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Introduction

In this book, I examine the experience of nurse practitioners
(nps) working in acute-care settings within tertiary-care insti-
tutions across Canada. The material for this book came from a
study employing hermeneutic phenomenology, a research genre
intended to construct a full interpretive description of a given
human experience as we meet it in the world, to cause us to
engage in reflection, and to challenge the way we have previously
seen and understood the world. In this book I describe the dif-
ferent perspectives from which people view their reality as they
undergo a transformational journey of becoming and being in
the acute-care NP role. I also explore how they struggle to engage
in a meaningful practice that fulfills what they desire as nurses,
and examine how their journeys are promoted and hindered. A
natural inclination is to assume that this book is intended only
for NPs, particularly those working in acute-care settings. But
this would be an erroneous assumption. We have all undergone
transformational changes in our lives — moved away from home,
become a nurse, physician, educator, administrator, spouse, or



parent — all of which resulted in journeys that were fraught
with complex emotions, thoughts, and actions. Therefore, parts
of this book may resonate with many readers irrespective of their
roles in the health care system. I also hope that the information
in this book will help all of us who work alongside, receive care
from, mentor, teach, or supervise NPs to better understand what
is most common, most taken for granted, and what concerns us
most about the lived experience of being an NP.

Much of this book is based on extensive interviews with acute-
care NPs who perceive themselves as living professional lives and
who have a sense of ordinary, daily routine. Yet in the ordinary
activities of their day-to-day practice the extraordinary is made
visible. Because of this extraordinary, complex, and multidimen-
sional nature of the NPs” experiences, [ make use of the works
of poets, authors, and artists to construct a more animated and
powerful description and interpretation of their journey. Further-
more, although I acknowledge that every individual’s journey is
unique, there are universal meanings that are more evocatively
revealed in poetry, literature, or painting. Therefore my conver-
sation with others, including other theorists and researchers, is
an important part of this book, because “it is in this material
that the human being can be found as situated person” (van Manen,
1997, p- 19), not only in this moment, but also through time.

The Research Journey

I understood from Beth’s explanation to the mother that the baby
was showing signs of a systemic infection and needed to start
antibiotics right away. She was preparing to insert an intravenous
catheter into one of the baby’s central veins, which would be the
best way to administer the medication over the next week or so.
Beth was a neonatal nurse practitioner with five years of experience



in this role. Her movements were methodical as she gathered the
equipment from the shelves. She explained the procedure she was
about to undertake with this sick infant in a soft, gentle voice,
offered the mother the choice to wait outside the unit or to remain
at the bedside, then situated the stool across from where she would
be working, facilitating the mother’s access to the proceedings. She
gently positioned the baby, intermittently stroking his head and
massaging his feet, and then, with the bedside nurse’s assistance, she
silently undertook the procedure with composure and self-assurance
embedded within demonstrations of caring. Upon completion of the
procedure, Beth cleared away the debris while the bedside nurse and
mother resettled the baby. When the mother returned to the rocking
chair by the bedside, Beth sat down beside her and I heard her ask
the mother what was the most pressing concern she had at that
moment. The mother was crying as she expressed her regret that the
strides she had finally been able to make with her baby taking the
breast would be halted, just another reason to feel like a failure as a
mother. Beth gently took the mother’s hands into hers and in a soft,
tender voice she began to explore with her what it was like to be the
mother of a sick premature infant.

Researchers are drawn to study that which has personal signifi-
cance. [ am not, nor have I ever been, a nurse practitioner (NP).
However, in my previous nursing management role in a tertiary-
care institution, I frequently heard physicians say to student NPs,
“You need to think more like a physician.” I heard student and
novice NPs express regret about the decision to become an NP
because they no longer felt like nurses and did not want to be
physician replacements. Through their tears, they repeatedly asked,
“Where is the nurse in what I do?” I was involved in administra-
tive decisions that determined whether NPs or physicians would
provide the medical care in areas that were experiencing resi-
dent shortages — decisions that focused entirely on discussions



regarding cost-effectiveness and overlapping functionalities. Yet
the above story of how the NP cared for a sick infant and his
mother was not an isolated one. I had seen NPs massaging their
patients’ limbs before and after performing potentially painful
procedures, and hugging fathers and mothers when they had just
informed them that their child was dying.

