of a question or issue of concern with attention
drawn to what can be learned about the single case. The instrumental case study approach
starts with a research question and a need for a general understanding about a question
thus the case is instrumental to understanding a broader topic (Stake, 2008). Stake (1995)
refers to a case as a specific, complex, functioning integrated system in which ‘the parts do
not have to be working well, the purposes may be irrational, but it is a system’ (p.2). Ina
disciplined, qualitative mode of inquiry into a single instrumental case the researcher
emphasises episodes of nuance and the sequence of happenings in context. In designing
an instrumental case study the emphasis is on interpretation but the study interpretation is
not confined to the identification of variables and the development of instruments prior to
data gathering. Instead, the emphasis is on placing a researcher in the field to observe the
workings of a case and record findings objectively but simultaneously examine meanings or
substantiate those meanings with the aim to thoroughly understand the context. In this
process the conceptual organisation of the study draws attention to problems and concerns
thus building conceptual bridges from what is already known. In ethnography the nature of
the setting or case plays a significant role in which the research is developed (Hammersley
& Atkinson, 2007).
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In selection of a case an opportunity may arise to investigate a situation where the evolving
events provide the chance to study history-in-the-making (Hammersley & Atkinson, 2007;
Reimer, 1977). Such was the situation and research opportunity in Singapore. | sought to
understand processes of policy decision making to realisation in actual practice. Singapore
was in the beginning stages of developing policy relevant to integrating APN roles into the
healthcare system and | had access to the decision making and implementation
environment at multiple levels. Worldwide there are few possibilities of being on the
forefront such as this to study this phenomenon as a whole and in depth. In addition,
Singapore was unique not only because APN development was taking place in Asia but its
population represented diverse Asian cultures mainly from China, Malaysia and India (see
Chapter Five). The nursing culture was based on general nursing education at the diploma
level that took place in tertiary settings with no experience in primary care settings.
Programmes for graduate nursing study occurred out of the country. Selecting Singapore
as a case was felt to be closely aligned to the objectives of the research and the
methodological choice of ethnography. The research conducted in Singapore was expected
to be instrumental to learning about policy and policy decisions as they related to the
development and implementation of APN roles. Whereas | chose ethnography to study
APN development within these cultures | hoped to be able through using an instrumental
case study approach to draw out lessons of wider applicability beyond the context of
Singapore.

Case selection and framework

Instrumental casework requires that a case be chosen for the fieldwork building in variety,
acknowledging opportunities for intensive study and defining clearly the case to be studied
(Stake, 2008). | sought to improve an understanding of policy development and
implementation relevant to APN roles. To do this required study of a case that could provide
data on the complexities of decision making, setting of policy and realisation in practice. |
was aware that Singapore was in the early stages of launching an APN initiative.
Recognising that most research to date has been conducted in ‘western’ countries
especially the USA, the UK, Canada and Australia | thought it would be useful to study APN
development in a different cultural context. Once | made the decision to pursue doctoral
study as well as accept a visiting fellow position at the National University of Singapore the
prospect of conducting a study in Singapore seemed optimal. | was known to decision
makers, academics, and APNs in the country and had use of the university library and
technological systems that facilitated retrieval of publications both international and local.
The department in which | was employed provided me supportive services and required my
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responses to external authorities along with associated rules. Singapore, as the selected
case, offered resources and relevance to my research interest and questions

The literature review revealed a gap in knowledge on the topic of interest to me. Findings
from the literature and the research objectives guided the strategies for the case study
framework. The literature demonstrated an extensive array of publications on the rationale
for considering APNs and comprehensively attempted to define APN practice. However,
there was no literature found that demonstrated the processes of policy development and
implementation considered to be essential to support nurses to practice to their full potential
in an advanced role. In addition to a review of the literature an analysis of any and all
Singaporean publications associated with the APN initiative was conducted to verify and
corroborate knowledge of policy development, influential decision makers and the policy
processes.

Theoretical propositions advocated by Stake (1995) were a starting point for the case
design and were useful in guiding the case framework. Questions that were considered
included: Why was policy development of interest to APN development? How were
decisions made? Who made the policy decisions and facilitated subsequent
implementation? Even though the literature did not provide evidence on these questions or
this topic it did describe the complexity and the multiplicity of decisions that influenced APN
role implementation for the concept to succeed. Having identified policy development and
APN implementation as central themes and Singapore as the case | proceeded to ascertain
under whose jurisdiction the decisions were made.

3.3 Choosing the study methodology

The decision to take an ethnographic approach using an instrumental case study design
was made in order to provide an in-depth understanding from one country’s perspective
and experiences of the development of APN roles. It was thought that is was quite
important to study a different cultural context to where existing research had been
undertaken. The choice was made to focus on Singapore since the country was early in its
development of their APN initiative and one of the few countries in Asia developing an APN
role. Not only was there little documentation of the presence of APNs in this region of the
world but publications from Singapore were few. | was in residence in Singapore as a
visiting scholar at the Alice Lee Centre for Nursing Studies, National University of
Singapdre. | viewed my position as being potentially helpful in gaining access to
documented accounts, key stakeholders, strategic decision makers, staff nurses and
nursing leaders, other healthcare professionals and APNs themselves. However, my
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researcher profile representing a respected Singaporean academic institution with
international expertise in the nursing discipline was also seen as potentially limiting in its
effect on data collection.

Taking these issues into consideration, | felt that a descriptive and interpretive methodology
such as ethnography with emphasis on investigating culture would be most suitable in
studying what decisions were made in the development of APN roles in Singapore while
also examining how decisions impacted role implementation. As a researcher | was

interested in:

¢ Understanding the intent of decisions made by key stakeholders from the
beginning of interest in launching an APN initiative; '

o Comprehending the links and interactions among the policy decision-
makers;

e Appreciating the effect of various decisions on the Singaporean nurses and
healthcare system;

e Acquiring insight into the cultural perspectives of policy and APN
development in Singapore;

e Gaining knowledge of the ‘lived experience’ of APNs in actual practice as
they implemented these new nursing roles.

Methodological emphasis was placed on a review of documents specific to Singapore,
interviewing key decision makers including government officials, academics, nursing and
medical leaders and others thought to have influenced procedure and process. Additionally,
interviews and patrticipant observation were carried out with APNs and APN interns in order
to better understand how decisions made by various agencies or institutions impacted role
development and implementation. Ethnography commonly involves the three data collection
strategies of interviews, participant observation and examination of available related
documents that is viewed by Roper and Shapira (2000) as a natural triangulation of
investigative approaches on the same phenomenon. A triangulation approach as
conceptualised by Denzin (1978) was chosen for the ethnography and is discussed next.
Triangulation

The concept of triangulation has been widely adopted and developed by qualitative
researchers as a way of examining the convergence of both the data and the conclusions
derived from them (Denzin, 1994). Denzin (1978) presented a systematic conceptualisation
of this research approach and identified four different forms of triangulation: the use of
multiple and different sources of data (observation, interviews, documented accounts),
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different methods (qualitative and quantitative), different investigators (various interviewers
and observers with multiple analyses) and theories (looking at the data from different
theoretical perspectives). Lincoln and Guba (1985) advocated for triangulation of data as
crucial to naturalistic studies such as ethnography emphasising that no single source of
information should be given serious consideration unless it can be validated by one other
source. The triangulation approach identified for this research was the use of multiple and
different sources of data in order to add rigour, breadth and depth to the analysis (Flick,
1992). ‘

A key characteristic of ethnography is the use of a variety of data collection methods in
order to grasp the actual lived reality of a target population (ten Have, 2004). Ethnography
often involves a combination of techniques; therefore, it may be possible to evaluate the
validity of inferences between indicators and concepts by examining the data relating to the
same concept from participant observation, interviewing and documents (Hammersley &
Atkinson, 2007). In choosing this approach an attempt has been made to relate different
sorts of data in order to counteract possible threats to the strength of the analysis. It was
thought that this would improve the probability that the interpretation of the findings are
seen to be credible. According to Hammersely and Atkinson (2007) data source
triangulation involves the comparison of data relating to the same phenomenon but deriving
data from different phases of the fieldwork, different points in the timelines in the settings or
the accounts of different participants differentially located in the setting. If diverse kinds of
data or different sources lead to the same conclusion we can gain some confidence in the
findings. In addition, the principles of sequential triangulation (Morse, 1991; Creswell, 1994)
were used for this four phase study. Following the core tenets of sequential triangulation
each phase of the study was conducted and analysed separately with the results of the first
phase essential or informative for planning the next phase and so on. In addition, the
principles of sequential triangulation (Morse, 1991; Creswell, 1994) were used for this four
phase study. Following the core tenets of sequential triangulation each phase of the study
was conducted and analysed separately with the results of the first phase essential or
informative for planning the next phase and so on.

The next section presents interviewing techniques and the interviewing approach chosen
for this study.

3.4 Interviewing

Qualitative research commonly uses interviews to provide a detailed exploration of
participants’ viewpoints of their experiences and the context within which the research is
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being conducted. Interviews are well suited for research such as ethnography that requires
an understanding of deeply rooted and subtle practices or opinion on complex systems,
processes or experiences. Interviews promote in-depth and detailed understanding of the
topic or context (Legard, Keegan & Ward, 2003). Digital recording for transcription, coding
and interpretation is often used so that complete attention can be given to the conversation.
Field notes taken of key words or phrases provide an opportunity for the researcher to
clarify opinions expressed in the interview.

Interviews vary from a formal standardised format to unstructured in-depth interviews that
allow the respondent to answer without the constraint of preformulated questions with a
limited range of answers. In moving from a structured to an unstructured interview a
researcher shifts from a context in which an attempt is made to control the interview
through predetermined questions to the other end of the continuum in which the respondent
is encouraged to answer a question in their own terms (May, 2001). Although structured,
semi-structured and informal interviews are described briefly in this section, the emphasis
on the unstructured in-depth interview usually associated with ethnographic research was
chosen for this study.

The principle behind the structured interview is that each person is asked the same
question in the same way so that differences in answers are thought to be real ones not the
result of the interview process itself. The interviewer does not prompt personal views or
interpretation of meanings (Fontana and Frey, 1994). This method relies on a uniform
structure thought to permit comparability between responses; however, evaluations of this
interview technique have found a high degree of interview variation (May, 2001).

The semi-structured interview uses techniques from structured methods of interviewing,
however, even though questions are usually specified the interviewer uses probing
questions to gain additional data. Seeking clarification and elaboration the interviewer
moves into a dialogue with the respondent and then records qualitative information. It is
thought that these interviews allow people to answer on their own terms but still provide a
greater structure for comparability over unstructured interviews (May, 2001).

The open-ended nature of the unstructured or in-depth interview is the central difference
from both the structured and semi-structured interview. This approach potentially
challenges preconceptions of the researcher and encourages the patrticipant to answer
questions from their own perspective rather than a predetermined structure. Criticism of this
method suggests that the unstructured format promotes digression from the specific topic
while other comments point out that this divergence can reveal something new about the
issues being studied (Bryman, 1988). An unstructured interview is thought to achieve a
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different focus in that it provides qualitative depth by allowing participants to talk about a
topic within their own frame of reference thus providing a greater understanding of their
point of view (May, 2001). Unstructured interviews can be designed in various ways.
Spradley (1979) recommends initiating the interview with comprehensive questions
followed by more specific probing questions to focus the interview. Exploration is conducted
around specific issues to gain additional perspectives from the participant (Roper &
Shapira, 2000).

Informal interviews are used as part of participant observation to gather data that cannot be
observed or that could not reliably be obtained through observation (i.e. thoughts &
feelings). This technique is used during participant observation to check the participants’
observation against that of the researcher’s and enhance validity of the study. A general
approach to questioning following observed events or interactions promotes better
understanding of what has been observed (Roper & Shapira, 2000). Informal interviewing
was chosen for this study not only to clarify observed activities during participant
observation but also to gain perspectives of the APN role from staff who worked with the
APNs and were present in the various healthcare settings.

My rationale for choosing an in-depth unstructured interview approach for this study was to
gain a thorough understanding of decisions and the intent of decisions associated with the
development and implementation of APN roles in Singapore. To accomplish the aims of the
research it was essential that | gain the perspectives and insights of key decision makers as
to the intent and processes of policy decisions. In essence, as a researcher, | was
penetrating a network and entering a social world unfamiliar to me. | could not be certain of
the opinions and information | might encounter that would be useful, therefore, | envisaged
needing the flexibility to pursue topics of interest to the research as they arose. For these
reasons | anticipated that purposeful yet unstructured in-depth interviews with participants
thought to have influenced APN development was best suited for this purpose. Further
details on the interview approach will be examined in more depth in Chapter Five:
Fieldwork. The next subsection discusses the use of participant observation.

3.5 Participant Observation

Participant observation is viewed as a fieldwork strategy in ethnographic research
exemplified by the researcher joining a study population or study setting to record actions,
interactions or events that occur. The researcher has the opportunity to gain insights
through direct experiential and observational access to the ‘insiders’ world of meaning. This
approach is useful when the behavioural consequences of events form a focal point of the
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study (Jorgenson, 1989; Ritchie & Lewis, 2003) as was the situation with this research. To
understand participant observation it is helpful to appreciate the variances in this method.
Agrosino (2007) suggested that participant observation is not a data collection technique,
but rather the role adopted by an ethnographer to facilitate collection of data. Gold (1958)
distinguished four types of participant roles. Descriptions of these four types of participant

roles follow:

Complete participant - the researcher seeks to be fully engaged in the activities of
the participants' who are being studied. The intentions of the investigator are not
made explicit thus it is argued the advantage is that it is possible to produce a more
accurate understanding not available by other means.

Participant as observer - the researcher takes on an overt role and discloses their
presence and intentions to the subject (s) being observed in an attempt to form
relationships with the subjects such that they serve both as respondents and
informants. The aim is to know and understand more from people within the study
setting. In this role the researcher does not attempt to become one of the group
studied. Recording of events is fundamental but is limited by the researcher's recall.

Observer as participant - strictly speaking this is not participant observation and is
used in studies involving one-visit interviews. Observation is more formal than
informal observation or participation of any kind. It is more of an encounter between
strangers thus not fully utilizing the strengths of time in the field.

Complete observer - a non-participant role. This role completely removes the
researcher from observed interactions and is exemplified by laboratory experiments
i.e. one-way mirrors for the mechanical recording of behaviour.

The widely used Gold typology (Gold, 1958; Junker, 1960) can be interpreted as various
degrees of researcher participation along a continuum based on the extent to which the
researcher engages as a participant in the research setting. At one end of the continuum is
the complete observer role with the researcher taking no active part in the setting while
attempting to record observations as objectively as possible. At the other end of the
continuum is the role of researcher as complete participant, fully engaged in the setting
without disclosing his or her identity or intentions. Several dimensions can influence the
usefulness of this typology. According to Atkinson and Hammersley (1998) these
dimensions include:
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¢ To what extent the researcher is known to any of those being studied;

e What is known about the research and by whom;

o What activities the researcher engages in and how this locates the researcher in
relation to conceptions held by the participants;

o How completely the researcher adopts the orientation of insider or outsider.

Roper and Shapira (2000) suggest that most ethnographers move back and forth along this
continuum usually spending most of their time in the role of participant-as-observer or
observer-as-participant with the use of a chosen role driven by the situation. Using a
combination of roles the researcher has the optimal opportunity to observe events and
understand meanings.

3.5.1 Strengths and Limitations of Participant Observation

In identifying the strength of participant observation May (2001) commented that
researchers are least likely to impose their own reality on the social world they are trying to
understand when using this method. In addition, it can be argued that the process of
understanding actions or learning about behaviour is absent from other research methods.
How and why people change is not as clearly understood when using quantitative methods.
Participant observation differs from positivist oriented research (scientific method) in that to
assist in understanding social reality it is felt that the researcher must also experience that
reality. The researcher's task is to understand the evolving nature of observed behaviours
and interactions. Observations of experience are recorded in order to understand the
cultural universe that people inhabit (subjective experiences). These observations are
conveyed to a wider audience (from field notes) within the context of analysing and
explaining data (May, 2001). The objectivity of the data and analyses of participant
observation is challenged by pointing out that accounts produced by researchers are
constructions reflecting the circumstances of their own production thus contradicting
aspirations to capture the nature of the social reality (Atkinson & Hammersley, 1998). It is
also argued that without statistical analysis to confirm the significance of observed patterns
or trends researchers cannot ensure that the findings from participant observation are not
merely the effects of chance (Angrosino, 2007; May, 2001).

Whether the researcher is fully engaged in or completely detached from the setting -
ethical problems related to deceptive practices may arise (Angrosino, 2007, p.55).
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These concerns speak to objectivity and the possible ethical challenges associated with
participant observation as well as qualitative research (see Section 3.7 in this chapter and
Chapter 4: Field work for discussion of ethical issues relevant to this research). The next
subsection examines the appropriateness of this method for the ethnography.

3.5.2 Suitability of participant observation for this study

One main objective of this study was to examine the extent to which APNs in Singapore
achieved the intentions of policy decisions when introducing advanced nursing roles into
the healthcare system. | had a desire to not only gain an understanding of the policy
decision-making processes but | also wanted to gain insights as to the actual
implementation of APN roles in practice in relation to the policies. With this in mind
participant observation was chosen as one method of data collection to gain this
understanding. | anticipated that there would be movement by myself as the researcher
between the roles described in the Gold continuum of participant as an observer and
observer as participant. The emphasis of participant observation was expected to be toward
participant as observer (Gold, 1958) the majority of the time for this study. The benéefit of
participant observation was the opportunity to gain insight into the realities of policy as it
related to practice by observing what APNs and APN Interns actually did routinely. Further
details on the scheduling and conduct of participant observation can be found in Chapter 5:
Fieldwork.

3.6 Issues in ethnography

In terms of data collection, the ethnographer faces responsibilities relevant to this
methodology. Issues a researcher should acknowledge and consider when approaching
data collection are identified in this section. This section is divided into four subsections. It
begins with a discussion of reflexivity followed by a description of rapport and emic/etic
perspectives when conducting ethnography. Finally the issue of reciprocity in ethnographic
research is presented.

3.6.1 Researcher role and reflexivity

In ethnography the researcher is the instrument of data collection entering the setting in
which the person or persons are already interpreting and understanding their environments.
The aim of understanding is enhanced by the researcher considering how they are affected
by the study setting, what goes on within in it and how others, including themselves, act and
interpret within the setting. The researcher draws on his or her personal biography in the
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research process. The researcher's cultural background is used reflexively to understand
actions in context. Part of the reflexivity process (the intentional use of self) is to know and
identify which role is being assumed. Reflexivity in terms of its relation to ethnography:

‘... implies that the orientations of researchers will be shaped by their socio-
historical locations, including the values and interests that these locations confer
upon them. What this represents is a rejection of the idea that social research is, or
can, be carried out in some autonomous realm that is insulated from the wider
society and from the particular biography of the researcher’

(Hammersley & Atkinson, 1995, p. 16)

Depending on the aim of the research, the role of the researcher will vary and in turn will
affect the data produced. Reflexivity allows the ethnographer to identify biases and the
potential influence on the data and interpretation of the data (Roper & Shapira, 2000). The
reflexive aspect views the researcher as part of the setting being studied while also being
influenced by the experiences and relationships encountered (Boyle, 1994). For example, in
the conduct of participant observation, Roper and Shapira (2000) suggest that the
dimensions of time, place, social circumstances, language, intimacy, consensus/validation
and bias influence the researcher role. The researcher determines the time designated for
participant observation as well as the location where the participant observation is to take
place and benefits from events related to the setting. In studying a setting where the
researcher is unfamiliar with the language or aspects of the culture obtaining relevant
information may be affected. The dimension of intimacy or involvement in the setting affects
the ability of the researcher to be closely involved without losing objectivity. Validation can
be conducted by checking interpretations with the observed participants and finally bias on
the part of the researcher may influence data collection, interpretation and description of
findings.

| acknowledged and was concerned that my biography could have an authoritarian and
possibly unintentional manipulative effect in both participant observation and the interviews.
My position as a visiting scholar at the National University of Singapore assisted me in
gaining access to top level decision makers and government officials in Singapore but could
have added an imposing presence to some participants. The National University of
Singapore is a prestigious academic university in Singapore and rated as not only one of
the top universities in Asia but in the world. Nursing was seeking a stronger academic
culture but interacting with members of the university faculty appeared to be daunting for
some of the nurses in Singapore. In addition, the university department of nursing was at
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times seen as not representative of the local nursing culture. As an international consultant
with extensive experience in advanced practice nursing and APN roles it was possible that
participants might want to provide positive information during interviews and participant
observation thus attempting to limit conversation regarding the challenges or negative
events surrounding APN development in Singapore. Participants might have felt threatened
by the prospect of interaction with a visitor from the United States, a country with an
established history of APN roles. As both an expatriate (not from Singapore) and a member
of the university culture | anticipated possible resistance to open conversations thus | was
conscious of the need to establish rapport for optimum participant observation and
interviewing. Establishing rapport is discussed in the next subsection.

3.6.2 Rapport

Participant observation and interviewing involve interacting with the individuals being
studied thus developing good rapport or an affinity for the participants is critically important.
Rapport refers to the development of mutual trust that permits the free flow of information
(Spradley, 1979). The researcher can establish a good working relationship by putting the
participant at ease in order to create a climate of trust. This means demonstrating a wish to
understand from the perspective of the participant(s) by showing interest and respect while
retaining one’s own identity. Trust is strengthened when the researcher appears to be
comfortable with the setting or situation and with everything the person has to say (Ritchie
& Lewis, 2003).

The focused or in-depth interview, most often used in ethnography, is a process of building
up trust and cooperation. Spradley (1979) describes the establishment of rapport as a four-
stage process:

¢ [nitial apprehension for both the interviewer and interviewee;
o Exploration of each other and determination of how they will proceed;
e Cooperation with each person knowing what to expect of each other;

e Participation in the research.

Building rapport with participants requires patience and diplomacy to better ensure that
essential data are collected (Hammersley & Atkinson, 1995). From the beginning of
recruitment through all phases of data collection | was extremely conscious of the need to
establish rapport. Some of the participants had been introduced to me prior to data
collection and others knew of my profile at the university. | envisaged that this could
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contribute to building rapport more easily. From informal conversations to professional
contacts | sought to gain trust in myself as a researcher and in the research process.

3.6.4 Emic and etic perspectives

The emic perspective as used most often in ethnographic research means the insider view.
The emic perspective is the native point of view or is the perception of those who are
members of a specific group. The insider view has knowledge of the group culture that they
can share with the researcher and can give meaning to their experiences and produce
knowledge about the reasons for their actions. The emic perspective is culture or group
specific (Holloway & Todres, 2006).

The etic perspective is the view of the outsider who may or may not be a member of the
group being studied. The researcher takes an etic or outsiders’ view to produce scientific
knowledge about what they see and hear (Holloway & Todres, 2006). There is an attempt
by the ethnographer to be objective by providing definitions and knowledge from their own
cultural background (Roper & Shapira, 2000). Etic categories summarise key analytic
issues that the ethnographer has used to organise the study findings or link them to
significant theoretical arguments (Hammersley & Atkinson, 2007).

For this study the participants represented the ‘emic’ perspective of insider with insider
knowledge of the culture. For this study | believed that | represented a dual position. As a
resident of Singapore and a scholar at the university | was able to access some aspects of
insider knowledge that would have been unavailable to a true outsider. However, as an
expatriate and visitor to the country | essentially had an outsider perspective. In addition, as
a researcher and for research purposes, it was important that | focus on the ‘etic’
perspective in seeking objective information. This combination provided an interesting and
challenging situation in data collection. The next subsection addresses the issue of
reciprocity.

3.6.4 Reciprocity

Reciprocity refers to how the researcher might give some thought to giving something in
return for the assistance, time and consideration given by the participants (Lewis, 2003).
The patrticipants give the researcher information therefore the researcher returns the favour
by providing them something that may be useful (Skeggs, 2001). Measures for |
consideration are an attempt to make research more of an exchange as well as an attempt
to encourage participation in the study. Constraints of the researcher in deciding on
appropriate measures need to include objectivity, neutrality and distance; therefore, means
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of reciprocity could include small cash payments, sharing key findings of the study or acts
of reciprocity during field work that might be helpful to the participants (Murphy & Dingwall,
2001). Participants in this study were not given cash payments. All participants were
interested in the practical conduct of the study and in obtaining a summary or access to
studying findings when available. APNs were informed that it was expected there would be
publications. They welcomed the opportunity to contribute to an increased visibility of APN
development in Singapore. Many participants inquired about APN development in the USA
and some APNSs inquired about clinical management in specific cases. The essence of
reciprocity for the study was a scholarly exchange of ideas and knowledge.

3.7 Ethics

The ethical issues of ethnography are difficult to separate from the nature and theory of the
studies undertaken by the ethnographer (Murphy & Dingwall, 2001). Traditional ethical
concerns have been associated with informed consent (consent received from the subject
after he or she has been informed about the research), right to privacy (protecting the
identity of the participant) and protection from harm (physical, emotional). However,
techniques such as in-depth interviewing can be viewed as unethical when the techniques
intentionally or unintentionally manipulate respondents; treating them as objects rather than
individual human beings who reveal their lives or concerns to the researcher. Fontana &
Frey (1998) advise that researchers need to exercise common sense and moral
responsibility to participants first, to the study next and to ourselves as researchers last.
This section is divided into three subsections and begins with a discussion of informed
consent. Subsection two examines the issue of the contract between the researcher and
participants. Finally ethics related to field work and field notes is provided.

3.7.1 Informed consent

The researcher has the responsibility to clearly inform subjects of potential positive and
negative consequences of the study (Lipson, 1994). Benefits to the researcher include an
increased understanding of the participants and issues under study and the contribution to
advanced knowledge (Cassell, 1980). It is important what participants are told about the
research as regards its purpose and what it will involve for them, including possible
consequences stemming from the publication of the findings (Hammersely & Atkinson,
2007). The participation information sheet describes the purpose of the study; how long the
participants’ involvement or the study will last; what the subject will be asked to do;
interactions or procedures that might be uncomfortable; anticipated risks; expected benefits
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and how the study results will be used (Roper & Shapira, 2000). A consent form contains
brief statements relevant to the study and is signed by the participant to indicate their
agreement to participate. The potential of harmful effects from an ethnographic study are
minimal and mainly include violations of privacy and confidentiality. Following an
explanation of the study a participant should be able to make an informed decision about
participation. Dealing with the issues of ethics and informed consent can become complex
because permission is usually required from relevant ethics committees or review boards.
Discussion of specific ethical issues encountered and the ethical review process for this
study can be found in Chapter 4: Field work. In considering ethics a contract between
researcher and participant is understood. This issue is discussed next.

3.7.2 Contract between the researcher and participant

A participant who agrees to participate in a research study enters into a defined relationship
with the researcher (Roper & Shapira, 2000). When the researcher has gained permission
to interview or observe the participant within the terms of the given consent in a sense the
participant has entered into a type of contract with the researcher. The terms of the contract
are that the participant has agreed to be interviewed or observed for a predetermined
length of time, at a predetermined venue, on a particular topic, and under clear conditions
of confidentiality. The participant has the right to change their mind at any time (Legard,
Keegan & Ward, 2003). Informed consent not only includes an explanation of the purpose,
risks and benefits of the study but also emphasises the ability of the participant to refuse
participation at any time along with the protection of anonymity and confidentiality (Roper &
Shapira, 2000). The nature of fieldwork, an essential part of ethnography, is discussed in
the next subsection.

3.7.3 Fieldwork and field notes

The field, fieldwork and field notes are recognized essential concepts in ethnography. The
field is the physical environment where the research is taking place. The term fieldwork can
refer to the work undertaken in the study in collecting data but also includes the description
and interpretation of behaviours, the meaning people give to their-actions and the setting in
which the study takes place (Holloway & Todres, 2006). Field notes comprise comments
and thoughts kept in a journal or diary by the researcher about their experiences. The
notations are based on the observations and interviews undertaken in the research setting
(Holloway & Todres, 2006). Spradley (1979) identifies condensed accounts as short
descriptions made in the field during data collection with expanded writings that extend the
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descriptions and fill in the detail as soon as possible after a period of observation or
interview. The researcher may note their reactions and problems during fieldwork taking
note of any biases (Holloway & Todres, 2006). The nature of field relations requires that the
researcher in mindful of the need to build up rapport and trust to minimise any effects of
stress, anxiety or ethical dilemmas that might occur. See Chapter Four: Fieldwork for an in-
depth discussion of the conduct of fieldwork and ethics for this study.

3.8 Conclusion
This chapter has presented principles characteristic of ethnography and the instrumental

case study approach that were thought to be fitting for this investigation. In deciding on the
research topic and in defining my research aims | was aware that | wanted to gain an in-
depth understanding and insight on policy and policy processes as they impact APN
development from the perspective of the study participants. In reviewing research
methodologies | recognised that ethnography with its emphasis on culture and the
technique of selecting a case study were well suited to the study. The comprehensive
review of the international literature undertaken in the area of advanced practice nursing
provided a theoretical basis to inform my interpretations of advanced practice nursing. The
research reported in this thesis draws heavily upon the work of Atkinson and Hammersley
(Atkinson & Hammersely, 1998; Hammersley, 1998; Hammersley & Atkinson, 1995;
Hammersley and Atkinson, 2007) with their flexible yet rigorous account of ethnography
and upon the technique of case study research as described by Stake (Stake, 1995; Stake,
1998) namely the instrumental case study approach. My recognition that a characteristic of
ethnography is often the indepth investigation of a single case led to my choice of this
research design.
The philosophical perspective and characteristic of ethnography that focuses on the
researcher being immersed in the field and overtly or covertly participating in the conduct of
the study appealed to me. | wanted to be engaged in the culture | was studying rather than
sequestered in an office removed from the field and the study setting. It was thought that
ethnography would provide insights into the complex and complicated issues surrounding
policy development relevant to APNs. My desire to uncover an insider view and gain
indepth understanding aligned with a mainly unstructured approach to data collection held
great appeal for me. The choice of in-depth unstructured interviews offered me the
opportunity for intense exploration with participants on topics relevant to the research. The
unstructured nature of this style of interviewing and probing follow-up questions provided
me with the in-depth perspective that | was seeking. Participant observation in clinical
settings offered a view of the lived experience of APNs not only as a more ‘natural’ method
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of data collection but provided comparison of data collected from other sources with the
actual day-to-day practice of APNs. Ethnography with its focus on understanding culture
was particularly suitable to studying the implementation of APN roles within the
Singaporean context and its social culture, policymaking culture, nursing culture, medical
culture and healthcare environment.

The decision was made to select a country specific case to study dimensions of policy
making relevant to APN roles. Singapore as the case study was selected as a country in
the early stages of development. There are few possibilities of being on the forefront such
as this to study this phenomenon as a whole and in such depth particularly related to policy
making and the realisation of APN policies in actual practice. In addition, publications from
outside of western countries with a longer history of these roles and especially in Asia
describing APN development are limited. Singapore is unique not only because APN
development was taking place in an Asian country but its population represented a diverse
population mainly from China, Malaysia and India (see Chapter Five). Not only was the
population diversity new to me but the nursing culture was different from my experiences in
the USA (see subsection 3.2.3). Whereas | chose to study APN development within this
culture and its subcultures | hoped to be able through using an instrumental case study
approach to draw out lessons of wider applicability beyond the context of Singapore.

An important consideration in the ethnography was reflexivity and the issue of researcher
bias. The chapter has discussed my biography in light of the impact it might have on the
interpretation of the study findings. Based on definitions of ‘etic’ and ‘emic’ perspectives |
recognised that in some ways | straddled dualities of being both an insider and an outsider.
This could have unavoidably influenced my interpretation of the interviews conducted and
the observations made in carrying out the research. | acknowledged that study participants
might be cautious in providing me with the in-depth information that | sought due to my
position as a visiting scholar and the tendency of Asian populations to be cautious in
spontaneously offering information. Recognising the sensitive nature of this issue |
constantly distanced myself from the data in order to try to create and support intellectual
independence in which my analysis could take place.

The approach of triangulation for this research was identified as the use of multiple and
different sources of data in order to add rigour, breadth and depth to the analysis. A key
characteristic of ethnography is the use of a variety of data collection methods in order to
grasp the actual lived reality of a target population (ten Have, 2004). Ethnography often
involves a combination of document review, interviews and participant observation;
therefore, it is possible to evaluate the validity of inferences between indicators and
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concepts by examining the multiple sources of the data (Hammersley & Atkinson, 2007). In
choosing this approach | sought to relate different sources of data in order to counteract
possible threats to the strength of the analysis. Data source triangulation involved the
comparison of data relating to advanced practice nursing and policy development derived
from different phases of the fieldwork, different points in the timelines in the settings and
accounts of different participants differentially located in the setting. It was thought that if
diverse kinds of data and different sources lead to the same conclusion there would be

increased confidence in the findings.

65



Chapter 4 Fieldwork

4.1 Introduction

The empirical work for this ethnography was carried out in four inter-related phases: review
of Singapore documents associated with APN development, interviews with pivotal decision
makers influencing policy for the APN initiative, interviews with key healthcare managers
facilitating implementation of the roles and participant observation along with interviews of
APNs in the field working to put policy into practice. This chapter builds upon the
discussion of methodology in Chapter 3 by providing an explanation of the process of
conducting the proposed ethnography. The chapter is divided into seven sections.
Subsequent sections begin by looking at the aims of the study followed by a summary of
the four study phases. Attention is then given to a detailed description of how the fieldwork
was carried out. Section four presents the approach to data analysis. Section five examines
the establishment of rigour for the research followed by ethical considerations in section six.
Concluding remarks can be found in the final section.

4.2 Research aims

The significance of suitable policies supportive of a new nursing role seemed fundamental,
however, in a review of the international literature detailed in Chapter Two there was no
evidence found that demonstrated the processes of policy development and associated
policy actions for APN development. Furthermore, there was no literature found that
investigated policy decision making from intent of policy to the actual implementation in
practice. This research aimed to clarify these processes from the beginning stages of policy
discussions through various stages of decision making to subsequent planning for APN role
preparation to key implications of putting policy into actual practice. The overall aims of the
research were:

e To analyse drivers that provided momentum for the introduction of APN roles in
Singapore;

o To investigate the processes associated with the development of policy that led to
the introduction of APN roles in Singapore;

e To explore the experiences of a sample of key decision makers and APNs in
Singapore in order to ascertain how intentions of policy were subsequently realised
in practice.
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Even though | wanted to gain an understanding of the drivers that led to the APN initiative
in Singapore | also sought insight into the factors influencing relevant policy development.
In addition, acknowledging that policy intentions are most likely modified in their realisation
into practice, | was curious as to what extent and by what means APN roles were

implemented relative to the intentions of policy.
4.3 Overview of the research

In seeking to address the research aims, the study was carried out in four interrelated but
sequential phases (see Figure 4.1 for a representation of the Conduct of the Study and
Table 4.1 for Timeline and Sample Size of Study Phases):

¢ Phase One - review of documents associated with APN development in Singapore;

e Phase Two - in-depth interviews of pivotal stakeholders who influenced policy
decisions;

e Phase Three - in-depth interviews of nursing managers, medical directors and
medical consultants associated with role implementation;

e Phase Four - in-depth interviews and participant observation of APNs and APN
Interns who were implementing the role.
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Figure 4.1 Conduct of the Study
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Table 4.1 Timeline and Sample Size of Study Phases

Phase Focus Number Dates Conducted
One Document review 47 Singapore January to April
documents 2010
Two Interviews of key
government June to August
officials, university 12 participants 2010
dignitaries &
academic staff
Three Interviews with
nursing managers, 11 participants May 2010 to
medical directors & February 2011
medical consultants
Four Interviews &
participant 15 participants December 2010 to
observation with April 2011
APNs

All fieldwork was conducted in Singapore to gain an understanding of factors influencing

APN development in the country. The four phases of the study are summarised below.

4.3.1 Phase One: Review of Documents

The review of documents provided an in-depth examination of Singapore literature and

policy documents to further inform the conduct of the study. In this phase my objectives

were to review the existing body of Singaporean documents and literature in order to:

» Identify the range of drivers influencing APN role development in Singapore;

* ldentify key decision makers involved in the development of policy related to APN

development in Singapore;

o |dentify the various policy directives issued in order to achieve APN implementation

in Singapore.

Prior to conducting this phase a comprehensive literature review (see Chapter 2) had been

undertaken to explore APN development internationally. A comparison of how Singapore

was situated in relationship to global development was undertaken following the literature
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review and informed by the review of Singapore documents (see Chapter 5). The
knowledge gained from the document review was beneficial in setting the scene for APN
development in Singapore and helped me identify potential study participants. Document
analysis was completed before commencing with Phase Two interviews. Findings from the
analysis of documents informed conduct of the next phase of data collection. This phase
took four months to complete from January to April 2010.

4.3.2 Phase Two: Interviews of government officials, university dignitaries and
teaching staff

To gain an understanding of the policy processes impacting on the APN initiative in
Singapore, in-depth interviews were conducted with participants from government agencies
and university departments who were associated with or had knowledge of policy and APN
development in the country. The objectives were:

e To capture participants’ perspectives on the drivers for APN development in
Singapore;

¢ To obtain participants’ viewpoints on the processes, facilitators and challenges in
the development and implementation of APN roles in Singapore;

e To collect contextual information relating to networks of communication, processes
of information exchange and linkages among key decision makers in relation to
policy development and APN roles.

| sought to encourage the participants to provide their perspectives of the critical issues
influencing the development of policies that led to and were intended to support the APN
initiative. This phase was informed by findings from the review of documents in Phase One.
Recruitment of participants, conduct of interviews and preliminary data analysis of this
phase took place over three months from June to August 2010. Findings from Phases One
and Two informed data collection in Phase Three. Analysis of Phase Two data was
completed before completion of conduct of Phase Three. Having gained an understanding
of the policymaking process from the perspective of those making policy | wanted to next
begin to understand of how policy was interpreted in practice by speaking with managers
and medical consultants.
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4.3.3 Phase Three: Interviews of nursing managers, medical directors and medical
consultants

To gain an understanding of issues faced when integrating APNs into the healthcare
system in Singapore in-depth interviews were conducted with key nursing managers,
directors of medical services and medical consultants who were associated with or
knowledgeable of APN development and implementation. The objectives of this phase

were:

¢ To obtain participants’ perspectives on the drivers, facilitators and barriers to APN
development in Singapore;
e To capture participants’ perspectives of the intent of policy as it related to APN

implementation in Singapore.

| sought to encourage the participants to provide their perspectives of the critical issues
associated with APN development from intent of policy to implementation of the roles Within
their healthcare systems. This phase was informed by the findings from Phase One and
Phase Two thus assisting me to more effectively focus on topics for discussion in the
interviews and identify potential participants for this phase. Recruitment of participants,
conduct of interviews and preliminary data analysis took place for eight months from July
2010 to February 2011. Analysis of data from Phase Three was completed before
proceeding to Phase Four. Findings from Phases One, Two and Three informed conduct of
the final phase of the study. Having gained knowledge of the policymaking process a
beginning comprehension of how managers and medical consultants interpreted policy |
wanted to understand the realisation of policy by gaining knowledge of the lived
experiences of APNs as they put policy into practice.

4.3.4 Phase Four - Interviews and participant observation of APNs and APN Interns

In order to acquire a better understanding of the realities of role implementation APNs and
APN Interns from a variety of clinical settings and specialties with different lengths of clinical
experience were recruited for interviews and participant observation. An APN Intern is a
new programme graduate just beginning a minimum one-year clinical experience and as
such broadened the range of APN participants. The objective of this phase was:

e To gain insight into the realities of role development and implementation from the
perspective of APNs and APN Interns.
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I anticipatéd that the perspective of the APNs and APN Interns would provide a different
view of role implementation from managers and medical staff. In addition, recognising that
interpretation of policy is often modified from the point of intent to realisation, | was
interested in understanding if there were departures from the intent of policy and if so, how
this took place. Preliminary findings from previous phases assisted me in focusing on
issues for discussion in this phase of the study and allowed me to clarify points that were
left unanswered in previous phases. Recruitment of potential participants, conduct of
interviews and participant observation plus preliminary data analysis for this phase
extended for five months from December 2010 to April 2011. The next section discusses
conduct of data collection including how specific approaches varied for each phase of the

study.
4.4 Data collection

Ethnography pragmatically involves gathering whatever data are available to shed light on
the issues that are the emerging focus of investigation. In general, ethnographers draw on a
range of sources of data with the researcher acting as the instrument for data collection.
Data collection is mainly unstructured in that it does not follow a fixed and detailed research
design. Interpretation of the data collected is generated out of the process of data analysis
(Hammersley & Atkinson, 2007). This section describes the processes of data collection for
this ethnography including challenges encountered.

4.4.1 Phase One - Review of documents

Documents relevant to the development of APN roles in Singapore were gathered from a
range of sources including database searches and consultation with key decision-makers.
The database search strategy included but was not limited to electronic databases such as
Cinahl and Scopus. Free text searching was used by means of keywords and phrases in
the title, abstract or journal name. Search terms included ‘advanced practice nurse’ or
‘advanced nursing practice’ or ‘nurse practitioner’ AND Singapore using connective search
terms of ‘AND’ ‘pblicy'; or ‘role development’; or ‘healthcare workforce’. Subject headings
such as ‘APN development in Singapore’ and ‘healthcare and APNs in Singapore’ were
also used. The initial search found only three documents specific to Singapore. To broaden
the search in an attempt to find any relevant documents a Google Search was done
resulting in a broader range of documents. Inclusion criteria for the citations retrieved
included all recorded evidence related to advanced practice nursing in Singapore including
primary studies, literature and policy reviews, reports, editorials, essays, commentaries,
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conference papers and descriptive accounts (any date of publication). Any documents that
made reference to general nursing topics or the healthcare system that did not mention
APN roles were excluded.

A search was also done of web sites for professional organisations; governmental agencies
and research institutions in Singapore thought to have relevance to advanced practice or
APN development. These web sites included: Ministry of Health, Singapore at
http://www.moh.gov.sq; Ministry of Education, Singapore at hitp://www.moe.gov.sg/;

Singapore Nursing Board at http://www.snb.gov.sg/; and National University of Singapore at

http://www.nus.edu.sg. Documents from these sites yielded various regulatory documents,

agency or institutional reports and announcements related to advanced practice nursing in
Singapore.

| anticipated that there might be additional unpublished literature relating to APN
development in Singapore, therefore, contact was made with representatives of
governmental agencies and educational institutions to access such documents. A letter of
request for documents was sent to contacts and followed up by phone and/or email. These
sources included representatives from the Ministry of Health, Ministry of Education,
Singapore Nursing Board, the National University of Singapore and hospitals, polyclinics or
clinical settings employing APNs. The obtained data was in the form of position papers,
meeting notes, documentation of curriculum development and institutional reports.
Although 47 documents were retrieved in the processes described several were repetitious
in content. Only one was considered an empirical study and the rigour of the study was in
question. The same person authored five of the documents and PowerPoint presentations.
Governmental reports provided solid evidence on policy but most documents consisted of
press releases, brief anecdotal articles, descriptive narratives or editorials. In spite of these
limitations the sources did provide contextual data that informed subsequent phases of the
study and aided in the identification of potential participants for recruitment.

4.4.2 Phase Two - Interviews of government officials, university dignitaries and

academic staff

In order to gain an understanding of the intent of policy relevant to the APN initiative in
Singapore a purposive sample of government officials, university dignitaries and academic
staff was approached. Contacts were identified based on data acquired during the process
of the document review and through university colleagues or other participants who
identified them as pivotal to the APN initiative. Purposive selection criteria included
individuals who were in decisive positions that influenced APN development in Singapore or
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who had knowledge of how policy decisions were made. | was aware that the number of
individuals with this knowledge would be limited thus all persons thought to have
information beneficial to the study were contacted. Twelve individuals agreed to face-to-
face in-depth interviews with three declining to participate. Of those who were contacted but
did not participate in the study one person did not respond to the invitation and two chose
not to be interviewed. Interviewees included key stakeholders from the Ministry of Health;
representatives of the Singapore Nursing Board; and a broad range of decision makers
representing the National University of Singapore. Due to the sensitive nature and high
profile of their positions | have been intentionally vague in identifying these participants in
order to provide them with the anonymity and confidentiality as promised when they agreed
to participate in the study.

Prior to scheduling the interviews each participant was sent a letter of invitation (see
Appendix 6), a participant information sheet (see Appendix 7) and an example of the
consent form (see Appendix 8). Subsection 4.7.2 discusses ethical considerations and
provides a description of the process in the conduct of the interviews. An interview topic
agenda (see Appendix 9) specific to this phase of the study was used as a guide to explore
the participants’ knowledge and perspectives of policy decisions. In general this phase of
interviews went well with positive responses from the participants and a keen interest in the
study. Due to the sensitive nature of the topic and the high profile of the participants | was
extremely concerned about confidentiality surrounding the recruiting and interview
scheduling. | made every effort to ensure that participants understood the nature of the
study and that they were comfortable in participating. In addition, | was cognisant of the
potential sensitivity of the information obtained therefore all participants were given a copy
of their transcribed interview. Of the twelve participants interviewed in this phase, two
responded with requests for minimal deletions to their transcripts. The main challenge was
scheduling the participant interviews. Due to the nature of the participants’ positions and
busy schedules interview times were frequently rescheduled and in three cases there was a
delay of two to three months in confirming an interview slot. Once an interview time was
agreed to the participants were cooperative and forthcoming in their responses to my
questions. On occasion the participants were so enthusiastic with the interview process that
the interview extended beyond the one hour that | had requested.
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4.4.3 Phase Three - Interviews of nurse managers, medical directors and medical
consultants.

In order to gain a better understanding of APN implementation from an institutional
perspective a purposive sample of nurse managers, medical directors and medical
consultants was identified. Criteria for potential participants were the individual’s position
within the healthcare sector as nurse managers, medical directors or medical consultants
known to be associated with the implementation of APN roles in various clinical settings.
Those who were approached represented a range of healthcare specialties, a variety of
healthcare settings (hospital and community) and were in key positions of authority
associated with APN development within their respective institutions. At the time of data
collection there were fewer than 40 APNSs practising in Singapore thus the number of
persons with knowledge of the realities of role implementation from this perspective was
limited. Data obtained from the Phase One document review aided in the identification of
potential participants. Participants from Phase Two, academic colleagues and nursing
leaders from healthcare settings in Singapore suggested persons who might have
information beneficial to the study. Based on the study criteria, twelve individuals were
contacted and eleven agreed to face-to-face in-depth interviews. Individuals who were
aware of the APN initiative but did not have direct knowledge or actual experience with
implementation of the role were not recruited for the study.