I came to this study because I had found myself caught up
short every time I witnessed these types of caring actions. Was it
because they were incongruent with what I had heard and read
about NPs? Had I been unduly influenced by the dominant dis-
courses? Was what I had observed an aberration or had it not
been given a voice? Was the way I viewed NPs working in hos-
pital-based practices not so much about incongruence but more
about incompleteness?

Background of the Study

Nurse practitioners are “registered nurses with additional educa-
tional preparation and experience who possess and demonstrate
the competencies to autonomously diagnose, order, and interpret
diagnostic tests, prescribe pharmaceuticals, and perform specific
procedures within their legislated cope of practice” (Canadian
Nurses Association [CNA], 2009, p. 1). The role was first intro-
duced in the United States in the 1960s. In the 1970s, the concept
of an expanded practice role for nurses gained momentum in
Canada, and six Canadian universities offered programs to pre-
pare NPs to provide primary health care, particularly in Canada’s
northern and rural communities (Patterson, 1997). Approxi-
mately 250 NPs educated in these programs between 1970 and
1983 filled the perceived health care gap created by physician
shortages in the 1960s. The creation of the role, while at times
controversial in terms of title and function, provided the nursing



profession with an opportunity to expand its scope of practice
and begin to demonstrate nursing’s impact on the health status
of Canadians.

Competition for patients occurred as the number of physicians
increased in the late 1970s and early 1980s (Kaasalainen et al.,
2010). This, combined with the absence of an effective payment
structure and little public understanding of the NP role, resulted
in the underutilization of these practitioners and a subsequent
lack of practice opportunities, despite the Boudreau Committee’s
recommendation that the development of the NP role in primary
health care be given a high priority (Boudreau, 1972). The NP
educational initiative was withdrawn by the early 1980s; a lack
of recognition of the nursing component within the NP role
was a significant factor in closing NP programs. The result was a
stigma that NPs were physician replacements, perpetuated in part
by increasing resistance to the role from both the medical and
nursing communities (Gortner, 1982; Rogers, 1975; Sandelowski,
2000), a resistance that continues in Canada thirty years later.

Then, in the late 1980s and early 1990s, the need for cost
containment and efficiency resulted in demands that innov-
ative approaches to Canadian health care delivery be quickly
developed and initiated, causing a renewed interest in the role.
Moreover, advances in technology, higher levels of acuity, and
shortened hospital stays, combined with the downsizing of resi-
dency programs in teaching hospitals, resulted in increasingly
fragmented care and shortages of in-hospital medical coverage
for acutely ill patients (Barer and Stoddart, 1992a, 1992b, 1992¢),
all factors that have been cited as the impetus for the widespread
introduction of acute-care NPs (Hravnak et al., 2009; Paes et al.,
1989; Pringle, 2007). In 1988, the number of Canadian univer-
sities offering graduate-level nursing programs to prepare NPs
for tertiary care began to increase (Canadian Institute of Health
Information [CIHI], 2006; Canadian Nurse Practitioner Initiative



[cNPI], 2005). This number has continued to rise as a result of
provincial funding and legislative initiatives (CIHI, 2010), dem-
onstrating ongoing political and economic support.

All 13 provinces and territories in Canada have NP legislation
and regulation. Ten of these jurisdictions recognize Nps working
in hospital-based practices (CIHI, 2006; CNA, 2006; Health Pro-
fessions Regulatory Advisory Council [HPRAC], 2007a, 2007b).
In New Brunswick, the Northwest Territories, and Nunavut,
only primary health care/family NPs are eligible for registra-
tion (HPRAC, 2007a, 2007b). Nurse practitioner is now a legislated
protected title across Canada. The CNA, in partnership with
the provincial nursing associations and regulatory colleges in
Canada, developed entry-level competencies for all NPs, rec-
ognizing three streams of practice: family/all ages, adult, and
child. Nps who had previously informally adopted the term
acute-care nurse practitioner, such as graduates educated to work in
NP roles in teaching hospitals, wrote certification exams for the
first time in 2008.