Prior to scheduling the interviews each participant was sent a letter of invitation (See
Appendix 10), a participant information sheet (see Appendix 7) and an example of the
consent form (see Appendix 8). See subsection 4.7.2 for a discussion of ethical
considerations and a description of the process in the conduct of the interviews. An
interview topic agenda (see Appendix 11) specific to this phase of the study was used as a
guide to explore the participants’ understanding of policy as well as decisions associated
with APN role implementation. | wanted to explore their viewpoints on the realities of
implementing new nursing roles into the healthcare workforce from the perspective of those
organizing, managing or supervising these processes. At the beginning of the interviews |
emphasised that my intent was to gain their opinions on events or decisions made in
relationship to APN implementation and that | was not there to judge the success or lack of
success with any experience.

There were no significant difficulties with this phase of interviews other than trying to
schedule times for the interviews that would not interfere with work schedules and other
commitments. Two participants did not initially grasp the importance of privacy for the

interviews and thought to meet me in coffee shops. This provided me with the opportunity to
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explain the importance of privacy and confidentiality for the conduct of the interview plus
remind them that | was recording the interview thus a quiet space was important. Most
medical consultants interviewed asked if the study was associated with the National
University of Singapore and if study protocol had gone through ethical approval by the
university. Participants were cooperative and enthusiastic about the study and wanted to be
informed of the study findings.

4.4.4 Phase Four - Interviews and participant observation of APNs and APN Interns

In order to gain an understanding of the realities of implementing new nursing roles in
Singapore a purposive sample of APNs and APN Interns was approached for interviews
and participant observation. My aim was to gain knowledge of how the intent of policy for
the APN initiative was realised in actual practice. Selection criteria included APNs or APN
Interns working to implement the role within the Singapore healthcare system. Those
approached were purposively identified from a variety of clinical settings and specialties
with a range of experience from the novice APN Interns to APNs with up to six years
experience. In Singapore, following completion of the APN master’s programme, graduates
must complete a minimum of a one-year clinical internship prior to application for licensure
as an APN. As novice practitioners interns were recruited for the study to represent a
perspective of role integration from the beginning stage of implementation. Colleagues in
the Department of Nursing suggested APNs who were in practice at the time of data
collection and were former students of the academic programme at National University of
Singapore. Participants from Phase Two and Phase Three of the study suggested
additional possibilities for potential participants. At the time of data collection fewer than 40
APNs or APN Interns were practising in Singapore thus my intent to approach a diverse but
representative sample as described in my selection criteria was limited. Fifteen individuals
agreed to participate in this phase of the study (see Table 4.2 for a list of participants by
length of time as an APN, employing institution, setting and specialty).
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Table 4.2 — Phase Four APN and APN Intern Participants

Position — Length of time

Institution

Setting and Specialty

APN Intern

Institute of Mental Health

Emergency services and
short term inpatient unit

APN Intern

Hospital

Surgical oncology for
women

APN — 18 months

Community Polyclinic

Chronic illness

APN - 2 years Community Polyclinic Women'’s health

APN - 2 years Institute of Mental Health | Chronic inpatient unit
and outpatient evaluation
clinic

APN - 3 years Institute of Mental Health | Adolescent services

APN — 3 years Hospital Oncology unit

APN - 3 years Institute of Mental Health | Long term inpatient unit

APN — 4 years Hospital based Paediatric mental health

community outreach assessment in schools

APN - 5 years Hospital Cardiology, heart failure

APN - 5 years Hospital Preoperative clinic

APN -5 years Hospital Mental health — inpatient
unit, psychosis clinic and
emergency department

APN - 6 years Hospital Intensive Care/Critical
Care

APN - 6 years Hospital Palliative Care: inpatient

and outpatient referral

APN - 6 years; Assistant
Director of Nursing - 2
years

Institute of Mental Health

Outpatient evaluation
clinics and supervision of
APNs

Prior to scheduling the interviews and participant observation each participant was sent a

letter of invitation (see Appendix 12), a participant information sheet (see Appendix 13) and

an example of the consent form (see Appendix 14). Subsection 4.7.2 discusses ethical

considerations and provides a description of the processes in the conduct of the interviews

and participant observation. An interview topic agenda (see Appendix 15) specific to this

phase of the study was used as a guide to explore the participants’ knowledge and

perspectives of the drivers for the APN initiative, the policy decisions and role

implementation.

Unstructured interviews took place preceding and following onsite participant observation
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with informal interview techniques used during clinical observation. Interviews offered the
APN or APN Intern the opportunity to provide me with comments on their perspectives of
role implementation. Direct observation of APNs in clinical practice provided me a deeper
understanding and insight into implications and realisation of policy decisions as they
affected APN clinical practice. The combination of interviews and participant observation
presented me the opportunity to assess if what the APNs stated in their interviews was
consistent with what | observed. Participant observation included comment from other
members of the participants’ clinical settings (i.e. physician preceptors, supervisors and
other staff nurses). Follow-up communication by email was conducted with the APNs or
APN Interns when necessary to achieve clarity on issues that were not understood during
the interviews or participant observation. Detailed field notes were taken during participant
observation and were recorded in a journal for analysis at a later time. These notes
provided further description and interpretation of the meaning the APNs and APN interns
gave to their actions and the settings in which the study took place. Notes of my reflections
and observations were taken and added to a journal following each clinical visit.

In outpatient clinic sites | observed APNSs interview patients and assess their concerns,
establish communication with patients and their families, perform physical examinations,
coordinate management plans and discuss referral options with other healthcare
professionals. In hospital settings | was able to attend morning grand rounds where cases
were presented and discussed among a team of healthcare professionals. | also shadowed
APNs as they made rounds on the hospital units with the multidisciplinary teams who made
management decisions for inpatient care and follow-up. Clinical observation provided me
the opportunity to pay attention to APNs teaching and mentoring other nurses as well as
medical officers. | accompanied the APN but was not involved in direct care or clinical
interactions with patients but did engage in normal social interaction e.g. greeting patients
and their families and explaining my presence in the clinical site. As | followed the APNs |
observed interaction not only with the other nurses but also with medical consultants,
pharmacists, nursing supervisors and unit receptionists. In the day-to-day processes of
providing care | was keenly aware of the ease or difficulty with which the APNs manoeuvred
their clinical schedules.

This phase of the study proved to be challenging in the planning and conduct of the
research. Experienced APNs were interested and willing to participate in the study while
newer APNs and APN Interns were reluctant and did not always receive approval from their
nursing managers or supervisors to participate. Of the fifteen APNs and APN Interns who
agreed to participate, three agreed to only a one-hour interview citing they did not feel it
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appropriate to have a researcher on site in their clinical specialty. Of those who consented
to participant observation ten arranged three days of observation with two agreeing to only
one day. Due to the busy clinic schedules of the APNs | discovered that it was difficult,
inefficient and inconvenient for the participants to schedule interviews on separate days
from participant observation. Even though most observation took place for three days, on
reflection | think this was excessive as little new information was gained on the third day. In
most cases the APNs provided the perspective that | was the first person that had actually
observed them in practice and asked them questions about the realities of role
implementation. All APNs indicated that they wanted a ‘voice’ and the ability to speak on
behalf of the realities of APN practice in Singapore. Most participants were pleased about
the possibility of future publications and stated they were pleased to share their
experiences with others. The next section discusses the data analysis conducted for the
research.

4.5 Data analysis

In an ethnographic study data analysis does not form a distinct stage but is embodied in the
ideas and intuitions that occur during periods of fieldwork (Hammersley & Atkinson, 1995).
Writing speculative and inferential notes as part of the process of gathering field notes
comprised the beginning stages of the data analysis. This afforded me the opportunity to
reflect upon each day’s observations and to identify potential analytical ideas that later
provided evidence for emerging categories. Every effort was made to make sense of the
observations within the context of the aims of the study. Initial thoughts were developed
further in subsequent periods of fieldwork and provided both the opportunity to begin
progressive focusing of ideas and a means of confirming participants’ accounts. All
perspectives were considered throughout the progression of the fieldwork and no
conclusions were drawn until | went back through the recursive process to clarify
interpretations and alternative explanations. The stages of data collection and data
analysis, therefore, became an iterative and interactive process of constant questioning and
refinement.

Principles of the ‘framework’ approach to qualitative analysis outlined by Ritchie, Spencer
and O’Connor (2003) provided the basis for development of my approach to data analysis.
As an inexperienced researcher | felt | needed a ‘framework’ to refer to as | began the
analysis process. Even though | incorporated principles of this ‘framework’ my approach to
data analysis evolved and was shaped by the study’s aim, objectives and the issues that
emerged during data collection. My approach to data analysis contained four techniques:
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e Familiarization with and immersion in the data;

¢ Identification of a systematic approach for coding data from transcripts and field
notes;

e Organizing coded data into major categories and sub categories;

¢ Interpreting the data set as a whole and identifying the relationships between the
different categories.

| was cognisant that in ethnography the analysis of data begins in preparation for the field
work and continues through an interactive process to the final phase of writing. According to
Hammersley and Atkinson (2007) ethnographic data énalysis deals with ‘unstructured’ data
thus the process of analysis involves the concurrent development of analytic categories that
capture relevant aspects of these data.

Analysis Outline

All phases of the study were linked sequentially so that findings from early phases informed
later phases. Although there was minimal overlap conduct of each phase proceeded
following analysis of the data from the preceding phase. (E.g. overlap of phases occurred
with the recruitment of participants for Phase Two as documents from Phase One were
being analysed). Phase One, review of Singapore documents, was completed and
analysed prior to proceeding to Phase Two in order to begin to establish themes and to
inform and provide context for this phase. Sequentially Phase Two interviews of
government officials, key decision makers and academics were conducted incorporating
key findings from the review of documents in the conduct of the interviews. Analysis of
Phase Two was completed before proceeding to Phase Three, interviews of nursing
managers, medical directors and medical consultants. The analysis of these interviews was
conducted, compared and contrasted with the findings from Phases One and Two before
proceeding to Phase Four, interviews and participant observation of APNs and APN
Interns. Even though there was some overlap in the conduct in all four phases source
focused triangulation was conducted sequentially not only to aid in the planning of
subsequent phases but also to raise questions that were identified in earlier phases and
that might be answered in subsequent phases of interviews and participant observation.
The methodological design for this study sought to acquire data from multiple sources in
order to seek multiple perspectives and divergent views. Triangulation was viewed as
beneficial in the field for verification and attempting to ensure quality and rigor. It was
reassuring when triangulation led to corroborating evidence while at the same time
inconsistencies in triangulation provided insight and understanding as to why participants
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provided different accounts or different data sources led to different conclusions. An
illustration of consistency in triangulation of data from all study phases was in verifying the
main driver or motivation for launching the concept of APNs in Singapore. From the review
of documents through all phases of participant interviews and participant observation with
the APNs there was a consensus that the main incentive for APN development was a
desire for professional development and enhanced status for nursing in the country. No
data was found that disagreed with this finding. On the other hand, for example, findings
from the review of documents and Phase One interviews emphasised that policy
development was intended to develop a clinical career ladder to incentivise nurses to
remain in clinical practice at an advanced level. However, data from Phase Three (manager
and medical consultant interviews) and Phase Four (APN and APN Intern interviews and
participant observation) found that implementation of the clinical pathway was flawed and
contributed to tension in the workplace rather than a solution. At the time of data collection
key stakeholders provided the perspective that policies including the clinical career track
were proceeding as intended. It was only in the latter phases of the study with accounts
from different sources in Phase Three and Phase Four that inconsistencies and problems in
implementation were revealed.

The beginning identification of themes emerged from the literature review and analysis
conducted prior to carrying out the study. The literature provided a background on the
research topic that guided thematic coding and analysis for Phase One: Review of
Singapore documents as well as subsequent phases. Extracted data from the review of
Singapore documents informed the study by lending itself to initial identification of themes
specific to Singapore (See Appendix 16: Categories and Subcategories; Appendix 17:
Thematic Matrix and Appendix 18: Documents Summary). Dominant themes such as
vision, impetus, role criteria/regulations and standards related to the nature of practice and
workforce obstacles/facilitators were coded, compared to themes identified from the
literature and documented. The most noteworthy data emerging from Phase One for the
purposes of the study was the beginning identification of key decision makers, their spheres
of influence and their roles in pivotal decisions that led to policy development. The ability to
pinpoint key leaders and their perspectives as presented in publications guided recruitment
for participants for Phase Two. In addition, this knowledge led to some insight on
policymakers’ views and the beginning discussions in Singapore of the APN concept. In the
later phases of interviews this information was beneficial in providing focus and guiding
interaction during conversations with participants.

Preliminary analyses were done following each phase of Phases Two to Four with a
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composite analysis undertaken once data collection was completed (See Figure 4.1 for a
diagrammatic representation of the process). The analysis undertaken after each phase
informed the analysis of subsequent phases thus Phase One led to Phase Two, Phase Two
led to Phase Three and Phase Three led to Phase Four. This process had a cumulative
effect as data from all sources were verified and corroborated for prevalent, consistent and
dominant themes (see Chapter 3 for a discussion of triangulation as employed in this
study).

Whereas, the review of documents set the scene and identified key leaders and decision
makers, Phase Two interviews provided the perspectives of these decision makers. For
example, having identified professional development and enhancement of nursing status as
a key driver based on the document analysis | was able to verify, following transcription and
analysis of the interviews, if key leaders from Phase Two concurred or disagreed with the
main driver for APNs as identified from the document analysis (see Appendix 19 for
illustrations of excerpts from interview transcripts used for coding, Appendix 20 for an early
coding scheme and Appendix 21 for ‘code jottings’ from Phase Two). In the case of this
theme there was consensus from the documents and the interviews from Phase Two on the
main driver for professional development for nursing roles in Singapore.

Constant comparison of data and analyses from Phases One and Two informed and
shaped the interviews for Phase Three: Managers and medical consultants. Information
gained from Phases One and Two provided initial knowledge of the APN initiative and
relevant policymaking thus enabling me to ask more specific and relevant questions in
Phases Three and Four interviews based on earlier data sources. For example, the theme
of professional development for nursing as a driver continued to be verified clearly in Phase
Three by nursing and medical participants as well as in Phase Four by APNs. However, the
theme of role ambiguity and appropriate or inappropriate use of APNs was a dominant
theme in Phase Three and Phase Four while reference to this issue was less prominent in
the findings from Phases One and Two.

Data analyses of Phases One, Two and Three were completed and compared before
proceeding to interviews and participant observation of APNs and APN Interns in Phase
Four. Information from the first three phases elaborated on the Singaporean context for
APN development while also providing indepth insights that guided interviews and
participant observation in Phase Four. APNs and APN Interns provided their perspectives
of role development and the realities of implementation. Participant observation provided
the opportunity to verify the role in practice as described by the APNs and to compare role
implementation relative to how it was envisaged in publications (Phase One) and by
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participants in Phases Two and Three. There continued to be a consensus regarding the
main driver for the APN initiative whereas in Phase Four findings revealed increasingly
disparate views from individual APNs as to the definition of the role, its intended
implementation in the healthcare workforce and the intended purpose of policies crafted by
key decision makers in Phase Two. For example, data from Phases One and Two
described the intent to retain competent clinical nurses by presenting a clinical career
ladder. Data from Phase Three indicated that the process for promotion based on clinical
performance was blocked by nursing managers and findings from Phase Four confirmed
that APNs were not progressing through the clinical career ladder as anticipated. In fact,
findings demonstrated that this lack of progression led to tension and anxiety on the ground
by APNSs. In the composite analysis based on the triangulation of all data sources it was
noted that at completion of the study, although well intended, the clinical career path
intended to motivate APNs was unsuccessful. The approach to review of relevant
documents and the data analysis used in Phases Two to Four are outlined next.

4.5.1 Approach to the review of documents

The intent of Phase One was to provide background contextual information on APN
development in Singapore and to inform the conduct of the study. Review of documents
was done on 47 documents dated from 2000 to 2009. Data extraction forms were
developed using textual terms to capture the focus of the theme or subtheme emerging
from the document review in order to extract relevant information. Matrices were
constructed to identify how the evidence from different sources added to or challenged
information from other sources. A list of categories (see Appendix 16) was developed for
data retrieval and analytic purposes. A final thematic matrix (see Appendix 17) was
developed and used to inform Phases Two to Four of the study. A summary of the review of
documents can be found in Appendix 18. Pertinent findings derived from the review of
documents can also be found in Chapter Five - Singapore: the context.

4.5.2 Approach to data analysis for Phases Two to Four

In addition to the collection of information from relevant documents data for the
ethnography was obtained from transcripts of participant interviews and field notes taken
during interviews and participant observation. The aim was to compare and contrast the
different sources in order to identify recurring features that emerged from the immediate
contexts. A ‘funnel’ structure as described by Hammersley and Atkinson (2007, p.160) was
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used over the course of data collection and analysis to narrow the focus in order to capture
relevant aspects of the data. Using this approach the processing of data in connection with
the research aims and objectives were clarified over time. | developed the following
approach for analysis:

Familiarization (know one's data [Hammersley & Atkinson, 2007])

Digital recordings from the interviews were uploaded to the NVIVO 9 computer package for
storage, transcription and analysis. Interviews took place over one to two hours with the
verbatim transcription taking eight to twelve hours per interview depending on the length
and quality of the interview. Transcripts of field notes and preliminary analyses completed
at the end of each phase of the study were uploaded to NVIVO 9 for coding (see Appendix
19 for an illustration of excerpts used for coding and Appendix 20 for an example of a
coding grid). The intensity and time involved in the transcription process provided me the
opportunity to think, reflect and take note of ideas, recurrent topics and analytic categories
that captured significant aspects of the data (see Appendix 21 for an example of code
jotting developed for analysis and categorizing of data). At every step along the way |
returned to compare transcripts and field notes. | periodically sketched diagrams during the
various phases to provide me with a visual impression of my interpretation of the data. Early
on in the analysis | made hard copy of the transcripts and colour-coded key phrases and
quotations according to emerging categories. | found that manually reviewing the data in
addition to using NVIVO 9 coding was advantageous because | continuously moved back
and forth among transcripts and field notes as | reflected on the interpretation | was placing
on the data.

Identification of a systematic approach for coding data

According to Hammersley and Atkinson (2007) coding data for an ethnographic study is the
simplest way to organize and reorganize the information. In the initial steps of coding with
the NVIVO 9 computer package | developed code grids (see Appendix 20 for an example)
along with analytic notes or memos associated with the coding scheme (see Appendix 21
for code jottings). The challenge | faced with the NVIVO 9 computer package was trying to
use the full capacity of NVIVO 9 software to facilitate complex forms of analysis while also
including this technique as part of the reflexive process. | used the NVIVO9 software initially
to assist in data handling and analysis. As the analysis progressed and the body of data
grew exponentially | found the coding with NVIVO 9 to be cumbersome and not necessarily
representative of the data sources that | was reviewing and comparing. Having assessed
this as a deterrent instead of helpful | developed a manual strategy of comparing and
analysing data while continuing to utilize the computer package for data storage, retrieval of
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data and review of initial coding. | viewed NVIVO 9 as facilitating the analytical process
remembering that as the researcher | was central to clarifying meaning and relationships.
As | began to code and categorise the data using NVIVO 9 | also reviewed and reread hard
copy of transcripts comparing the two sources looking for key categories, subcategories
and concepts. What seemed like a duplication of effort was likely due to my inexperience
with the NVIVO 9 software package and my familiarity with manual coding. Using the
colour-coded highlighted text on the hard copies and the NIVO 9 coding system | compared
the results, recorded the range of responses noting recurrent themes and issues that
emerged as important to the participants. In reviewing the range of responses | re-
examined the sampling strategy and profile of the achieved sample to note any potential
gaps or overemphasis in the data along with the diversity of the participants' characteristics
and circumstances.

Organizing coded data into major categories and subcateqgories

Key issues, concepts and categories were identified to construct a framework. A framework
of categories and subcategories was developed within which the data could be arranged
and sorted based on initial coding and notes taken when reviewing the material during the
familiarization stage. Each of the 35 transcripts plus field notes were reviewed repeatedly
line by line to not only allow immersion in the data but to also question the interpretation |
was placing on the data. The first version of identifiable categories was heavily rooted in the
issues informed by the research objectives and document review. This was then applied to
sample transcripts (see Appendix 19 for excerpts from transcripts) and then refined as
identifiable categories representative of the transcripts. Analytical categories arose from the
recurrence or patterning of particular perspectives or experiences. In this step | made
decisions about meaning, importance of the issues and connection between the ideas. In
categorising phrases or extracted text | interpreted the text and decided on meaning for
each phrase or textual extract. | anticipated that a single phrase could have an association
with more than one category or subcategory. Data were extracted from the original context
and rearranged according to categories and subcategories to begin to present the data for
write up. This was not a cut and paste approach but included abstraction and synthesis of
the data. Original text was constantly referenced so that the source of a phrase or a quote
could be traced and the process of abstraction could be examined and replicated.
Interpreting the data set as a whole

Composite analysis of the data followed preliminary analyses that had taken place after
each study phase. After sorting the data according to categories and subcategories | looked
for key characteristics of the preliminary data analysis to interpret the data set as a whole.
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During this step | returned to the key concepts of the analysis guided by the research aims,
objectives and categories that emerged (Hammersley & Atkinson, 2007). Since the focus of
the ethnography was gaining an understanding of the intent of policy to realisation in
practice it was expected the interpretation would have a strategic component. | considered
Gibbs’ (2007) emphasis that refers to ‘coding as to how you define the data’ (p. 39).

Word repetitions and single thought units that expressed a single coherent thought or idea
were identified and coded so that in the composite analysis | could track these key
concepts or thoughts. Single thought units were group patterned into categories after the
identification of recurring meaningful units. For example, identified thought units such as
vision for nursing, nursing status, new level of nurse, incentivise nurses, quest for nursing
excellence, benchmarking to international practice formed a group pattern into a category
coded as impetus for the APN role. As the composite analysis evolved and | looked at the
emergence of these and like thought units across all study phases thus a generation of
themes categories and theme statements took place. | was cognisant that a category was
not created in isolation from other categories thus when | identified a category | realised |
made decisions on how to organise the data in ways that were useful for the analysis.
Perspectives from three groups of participants (policymakers, managers and APNs)
provided three levels of interpretation related to APN policy and implementation. The
preliminary data analyses conducted following each phase of Phases Two to Four led to the
final composite analysis thus the process involved disentangling multiple strands of data in
order to provide a synthesis of analytic categories and chronological arrangements.
Findings from the composite data analysis can be found in Chapters 7, 8 and 9. The next
section discusses rigor as it relates to qualitative research and specifically this ethnography.

4.6 Establishing rigour

Defining a rigorous approach in qualitative research, specifically ethnography, can appear
mysterious and illusive. Just the term qualitative implies an emphasis on processes and
meanings that are not measured in terms of quantity or frequency. Qualitative researchers,
including ethnographers, seek answers to questions that stress how social experience is
created and given meaning (Denzin & Lincoln, 2008). The challenge | faced having chosen
ethnography was to determine how | could establish confidence in the findings and to what
degree the findings were determined by the participants and not the biases of myself as the
researcher. | acknowledged that as a qualitative researcher | needed a model that ensured
rigour without sacrificing the relevance of the research.

The work of Lincoln and Guba (1985) has been influential in formalizing rigour in
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approaching qualitative research and provided a model for me to follow. Although there are

other models for assessing qualitative research the Guba (1981) model, further refined by

Lincoln and Guba (1985), is well developed and has been used by qualitative researchers

for a number of years. The model is based on the identification of four aspects of

trustworthiness for evaluation of qualitative research: credibility, transferability,

dependability and confirmability. These aspects are linked to the conventional terms of

internal validity, external validity, reliability and objectivity used in quantitative research. A

discussion of the criteria for this model as defined by Lincoln and Guba (1985) follows:

Credibility (truth value or internal validity) — ‘How can one establish
confidence in the ‘truth’ of the findings of an inquiry for the respondents with
which and the context was carried out? (Lincoln & Guba, 1985, p. 218).
Lincoln and Guba focus on the degree to which the findings make sense and
establish how confident the researcher is with the truth of the findings based
on the research design, participants and context.

Transferability (applicability or external validity) — ‘How can one determine
whether the degree to which the findings of an inquiry may have applicability
to other contexts and other respondents? (Lincoln & Guba, 1985, p. 218).
Even though each situation in qualitative research is defined as unique and
thus not amenable to generalization, the aim of transferability is to give
others enough information to judge the applicability of the findings to other
settings.

Dependability (consistency or reliability) — ‘How can one determine whether
the findings of an inquiry would be consistently repeated if the inquiry were
replicated with the same (or similar) context? (Lincoln & Guba, 1985, p. 218).
Variability is expected in qualitative research thus Lincoln and Guba's
concept of dependability implies explainable sources of variability that could
be provided for external review.

Confirmability (neutrality or objectivity) — ‘How can one establish the degree
to which the findings of an inquiry stem from the subjects (respondents) and
conditions of the inquiry and not from the biases, motivations, interests, or
perspectives of the inquirer (Lincoln & Guba, 1985, p. 218). This criterion
refers to the degree to which the findings represent the participants and the
condition of the research and not other biases.
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In referring to these criteria | selected the following techniques for establishing rigour that |
thought were relevant to the ethnography. To establish credibility | tried as much as
possible to represent the multiple realities of the participants and selected individuals
representing a range of field experiences. Participants in all phases of the study were
recruited not only based on their knowledge of APN development but also based on the
diversity their positions represented whether it was government officials or nursing
managers or medicine. APN participants were from diverse clinical settings and had varied
length of experience as an APN. A copy of interview transcripts and field notes were
provided to all participants. Participants were encouraged to agree or disagree with the
documents and were offered options to provide comments for my records. | utilised a
triangulation of sources (documents, interviews and participant observation) to ensure that
the account was robust, comprehensive and well developed. Although data collection
focused on interviews and limited participant observation my presence in the field took
place over a period of five years thus adding credibility to my knowledge of the context of
the research.

| was aware that my apriori expertise in advanced practice nursing and background as an
experienced APN based in the American culture may have influenced the way in which the
data sources were approached and interpreted. Issues or ideas that arose from the data
analysis that were uncomfortable or unfamiliar to me were discussed with university
colleagues from Singapore to verify if this was representative of an Asian perspective. For
example, as an APN from the USA independent decision making | associated with this role
is in my view as vital to the role, however, this characteristic did not clearly emerge from the
data as representative of Singapore APNs. My Asian colleagues and onsite supervisor
clarified that speaking up, stepping forth and stating your thoughts are not highly valued in
the Asian culture thus the manner in which participants interpreted characteristics of the
APN in Singapore would vary from the American context. | feel that this insight improved
my approach to data analysis when attempting to describe APNs in Singapore although |
cannot say that my bias was totally eradicated. My background of observed success with
the role in other contexts led me to have a possibly overly optimistic view of significance
and potential for the role. To counter this bias and include a more cautious interpretation to
study findings issues of implementation were discussed with colleagues in Singapore and
chapter sections were reviewed by my doctoral supervisors and onsite supervisor. All
conversations were with individuals who were either sceptical of or unfamiliar with the APN
concept. These consultations led to many dynamic conversations and assisted me in my
interpretation of the findings.
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To address transferability (that the findings may have meaning or relevance to other
contexts) | adopted thick description and in-depth data collection strategies thus offering
other readers enough information to decide for themselves the applicability of findings to
other settings. The thick description technique used explained not only participant
perspectives and behaviours but also the context so that the behaviour could be meaningful
to an outsider for interpretation. To ensure dependability | adopted a reflexive approach by
reflecting on my own background while trying to understand the perspectives of the
participants and the situation in order to identify biases or potential influences on the data.
In addition, | accessed multiple sources of data, provided participant review of transcripts,
presented a detailed description of the methodology and scheduled thorough discussions of
findings with my supervisors. An audit trail of my documentation of the research could be
made available for external review. | offered a self-critical reflexive account of the
methodology used in the research in addition to the triangulation of sources to ensure
confirmability. The audit trail included access to raw data, my analysis of the data,
procedural notes and journals to add strength to confirmability. In following the Guba (1981)
model utilising strategies proposed by Guba and Lincoln (1985) | feel that | have
accomplished a rigorous approach to the ethnography. The next section examines ethics
relevant to the research.

4.7 Ethics

Researchers have significant ethical responsibilities during the conduct of any study but two
features of ethnographic research create particular ethical concern: the methodology is
based upon the personal interaction between the ethnographer and the participants and the
feature that the ethnographers themselves are the primary data collection instruments
(May, 2001). Roper & Shapira (2000) comment that ‘Ethical decisions are concerned with
what is right or just, in the interests not only of the project, its sponsors ... but also others
who are participants in the research’ (p.59).

As a researcher conducting this ethnography | was constantly aware of the potential of
these ethical dilemmas and developed specific strategies to address them. Constantly and
deliberately | evaluated the effects on the research process by consciously identifying
biases brought to the fieldwork and also emotional responses resulting from my
experiences. This awareness included an explicit description of my researcher role during
data collection. This section describes the processes of ethical approval that were
accomplished, approaches used to address ethics in undertaking Phases Two to Four,
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issues identified that were specific to the Asian culture and general ethical issues taken into
consideration in the overall conduct of the ethnography.

4.7.1 Ethical approval

Ethical approval was received from the Research Ethics Committee at Sheffield Hallam
University in Sheffield, UK and the National University of Singapore Institutional Review
Board in Singapore. Participant information sheets were provided to participants giving an
overview of the aims of the study. A topic agenda was included with the participant
information sheet to inform the participants of the issues | was interested in discussing.
Participants were clearly advised as to what would be involved should they choose to take
part in the study. Written consent was sought and participants were informed that they
could withdraw from the study at any time. All participants were provided with a hard copy
of their interview transcripts and encouraged to communicate any concerns related to the
transcriptions. They were provided with contact details for myself, my lead supervisor in the
United Kingdom, my on site supervisor in Singapore and a representative of the Ethical
Review Board for the National University of Singapore.

4.7.2 Ethical considerations in conduct of the study

This subsection begins with a discussion of ethical considerations specific to the conduct of
the interviews. This is followed by a presentation of my approach to ethical issues in
preparing for and conducting participant observation.

Phases Two and Three interviews

The interviews were scheduled for one hour and digitally recorded with the signed
permission of the participant. The settings for the interviews were agreed to in advance
taking into account the comfort and privacy for the participant. In most cases the interviews
were conducted at the participant’s work setting. Four participants requested that the
interview be conducted in a private room at the university. Prior to the beginning of the
interview the participant information sheet was reviewed and each participant was offered
the opportunity to ask questions. Both the participant and | signed two copies of the consent
form. One copy was given to the participant and the other kept for my records. | transcribed
digital recordings in full and field notes were written simultaneously to alert me to key points
made by the participant. Interviews (including notes from any discussion) were anonymised
and pseudonyms were used to protect the identity of the individuals participating in the
study. Transcriptions of interviews and related information were stored either on a
password protected university computer or in a locked filing cabinet in my office.
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Even though in-depth unstructured interviews were conducted a topic agenda was used as
a guide for exploring the participants’ viewpoints on the policy decision-making processes in
Phase Two and implementation processes of APNs in Phase Three. Interviews did not
include a topic agenda that was considered sensitive and there was no indication that the
interviews caused distress. At the beginning of all interviews | emphasised that my intent
was to gain their perspective and opinions on events or decisions made in relationship to
APN development.

Phase Four APN and APN Intern Interviews and Participant Observation

Consent for participation was sought from the participants and from their managers or
supervisors in order to obtain approval for the APN or APN Intern to participate in the study
and to agree to my presence in the clinical settings. As a data collection strategy participant
observation was expected to portray the dynamics of the clinical setting and to access
information by encouraging conversation related to the setting in which the participant
observation took place. | took on an overt role as observer and disclosed my presence and
intentions to the participant being observed along with their patient population but I did not
actively engage in any clinical decisions or interventions. The participants introduced me to
the patients and their families as a researcher and emphasised that | was studying the APN
role not evaluating them or the healthcare services. Patients and their families gave verbal
permission for my presence as an observer.

Conduct and recording of the interviews were the same as described earlier for Phases
Two and Three interviews. A difference for this phase was that a consent form was signed
for both the conduct of the interviews and participant observation. Participant observation
was scheduled in polyclinics, hospitals and mental health settings with on site interviews
offering me the opportunity to prepare for participant observation and to clarify what had
been observed during observation periods. Observation periods were not scheduled
sequentially but at the convenience of the APN or APN Intern thus my observation time was
with a variety of APNs in different specialties in a given week’s timeframe. | emphasised
that the study aims and objectives were to gain perspective on APN development not to
critique their professional position or clinical practice. During conduct of the study | made
note of issues specific to the Asian culture. These are discussed in the next subsection.

4.7.3 Issues specific to the Asian culture

| was cognisant that certain behaviours representative of Singapore and the Asian culture
may have influenced data collection. Within the Asian culture a common practice in
conversation is to remain reserved with a tendency to offer little information voluntarily. It is
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important not to ‘lose face’ therefore offering incorrect information or making a wrong
decision can be viewed as extremely stressful and could have influenced or restricted
information a participant might have been be willing to provide. There is a high level of
respect for authority and hierarchical position in Singapore. | was aware that there might
have been a tendency, considering my academic position, to either tell me what the
participant thought | might want to hear or to provide information that might impress me.
Finally, speaking out of the mainstream of thinking is not encouraged in the Asian culture.
This may have affected interaction and possibly their willingness to engage fully in the
study. During interviews and participant observation | was sensitive to these issues by
building rapport with the participants and arranging interview settings that were private and
that they were comfortable with. All participants were provided copies of their interview
transcripts in an attempt to assure them that the information | acquired would not bring
shame on them in any way. Repeatedly, | reassured them that they could withdraw from the
study at any time and that | would make every effort to provide them anonymity as a study
participant.

4.7.4 General ethical issues

This subsection provides an overview of general ethical issues relevant to the conduct of
the study. These include informed consent, anonymity, impact on service delivery, future
publications and safety.

Informed consent

Written informed consent was obtained from all participants. Prior to obtaining consent they
were provided information about the purpose of the study, who is doing the research, how
the data will be used, what participation in the study required of them, what topics will be
discussed and how much time is expected if they chose to participate. At all times |
emphasised that informed consent was voluntary. Since | represented an academic
institution in Singapore and have international expertise in advanced practice nursing |
acknowledge that in some instances my persona might have caused a participant to feel
pressured or obliged to participate in the study or conversely might have caused a
participant to avoid participation in the study. All participants were informed that | had no
influence over their professional positions. The potential for reassessment of consent was
taken into consideration during data collection and the participants were allowed to
withdraw at any time.

Anonymity
As the researcher | knew the identities of the participants and was very concerned about
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protecting their anonymity due to the high profile of their positions in Singapore. Due to the
nature of the study the on site doctoral supervisor or persons requesting a summary report
may assume a participant’s identity based on the use of pseudonyms and quotes in the
data included. | acknowledge this is a common problem in ethnographic studies and made
every attempt to take this into consideration in writing up the study. | sought to preserve
anonymity of the participants by using pseudonyms and altering non-relevant details. In
order to preserve the anonymity of strategic decision makers when including quotes in the
thesis | have used the code ML for medical leader and NL for nursing leader. However, |
recognised that due to the nature of the ethnography | could not give absolute guarantees
that the identities of people and places would remain concealed.

Impact on service delivery

In the case of onsite participant observation with APNs and APN Interns | was sensitive to
the demands on the work schedule of the participant. In my initial approach to an APN or
APN Intern | made clear the intent of the study and emphasised that | would function on the
periphery as an observer. In the observation of day-to-day APN practice | did not provide
any clinical care; however, | willingly assisted in nonclinical tasks e.g. assisting a patient to
a chair in the waiting area. Access to the observation site was negotiated with the
appropriate managers and supervisors. | was also sensitive to the work environment of the
APN or APN Intern and developed a system to inform others not actively involved in the
study but present during the observation period that there was a research study in
progress.

Future publications

Future publications are likely to include a small number of quotations from key participants.
The quotations will be edited to ensure that there is no personal information relating to the
identity of the individual participant or organisation where the data was collected or other
information that would enable the participants or organisations to be identified.

Safety

There were no emergent safety issues that had to be dealt with. In the case of any
observation of unsafe practice related to unresolved or undisclosed issues | planned to
review the situation in a confidential discussion with the Head of Department, Alice Lee
Centre of Nursing Studies. Any further actions would have followed the procedures of the
university and the clinical institution.
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4.8 Conclusion

This chapter has provided an account of the planning of the research including issues
arising in the conduct of the study. The overall aims of the ethnography have been
identified. The empirical work was carried out in four inter-related phases: review of
Singapore documents associated with APN development, interviews with pivotal decision
makers influencing policy for the APN initiative, interviews with key healthcare managers
facilitating implementation of the roles and participant observation along with interviews of
APNs in the field working to put policy into practice. The objectives of each study phase are
presented and each phase has been summarised including a discussion describing how
each phase relates to the other in the composite analysis of the data.

The approach to data analysis in this research contained four techniques: familiarization
with and immersion in the data; identification of a systematic approach for coding data from
transcripts and field notes; organizing coded data into major categories and sub categories;
interpreting the data set as a whole and identifying the relationships between the different
categories. All phases of the study were linked sequentially so that findings from early phases
informed later phases. Data analysis dealt with large amounts of data thus the process of analysis
involved the concurrent development of analytic categories that captured relevant aspects of these
data. A description of the approach to coding and development of categories leading to the
comprehensive analysis is presented.

The four aspects of trustworthiness as defined by Lincoln and Guba (1985) guided the
establishment of rigour for the research and are discussed as they relate to the techniques
used in the management of the stu'dy. Using a technique of triangulation | sought to acquire
data from multiple sources in order to seek multiple perspectives and divergent views.
Sources included data collection from a review of documents, interviews and participation
observation. All phases of the study were linked sequentially so that ﬁndings from early phases
informed later phases. Source focused triangulation was developed not only to aid in the
arrangement of subsequent phases but also to raise questions that were identified in earlier
phases and that might be answered in subsequent phases of interviews and participant
observation. Triangulation was viewed as beneficial for verification of findings and
attempting to ensure quality and rigor of the study.

Ethical concerns that were taken into consideration are considered including issues specific
to the Asian culture. My position as both participant and investigator is addressed. The
value of this dual identity was in my ability to gain insight into aspects of the intent of the
policy processes and the actual implementation of APN roles, which would otherwise have
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been problematical to access. However, this did present challenges in respect to ensuring
rigour and situational ethics in pursuing the ethnography. By undertaking a reflexive
approach | considered the impact my profile might have in the field. Every effort was made
to acknowledge my role in the conduct of the study recognising that the ethnography
involved interpretation of data influenced by my own values, biases and decisions.
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Chapter 5 Singapore: the context

5.1 Introduction

Singapore was selected for this study as a country in the early stages of APN development
thus a fitting environment to pursue the aims of the research. In order to better understand

. the setting this chapter discusses the context of Singapore as background to the study. The
chapter is divided into five sections. The subsequent section begins with a brief summary of
the demographics of the country. The next section presents an overview of nursing in
Singapore including the interest in advanced practice nursing. Section four examines how
contextual events surrounding APN development in Singapore were similar or dissimilar to
key findings from the literature review. Information obtained from a review of documents
and other sources of literature relevant to the Singaporean context are included to
substantiate issues that were known prior to the research and that informed the conduct of
the study. The final section provides concluding remarks.

5.2 Demographics of Singapore

Located in Southeast Asia the Republic of Singapore became an independent nation in
1965. According to the Singapore Department of Statistics (Population Trends June 2012)
the population of Singapore is approximately 5.31 million with 3.29 million identified as

- citizens. The remainder of the population are permanent resident foreign workers or more
transient non-residents. Of significance, the number of foreigners on short-term permits
(termed 'non-residents'’) has increased 24-fold in 35 years. Singapore is multiracial with the
majority population Chinese followed by Malay and Indian minorities. There are four official
languages: English, Mandarin Chinese, Malay and Tamil. English is the working language
and the mandatory first language in all schools (Retrieved 13 April 2013 from
http://www.moe.gov.sq). For the resident population in Singapore, Buddhism is the most

prominent religion with significant numbers of the citizens identifying religious preferences
of Taoism, Islam, Christianity, Hinduism, Sikhism or no religion at all (Singapore
Department of Statistics, 2011).

Singapore has a highly developed and successful market economy. By the 1990’s it had
become one of the worid's most prosperous nations, with a highly developed free market
economy through strong international trading links. Exports, particularly in electronics,
chemicals, informational technology, pharmaceuticals and services provide the main source
of revenue for the economy (The World Factbook, 2012). This allows it to purchase natural
resources and raw goods that it does not have. In addition, Singapore has a strategic port

making it more competitive than many of its neighbouring countries and makes it one of the
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busiest in the world, surpassing Hong Kong (Maritime Port Authority, Retrieved 8 April 2013
from http://www.mpa.gov.sq) The Singaporean economy is known as one of the most

innovative, most competitive, and most business-friendly (World Economic Forum, 2010).
The 2013 Index of Economic Freedom ranks Singapore as the second freest economy in
the world. According to the Corruption Perceptions Index (Transparency International, 2010)
Singapore is consistently ranked as one of the least corrupt countries in the world, along
with New Zealand and the Scandinavian countries. Consequently, Singapore attracts a lot
of foreign direct investment because of its location, corruption-free environment, skilled
workforce, low tax rates and advanced infrastructure.

The Ministry of Education (Retrieved 13 April 2013 from http://www.moe.gov.sq) directs

education policy and controls the development and administration of state schools, which
receive government funding, but also has an advisory and supervisory role to private
schools. In 2000 the Parliament of Singapore passed the Compulsory Education Act (Cap
51) (Retrieved 13 April 2013 from hitp://www.moe.gov.sg/initiatives/compulsory-

education/), which codified compulsory education for children of primary school age, and
made it a criminal offence if parents fail to enrol their children in school and ensure their
regular attendance. The World Bank (Retrieved 8 April 2013 from
http://www.data.worldbank.org) found that the literacy rate (age 15 and over can read and

write) for both men and women in Singapore was 96% in 2010.
Healthcare is mainly under the responsibility of the Ministry of Health
(http://www.moh.gov.sq). Philosophically Singapore’s healthcare system is designed to

ensure that everyone has access to different levels of healthcare in a timely, cost-effective
and seamless manner with the Ministry of Health falling under an organised and
hierarchical structure (see Appendices 22 & 23). Singapore implements a universal
healthcare system and co-exists with private healthcare systems. Individuals and families
are free to choose providers within the government or private healthcare delivery system
and can walk in for a consultation at any private clinic or government polyclinic within the
community. In total there are 25 hospitals and specialty centres. Of these eight are acute
general hospitals, a women’s and children’s hospital and a psychiatry hospital. All acute
general hospitals and specialty centres are run as private companies wholly owned by the
government (Retrieved 13 April 2013 from hitp.//www.moh.gov.sg). In 2000 Singapore was

ranked 6th in the World Health Organisation’s ranking of the world's health systems (WHO,
2000) with access to improved water and sanitation facilities for most of the population.
There is a high level of immunisation and adult obesity is below 10% (WHO, 2010).

In summary, Singapore has a highly literate population and is a prosperous multicultural
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city/state controlled by a central government. The healthcare system functions mainly under
the Ministry of Health, provides universal healthcare coverage and has a high ranking by
the World Health Organisation compared to other countries.

5.3 Nursing in Singapore

Historically, nursing education in Singapore has been based on an apprentice model
influenced by Australian and British systems of training (MOH, 1997). Most nurses are
educated in three-year diploma programmes at two Singaporean polytechnics. Post basic
specialty courses are available in ten disciplines with graduates of these courses awarded
an Advanced Diploma (MOH, 2012). A three-year undergraduate BSc (nursing) programme
was established in Singapore in 2006 following the creation in 2005 of the Alice Lee Centre
for Nursing Studies at National University of Singapore. Prior to this nurses educated at the
diploma level accomplished top up BSc (nursing) degrees through Australian based
distance learning courses (Kong, P.S.K., 2000).

The establishment of the Singapore Nurses Association in 1957 provided a professional
nursing organisation with a goal to raise the profile of nursing (SNA, 2007). This view, as
stated in the organisational mission statement, plus additional findings from the review of
documents implies an early interest in nursing advancement leading to the launching of the
advanced practice nursing initiative (Ang, C., 2002) It is worth noting that the Singapore
Nurses Association (SNA, 2007) developed and maintains active association with the
International Council of Nurses (ICN) including benchmarking professional standards
against global advancements in nursing. This organisational link is increasingly visible as
nursing in Singapore progressed to APN development and adapted ICN recommendations.
The development of the APN role is in its infancy in Singapore. As the nursing culture and
the country embraced the APN concept (Ang, C., 2002; Kannusamy, P., 2006) a master of
nursing degree was stipulated as the educational requirement (Health Professional Portal,
Retrieved 01/02/2010 from http://www.hpp.moh.gov.sa/). The first group of students began

study in 2003 (Kannusamy, P., 2006) under the direction of the National University of
Singapore Medical School. As of June 2012 over 100 nurses had completed the APN
programme that has functioned since 2009 within the Department of Nursing at the
university. Although it is possible for nurses to study outside the country most are expected
to enter the APN programme subsidised by the Ministry of Health and offered in Singapore
(personal communication, 14 June 2012, Singapore Nursing Board). Nursing in Singapore
has come a long way since the arrival of the French nuns in 1885 (MOH, 1997). Over the
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years steady positive developments have enhanced the image and status of the nursing
profession. The introduction of APN roles is one of those developments.

5.4 The Singaporean context and the literature: a comparison

Key findings from a comprehensive review of international literature relevant to advanced
practice nursing can be found in Chapter two. This section aims to examine where
Singapore sits in relation to the global picture and is divided into six subsections
addressing: impetus for the APN role; defining the APN; role preparation, regulations and
standards, role implementation and APN outcomes.

5.4.1 The literature and impetus for APN roles

Initiatives geared to the launching and development of APN roles are sensitive to the
environmental realities in which the concept emerges. In investigating the momentum
behind APN initiatives worldwide several premises appeared in the literature (see Chapter
2: Literature Review):

¢ An identified need for APN services;
¢ An answer to skills mix and healthcare workforce planning;
e A desire for the advancement of nursing and professional development;

e Public demand for APN services.