Two types of discourse — instrumental and economic — have
dominated the NP research (Rashotte, 2005). Instrumental dis-
course, which objectifies NPs in their role, has described, studied,
and discussed their activities within an overarching framework
of business, with the intention to build an adequate representa-
tion of the NP role. Researchers have analyzed and discussed the
NP role in terms of NPs’ demographics, educational preparation,
geographic region of practice, years of employment, and type
of employment setting (Hurlock-Chorostecki, van Soreren, and
Goodwin, 2008; Sidani et al., 2000); position titles and reporting
relationships (Centre for Nursing Studies, 2001); role clarity and
role utilization (Donald et al., 2010); role classification, respon-
sibilities, and functions (Kleinpell, 2002, 2005; Kleinpell et al.,
2006); decision-making processes as compared to those of phys-
icians (Carnevale, 2001; Offredy, 1998); and facilitators and



barriers to implementing hospital-based NPs (Cummings, Fraser,
and Tarlier, 2003; Kilpatrick et al., 2010; Reay, Golden-Biddle, and
GermAnn, 2003, 2006; Roschkov et al., 2007; Schreiber et al,,
2005; van Soeren and Micevski, 2001). Judging from the results
of more than 30 years of research, the quality of care provided by
NPs has equalled and, in some instances, exceeded that provided
by physicians in the same practice, and has enhanced collaborative
relationships with all members of the health care team (Carter
and Chochinov, 2007; Hoffman et al., 2005; Mitchell-DiCenso
et al., 1996; Russell, VorderBruegge, and Burns, 2002; Sidani et
al., 2006). In addition, studies have confirmed that patients are
accepting of and satisfied with NP services (Fanta et al.,, 2006;
Sidani, 2008).

Many of the studies have been embedded in Hamric, Spross,
and Hanson’s (1996) framework for the advanced practice nurse
centred on five domains of practice — expert clinician, consult-
ant, educator, researcher, and leader/change agent — or on the
Canadian Nurse Practitioner Core Competency Framework (CNPI,
2004). In Canada, NPs and clinical nurse specialists (CNSs) have
been recognized as advanced practice nurses (CNA, 2008) and
as a result, these roles share a number of similarities. Both, for
example, require education at the graduate level and share the
core role competencies associated with advanced nursing prac-
tice: direct patient care, research, leadership, consultation, and
collaboration (CNA, 2008). Both, under the umbrella of advanced
nursing practice, are involved in “analyzing and synthesizing
knowledge; understanding, interpreting and applying nursing
theory and research; and developing and advancing nursing know-
ledge and the profession as a whole” (p. 10). However, the extent
of NP and CNS involvement in the activities associated with each
of the competencies has varied depending on the expectations of
the administrators and physicians in the organization (Donald et
al., 2010; Kilpatrick et al., 2010).



Economic discourse has concerned issues of costs of care within
the context of striving for optimal outcomes, with its purpose of
building a case for the use of NPs as alternative health care pro-
viders. NPs have repeatedly been promoted as an inexpensive,
albeit excellent, alternative to physicians. Multiple studies in a
variety of settings and patient populations have confirmed that
NPs provide cost savings to the health care system (Hoffman et
al,, 2005; Meyer and Miers, 2005; Williams and Sidani, 2001). For
example, studies have compared NPs” and physicians’ care provi-
sion in terms of volume of patients seen per day, average length
of hospital stay, rate of readmission, mortality and morbidity,
number of drugs prescribed, diagnostic tests ordered, consulta-
tions and referrals made, correct diagnoses, days on oxygen and/
or ventilator, and monthly cost of care per patient.

It becomes clear that the prime focus of discourse within
these domains has been the NPs’ direct clinical practice activ-
ities. Because of their link to procedural activities, their role has
been strongly associated with the highly valued medical model
of cure, and is easy to visualize, articulate, cost-analyze, and cost-
compare. The degree of responsibility in the advanced nursing
practice areas of research, education, program and policy develop-
ment, quality assurance, and professional activity involvement is
known to vary widely and is often a small component of the job
because of direct patient-care responsibilities (D’Amour et al.,
2007; Roschkov et al., 2004).