A review of Singaporean documents indicated that the main drivers for APN roles were an
aspiration for enhanced professional status for nursing and a desire to keep nurses in
clinical practice (Ang,C., 2002; Kannusamy, P., 2006). Even though there was interest in
integrating APNs into the healthcare workforce, no evidence was found of a clear need for
these services in Singapore. There was no indication that APNs were being considered
initially as an option in workforce planning or for an answer to fragmented care that had
been identified in existing healthcare services. This contrasts with findings from the
international literature that indicated that the main drivers in most countries were associated
with a need to provide accessible, affordable and quality healthcare services to specific
populations by integrating APN services.

5.4.2 The literature and defining the APN

The literature identified various approaches to defining and describing an APN. This
diversity supported the perception that advanced practice nursing is viewed inconsistently

99



worldwide. In comparison, Singapore presented clear documentation on how decision
makers in the country viewed the APN role from a policy perspective in the Nurses and
Midwives (Amendment) Regulations 2006 and the Nurses and Midwives (Composition of
Offences) Regulations 2006. The legally protected title in Singapore is “Advanced Practice
Nurse” (Singapore Nursing Board, 2006). Processes for role development, implementation,
regulation and creation of the APN masters programme (NUS, 2003; NUS, 2006) used this
title from the beginning of development. Singapore adapted the role definition provided by
the International Council of Nurses (2002):

An Advanced Practice Nurse (APN) is an umbrella term given to a registered nurse
who has acquired the expert knowledge base, complex decision-making skills and
clinical competencies for extended practice (Kannusamy, P., 2007, p. 36).

The Singapore Scope of Practice for the APN (see Appendix 3) are also an adaptation of
the International Council of Nurses recommendations, however, the term ‘furnish’ was used
in reference to pharmacologic interventions indicating that the Singaporean APN was not
granted full prescriptive authority. The Singapore scope of practice differs from some other
countries in that sharing knowledge and expertise with other nursing staff and nursing
research are part of the designated APN scope of practice, whereas this is not included in
the scope of practice examples from Australia/New Zealand and Canada (see Appendix 3).
To further define the APN role the Singapore Nursing Board provides a list of competencies
expected of a person in this role when referencing details on how to become registered as
an APN in Singapore. From the perspective of policy and documentary definition the
Singaporean descriptors for an APN present clarity in comparison to findings representative
of the global picture.

5.4.3 The literature and role preparation

The literature indicated that there is considerable international variation for APN role
preparation in terms of the focus and content of curricula, academic level and duration of
programmes, quality of clinical experience provided and the regulatory infrastructure in
place to support appropriate educational standards (Pulcini et al, 2008). Singapore offers its
own example of this variation with both an Advanced Diploma (8 month duration) at a post-
basic level in a chosen specialty and a master’s degree programme (24 month duration)
available. Even though the Singapore Nursing Board does not consider the graduate of an
Advanced Diploma programme an APN, completion of the programme is viewed as
advanced in terms of enhanced skills obtained. The literature demonstrated that
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internationally there is a reliance on documents from the USA for curriculum development
along with consideration of recommended guidelines from ICN. A review of documents
specific to Singapore and its approach to curriculum design found a similar reliance. The
requirement of master’s level education is consistent with the international recommended

entry level for an APN.
5.4.4 The literature: regulations and standards

When possible, regulations and standards should confer identity, legitimize roles and grant
the authority to carry out activities that are relevant to APN practice (Schober & Affara,
2006). The literature, however, suggested that environmental obstacles and differences in
opinion take place in the way the role is regulated. Issues falling under the jurisdiction of
potential regulation include titling, scope of practice, educational requirements, verification
of credentials as well as competencies. In Singapore the body designated to define as well
as enforce regulations for nursing is the Singapore Nursing Board. Matters associated with
credentialing of an individual APN, the accreditation of education programmes and
programme content fall under the jurisdiction of this governmental body. The Singapore
Nursing Board also considers infractions of regulations and standards governing APN
behaviour. The review of documents demonstrated that regulations for APNs in Singapore
are in place and arise from the Nurses and Midwives (Amendment) Act 2005 that provided
for the Nurses and Midwives (Amendment) Regulations 2006 and the Nurses and Midwives
(Composition of Offences) Regulations 2006 (Singapore Nursing Board, 2006). The Act
cited as the Nurses and Midwives Act states that an ‘Advanced Practice Nurse’ means a
registered nurse who is certified and licensed as an APN. Details are provided in the Act on
how to access an application form for certification along with a description of the APN
Register. The register together with APN regulations came into existence following approval
from the Minister of Health (Singapore Regulations 2006). These regulations provide a legal
framework for the register of APNs along with the mechanisms and criteria for APN
certification and licensure. In addition, two designated committees — the APN Training
Committee and the APN Accreditation Committee were introduced under the auspices of
the Singapore Nursing Board to accredit courses, oversee certification of APNs and monitor
circumstances relating to APN practice (SNB, 2006). Based on the review of documents the
regulations and standards set by policy for APNs in Singapore surpass what was found in
the literature for most other countries.
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5.4.5 The literature and role implementation

The implementation of advanced practice nursing services is fraught with complex
challenges. Despite extensive publications supportive of APN roles internationally no
literature was uncovered that confirmed a single process that demonstrated strategies for
ease of role implementation. The literature demonstrated that a lack of a consensus for
terminology defining the APN, inconsistent titling and multiple interpretations of the purpose
of these roles presented limitations in recognising the comparative value and full potential
of the APN. In the initial stages of planning, even though policy lagged behind
establishment of education and role preparation, Singapore exhibited clarity from the
perspective of identifying a legally protected title and in defining a scope of practice,
competencies and role characteristics. Even though Singapore is in the early stages of role
development a study done of the first cohort of APNs revealed information on various
aspects of practice and role development (Kannusamy, P., 2006). A longitudinal study of 15
APNs using a 28-item questionnaire was conducted during 3, 6 and 12 months of clinical
internship following participants’ completion of the master’s programme. Disappointments
with role implementation cited in this research included: unclear directions on role
development, inability to focus entirely on clinical care due to other competing
responsibilities and lack of support from the healthcare team. Participants reported
satisfaction with autonomy and empowerment in patient care, ability to influence clinical
care, collaboration with the medical team and respect from other healthcare professionals.
This publication suggested that annual surveys of the same cohort of APNs would be
conducted as well as surveys of subsequent APN cohorts, however, no further research
was found that provided evidence of the role development in Singapore.

5.4.6 The literature and outcomes of APN services

The literature provided evidence that care provided by APNs is safe and effective. Patients
are satisfied with care provided by APNs, however, the body of literature addressing cost
effectiveness is inconclusive. Evidence supports positive outcomes for APN care in primary
care settings; however, few studies were conducted in settings such as hospital specialty
wards, emergency departments and critical care. There were no studies found
demonstrating the impact of APNs on healthcare service delivery in Singapore. Therefore,
there was no evidence found confirming patient satisfaction or dissatisfaction nor was there
substantiation that APN services were a cost effective addition to healthcare in the country.
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5.5 Conclusion

This chapter has presented the contextual environment of Singapore as background for the
research. In comparing Singapore to the global milieu impetus for the APN role was
somewhat dissimilar. The document review revealed that the priority the country placed on
retention of nurses in clinical practice and professional nursing development was the main
motivation for the role. This contrasts with most other countries that introduced APNs to the
healthcare workforce with a designated population need for healthcare services. Whereas
findings indicated uncertain and varied regulatory environments internationally, in contrast,
Singapore provided clear regulations and standards along with specific processes for the
APN to follow. However, the order in which policy was put in place was not sequential as
key policy decisions followed the start up of the APN education programme. Introduction of
the first cohort of APNs in their practice settings preceded rather than followed the
establishment of regulations and standards. Similar to findings internationally, creation of
curriculum and programme development was reliant on knowledge and documents
obtained mainly from the United States. There were no impact studies found to
demonstrate the effectiveness of the presence of APNs in the country. No documents were
found to suggest that a strategic framework specific to Singapore was in place for
implementation of APN roles.

The next chapter discusses key study findings that demonstrated the motivation for the
APN role in Singapore and the policies that were developed to support the role.
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Chapter 6 Initial stages: The impetus and policy development for APN roles in
Singapore

6.1 Introduction

This chapter presents the findings arising from the interviews held with government officials,
directors of medical services, chief nursing officers, university dignitaries and academic
staff during Phases Two and Three of the study. Information from Phase One: Review of
documents was drawn upon to validate events and dates. The chapter is divided into six
sections. The remaining sections of the chapter begin by presenting a timeline that
identifies the periods over which discussions, decisions and policy responses occurred.
This is followed by a discussion of the three main drivers that propelled the APN scheme in
Singapore: the intention to promote professional development of nursing; the anticipation
that APNs could fill gaps in provision of healthcare; an expectation that APNs would add
value to healthcare services. The fourth section elaborates on the networks of
communication, processes of information exchange and key linkages among pivotal
decision-makers who made crucial decisions in policy development. The importance of key
stakeholders in the decisions and subsequent actions is emphasised. The fifth section
examines the significance of timing, resources and opportunity in attempting to launch a
new initiative. The concluding section highlights key findings regarding the initial stages and
policy processes that were revealed in the research.

6.2 Policy development timeline

From the late 1990s fascination with the advancement of nursing in Singapore progressed
from informal and formal discussions among key decision makers, nursing leaders and
representatives of medicine to policy development. The discourse gave shape to proposals
that led to a clinical career track for nursing, the introduction of a master’s level nursing
education programme along with regulations and standards for APN practice. This section
is divided into four subsections that present critical time periods in decision-making and
policy development. They are:

o Late 1990s: Exploring a new nursing role
e 2000 -2001: Uncertainty and opposition
e 2001 -2002: Strong support at the top
e 2003 -2006: Momentum and progress
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In this section decision makers are identified in relation to the decisions they influenced and
the critical nature of each decision in the initial stages of policy development for the
evolving initiative. Policy decisions and associated timelines supportive of education and
role preparation can be found in Chapter 7 and for role implementation in Chapter 8. The
following subsection discusses the exploration of the possibility of a new nursing role for

Singapore.
6.2.1 Late 1990s: Exploring a new nursing role

In the late 1990s cautious preliminary discussions were held among like-minded people
who held various opinions supporting a view that nursing in Singapore needed to improve
and catch up with contemporary developments similar to other countries in the developed

world. The following quote illustrates the context:

‘The Minister’s [Minister of Health] mandate was to provide a world-class healthcare
system. Whilst medicine was pushing new frontiers nursing was lagging behind. We
saw a need to position ourselves to be a vital player in helping to transform
Singapore as a world-class healthcare centre and by doing so clinically the nurses
can shine. As nursing leaders we took it upon ourselves to get our act together to
make sure the APN initiative is being pushed. We were very aggressive in the way
in which we actually looked into how we want to deliver care’ [Participant 3NL]

Individuals who displayed interest in professional development for nursing included key
government stakeholders, directors of nursing as well as other nursing representatives and
spokespersons from medicine. The Minister of Health wanted to re-examine the nursing
profession and how it related to the healthcare industry. This was recognised to some
extent when a Nursing Task Force was set up in 1997 to review the roles of nursing in
Singapore. The Nursing Task Force Report recommended introducing nurse clinicians as
an alternative career path for nursing advancement comparable to nurse educators and
nurse managers. The formation of this task force and its resultant recommendations
incentivised various working groups to continue to discuss the concept of an advanced
clinical nursing role in the country. The following key points emerged from these
discussions:

e Stakeholders were embarrassed with the state of nursing in Singapore in
comparison to other countries where nursing was viewed to have a more
professional status and image;
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e A shared desire for nursing to be comparable to professional nursing in other
developed countries;

¢ Nursing leaders and healthcare administrators wanted to provide a career structure
to retain nurses in clinical practice.

A consensus emerged that it was time for nursing to move forward professionally although
the specifics of what that advancement should be was unclear. The concept of an
advanced ‘nurse clinician’, ‘advanced practice nurse’ or ‘nurse practitioner’ had been
mentioned in the guise of exploratory discussions. Definition of such a role and its possible
addition to the healthcare system was far from certain. The next subsection defines a
period of uncertainty in the continued dialogue of the advancement of nursing and identifies
opposition that served to block progress in the developmental phases of the APN initiative.

6.2.2 2000 - 2001: Uncertainty and opposition

The Minister of Health at the time was uncertain of the appropriateness of an advanced
nursing role and was opposed to academic preparation not only for advanced practice
nurses but also for all nurses. In addition, the Chief Nursing Officer was not strongly
supportive of advanced nursing roles and was not convinced of the need for academic
education for nurses. There was no advocate in a position of authority to promote the
scheme. The following quote illustrates the context:

‘The Minister did not see the value of an academic degree for nursing and did not
believe in academics for nursing thus was not interested in the high level of the
APN’ [Participant 4NL]

In spite of this lack of support, nursing working groups comprised of directors of nursing,
assistant directors of nursing and additional invited nursing representatives continued to
hold discussions and continued to request support for advanced nursing roles. However,
key decision makers at the top level blocked progress. Due to the nature of the blockage at
this stage backing and sponsorship for APN roles appeared to have reached an impasse.
Key people in positions of authority at the time such as the Minister of Health and the Chief
Nursing Officer had the power and influence to move the idea forward but were not
supportive of the concept. The next subsection describes how a change in key decision
makers transformed the momentum and inspired progress for the APN initiative.
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6.2.3 2001- 2003: Strong support at the top

Multiple changes in key decision makers occurred during this time that propelled the
momentum for the APN concept. A new Minister of Health who was a strong supporter of
nursing was appointed. The new Minister was not totally convinced at first of the value or
need for the APN role but following conversations with key stakeholders who were
supportive of advanced practice nursing he became persuaded of its potential value and
supported the APN initiative. As a result, in July 2001 the new Minister of Health
announced a new career structure that provided a clinical track intended for nurses to
progress in their careers and remain in clinical practice. Once the Minister broadcast the
news of the clinical career structure the APN scheme began to move forward. As this
decision was being developed and put forward the Nursing Service Branch of the Ministry
of Health began working with the National University of Singapore to develop an
educational programme for APNs. The new Minister of Health was in a position to make two
appointments that were also key to progress: a new Chief Nursing Officer who was an
active proponent for the APN role and a new Director of Medical Services who became a
key champion for multiple developments supportive of APNSs. It was critical at the top level
that the Minister of Health approved and supported the APN concept; however, the new
Director of Medical Services for the Ministry of Health and the new Chief Nursing Officer
were pivotal in using their authority and networks in subsequent processes of negotiation
and decision-making. As key individuals in positions of authority they regularly engaged in
conversations with each other as well as with influential decision makers at the
governmental level and within the university to gain support for the APN scheme. The
Director of Medical Services conducted discussions with other key stakeholders, especially
members of the medical fraternity, championed the APN concept and supported the
legislative processes within the arena of the Ministry of Health. In addition, as a physician
with university connections he actively utilised diplomatic ties with the Dean of the School of
Medicine and the Director, Division of Graduate Medical Studies at National University of
Singapore to enlist their aid in guiding the APN masters programme through the university
approval processes. The following quote depicts the context:

‘For quite a long time there had been a drive amongst the nurses to enhance the
professionalization of nursing in Singapore. For a variety of reasons it never really
took hold. The policy makers had not embraced it, which is something that is critical
for Singapore medicine in the future. At that time | was the Director of Medical
Services. | had three major priorities: disease management models; how to get a
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culture for clinical quality improvement in hospitals; [and] training more generally ...
for medical specialists. As | got into the issues it became clear you cannot rely on
well-trained medical manpower. It can't just be physicians. We were not realising the
full value potential of the nursing community’ [Participant 8ML]

Findings revealed that as the Director of Medical Services identified an agenda for the
Ministry of Health recognition emerged that there was a need to extend beyond medicine to
accomplish this. In the process there was an increasing awareness of the nursing potential
and specifically the possibilities for advanced practice nurses. As one person in a position
of significant influence this perception became key to pivotal decisions that followed.

Once the Minister of Health gave official approval to proceed with the APN initiative the
Chief Nursing Officer (CNO) was tasked to appoint a programme manager to organise a
master's programme and create a curriculum. As a strong advocate for the APN role the
new CNO collaborated with the new Director of Medical Services at multiple levels to move
the initiative forward. Every effort was made by the CNO to advocate for an advanced
nursing role that was visible, clinically based and yet retained essential characteristics of
nursing. In addition, in the capacity as Registrar for the Singapore Nursing Board, the CNO'
was pivotal in championing the formal title for the role as well as facilitating regulatory
changes that needed to reach the Attorney General's Chambers for review and approval.
This quote illustrates a perspective of the contributions and decisions of key people:

‘Three wise men [Director of Medical Services, Ministry of Health; Dean of the
School of Medicine; Director, Graduate Medical Studies — all physicians in influential
positions] opened the door to the masters in nursing as good value education of
nurses. Initially the Minister [of Health] was not interested. The Director of Medical
Services badgered the Minister until he gave up and said do whatever you what.
The Minister and Permanent Secretary contributed to funding and forward
movement. Pivotal people are necessary’ [Participant 4NL]

A change in key decision makers and their spheres of influence was critical in facilitating
progression of the APN initiative. During this period there was not only support at the top
levels of authority for the advancement of nursing but APN roles were seen as legitimate at
multiple levels of the decision making process. Actions were put in place supportive of the
feasibility of the role and the concept of the APN became a realistic scheme. The next
subsection describes the continued momentum as backing for APN roles continued to

evolve.
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6.2.4 2003 - 2006: Momentum and progress

Once the Minister of Health for Singapore announced a directive in 2001 that established a
clinical career path for nursing multiple transformative changes began to occur. In 2003, the
National University of Singapore in conjunction with the Ministry of Health established an
18-month master of nursing programme to pave the way for advanced practice nursing in
the country. Initially hospitals were asked to select and fund top nurses for the course. Both
the employing institutions and the Ministry of Health funded subsequent cohorts. The first
cohort of APN students enrolled in January 2003. Although the first cohort of students
completed their education programme in May 2004, guidelines for practice had not yet been
established. Regulations and standards for practice were in process but had not been
finalised. The scheme was moving forward while aspects of supportive policies lagged
behind initial role development.

Regulations and standards for APNs were announced in 2006 with the release of the
Nurses and Midwives (Amendment) Regulations 2006 and the Nurses and Midwives
(Composition of Offences) Regulations 2006 following approval by the Minister of Health.
The main changes in the Regulations provided for a legal framework to be set up for a
Register for Advanced Practice Nurses (APNs) as well as the mechanisms and criteria for
APN certification leading to licensure. This was a critical moment for Singapore as
evidenced by this quote on behalf of the Singapore Nursing Board:

‘The Singapore Nursing Board has made several changes over time that support
nursing practice to remain relevant and stay aligned to international practice. The
APN initiative is a relatively new effort for Singapore but nevertheless is a good step
for many more important milestones to come, for the profession as well as to
safeguard public safety and interest’ (Participant 1Reg)

The regulations and subsequent standard setting for APN practice that were announced in
2006 were put in place after the first cohort of APN candidates graduated in May 2004. The
second cohort of students enrolled in 2005 and graduated in May 2006 as the regulatory
standards were being released and implemented. As a result, the initial introduction of APN
roles to the healthcare system occurred prior to full implementation of regulations for APN
practice. Programme graduates returned to their employment settings as qualification
processes and standards were being deVeIoped. In spite of this lag between
implementation of roles and establishment of policy, progress was now being made toward
realisation of the APN concept.

In summary, the policy development timeline depicts progression from informal and formal
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discussions among individuals interested in promoting advanced nursing roles to the
release of official regulations (policy) defining APN practice in Singapore. This section has
presented periods of progress in exploring the idea of a new nursing role and portrays
developmental progress mixed with hesitation and obstruction in the decision-making
processes. Stages of discussion along with pivotal decisions that were made along the way
are identified. Of significance is the focus on strategic thinking by a small number of people
who influenced progress and sustained the momentum for the scheme. The next section
presents the main drivers that provided impetus for the APN initiative in Singapore.

6.3 Drivers influencing APN development in Singapore

Even though the literature demonstrated the worldwide momentum for Advanced Practice
Nursing, | was particularly interested in what motivated interest in Singapore. Analysis of
study findings identified three main drivers that contributed to the launching of an APN
initiative in the country:

Driver 1: The intention to promote professional development for nursing;
Driver 2: The anticipation that APNs would fill gaps in healthcare;
Driver 3: An expectation that APNs would add value to provision of

healthcare services.

All study participants clearly described their perspectives on the driving momentum for the
APN concept with slight variances in their views of the main drivers. The three main drivers
identified are examined in this section together with discussion of the issues underpinning
each driver. The first subsection portrays the significance of a desire for the professional

development of nursing.
6.3.1 Driver 1: The intention to promote the professional development of nursing

The intention to promote professional development for nursing in Singapore was revealed
as a pervasive theme providing the main momentum for the advanced practice nursing
initiative. All participants communicated a view that the time had come for nursing in
Singapore to move forward and occupy a visible place as clinicians and practitioners
alongside other healthcare professionals. Nursing leaders, government officials, physicians
and academics unanimously advocated for improved recognition of nursing. This view was
aligned with a determination to advance the profession benchmarked against international
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standards. Findings exposed a hope that the advent of the APN role would lead to a new
level of professional maturity for Singaporean nursing. Two factors underpinned this driver:

e The anticipation of enhanced status for nursing;

e Adesire to retain nurses in clinical practice and in clinical leadership roles.

Most participants hoped that the changes surrounding the APN concept could contribute to
enhanced distinction for nursing as they struggled with the realisation that nursing currently
lacked the positive recognition experienced by other healthcare professions. Nursing
leaders and key physician participants acknowledged that top secondary school students
usually made other career choices rather than choosing nursing and voiced views that
increased status and ranking of nursing could change that. A physician leader expressed

encouragement for an improvement in nursing’s image with this quote:

‘For too long nursing has been thought of as nothing more than the handmaiden of
the doctor unable to make any decision. They basically get out a few forms for the
doctor to sign ... for bed making you don’t need nurses. You just need a chamber

maid. Everyone has to challenge and evolve’ [Participant 9ML]

Nursing leaders concurred that it was time for nursing in Singapore to advance. The
following quote represents the viewpoints of most nursing participants’ regarding nursing in

Singapore:

‘We wanted nursing to move forward and [we] wanted the career structure ... it was
necessary to maintain the clinical role and do right by nurses ... nursing has always
been struggling to gain recognition; to do that it is really good to acquire advanced
knowledge and skills’ [Participant 4NL]

An academic for the APN programme agreed and emphasised that the opportunity for the
role and associated preparation would be beneficial for the profession:

‘Look around the world there are APNs — we do not have; look around the world
there are degree nurses — we do not have. This is an improvement for the
profession and | am glad. It is a proud moment to see our ... masters prepared
nurses graduating’ [Participant 7NL]

Concurring with the aspiration to acquire increased professional status a nursing leader
described the expectation that APN development would move nursing into the modern age:
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‘Nursing is no longer a delegated function from the medical profession but one in
which we can rise and do well ... equipped with the necessary knowledge and skills
we will make a breakthrough for nursing, if we do not do it now once the opportunity
goes we will have lost our chance altogether ... a more informed workforce will
definitely change the status quo. As nurses are better educated and move up the
value chain | think they will influence how nursing is practised and managed. In the
world | think APN roles and nurse practitioner roles in some countries have really
taken off very well. Singapore should not be lacking because being a developed
country ourselves ... we should in no way be doing underdeveloped practices in a
developed setting’ [Participant 3NL]

Repeatedly findings demonstrated that expectations to enhance the status of nursing were
high and accentuated further by views that greater importance needed to be given to
nurses interested in remaining in clinical practice. Historically, as nurses looked at
promotion and career development in Singapore the career tracks available to them were
progression along paths for management or education. A nurse aspiring for improved
remuneration and a higher level of recognition had no choice but to leave clinical practice to
achieve these goals. There were no options for career advancement for nurses who
preferred clinical practice. Key decision makers hoped to change this situation with the
introduction of the APN role and its emphasis on clinical expertise and clinical leadership. A
nursing leader engaged in initial policy decisions leading to the launching of the APN
initiative emphasised that the original intent was to retain clinical nurses:

‘We wanted to keep clinical nursing at the bedside and anticipated selecting mature
expert clinical nurses to grow and expand the nursing role ...We did not want to lose
good clinical nurses and thought they should move from bedside up to clinical
leadership ...our vision was for clinical nursing and clinical leadership’ [Participant
3NL]

Establishing a clinical career ladder was viewed as a way to accomplish this. Stakeholders
in positions outside of nursing supported the idea and indicated a desire to incentivise
nurses. One high-level decision maker representing medicine provided this quote:

‘... part of our scheme was creation of a clinical track. Before this the only way to
move forward in the system was to become a manager. You could not really get up
[progress] by being a really good nurse professional. Three tracks were created: the
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managerial track, the clinical track and the teaching track. It meant you could go up
this [career] ladder without becoming a manager. This is new.’ [Participant 8ML]

Most participants envisaged that expert handpicked nurses should move into this new
nursing role after completing an advanced education programme. All participants expressed
hope for the expansion of clinical nursing in Singapore and voiced support for advanced
nursing education, a clinical career path and a supportive environment for this to take place.
A high-ranking decision maker described this perspective in the following quote:

‘In the past we used to have scholarships that sent nurses for bachelors and
masters degrees overseas. One of the recurrent problems ... was that these
scholars would come back and ... find themselves stuck in the system. They often
were not given tasks on jobs that made full use of their training. In some cases there
was rejection and you end up with them [returning nurses] being disillusioned. We
needed ... to create ... an environment that would embrace these individuals. The
idea was that if you had a higher degree of qualification, you went into a different
level ... of service, enjoyed better terms and so on. And each of these could be
made competitive to the market’ (Participant 8ML)
As noted in the preceding quote, there was a desire to develop an incentive to interest
nurses to remain in clinical practice. Performance review and promotion linked to the
clinical career track was viewed as one way to carry out this idea. The sense of hope for the
future of nursing in Singapore pervaded all participants’ perspectives, however, scepticism
began to emerge as one academic commented:

‘There was explicit encouragement for nurses to consider the APN role for career
progression...but | am not clear that there was good knowledge about the
programme and its requirements’ [Participant 13NEd]

In summary, findings revealed that aspirations for improved nursing status, an enhanced
professional image and a desire to maximise nursing potential combined to substantiate
professional development as the main driver for the APN initiative in Singapore. Hope for
this outcome was embodied in the development of these new nursing roles. Consistent with
this objective all participants supported the construct of a competitive career ladder aligned
with advanced education inclusive of advanced knowledge and skills. Nursing participants
confidently asserted that striving for an improved nursing image was pivotal to driving the
APN agenda. Although there was resistance and uncertainty at first pivotal governmental
officials, university dignitaries, academics and nursing leaders ultimately provided
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consistent support for the intent to retain nurses in clinical roles and promote professional
development.

Most participants linked the development of advanced nursing knowledge and skills to
Driver 2: the anticipation that APNs would fill gaps in healthcare. The next subsection
describes how participants thought the APN role could contribute to disparities in healthcare
provision in Singapore.

6.3.2 Driver 2: The anticipation that APNs would fill gaps in healthcare service

delivery

Repeatedly participants voiced opinions that healthcare was all too often fragmented in
providing services to the country’s populations. All participants referred in some way to the
anticipation that APNs could contribute to filling the gaps in healthcare. To better
understand gaps in healthcare that could be eased with inclusion of APNs two dimensions
were identified:

e A solution for disruption in healthcare service provision;

e Substituting for physician services.

All physician participants and most nursing leaders indicated that disruptions and
interruptions in care were associated with continual changes in medical officers, medical
students and medical residents. Gaps in care were associated with the constant turnover of
health professionals among various services and healthcare settings. These professionals
were all in training and needed to be oriented as they arrived in a different healthcare
setting every few months. From the perspective of the healthcare settings the arrival of new
trainees every four to six months who were unfamiliar with the setting presented a
disruption to service provision. In addition, physicians were viewed as being heavily
scheduled thus lacking time to meet all healthcare needs of patients and their families.
Disparities in care were defined not only as patients’ inability to receive necessary services
but failure to understand those services when seeking optimum care. One physician, who
had observed APNs in the USA, described a desire to provide continuity and consistency
within a system staffed mainly by medical officers and residents. Based on exposure to the
APN role the participant viewed this kind of nurse as a solution to disruptions in healthcare
services. The following quote illustrates this perspective and represents the opinions of
most study participants:
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‘| asked myself — | need stability. | need a group of people who are in the system. In
Singapore the trainee [medical officer/resident] rotates every six months. These
guys have some basics of training but they have to get used to the way things are
done because every hospital is different. | thought the APN perhaps would be a
good way to tie up all those in-betweens. The first thought was the consistency to tie
over periods where staffs change. ... APNs will be a good link for this. We need
them to power the gaps.’ [Participant 9ML]

Gaps in communication among health professionals were also viewed as circumstances
that could benefit by the presence of APNs. Improved communication with the introduction
of this role was viewed as a potential asset in providing advice and support between
institutions and within institutional departments. Most participants viewed the advanced
knowledge of healthcare terminology and interventions acquired by an APN in addition to
their understanding of patient populations was a solution for issues of fragmented
healthcare service provision associated with unsatisfactory communication.

Findings indicated that APNs could fill gaps in healthcare delivery as physician substitutes
or physician assistants. Most participants offered the perspective that APNs could lighten
the workload of physicians and ease their situations. One academic providing APN
education illustrated this idea with the following comment:

‘APNs would be able to do a lot of things that a doctor used to do but should pass to
the APN. One of the key things is the diagnosing and basic treatment part that used
to be in the domain of the doctors but now the nurses, if they are well trained,
should take on this role and intervene at the time of need’ [Participant 5SNEd]

The potential for APNs to provide timely service for common concerns and ailments was
viewed as legitimate by most participants in that it could allow physicians to manage more
complicated cases and also permit them to better use their time for activities such as
conduct of research. However, not all participants welcomed the idea of APNs acting in
physician like capacities to free up time in physician schedules. One nurse academic
expressed a degree of caution in the following quote:

‘As much as | do not like it | believe we are going for APN because of the shortages
of doctors. Playing like a bridge — they are doing things that we do not have enough
doctors to do it. Wanting an APN is not good enough ... | do not like the idea of
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[doctors] sayingA these are the things | do not want to do so | can farm it out to the
APN' [Participant 5NEd]

This new nursing role was seen as similar to the physician role and thus was envisaged to
soothe some of the problems in healthcare provision by substituting and relieving the
doctor’s workload. Findings, however, indicated there were conflicting views on how the
APN's role in this capacity should be defined. The issues of role ambiguity and lack of role
clarity are considered further in Chapter 7.

In summary, participants expressed the view that APNs could positively influence
healthcare service provision by diminishing disruptions in the provision of healthcare
services, relieving the doctors’ workload and improving timeliness or accessibility to
healthcare services. Where there is lack of constancy among health care providers, as in
the context where medical officers and residents rotate constantly, participants sUggested
that APNs could provide continuity in care. When seen as physician substitutes APNs were
perceived to offer the possibility to free up physicians to manage complex cases and
conduct clinical research. However, a concern was voiced that if APNs were seen as
physician substitutes that they might be relegated to a position that was not the original
intent of the role or they might be taken advantage of simply to better the lot of physicians.
Even though patrticipants indicated this driver provided impetus for the APN role the
benefits described in this subsection appeared to emerge following participant exposure to
APNSs. It was not clear how dominant this driver was in the initial exploratory discussions.
Based on study findings, the potential for APNs to close some of the gaps in care was
identified as a separate driver from the possibility of their just simply adding value to
healthcare services. The next subsection examines how APNs were viewed as adding
value to the healthcare system in terms of cost effectiveness and enhancing the quality of
care.

6.3.3 Driver 3: An expectation that APNs would add value to the provision of
healthcare

Whereas filling gaps in the provision of healthcare services was identified as a driver for
APN roles findings revealed a notable discrete perspective that referred to APNs as a
‘value add’ to healthcare. Adding value to healthcare was identified as:

¢ Contributions to cost effective care or a cost savings (e.g. value for money

spent)
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e Enhancement of quality clinical care (e.g. better understanding of care
options with improved education and communication for patients)

Key physician participants indicated that their perception of added value with inclusion of
the APN role rested on a country-based platform benchmarked against a view of what was
regarded as world-class care. This view suggested that APNs, as one option in the
healthcare workforce, were perceived to have the potential to play a part in cost effective
services while also contributing to improved quality with their comprehensive approach or
holistic care. The benefit of the APN was seen as integrating increased knowledge and
skills with their familiarity and sensitivity to patient populations. In describing a strategic
approach for cost effective healthcare services key participants emphasised that these
arrangements should include nursing. A nursing leader illustrated the implication of utilizing
APNs in delivering cost effective care with the following quote:

‘Our current Minister of Health believed APNs would be able to do a lot of things that
a doctor used to do but should pass on to the APN because as the Minister of
Health his interest is in containing healthcare costs and providing care efficiently. If
you talk about economics of healthcare this would definitely provide better value for
money in terms of healthcare delivery at all levels...the ministry will support
whatever it takes as long as it is in the interest of advancing healthcare and done in
the most cost effective manner’ [Participant 3NL]

Findings indicated that contributing to cost effective healthcare was mentioned consistently
as a driver for APN roles; however, there was no concrete evidence as to how the cost
savings would actually occur. In addition, there was no clear evidence found in the literature
that inclusion of APNs is a cost effective approach for provision of healthcare services.
Enhancement of the quality of healthcare in Singapore with the inclusion of APNs was
recognised by most participants as an incentive for developing this new nursing role.
Attributes of fundamental nursing principles were thought to add value to comprehensive
healthcare services. Findings suggested that APNs at the advanced level of nursing would
add to quality of care with the combination of a nursing foundation plus advanced
knowledge and skills. A nursing leader commented on expectations from the Minister of
Health in reference to improved quality of care:

‘The Minister of Health expects to provide a world-class healthcare system. The
minister himself sets the direction and tone. Nursing needs to position themselves to
be a vital player in helping to transform Singapore as a world class health care
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centre ... by looking at patients from a holistic perspective and incorporating the
caring element to enhance the value of care that we have been imbued with’
[Participant 3NL]

The preceding quote implies that APNs could contribute to quality comprehensive
healthcare due to characteristics attributed to the nursing profession such as attention paid
to increased clarity of communication and education of healthcare issues. Most participants
provided the perspective that the APN with strong fundamentals of nursing plus skills and
knowledge that overlap with medicine could contribute significantly to improved healthcare
services with this new concept of providing care. A high-ranking physician referred to this

potential value in the following quote:

‘It is a huge value added where | see that a well-trained, motivated advanced
practice nurse can add so much value just because there are so many things that
need to be done ... | think the nursing profession is one profession that can do so
much more ... if we provide the profession with a framework followed by all the
necessary regulatory and legislative policies to allow this maximum potential to be
effective then | think everyone will benefit. Patients will benefit. The profession
would benefit and the country would benefit. Healthcare in general will greatly
benefit’ [Participant 14ML]

Repeatedly the view emerged that nurses promote comprehensive care and approach
patients as individuals thus participants provided the perspective that the APN would add
this value to care. One participant with a nursing and medical background illustrated this
perspective with the following quote:

‘My view of the APN is that they are nurses who would be caring for patients more
holistically ... you need to equip them with a lot more power and training so that they
could think through the process and suggest things. You want someone who would
be caring for the patient ... [and] actually knows what they are doing rather than just
caring for the patient and following orders. The nurse has a very personal view of
patients as individuals. So having the ... advanced knowledge would improve the
care the nurse gives to the patient’ [Participant 6NEd]

An academic for the APN programme reiterated the timeliness of the APN option for

nursing with this quote:
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‘This is an opportunity for nurses...they will carve a niche...they may be clinically
competent doing what the doctors are doing but ultimately they are adding value to
what the doctors are doing. Not replacing them.'[Participant SNEd]

The topics of cost effective and quality healthcare were consistently mentioned as values
APNs could add to the Singaporean healthcare system. Although aspects of this driver
were agreed to by most participants, findings suggested that some of the ‘value add’
referred to could possibly be done in general by well positioned nurses. In addition, no
participant clearly specified what ‘value add’ really meant in practical terms of integrating
these nurses into the healthcare workforce.

Findings associated with Driver 3 demonstrated support and encouragement for APN roles
as a cost effective option to enhance quality of healthcare. However, sentiments expressed
by participants appeared somewhat vague and seemed to lead to speculation as to what an
APN might do without specific definition as to the economic implications or value added to
healthcare services. Key nursing and physician participants referred to a value add
dimension when referring to the impetus for APN roles but Driver 3 was not mentioned
universally by all participants.

In summary, this section of the chapter has provided an account of the main drivers that
influenced APN development in Singapore. The primary driver for APN roles was the intent
to retain proficient clinical nurses in the healthcare system along with a hope that this would
also contribute to professional advancement and improved status for nursing. The
introduction of APN roles to fill gaps in healthcare services and as an option for cost
effective quality healthcare services added further impetus for APN development. There
was no evidence that there was a clearly identified need for the APN role in Singapore; on
the contrary, three participants provided the view that there was no acknowledged need for
APN clinical services at the outset of the initiative. Nevertheless, once consensus was
reached to move forward and key decision makers supported the scheme, momentum for
the APN initiative proceeded to policy development. The next section examines the
development of policy as it relates to the significance of pivotal decisions and decision
makers, the utilisation of decision-making networks for information exchange and linkages
among key stakeholders that led to the unveiling of the APN scheme.

6.4 Policy development: Networks of communication, processes of information
exchange and linkages among decision makers

Aspects of policy development are presented in this section from the perspective of key

stakeholders who were involved in various pivotal capacities when APN roles were being
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considered. The significance of key individuals and critical decisions in the process of policy
decision-making is emphasised along with the depiction of the complexity of policy
processes as they evolved over time. What is relevant is how the key decision makers
viewed policy development along the way. This section begins by describing the
significance of pivotal people and decisive policymakers and is followed by a discussion of
the importance of communication networks and leader linkages.

6.4.1 Pivotal people and decisive policymakers

Findings demonstrated that a limited number of high-ranking stakeholders were involved in
the subsequent cascade of decisions made in the process of developing policy for the APN
initiative in Singapore. The Minister of Health made a pivotal decision with the
announcement in 2001 of a clinical career track for nursing. Influence by other
stakeholders along with this formal directive started the momentum for decisions that
followed. A nursing leader, instrumental to the promotion of the APN concept in Singapore,
described the influence of pivotal policymakers in this quote:

‘We went to the Minister [of Health] — it took 6 months to get the clinical career
structure. The Minister at the time did not see the value of an academic degree for
nursing; ... thus was not interested in the high level of APN. The Director of Medical
Services was instrumental in promoting academic nursing education. In December
2001 the Minister ... said do whatever you like’ [Participant 3NL]

The decision in 2001 to proceed with a clinical career path along with the agreement to
establish an APN master’'s education programme required support at a high level. The
same nursing leader provided further description of the importance of her role and the role
of additional key decision-makers:

‘The Minister of Health asked if this is a human resource. | wanted more than that. |
wanted the role to be regulated, protected, sustainable, remunerated properly,
standards set and to increase the nursing image. Once the Minister of Health
approved the career structure everything moved forward. Once the Minister of
Health settled down he was no longer a stumbling block. The Director of Medical
Services was a big support and influenced these decisions’ [Participant 3NL]

A key physician participant echoed the importance of pivotal persons in the decision making

process:
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‘l think the information flow ... is dependent on individuals. You can create a
framework as much as you want but whether it actually happens is very much
dependent on the individuals in those positions. If individuals see the value of
communication and the problems of communication they will communicate; if they
don’t then they won't until something goes wrong’ [Participant 14ML]

A third high-ranking stakeholder concurred with the need for support from key policymakers
as illustrated in the following quote:

‘Frankly, a lot of these things are outside of the control of the nursing leadership.
They are CEO decisions but | think the CEOs are very supportive and
understanding. They are able to work with the nursing leadership ... there is a
strong alignment of interest at the highest level ... the main thing is to get the
structure and the approach right then have the leadership sign on because all of
these things take time’ [Participant 8ML]

Findings revealed that essential decisions were made by a select few who represented high
levels of authority and that these individuals could as easily block the policy processes as
facilitate decision making. Findings further demonstrated that high level decisions were
made by key government officials and physicians in position of authority with nursing
representatives at the table providing input but not necessarily in a position to make the
critical decisions. Although in most cases the nursing leaders did not make key decisions
there was an expectation that nursing would carry out the directives and mobilise the
needed actions. A nursing leader with a wide sphere of influence and authority to guide the
APN initiative illustrated the context with the following quote:

‘| am the driver of the change; at every nursing leadership platform | give them the
message and give them a dream and give them a vision to work together for a new

nursing workforce and a new nursing culture’ [Participant 3NL]

This perspective demonstrates the position of a nursing leader in activating a nursing
response to instructions from a higher level. Findings indicated that nursing leadership did
influence the development of the APN concept but in contributory roles of discussion for
ensuring changes necessary to support the development of this new nursing role. All
participants indicated respect for and deference to the Minister of Health as the highest
level of authority for healthcare decisions in Singapore. As a result there were high
expectations as to what the Minister of Health or the Ministry and its entities could
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accomplish. Findings demonstrated that these included solving issues of conflict
associated with healthcare as illustrated in this quote by one academic nurse participant:

‘| think it [decisions] should come from the Ministry of Health. The Ministry of Health
should actually meet everybody up because different institutions and different
administrations could have different perceptions. There is confusion about the APN
role] ... the Minister of Health has to step in and sort of tell everyone at one go what
to do’ [Participant 6NEd]

All participants acknowledged that APN development and implementation could not move
forward without the stamp of approval of the Minister of Health. A top-level physician
decision maker provided additional perspective on the necessity of key people in decision
making with this quote:

‘Like most things in the healthcare sector you have to have clarity of goals. You also
have to phase the change in bite-sized pieces. In medicine in Singapore there are
pivotal leadership roles and people. There are a number of people who, if you get
them to sign on, would greatly accelerate the implementation’ [Participant 8ML]

In the process of policy development decisions were made and communicated from a high
level of authority that hinged on key individuals, their influence and their communication
links. The next subsection describes decision-making networks and linkages among pivotal
stakeholders who influenced policy decisions.

6.3.2 Communication networks and leader linkages

Findings demonstrated not only the importance of pivotal persons in key positions of
authority but also their ability to network and communicate with other key decision makers.
According to one physician leader, key people at the top require backup from additional key
people who buy in to the concept and then assemble the necessary support to facilitate
progress. This perspective is illustrated in the following quote:

‘... having the Director of Medical Services as the champion was the biggest
facilitator at the highest level. We just need more people along the way and not just
depend on the person at the very top. The reason so much has happened is that
several people bought into the same vision and worked among different agencies to
make it happen. This could not happen with one person. You need people in several
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key areas who can bring the constituencies to bear on the problem’ [Participant
14ML]

Two participants echoed the significance of decision maker linkages in recounting a desire
to present the Singapore Nursing Board as a personalised agency to the nursing
constituencies. This quote from a representative of the Singapore Nursing Board illustrates

that view:

‘The Chief Nursing Officer and | started working on the regulations. We went to the
Attorney General ... the person who was the legal advisor who was helping us to
draft it [regulatory document] came to us and said it did not make sense. The flow
was not good but once it was crafted all you need is the approval by the Minister of
Health and then you can vet it. We then started briefing people. | suppose it is
putting a face on the board. That is why we go out to talk to people’ [Participant
11NReg] |

Nursing leaders indicated that they appreciated decisions that were made at the top level
supportive of the APN concept but implied that nursing abdicated pivotal decisions to the
highest level of policy makers. A nursing leader illustrated nursing’s role in the decision-
making community with this quote:

‘Policy makers created the infrastructure and provided them [nurses] with the
necessary support and facilitation to make it happen. If you ask any nurse | am sure
they would want to do it, the question is how. Policymakers have actually put in the
structures and support at the highest level, which is at the ministry level, for this
change to come. There is messaging from the policy makers to provide an
opportunity for us [nurses] to make a breakthrough for nursing’ [Participant 4NL]

Physician and nursing participants concurred that a fundamental role of nursing leadership
was to embrace directives from high-level decision makers and facilitate the process. The
authority attributed to the Ministry of Health by most participants implied that government
agencies with the highest level of influence were viewed as an entity with almost a
supernatural but unified network of communication. Three participants with positions further
from the pivotal levels of decision making often preceded references to the Ministry of
Health decisions with the phrase “they must have” when indicating what they thought top
level decision makers might have done. This tendency seemed to imply acquisition of
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knowledge that might not have been based in reality. The following response by one

academic illustrates this view:

‘I do not know how they decided. They [the ministry] must have a formula that they
use. They must have talked to various people, talk to medical staff, talk to ... maybe
it's because of that’ [Participant SNEd]

Findings further confirmed that there was a top down approach in communication among
decisive decision makers. One physician participant supported this view with the following

quote:

‘Frankly it [decision making] is top down. So we started this journey that nursing
administration says we want APNs. So the Ministry of Health says we want
thousands of APNs. So top down was very good. They provided the resources.
Scholarships’ [Participant 9ML]

In general, participants presented a perspective of acceptance that this is the way things
are done in policy development and that decisions are made this way in Singapore. The
uniqueness of Singapore was thought by one participant to contribute to a specific style of
decision-making. The following quote from a representative of the Singapore Nursing Board
illustrates the nature of the Singaporean APN initiative:

‘It is very unique the way things evolved. When | look back you would never dream
that you start a master’s programme before you start a bachelor’s programme. [it is]
extremely unique. It should be a role model. | have heard criticisms for how we have
done things ... but to me it is what is available to you at the time and what the
opportunity is. There is the need to carry things out. The Director of Medical
Services at the time did not put a lot of obstacles in our way. He gave a lot of leeway
for nursing to do things the way you want to do. His association with the university
makes a lot of difference. As Chairman of the Board if there is anything | am not
sure of | say ... Oh Chairman can you sign this? No questions asked. He said he
was given a lot of leeway from the Ministry’ [Participant 11NReg]

When describing priorities and communication channels in policy development the same
participant offered this perspective:

‘When you do a policy and when you come to implementation there are still things
you may stumble on that you pick up and you say you may need to iron this out.
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There are also a lot of things that have competing interests. Everyone is caught up
in his or her own daily interests. Every organisation has its own focus ... and way of
looking at things. We are all human beings. Everyone comes from different
organisations so when you come to priorities it is always one organisation over
another. A time might come when you say what is the right thing to do versus what

my organisation wants’ [Participant 11NReg]

In summary, most participants suggested that not only are communication networks among
key stakeholders pivotal to policy development but that there is a balancing act when
prioritizing decisions in order to make final decisions. Findings also indicated that part of the
balancing act is the circumstances of newly appointed personnel placed in positions of
authority and compelled to carry out decisions made by others. As policy makers utilised
their links and spheres of influence these networks were also subject to changes in
leadership, variances in respective viewpoints and influence from different levels of
authority. Issues of timing, resources and opportunities in facilitating the decision-making
processes impacted the complexities of policy development. The next section discusses

these factors.
6.5 Timing, resources and opportunity

The advent of a new role for nurses and the associated changes did not happen in a
vacuum. Findings demonstrated that the accumulative effect of timing, resources and
opportunity contributed to APN development in Singapore. Topics that occupied time and
attention in early discussions centred around debate over such things as the title of
‘advanced practice nurse’ versus other titles such as nurse specialist or nurse practitioner.
Historical aspects of the use of titles and prior attempts to include advanced roles in the
healthcare workforce were considered along with deliberation as to what the focus of this
nursing role should be. The culmination of discussions supportive of a new nursing role and
the Minister of Health’s directive for a clinical career ladder coincided with a desire to
proceed with a master’'s programme for nursing. With supportive key stakeholders in
positions of authority there was an opportunity to progress. The timing for action seemed
optimal. In addition, early on funding resources were made available for ongoing support of
the scheme. A key physician stakeholder referred to opportunity and a worldview of the
potential value of APN development in Singapore with the following quote:

‘Nursing has a tremendous opportunity right now and I think that if [they] can rise to
the occasion there is no reason why they can’t develop a model of healthcare here
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which would definitely benefit the community and the region. Perhaps it could even
contribute models globally’ [Participant 14ML]

Five participants agreed that opportunity and optimal timing were significant factors that led
to progress of APN development. The following quote by a Chief Nursing Officer illustrated

the situation:

‘The timing must be right. We are at the right time. Even for a simple thing like an
academic degree we had been struggling for years but it never took root. We now
have a Minister of Health and Permanent Secretary who believe nursing should
actually be given an opportunity to excel. With the right political climate the ball is in
our court. Just let the policymakers know what we want and how they can support
us to make it happen. So this is the kind of language. Messaging from the policy
makers. With the timing right it is an opportunity to make a breakthrough for nursing’
[Participant 3NL]

Most nursing participants referred to the practical aspects of moving ideas along through
the processes in Singapore. The impact of change on nursing is depicted in a quote from
the same Chief Nursing Officer:

‘It is going to have a major impact on the nursing culture and disrupt healthcare in a
positive way ... on the journey of change’ [Participant 3NL]

It could be said that timing and opportunity are not enough without adequate resources.
Only one key physician participant emphasised the need for resources and related
decisions as a major consideration for planning:

‘Without resources it is very hard to do things. The profession has to take
responsibility for the effective deployment of the resources because it is one thing to
ask for resources and even a greater responsibility once given the resources to
make sure that it is deployed to maximum benefit. Making sure the goal is what is
intended — are we as outcome focused on issues of effectiveness as we are in trying
to get the resources. | think it is probably a challenge for everyone in the process to
have that discipline to assess how confident are we that all of this is going to
happen’ [Participant 14ML]

Although not all participants referred to the alignment of timing and opportunity for nursing
along with the necessary resources, most key stakeholders at the higher levels of decision
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making mentioned aspects of these issues. Findings indicated that the opportunity for
nursing to advance associated with optimal timing and favourable resources provided an
environment for positive change supportive of the initiation of APN roles.