There is little critical discourse that focuses on the ontological
nature of the NP role. A few nurse researchers have attempted to
broaden the discussion with their studies of NPs working in the
primary health care sector. Their findings reveal that NPs engage
in responsible risk-taking, the skilled healing practice of personal
persuasion, engagement in the mutuality of decision-making,
and proficiency in the art of listening and attending (Brykczyn-
ski, 1985; Brykczynski and Lewis, 1997; Lewis and Brykczynski,



1994). These caring relationships are personal, egalitarian, and
collaborative (Beal and Quinn, 2002; Brown and Draye, 2003).
Such insights are just beginning to transform the understand-
ing and study of the NP movement. The power of this emerging
discourse lies in its ability to uncover some of the qualitative
distinctions and commonalities in the practices of NPs and phys-
icians, and to elucidate and give voice to NPs’ unique contribution
to health care. I am not suggesting that in order to strengthen
this discourse we need to move away from the instrumental or
economic discourses. In fact, that would be as harmful as the
present situation. However, it is readily apparent that our way of
knowing the NP is incomplete. Bowker, Timmermans, and Star
(1995, p. 363) wrote, “A light shining in the dark illuminates
certain areas of nursing work, but may cast shadows elsewhere.”

As T undertook this research journey, I understood that the
picture is a complex one, but that it was time to make the invis-
ible visible. I believed that it was a matter of “getting in on the
conversation” (Jardine, 1998, p. 29) in a new way, for only in
this way can the conversation be kept alive, even though it may
be full of conflict and ambiguity. Therefore, the pressing question
that guided my work was, “What is the experience of being an
acute-care NP?” I wanted to bring into fuller view the NPs’ lived
experience from their perspective, and to seek a deeper under-
standing of the nature of their nursing practice.

Connecting Voices

In order to enrich understanding of the experience of being an
acute-care NP, I engaged in a qualitative method based on hermen-
eutic phenomenological inquiry grounded in the philosophical
writings of Martin Heidegger (1962) and Hans-Georg Gadamer
(1989). Although there is no actual method (i.e., technique or



procedural requirements) to this type of research, Max van Manen
(1997) and Patricia Benner (1994) offered methodological struc-
tures that provide a meaningful guide to the process of this
methodology; therefore, my work was both descriptive and inter-
pretive in nature.

I searched for NPs who had been working in their role for
at least two years and were employed more than 20 hours per
week in their NP position so that they had had time to accumu-
late experiences as an acute-care NP, to begin to make sense out
of them, and to embody the experience of being an Np within
their practices. Participants were drawn from four adult and
paediatric teaching hospitals in three provinces in the central
and western regions of Canada that had been employing, for
more than two years, NPs who had graduated from university-
based nursing programs designed to educate nurses working in
NP roles in hospital environments. Once ethics approval for the
study was obtained from each participating hospital’s research
ethics boards, I accessed the lists of NP names by various means:
the professional nursing association, the institution’s human
resources departments, and/or nursing administrators. I then
distributed letters explaining the study via intra-hospital mail,
as per each institution’s directives.

Twenty-six NPs volunteered to each participate in one face-to-
face, audiotaped, in-depth interview, which was carried out in a
quiet setting of the participant’s choice, such as the participant’s
home or a room within the workplace away from the patient-
care area. Interviews ranged in length from two to three and a
half hours. I generally began each interview with the prompt,
“Share with me a day in your life as an NP,” and proceeded
gradually, at the participant’s own pace and own direction, to
conversations concerning what drew him or her to the role, his
or her education and learning, seminal influences that shaped
him or her in the role, key relationships, accounts of what he or



she found satisfying and dissatisfying about work in the course
of a day, real-life clinical decision-making, and visions of his
or her future.

Of the 26 women and men who volunteered to participate in
the study, all but one had graduated from a designated acute-care
nurse practitioner program; the one exception had been trained
as a primary-care nurse practitioner. Six had initially been pre-
pared at the graduate level to be cNss and had worked in this role
prior to further advancing their education as NPs. They presented
with a diversity of ages, nursing specialties and subspecialties,
educational backgrounds, years of experience, and types of pre-
vious nursing experience. They came from neonatal, pediatric,
and adult critical-care units. They worked in a variety of sub-
specialty services, including neurology, neurosurgery, oncology,
cardiology, cardiovascular surgery, nephrology/dialysis, ortho-
pedics, family medicine, gerontology, and subspecialty services
within infection control. They are, therefore, characteristic of the
NP workforce in Canada in the acute-care sector (Bryant-Luko-
sius et al., 2007; CIHI, 2010; Hurlock-Chorostecki, van Soreren,
and Goodwin, 2008).

All but two of the NPs worked full time. Six had 10 or more
years of experience in the role; 10 had between five and nine
years of experience; and 10 had less than five years of experience.
Only one had just the required two years necessary to be involved
in the study. Total years of experience in nursing ranged from
14 to 35. However, having the most years of nursing experience
did not necessarily mean that a participant was the most experi-
enced. In fact, six participants with more than 20 years of total
nursing experience had less than five years in the NP role, while
three of the participants had spent more than 15 of their 20-plus
years of total nursing experience in this role.

1



Introducing the Nurse Practitioners

An understanding of the lived experience of acute-care NPs begins
here with three stories. They are an amalgam of the many stor-
ies shared by the participants in this study; none relate to one
particular NP. For example, consider “Paula,” who earned a bach-
elor’s degree in science, majoring in anatomy and physiology
with the intention of going to work in a research laboratory. The
field of health care had always been in the back of her mind, so
she continued in school and trained to be a respiratory therapist.
It happened that in her first job she spent a great deal of time
attending to patients in a critical-care environment, in which
she frequently observed that the nurses appeared to take every
opportunity to involve their patients or families in the decision-
making process. She was impressed that they always seemed to
be concerned about what was best for each particular patient and
family, even when it meant being in conflict with other members
of the team. Paula reconsidered what it meant to provide health
care and realized that what she envisioned for her career was
more than being involved with the technical aspects of patient
care. She acknowledged that she was drawn to the philosophy
of nursing, the idea of treating the person as a whole, in mind-
body-spirit, and soon thereafter found herself pursuing a career
as a nurse. She worked in a variety of settings and nursing pos-
itions, most recently pioneering the new NP role in oncology.
Paula loved the NP career path that she had chosen. When asked
if she had ever regretted this choice, she quickly responded that
she “wouldn’t trade in her job for all the tea in China.”

Unlike Paula, “Susan” was interested in nursing from an early
age. As a child, she loved to play first aid, applying bandages and
trying to “make the hurt go away.” She attended nursing school
right out of high school and, having developed a passion for the
care of babies, she secured a job in a neonatal intensive-care unit



immediately upon graduation. Over the years, she had held a var-
iety of neonatal nursing positions in transport, management, and
education. She felt that her nursing career was one that continu-
ally offered learning, growth, and other endless options. Susan
is a neonatal NP — a role that she, too, felt she had pioneered.

Then there is “Stephen.” His mother was a public-health nurse
in Ethiopia, and at a young age Stephen often accompanied her
on home visits or to community clinics, acting as her translator.
He witnessed up close how his mother cared for and developed
relationships with patients, and how she had a high degree of
autonomy and responsibility. For a time, Stephen considered
becoming a physician, but after various volunteer experiences
in acute-care settings and in-depth conversations with various
health care professionals, he realized that what he envisioned for
his career was not related to providing diagnoses and treatments.
He wanted to empower patients through health education, advo-
cacy, health promotion, and counselling — all aspects of a role
that he had seen his mother perform. He received a bachelor of
nursing degree and then worked as a nurse in Northern Canada.
Stephen is now a nurse practitioner in a gerontology subspecialty,
a role that he pioneered.