6.6 Conclusion

This chapter has provided the timeline over which policy decisions associated with the APN
initiative in Singapore occurred. An in-depth description of the main drivers that contributed
to the momentum for advanced practice nursing in Singapore and the extent to which these
drivers caught the attention of decision makers has been presented. Although there was
resistance to the APN concept in the initial stages of discussion, changes in key decision
makers and wider spread buy in facilitated progress in the policy-making arena. An
overarching theme that APN services could contribute to healthcare for the country’s
population was identified and explained as the roles were increasingly seen as a positive
addition to the healthcare workforce. However, the main impetus for the APN role
originated from a desire based in the nursing culture to improve professional development
as well as to enhance the status and image of nursing in Singapore. There was no clear
evidence of an identified need for this role in the initial stages of discussion. Following years
of exploring the possibility of the advancement for nursing practice in Singapore key
stakeholders and healthcare leaders collectively made decisions and developed strategies
that influenced the introduction of advanced practice nursing with varied interest at multiple
levels of decision-making.

This chapter has attempted to provide a description of the complexity of the decision-
making processes as well as the sensitivity required of the decision-makers that were
involved. Not only is the significance of pivotal individuals emphasised but also the
importance of communication networks among decision-makers who were able to influence
and move policy into action. A window of opportunity, optimal timing, and identification of
resources added to the intricate nature of progressing with the APN scheme. Once the
initiative was launched and policies begin to evolve practical aspects of introducing new
nursing roles took place.

The next chapter presents the process of education, clinical internship and licensure for the
APN in Singapore. Content for this chapter includes experiences of APNs as they advanced
through this process and began to implement policy.
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Chapter 7 Getting ready: education, role preparation and credentialing

7.1 Introduction

This chapter draws upon an analysis of interviews conducted during Phases Two and
Three of the study. Participants included government officials, nursing managers, medical
directors, academics and consultants associated with the development of the education
programme, role preparation and credentialing of nurses for APN roles in Singapore. In
addition, perspectives of APNs and APN Interns interviewed during Phase Four of the study
are included to understand student and intern experiences. The chapter is divided into six
sections. An overview of programme delivery including curriculum design and programme
development follows the introduction. The third section presents student perspectives
during their education and role preparation from the time of the first cohort of students to
the completion of data collection in 2011. This is followed by a description of APN
experiences during the clinical internship period including the significance of preceptors’
contributions to role preparation. The procedures leading to licensure as an APN in
Singapore are examined in section five including issues that arose as APN candidates
proceeded through the qualifying process. The chapter concludes with key findings relevant
to APN role preparation. Content in this chapter covers four overlapping time periods:

e Programme Development and Curriculum Design (2001- 2010)

e Education — the student perspective (2003 - 2010)

¢ Clinical Internship - developing clinical competence (2004 - 2010)
e Credentialing - qualifying for APN licensure (2006 - 2010)

7.2 Programme development and curriculum design (2001 — 2010)

A quality education program is essential in preparing the APN as a credible and accepted
member of the healthcare workforce. Negotiations and decisions made by key stakeholders
representing the Ministry of Health and National University of Singapore led to the
establishment of the APN Master of Nursing programme. This course began under the
auspices of the School of Medicine, National University of Singapore in 2003. Once the
decision was made by the Minister of Health in 2001 to proceed with a clinical career ladder
for nursing the Chief Nursing Officer was given authority to commence programme planning
for APN role preparation. This section presents perspectives on programme development
from the selection of the first programme manager to course implementation. It includes an
account of transitional periods that involved changes in programme managers and other
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persons in positions of authority that impacted programme delivery. It begins with a
discussion of issues surrounding the management and organisation of the programme and
is followed by topics relevant to the development of the curriculum and curriculum design.
The third subsection identifies issues in selecting faculty and lecturers for the course
followed by a subsection on recruitment and selection of students. The fifth subsection
provides student data.

7.2.1 Programme management and organisation

Initial cohorts of APN students began the master’s programme in 2003 under the
supervision of the Division of Graduate Medical Studies at the National University of
Singapore. The programme continued under the jurisdiction of the School of Medicine until
the Department of Nursing was established. Although the nursing department became a
reality in 2006, the APN course was not transferred to nursing until 2009.This situation
presented confusion and some conflict in the initial processes of programme design and
delivery, however, programme development proceeded from vision to reality in spite of
these impediments.

Once the Chief Nursing Officer was in a position to move forward with organisation and
planning for APN education the most urgent action was to appoint a programme manager.
A local nurse with a PhD, who was considered to be well connected politically, working in
the Ministry of Health and perceived to have advantageous connections to the nursing and
medical communities in Singapore, was selected for this position. The first programme
manager was responsible for the initial development and implementation of the academic
programme including curriculum design, consultation with external experts, establishing
faculty, determining criteria for enrolment and facilitating recruitment of students. Although
an experienced nurse and well connected in Singapore, the first Programme Manager
lacked firsthand experience of APN development and was heavily reliant on external
international expertise and the local medical fraternity. The following quote exemplifies
some experiences in the beginning stages of programme development:

“| was tasked to lead the whole [APN] initiative and was appointed as the
programme manager. | just came back from the United States and was fresh with
ideas. | said we can do it but | do not know if we are doing the right thing so | need
support. My first response was that we don'’t have the resources and the expertise. |
am not an APN by training. | am an administrator but | thank my American
colleagues who actually helped me a lot to get the programme started. | then went
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back to the United States to get materials and to get more people (consultants and
faculty). The first year was tough.’ [Participant 7NEd]

When asked to identify the biggest challenges for programme development this academic
provided the following response:

‘Biggest challenges: we do not have a role model and we do not have lecturers. This
is a totally new role for nurses and the first cohort had no role models. That is why
we developed electives for overseas attachment to get them (students) to see what
the APNs in the United States do. The next challenge is to get lecturers because if
you look at the modules the only one nursing can teach is nursing theory. The rest is
not our domain at all. | had good rapport with good doctors so | went to knock on
their doors...the doctors came full force to support this programme and they were
the first lecturers’ [Participant 7NEd]

In the beginning stages there was continual adaptation and moderation. Most participants
indicated that everyone was learning about the APN role at the same time. The following
comment illustrates the situation:

‘The first cohort of doctors who taught had no clue so | had to moderate. A common
question that came was ‘at what level should | pitch it (the lectures)?’ | told them
similar to housemen because a houseman is similar to a medical student. Then for
the OSCE [Objective Structured Clinical Examination] ... the skills cannot be paper
work and | do not know how to do it either. That is where my good friend...came in
because he teaches both the undergraduate and the postgraduate (students) so we
sat down together and said this is the level we want for bringing it together’
[Participant 7NEd]

Consultants from the USA with expertise in graduate level nursing education and APN or
nurse practitioner roles provided comment and advice as the processes of programme
development unfolded. Configuration of the programme was organized in response to
meetings with a variety of nursing and medical stakeholders in Singapore. Following
initiation of the programme and enrolment of the first cohort of students in 2003 the role of
programme manager became a part time position. Eventually the initial Programme
Manager adopted a ‘hands off’ approach to programme management delegating
coordination to administrative staff. Although the Programme Manager was expected to
function under the direction of the Division of Graduate Medical Studies issues of
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accountability for actions and financing carried out on behalf of the programme arose as
exemplified in this quote from Head of Department for nursing:

‘The [management] model being used was disjointed to a high degree. The School
of Medicine was cross subsidising the programme because it was not working within
the budget from the amount of fees being attracted. Some faculty in the School of
Medicine would contribute to the programme but their contributions were never fully
costed. The cost of bringing in international experts was funded on an extravagant
model. The Director, Division of Graduate Medical Studies should have been
ultimately accountable for the budget ... but was not accountable in that there was
no full reporting. ... [this] went on for quite a few years without closer scrutiny of a
more economical model. On the one hand you have the Director, a medical
consultant himself, wanting to foster the programme but having quite a hands off
approach to it. | am convinced the Director did not have any ongoing role at all in
relation to curriculum development, implementation of the programme, and the
quality of the programme. He was highly reliant on the programme manager so
there was a lot of trust even if there was not a lot of accountability’ [Participant
13NEd]

Findings indicated that from a perspective of programme organisation there was a high
level of discrepancy within the processes, levels of authority and coordination of the
programme leading to challenges in programme delivery. One key physician participant
provided comment on the evolving nature of programme delivery with this quote:

‘The last few years have essentially been spent getting over teething problems;
trying to make sure it [APN programme] is credible. It is a work in progress. A lot
more work has to be done by the nursing profession as to where they want to take it
by sitting down with the medical profession and saying how do we develop this
[APN programme]? You should meet with all the key opinions and look
prospectively at what the outcome is...it would be good to rethink where the
programme wants to go and its future needs’ [Participant 15ML]

Another key physician participant further revealed developmental uncertainty about the
APN programme and the expected outcome with this quote:

‘We should have started with what is the end product (for the programme). We did
not. We started upfront. We decided we need APNs and they have been modifying it
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and now towards the end | am asked to submit a role for the APN. It (the end
product) should be defined from the very beginning. The danger ... now is that my
definition of the APN could very well be different from the School of Nursing’s or
from the hospital or from the APN herself. We should really sit down and discuss the
role of the APN... From the educational world you should start from the back end.
You should start to say what | hope at the end of this course they should be able to
achieve’ [Participant 9ML] '

Most participants concurred with these comments although not all were in a position to

question the wisdom of decisions that had been made in the initial stages of programme

development. One nurse academic divulged that there were decisions in place and agreed

to that had to be followed as an obligation to the university. Challenges faced included

fulfilling directives that appeared to be based on limited expertise of the original decision

makers as illustrated in this quote:

‘As Head of Department there were decisions made by my predecessor that | was
required to implement. | was surprised that the master’s programme had been
established through the School of Medicine. | do not think the Director, Division
Graduate Medical Studies would acknowledge it but he may have recognized that
he did not have expertise or experience of the APN role so he did not necessarily
know what the programme was supposed to be; it was left very much in the hands
of the programme manager who was a registered nurse, a very experienced nurse
bureaucrat ... who was very well networked in the country, was one of the few
nurses with a PhD and had excellent links with the government. The programme
manager provided academic credentials, clinical credentials and
bureaucratic/governmental credentials’ [Participant 13NEd]

Developmental uncertainty and issues of accountability became increasingly apparent

when the Head of Department for nursing made the case to move the programme from the

patronage of the medical school to the nursing department. The context is described in this

quote:

‘The Dean was particularly keen for it [the change] to occur, he thought it made a lot
of sense for the APN programme to be under the jurisdiction of the Department of
Nursing and he made it quite clear he wanted the programme to run differently in
terms of being held more accountable for funding’ [Participant 13NEd]
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Findings indicated that lack of in-depth understanding of APN roles among key decision
makers contributed initially to some of the flaws that emerged in programme development
and delivery. Although decisions were being made based on publications and consultations
from the USA, the Singaporean context lacked qualified academics and faculty with first
hand experience of advanced level nursing roles. Some decision makers had observed
APNSs in countries with experience in developing the role but there were no role models in
Singapore. This limited experience led to various interpretations of the literature and diverse
views when trying to define the role or the expected outcome for the programme.

Pivotal decisions in the initial stages of programme development were made or facilitated
by the first Programme Manager, with questions regarding curriculum design and
programme delivery reviewed by a Graduate Nursing Academic Committee that was
chaired by a Professor Emeritus physician and composed of the Director, Division of
Graduate Medical Studies; the Chief Nursing Officer; the Programme Manager; appointed
physicians and selected nurse leaders. This committee was intended to be a mechanism to
advise the programme manager and elicit ongoing support of the medical fraternity. It did
meet periodically and members were supportive of the APN concept, however, one
academic participant provided a perspective of the committee’s function in the following

quote:

‘The Graduate Nursing Academic Committee acted basically as a rubber stamp for
decisions made by the Programme Manager without any true critical engagement in
what was happening’ [Participant 13NEd]

The initial Programme Manager was functioning in a part time capacity after the course was
launched and ultimately moved on to another management position. Following this change
in professional assignment for the first Programme Manager, a second Programme
Manager was appointed in the academic year 2008/2009. The programme had now
evolved to the point that required a fulltime manager. The next Programme Manager had a
more hands on approach in management of the course, also had no firsthand experience of
APN roles but did manage to initiate curriculum revisions and stabilize programme
development and expansion. Functioning of the APN programme was transferred to the
nursing department during the 2008/2009 academic year thus the second Programme
Manager was held accountable to the Head of Department (HOD) for nursing and the title
for this position was changed to Programme Coordinator. The Programme Coordinator now
reported directly to the HOD for nursing and in turn the HOD provided direct channels of
communication to the Dean of the School of Medicine regarding the programme.

133



Operational responsibilities were now lodged within the Department of Nursing. The Head
of Department remarked on the functioning of the programme under the nursing department
with the following quote:

‘We were able to demonstrate the department’s capacity to run a programme
successfully. There were a lot of gray area issues. Even though the curriculum
started to take shape ... we still had a paucity of APNs teaching in the programme.
There was a lack of role models for students. So while | think the curriculum was
beginning to take shape it was the implementation that was fundamentally flawed’
[Participant 13NEd]

Under the jurisdiction of the nursing department the second Programme Manager created
her own format and described practical aspects of programme delivery with the following
quote:

‘My challenge is the operational side. How do | maintain the quality of the course?
We talked to the Directors of Nursing about their selection procedure. We need to
make sure the person is competent and mature so that when they come in it is not
too difficult. Other challenges are university facilities and manpower. We have to
rely a lot on medical staff. | want the programme to succeed’ [Participant 5SNEd]

In summary, this subsection has provided perspectives on the challenges faced with
various aspects of programme management and organisation. Programme managers,
academics and members of an advisory committee had limited experience and knowledge
of the APN role. This led to varied opinions as to the focus and administration of the
programme. Teaching was mainly dependent on medical lecturers who were able to teach
the students how to make clinical decisions from a medical perspective. There were no
local APN models to provide insight on relevant clinical aspects for the role. Oversight of
the function and funding for the programme was in question as was the process of
accountability for programme development. Although the initial phases of planning were
sometimes turbulent, programme delivery had begun to stabilise at the time of completion
of data collection in 2011 with the appointment of experienced APNs as adjunct clinical
staff. The next subsection describes factors influencing the creation and development of the
APN curriculum.
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7.2.2 Curriculum Development

Designing a curriculum supportive of advanced practice nursing along with providing core
elements of the level of education required for role preparation is imperative in programme
planning. The initial Programme Manager was responsible for developing the curriculum
with the format for curriculum design informed by visits overseas to countries with a history
of APN development and implementation. In addition, consultancies from experts with
knowledge of graduate nursing education plus a review of APN and nurse practitioner
literature facilitated curriculum development. Most visits, consultancy expertise and cited
literature utilised for curriculum design were based on knowledge or documents originating
from the USA. The curriculum was created and developed at a time when the programme
was under the jurisdiction of the School of Medicine contributing to a level of uncertainty as
to whom or what should guide the curriculum. The question as to who had control over
curriculum development is expressed in this quote by Head of Department of Nursing:

‘There were some challenges with the development of the ... curriculum and as
Head of Department it was essential that | work on several issues simultaneously
related to ownership of the curriculum. The Director, Division of Graduate Medical
Studies was not inclined to pass the programme to the Department of Nursing even
though the department had been established in 2006’ [Participant 13NEd].

The establishment of the APN programme prior to the presence of a nursing department in
the university led to misunderstandings and disagreement as to the focus for the course.
There was ambiguity as to the basis and core principles that should be emphasised in the
curriculum. Findings revealed differing viewpoints on the question of whether the APN role
should be based on a medical model or a nursing model. A nursing leader who provided
early direction for the APN initiative provided a perspective on the aim of the curriculum with
this quote:

‘A medical model was followed for the curriculum with lectures by doctors and later
senior nurses. [It is a] medical model in terms of curriculum but the role is nursing.
The first batch of APN masters students was considered to be the cream of clinical
nurses but nursing leaders felt they had deserted nursing. Directors of Nursing saw
the role as medicine not nursing. When the Master of Nursing graduates returned to
practice the Directors of Nursing wanted them to remain in the old role. They
[nurses] go to the Master of Nursing programme and they [Directors of Nursing] still
want them to do the same thing.’ [Participant 4NL]
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The debate surrounding a medical focus versus a nursing focus for the APN role and
associated education emerged consistently throughout the findings and contributed to
uncertainty in programme development, planning the clinical internship period and
organising the qualifying processes for licensure. Therefore, even though enthusiasm
evolved for the APN concept there was no evidence of a clear idea or consensus on what a
nurse in this capacity should do. Further discussion of issues related to lack of role clarity
and role ambiguity can be found in Chapter 8 on role implementation.

The initial curriculum design (based on an18 month timeline) was largely theory based with
clinical attachments undertaken overseas but only as observation of clinical practice thus
lacking hands on experience. There were no role models in place in Singapore so there
was no opportunity for the students to gain first hand clinical practice experience with
APNs. Following completion of the education programme and during a clinical internship
period clinical skills of assessment and clinical management were developed with clinical
tutors. By the time data collection ceased in 2011 there had been some evolution to provide
clinical experience in Singapore during the course but there were still limited role models.
Although graduates of the programme were required to progress on to a clinical internship
in order to qualify for APN licensure there was no established connection between the
university programme and their subsequent internship placement. A description of the
internship period and internship experiences can be found in a later section of this chapter.
In addition to the initial course, in 2007/2008 in response to demand from the medical
community a curriculum was developed for a separate cohort of critical care APN students.
The critical care curriculum was introduced for ten students independent of the mainstream
cohorts of APN students and was under the direction of the nursing department. This was a
one off cohort based on the original curriculum design but developed separately for the
critical care specialty and designed for a 24-month educational period. Development for the
critical care cohort occurred as championed by one Director of Nursing and one influential
cardiologist. One institution in Singapore had the vision and funding to influence this
change. Curriculum development for the critical care cohort influenced future revisions for
the entire APN programme. A revision of the initial curriculum occurred in 2008 and
followed the design of the critical care curriculum. Changes were integrated into the entire
programme and it moved from an 18 month to a 24-month timeline to establish closer
alignment with the university as well as international standards for APN education. Some
new modules were added and some were eliminated. The rationale for revisions follows:

¢ Modules viewed as not relevant to the programme were removed (E.g. critical

thinking taught in the English department re ecosystems);
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e 18 months was viewed as too tightly scheduled for the students;

e Additional theoretical clinical modules were added;

e The curriculum was benchmarked against international standards, especially from
those countries with well developed 24-month curricula for the masters prepared
APN.

Once the revision for the 24-month curriculum was accepted core modules were
established. At the time of completion of data collection new optional modules, e.g. primary
care and palliative care had been added and new specialty streams, e.g. paediatrics, were
being considered.