Most of us in the nursing profession traverse paths that have
already been well trodden by numerous others before us. We are
seldom faced with charting new courses in foreign waters, dis-
covering new worlds, or creating new roles. However, the NPs in
this study considered themselves pioneers of this role in acute-
care practices. Being pioneers has meant that they leave their
safe harbours without navigational charts and with no straight
course to follow:

There are no handbooks on lighthouses and perils and
signals for navigating on land. No prescribed routes, no
updated charts, no outlines of shoals measured in feet or



fathoms, no markers at such and such a cape, no red, green,
or yellow buoys, no conventions for boarding, no clear hor-
izons for calculating latitude. (Pérez-Reverte, 2001, p. 19)

Of all the bewildering things about pioneering a new role, the
absence of landmarks — what Etienne Wenger (1998) has termed
reifications — is one of the most challenging, frustrating, and some-
times disheartening. Just as the pioneers settling the wilderness
experienced the absence of landmarks, these NP pioneers have
faced a new world that lacks a community of practice. This new
role within the traditional world of acute health care has not yet
been captured and tamed in the form of social structures that
have been historically tried and tested and then gradually sanc-
tioned and reified as true. Canadian NPs in acute-care practices, as
a group, are just beginning to develop their own routines, rituals,
artifacts, symbols, conventions, stories, and histories that bind
them together across time and space in such a way that there is
a common sense of belonging and identity.

Wenger (1998, p. 5) pointed out that we learn from our social
communities at work about the practices — the shared historical
and social resources, frameworks, and perspectives — of a given
role, through a collective language. This way of talking enables us
“to sustain mutual engagement in action.” In fact, we even take
for granted the way we learn and know about which enterprises
within our work are deemed worthy of pursuit, of how and when
our participation in those activities is recognized as competent
and trustworthy by the community. That is, we learn to know
when we have met the criteria that qualify us to belong. Ultim-
ately, we take for granted that how we have changed, learned, and
come to know who we are — even within our own personally
created work histories — has occurred within the context of our
communities of practice. Nurses who pioneer the NP role leave
behind such well-established communities in order to build new

14



ones. Typically, the NPs in my study noted that they faced this
endeavour alone in their respective areas of work — an additional
challenge to be overcome in their quest for a viable identity and
a sense of belonging.

This does not mean that NPs develop or preserve a sense
of themselves in isolation from other communities of practice
with which they work. We all belong to and work alongside
several such communities at any given time, and we may even
share some goals and actions with a number of them. In order
to fulfill the requirements of their employers and patients — no
matter how disparate and vague — NPs must create a practice in
order to do what needs to be done with the set of people and the
communities they work with on a day-to-day basis. As Wenger
(1998, p. 6) pointed out, “In spite of curriculum, discipline, and
exhortation, the learning that is most personally transformative
turns out to be the learning that involves membership in these
communities of practice.” The experiences of pioneering NPs in
dealing with the various agendas of multiple communities of
practice, as well as those of their patients, shape their journey.
Both the eye-opening character of the novelty or foreignness of
being NPs and the remembrance of the taken-for-granted fam-
iliarity of the elements of the established nursing community of
practice caused many of the struggles, tensions, and battles that
these NPs faced in their transformational journey.

Nurse Practitioners’
Transformational Journey

One of the most famous journeys in literature is to be found in
Herman Melville’s Moby Dick. In this novel about the adventures
of a wandering sailor, Melville spoke to the journey as the pos-
sibility of self and Others being realized in a much fuller sense;



the journey is about the ability to change and adapt in a more
meaningful way. Melville suggested that some people are “lands-
men” who only “water-gaze,” leaning against the rails of piers,
trying to catch a glimpse of life beyond land, beyond safe har-
bours, caught up in the desire to begin a new journey. But in
the end, they choose to stay with what is comfortable and safe.
Others, however, have deep desires and needs for something
more than what their personal or work lives have to offer. Con-
sequently, these people orient themselves toward change, yearning
for something more. These people long to set sail, to embark on
an adventure and experience the untried, for staying moored to
the familiar and comfortable is limiting to them. Yet setting sail
means leaving what is known, feeling increasingly burdened with
uncertainty, facing fears and confronting challenges, and then
forging a new self-identity as they let go of old ways of being
and belonging. But we are also warned that upon our return to
the harbour, we are faced with the challenge of explaining what
we have seen and experienced in a new way to those who want
to see only what they have known from the pier.