An unclear APN role definition continued to provide challenges for development of the
curriculum. Issues related to the direction and emphasis for the curriculum arose as key
decision makers changed. Participants depicted uncertainty as to whom or what entity
should have ultimate and continued authority over programme and curriculum development.
One academic participant portrayed a perspective of the wide-ranging authority associated
with the Ministry of Health and the Singapore Nursing Board with the following quote:

‘| think that the Ministry of Health has a great role in the development of the
education, particularly the Singapore Nursing Board, because even though the
university is sort of independent ... they [Singapore Nursing Board] will have a lot to
say about what modules, how many clinical hours, things like that. | would think the
influence of the people in the government and the healthcare sector and the ministry
is actually very important in moulding the modules ... or subjects being taught’
(Participant 6NEd)

When participants were asked ‘do you think university officials are aware of the standards
and regulations that the Ministry of Health and Singapore Nursing Board have provided for
APNs?’ the same academic participant responded with the following quote:

‘| think that the university people wouldn’t actually know the details. Maybe they
have a broad view but the nitty gritty details | do not think they actually know. We
submit documents and the Head of Department ... approves them. People in the
university think ... the Head of Department should know and has approved it but the
whole purpose of the documents ... they [university decision makers] actually
cannot be bothered with because they know they have trusted this person [Head of
Department, nursing] who actually has dealings with the Ministry of Health or the
Singapore Nursing Board people’ [Participant 6NEd]
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Most participants concurred with this perspective but were unsure about what people on the
ground actually knew. The Singapore Nursing Board had a lot of influence over education
for nursing but participants associated with the university nursing department implied that
the university as a separate entity should have more influence over the APN programme.
Findings revealed varied levels of trust in decision makers at governmental and regulatory
levels to have sufficient knowledge and ability to make informed decisions influencing the
educational proceés for APNs. Academic participants suggested that if key decision makers
did not have expertise in educational preparation for APN roles they would not have been
able to determine the flaws in the processes of curriculum design and programme
development. In addition, concern emerged about the extensive control of the Singapore
Nursing Board over programme development in terms of curriculum development and
programme accreditation. '

In summary, this subsection has demonstrated the complexities of curriculum development
for APN preparation. In the beginning phases of curriculum design changes of personnel in
positions of authority, differing opinions on the focus for the APN course and discontinuity in
the operational model contributed to uncertainty. At the completion of data collection in
2011 revisions to the curriculum continued in response to feedback and comments from
nursing, medical representatives and students. The next subsection describes the
challenges in identifying and obtaining qualified teaching faculty and staff for the APN

programme.
7.2.3 Teaching staff

The credibility and sustainability of APN practice is rooted in the type of education a student
undergoes and the availability of qualified teaching staff. Findings indicated that identifying
teaching staff qualified to provide instruction for the APN modules was challenging. Initially
there was lack of local expertise to teach modules specific to APN practice. Medical staff
were recruited to teach advanced theoretical clinical aspects of the APN role. Short-term
consultants from countries where APN roles were developed taught and assessed some of
the APN components. Local nursing staff taught general nursing topics. Most lecturers in
the initial stages were consultants who were seen to focus on the theoretical medical
components of the modules they were teaching. There was some disagreement over how
to assess competencies in modules such as advanced health assessment that would lead
to eventual APN clinical practice. A wide variety of external speakers, physician experts in
their fields, provided lectures but had limited knowledge of the APN roles. The following
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quote provided by the first Programme Manager illustrates the challenges of establishing

qualified lecturers:

‘When the first lecturers came in they had no idea what the APN is so they thought it
is just nursing skills. | literally sat in on all lecturers, honestly, to make sure it is not
nursing. | knew where the gaps were. The first group of doctors who taught had no
clue so that is why | had to moderate and bring out the level of knowledge to the
next level so they understand it is not nursing skills; it is medical skills’ [Participant
7NEd]

Although cooperative and supportive, lecturers were unclear as to what nursing role they
were educating for. Over time there was a gradual shift with reduction of short term
overseas consultants and an increase in recruitment of expatriate staff along with the
addition of local APNs teaching in adjunct staff positions. However, the majority of clinical
theory continued to be provided by medical staff. The participation of medical staff and thus
emphasis on medical skills provided clinical knowledge but contributed to dissension as to
focus of the role: medical versus nursing principles. The Chief Nursing Officer argued for
emphasis on the nursing components as well as for programme accreditation to remain
under the Singapore Nursing Board. The following quote illustrates attempts to maintain
official recognition of the programme under nursing authority:

‘[National University of Singapore] resisted having the university programme
reviewed by the Singapore Nursing Board but | replied that I'm not here to make
your life easy. The job of the Chief Nursing Officer is to be the gatekeeper and set
standards. | persisted in saying that the ... programme must be audited and fulfil
Singapore Nursing Board standards’ [Participant 4NL] |

Findings further suggested that although physicians were supportive as lecturers they also
were more likely to envisage the role to compliment or provide assistance for their medical
duties. Nursing leaders and academic nursing staff indicated that they were aware of this
tendency and continued to advocate for emphasis on a nursing focus in APN programme
development rather than focusing on ideas such as a physician assistant or mini physician’s
role. Selection of qualified candidates for the master’s programme was viewed as important
for successful APN development and implementation. The next subsection describes the
recruitment process for candidates eligible to apply for entrance into the APN programme.
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7.2.4 Recruitment and selection of students

Representatives of the hospitals or institutions who employed the nurses nominated
potential applicants for student openings in the APN programme. Candidates were selected
from a pool of what all participants described as expert clinical nurses — the ‘cream of the
crop’ as designated by their employers. Highly skilled nurses caught the attention of nursing
managers, directors of medical services and consultants who were interested in supporting
them for advanced education. Criteria for candidates for the APN programme included the

following:

¢ Initial RN (registered nurse) diploma level education;
e Advanced diploma in a clinical specialty;
e ‘off shore’ bachelor’s degree;

e Minimum of three years clinical experience in an identified specialty.

All prospective students were reviewed by National University of Singapore regarding their
eligibility for university admission. At the time of completion of data collection in 2011, APN
student cohorts did not include self-selected students nor were there any options for part
time study.

In order to fill the slots for the first cohort of students the Programme Manager utilised the
authority associated with the manager’s position to convince Directors of Nursing, Assistant .
Directors Nursing, and Directors of Medical Services to select top clinical nurses with strong
clinical practice backgrounds as appropriate candidates to enter the programme. Initially
Directors of Nursing were uncertain about the course and reluctant to identify applicants for
the programme. Findings indicated they did not really understand the role themselves even
though they had to select students for the first cohort. All nursing managers interviewed
indicated that they were unclear about the APN role and uncertain re expectations of the
outcome of the academic programme. This led them to take on the role as trail blazers
themselves in order to provide support for the APN students who were pioneers for role
development. The following quote by an Assistant Director of Nursing exemplifies this
challenge:

‘All of us [nursing managers] took it step by step. The first step was to nominate
people for the programme so there were numbers representing each hospital. After
that we needed to send about three [potential students] to get the class started so
that the total number is sufficient to form a batch to start the programme. We looked
at who were our best nurses ... at that point we didn’t know who was going to enter.
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We saw the curriculum ... it described this thing [the APN]. In reality how is it going
to be done? We still have no idea. We read a lot of literature on the APN role, on
nurse practitioners but local context wise even the clinicians, actually most of us
were lost as to how is it going to happen’ [Participant 10NL]

The nurses recruited for entrance into the programme in the initial stages were unclear
themselves as to the intent and focus of the course they had been selected for. A
participant from the first student cohort provided these comments:

‘Basically the first batch of nurses that went there [National University of Singapore]
weren't told that they were to be an APN. We were informed ... that we were going
to advanced education. We were nominated by the hospital. Halfway through the
course we were told this course was going to be adult health as an APN. | was very
trusting and to me | think there is no harm in learning more things’ [Participant 20NL]

However, the same patrticipant challenged the necessity of a formal academic programme
for advanced nursing and suggested that the course was in reality simply legitimising
functions nurses were already able to perform. This viewpoint is illustrated with this quote:

‘[The role] is good in that nurses are given the expanded role, even higher
education. In a sense they may not be fully utilised in this role because in the past
we did a lot in the expanded role. Not because we were trained. We learned on the
job. We were given autonomy by the physician to do the role. ... now everything is
based on paper qualification and competency’ [Participant 20NL]

At the completion of data collection in 2011 nyursing managers and medical consultants
were gaining confidence in the educational programme and were acquiring some clarity as
to the position of the APN in the Singaporean healthcare workforce. Although awareness of
the emphasis of the course was improving, students remained unclear as to their future role
upon completion of the programme. All participants indicated that lack of role clarity and
uncertainty regarding the programme outcome contributed to ongoing difficulty in student
recruitment in the initial stages. In addition, there was concern about ‘creaming off’ the 'top’
clinical nurses. Nursing management indicated that retrospectively nominating top clinical
senior nurses from hospital settings may not be the best choice of candidates in terms of
the calibre of nurses needed for an APN role. They also indicated that selecting their ‘best’
nurses negatively impacted the balance and priorities of the total nursing workforce for an
institution.
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Findings indicated that discussion and some disagreement arose as to who should
participate in student selection. Representatives of healthcare institutions that employed the
nurses indicated they were familiar with the candidates and their aptitude for academic
education. They were reluctant to share responsibility with representatives of the university
nursing department in interviewing and screening applicants for the programme. Key
stakeholders and university representatives saw this as negatively impacting recruitment.
There was little change in the recruitment process at the time of completion of data
collection in 2011; however, the recruitment processes were under discussion by employers
and academic nursing leaders. The next subsection presents student data from the time of
enrolment in the programme to the point in time when they reached the position of a
licensed APN.

7.2.5 Student data

Table 7.1 identifies students who were enrolled in the APN programme, their date of
enrolment, students who completed the programme and students who proceeded to do
their internship and subsequently successfully accomplished the qualifying process
resulting in licensure. It is worth noting under dates of enrolment that students in initial
cohorts participated in an 18-month programme. In the process of introducing the critical
care specialty as an independent stream the programme was subsequently extended from
18 to 24 months in 2008. Also noteworthy in the student data (Table 7.1) is a 100%
graduation rate. Dropping out or failing to complete the programme was not an option. If a
student should choose to drop out they were required to repay all funding which was
considerable and equivalent to tuition fees (funded by the Ministry of Health) and salary
paid by their employer during the time they were enrolled as students. Student data in
Table 7.1 extends to 2012 to fully represent numbers available at the time of writing of the

thesis.
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Table 7.1 Singapore APN student data

NUS Start Students | Completion Date # of Certified
Cohorts date enrolled graduates | APNs per
APN MN designated
programme cohort*
1 Jan 15 June 2004 15 11
2003
2 Jan 12 June 2006 12 11
2005
3 Jan 25 June 2008 25 22
2007
4 Aug 10 June 2010 10 5
Critical 2008
Care
5 Jan 29 June 2010 29 21
2009
6 Aug 47 Completing 2" year | NA NA
2010 2012
7 Aug 24 Completing 1% year | NA NA
2011 2012
Total - 162 91 70

*Includes only APNs educated in the Singapore APN programme. (Source: personal
communication 10 February 2012, Singapore Nursing Board)

The total of certified APNs in Table 7.1 does not reflect four additional APNs who were
educated in the United States but licensed to practice in Singapore. Those educated in the
course at the National University of Singapore but not currently certified were either
unsuccessful in the exit interview, decided not to pursue the clinical internship or
certification process, were currently in their internship period with provisional certification or
were still students. The clinical internship is a required period of time (minimum of one year)
following completion of the APN masters programme when the graduate is expected to
develop clinical competence under the supervision of a preceptor. Upon completion of the
clinical internship and successful completion of the certification process the individual is
licensed to practice as an APN in Singapore. Findings indicated that students had a variety
of experiences in the process of completing APN education. The next section depicts
student perspectives of their experiences from the beginning to the end of the course.

7.3 Education: the student perspective (2003 — 2010)

Content for this section draws upon Phase Four interviews and participant observation with
APNs and APN interns who provided perspectives on their student experiences. Additional
details are extracted from interviews with academics, teaching staff and medical
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consultants from Phases Two and Three who had knowledge of student experiences. This
section begins with a brief overview of the students’ profile followed by student experiences
in their early days in the programme. Section three provides perceptions of student
experiences during the course. Finally, student experiences at the end of the course are

described.
7.3.1 Student Profile

The APN masters students admitted to the National University of Singapore programme
were mature, experienced clinically and often had families. Age range was approximately
30-40 years old. The general profile of the student cohorts included:

e Education in registered nurse diploma courses at polytechnic level;

e Bachelor of nursing degrees (offshore Australian programmes);

¢ Advanced Diploma in an identified specialty from a local polytechnic institution;

e A minimum of three years clinical experience and on average six years clinical
experience;

e Lack of recent formal education experiences.

Findings presented in subsequent subsections suggest that aspects of the student profile,
such as lack of recent formal education, influenced the student experience. The next
subsection describes students’ perspectives of experiences associated with their early days

in the programme.
7.3.2 Student experiences: Early days

Potential students were selected by employing institutions, usually by Directors of Nursing
in consultation with the Director of Medical Services and on occasion an Assistant Director
of Nursing. Findings indicated that the nursing managers and medical directors recruiting
and selecting nurses to enter the APN programme did not fully understand the role but were
tasked to select top clinical nurses for the programme. Early cohorts of students were
convinced of the value of advanced education even though there was lack of understanding
as to the purpose of academic preparation and the APN role. The following quote illustrates

the situation:

‘| was in the first cohort and was told we were going for advanced nursing education
... that it is going to be a master course. We were nominated by the hospital. We did
not apply. The hospital had to nominate whomever they thought could make it
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through the course. | was informed by my Director of Nursing to go for the course. A
few months into the course they told us we are going towards the APN track. At that
time [as students] we went overseas to explore the APN role. Being the pioneers we
did not even know what an APN is. ’ [Participant 20NL]

An additional study participant, who was a student in one of the early cohorts and continued
on to practice as an APN, agreed that the programme was described as advanced
education at the master level but not clearly identified as APN. The following quote
illustrates this recollection:

‘I knew it was going to be advanced education. I think the APN title ... hmmm...
maybe they did mention about the APN title’ [APNS]

There was recognition in the initial planning that the course would educate students in skills
and competencies not usually associated with nursing. The following quote by an academic
illustrates the challenge associated with the new domain of learning how to clerk cases:

‘Another challenge for the [APN] nursing students was this — traditionally nursing
students do not summarise cases for presentation so the first presentation was a
disaster. The students too felt it. They did not know what to focus on. | felt it but |
had to reassure them it is all right. We are all learning’ [Participant 7NL]

Students in the early days of the programme at times thought to opt out of the programme.
The initial Programme Manager provided comment on student concerns:

‘After day seven (of the programme) one group of students came to me and wanted
to leave the programme. The reason was they had never done health assessment
and these were very senior people so they thought they could not go through this
programme. With a lot of talking, encouragement and support ... and with extra
tutorials they stayed on’ [Participant 7NL]

In the early days students struggled with frustration and bewilderment as to what they were
being prepared to do. The students were not always clear as to the focus of the course and
when they did become aware they were being prepared for APN roles it was not clear what
that meant in actual practice. The next subsection presents student experiences as they
progressed through their course of study.
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7.3.3 Student experiences: During the course

During the course students found academic study difficult. Findings revealed most students
had not studied for some time, had not anticipated the time involved to meet module
requirements and often had additional duties associated with their families. The emphasis
of the APN programme required skills of critical thinking, critical analysis, clinical reasoning,
assessment and evaluation. These academic skills had not been well developed in earlier
education programmes thus the rigor of study at graduate level was challenging. Some
students wanted to opt out but realized they would have to pay back funding if they left the
programme thus they had a strong incentive to remain enrolled. Academic and APN
participants concurred that in the early days students were excited about participating in
advanced education and the option to proceed to a new role. However, when they faced
the reality of curriculum requirements and a heavy workload they became overwhelmed. In
addition, there was role confusion and lack of clarity as to what they were being educated to
do. One nursing academic commented on student bewilderment with this quote:

‘[there was] role confusion — they are still not clear what they are supposed to be
doing. Misconception [occurred] sometimes: What are you? Are you a Medical
Officer? Every student says the same thing, the reason it frustrates them is that
‘nobody understands’ their role. Healthcare staff has little knowledge of the role...
the physicians, the patients, the families ... don’t know. Nobody knows. If they know
the role they still have misunderstanding that APN is equivalent to a Medical Officer.
Even though they [physicians] are supportive | think they also misunderstood the
APN role. If the preceptors are confused or do not understand the APN role very
well they would not guide the student in the right direction and would pass the
confusion along. If we don't fix it then we have more confusion ... a ‘cycle of
confusion’ (Participant 2NEd)

Even though students were gaining knowledge and skills during the course they remained
weighed down by the academic work and continued to face uncertainty as to the purpose of
the advanced education. The following quote illustrates the views of one academic staff in

observing learning experienced by the APN students:

‘They [students] struggle, which is expected, but they reach a point of exhaustion so
they complain. Our job is to provide a good quality programme for the students.
Revision gives us the opportunity to look at the ... quality of the programme’
[Participant 2NEd]
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The extension of the programme from 18 months to 24 months was patrtially a response to
students indicating they felt too much was ‘crammed’ in 18 months of study. However, at
the completion of data collection in 2011, the students continued to feel overwhelmed by
the requirements of the programme. The next subsection discusses student experiences at
the end of the course.

7.3.4 Student experiences: End of course

The APN programme was mainly a theoretical course with limited clinical exposure and a
lack of APN role models. Upon completion of the APN programme graduates knew they
had completed a master’s programme in nursing. Findings indicated that students’ critical
thinking had improved but they lacked confidence regarding their future role and were not
sure how they would perform as an APN in actual practice. One APN participant provided
this quote:

‘Many people find that it is hard to ... initiate the role after the masters. To me [ also
have a sense of uncertainty in the beginning’ [APN 15]

Most APN participants indicated that they felt inadequately prepared mainly due to lack of
strong clinical experiences during the course. Findings indicated that even if the students
had some understanding of the APN role they were not in a position to diffuse the
atmosphere of confusion. Lack of role clarity and lack of role models led to continued
uncertainty for students as they approached their clinical internship period and their future
role. A Head of Department for nursing offered this quote in describing the environment:

‘Even if the student did have a clear view of the role | don't think they are sufficiently
powerful enough within the clinical context to make a change or to scope out what
they want from the role. It is still very much directed by a medical model and their
scope is dictated by their employer’ [Participant 13NEd]

All students, upon completion of the course, were required to complete a clinical internship
in order to practice as an APN. The next section provides an overview of the APN clinical
internship, issues faced in implementation of the intern period, the importance of an
effective preceptor and the significance of this period for role preparation of the future APN.

7.4 Clinical internship: Developing clinical competence (2004 — 2010)

In order to qualify to practise as an APN in Singapore all candidates for certification and
licensure were required to complete a clinical internship. The purpose of the internship was
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to develop and refine clinical competencies of the programme graduate in a designated
clinical specialty. The essential structure was initially envisaged as a 12-month minimum
period. In practice the length of time in the internship was often extended and at times
commencement of the internship delayed. The internship was conducted under the
supervision of a physician preceptor who facilitated and supervised the experience. The
internship/preceptor structure was under the domain of the employer thus infrastructure and
preparation for the intern period varied from institution to institution. This section consists of
three subsections. It begins with descriptions of intern experiences. It is followed by
descriptions of challenges of the internship period. The final subsection examines the
significance of the clinical preceptor including preceptor attributes that contribute to a
positive or negative internship experience.

7.4.1 Intern experiences and challenges

The intent of the clinical internship was to refine and solidify the clinical competencies of
future APNs. All APN participants indicated they knew they were required to progress to an
internship period following graduation of the APN 'programme but at the time of the conduct
of the study the internship was not well defined. Findings indicated that when the new
graduate began the internship experience in a clinical setting they were often not well
received. Personnel in clinical settings were unclear about the role and what to expect of
the APN Intern. An exception to the struggles with execution of the internship was with the
critical care specialty stream. The curriculum design'included competency assessment
guidelines that linked the education programme at the university to the clinical internship.
Knowledge and skills gained through this approach were seen to have led to more true
experiences in preparation for the internship and subsequently the APN role. However, at
the time of completion of data collection this strategy had not yet been developed for other
specialty streams.

There was an expectation by programme graduates that they would solidify clinical
competencies during the internship period. Findings revealed anxiety on the part of all
APNs during their internship but they were afraid to speak up about their concerns. It was
unclear who they should report to, nursing or medicine, thus contributing to tension among
healthcare professionals and interns. Some interns lacked confidence in clinical decision-
making and found adjustment to the role as an APN intern difficult. The experienced intern
gained confidence in the role and reported more positive adjustment towards the end of the
intern experience. Most APN participants reported a somewhat turbulent experience in the
internship to the point where individuals in the early cohorts either did not complete the
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internship or had excessive delays in completing this experience. Assistant Directors of
Nursing were most often responsible for the interns but had countless responsibilities and
admitted to not keeping their ‘eye on the ball’ in supervising intern experiences from the
perspective of nursing. In some cases Assistant Directors of Nursing were expecting the
APN interns themselves to carve out the role but interns were not in a position to do this. At
the completion of data collection in 2011 this situation was improving in some institutions
with better management support for APN Interns and establishment of earlier links to
physician preceptors.

The internship period was envisaged to provide clinical experiences leading toward clinical
competence to prepare interns for the certification process and licensure. In some
instances APNs noticed retrospectively that they had not had good supervision by their
supervisors and the clinical experience was not what they imagined thus they either
struggled with the certification process or did not pass the oral panel interview leading to
licensure. In addition, findings indicated that lack of hands on clinical experiences in the
academic programme contributed to inadequate preparation for the internship and added
pressure to the expectations the interns thought they should have had. One academic
described experiences of students when they proceeded to the internship:

‘The student fresh from graduation then goes on to clinical [experience] as an APN
Intern and is confused because they do not want to offend anyone during their
internship. They would not want to offend the fellow nurses by acting as if they know
more than them. They would not want to offend the doctors by actually taking on
roles that they know the Medical Officers could actually do. It is not really the roles
but the student’s perception of what their real roles are ... there is a lot of confusion
amongst people as to what extent they [interns] can actually do the APN role’
[Participant 6NEd]

Issues of role ambiguity and uncertainty as to the position of the APN in the workplace
continued throughout the internship period. A more in-depth discussion regarding lack of
role clarity can be found in Chapter 8: Implementation.

The structure for the internship fell under the domain of each employing institution with an
expectation that management would negotiate the intern experience on behalf of the APN
intern; however, findings indicated that it was not clear that anyone assumed overall
responsibility and accountability for the interns and their experiences thus dimensions and
construct of the internship varied extensively among institutions. Ambiguity of the APN role
pervaded this period of role preparation with no formal preparation initially of the interns or
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preceptors for this experience. There were emerging concerns by the Ministry of Health and
‘the Chief Nursing Officer regarding delays in completion of the internship thus the Chief
Nursing Officer exerted pressure on institutions to overcome these delays. A Head of
Department for nursing illustrated the situation with this quote:

‘The Chief Nursing Officer is working closely with the Directors of Nursing to
transport the students in their internship and ensure that they complete the
requirements of the internship in a timely way. That includes a closer connection
with potential preceptors but there is no monitoring of that. There is no single point
of accountability in terms of the quality of the student’s internship; the preparation
and support they receive from the consultant’ [Participant 13NEd].

The Head of Department of Nursing suggested two pathways to attempt to enhance the
internship:

o Development of specific connection between the clinical setting the university
programme;

e Establishment of a steering committee by the Chief Nursing Officer as a
representative of the Ministry of Health to standarise the internship throughout the

country.

At the time of completion of data collection in 2011 a closer liaison from the Chief Nursing
Officer with the Directors of Nursing and Assistant Directors of Nursing was being
established to begin to consider these suggestions and address the internship concerns. In
addition, in the face of emerging difficulties some institutions were developing strategies to
enhance the intern experiences once they identified that a good intern/preceptor match
appeared to be critical to a positive intern experience. The next subsection identifies factors
and preceptor attributes that impacted intern experiences.

7.4.2 The preceptor: the significance to the clinical internship

The preceptor or clinical tutor was identified as a physician with expertise in an area of
clinical specialty similar to the chosen specialty of the APN Intern. Preceptors were
intended to guide the programme graduate as they developed clinical competence. At the
time of completion of data collection APNs had not been identified as preceptors but
discussion was in place to include them in the future after they had gained experience in
the role. Intern clinical experiences were dependent on the physician preceptor. However,
findings indicated that in the initial stages of implementation physicians agreed to become
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