Becoming an NP involves a journey from one mode of being
as a nurse to another: from being disallowed to engage in a set of
activities authorized only to physicians to being legally engaged in
these activities. At first glance, this appears fairly simple. However,
attention to the journey itself reveals elements of a transformative
process embedded in a dialectical experience. Indeed, the NPs’
journey is directed both outward, into the world, and inward, into
the self. The journey outward is a series of triumphs and con-
flicts encountered along the way. The journey inward is a series of
struggles within oneself, culminating in a union with the forces
against which one struggles. For example, on the one hand, NPs
are not satisfied with the traditional model within which they are
required to deliver nursing care in the acute-care setting. They
do not want to embody Homer’s Penelope, waiting patiently,
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endlessly weaving and undoing the same pattern. They need
to embark on their own journey in order to find a way to fully
embrace their potential and value themselves as nurses. On the
other hand, there is the constant danger of seeing the activities of
diagnosing and prescribing as the major identifying characteristics
of being an NP — and, indeed, the primary reason for the role’s
existence. They do not want to be seen as physician substitutes,
simply an advanced model of handmaidens in the physician-
dominated health care profession. Consequently, theirs is a very
important journey toward being a fully integrated, balanced, and
whole person within a new nursing role in the acute-care system.

The NPs’ journey is not linear or unidirectional. A linear view
does not account for the intertwining, dynamic, and iterative
nature of the learning, growing, doing, struggling, and accom-
modating within relationships to be found in this journey. Nor
does such a view accommodate the depth of change that this jour-
ney entails. New experiences reach back to earlier experiences,
which are now understood in a different way. Similarly, earlier
experiences reach forward to envelop present experiences with
transformed significance. Some transformations are dramatic, but
most are of an insidious and cumulative nature resulting from
day-to-day experiences. For some, the transformative journey
takes longer or is more intense than for others. Some NPs begin
to sense their dependence and vulnerability in new ways and
to doubt their abilities, and therefore feel ambivalent about the
magnitude of change in their lives.

The NP’s journey is not a definitive or fixed experience.
For some NPs it may be a never-ending process, changing and
developing with various events that they experience. Phases or
periods in the journey often overlap. But ultimately, the trans-
formative journey opens up previously unimagined new selves,
new areas of responsibility, fatigue, anxiety, ambivalence, satis-
faction, and joy. Just as Ishmael, the sailor in Melville’s Moby Dick,



becomes who he is as a result of wounding and healing processes,
NPs learn to let go of their old ways of being and belonging, and
as a result their journey becomes existential. Once this transform-
ation occurs, their self-conceptions become harmonized with
their duties, and they fulfill the Nietzschean charge to “become
who you are.” In a Hegelian view, this journey requires a cir-
cular perspective. It has no beginning and no end: everything
finds its place and is understood as an integral aspect of a whole.

In this book, the journey is the unifying theme that links the
chapters in the participants’ stories of their ways of being and
becoming NPs working in acute-care practices, and of the long
transformational process that they must make if they are to claim
the power of their own minds, voices, and practices. In describ-
ing their lived experience, these NPs commonly used metaphors
involving water: “paddling as fast as I can,” “keeping my head
above water,” “treading water,” “being thrown a lifeline,” “murky
water,” “calm waters,” “feeling adrift,” and so on. Wherever pos-
sible, I have attempted to maintain this metaphor in keeping with
their voices, just as I have used their words to title the various
themes and meaning units of the journey. This book is as much
about the NPs’ pain, frustration, and fear as it is about their find-
ing professional satisfaction. At the time of the interviews, a few
NPs were in the midst of considering professional change, and
they shared with me both recent and distant transitional experi-
ences that had shaped the way they perceived themselves and
the world around them. Not all of the stories were happy ones.
This book is also about “the roar which lies on the other side
of silence” (Eliot, 2002, p. 185) — the opportunity to have the
acute-care NP voices heard in a new way, to help to make the
discourse about who they are and what they do more complete.

In the first chapter, the journey begins with nurses’ desire to
search for something more in who they can be as nurses and what
they can offer to others — the search for being more connected,
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more in control, more visible, more challenged, and being able to
make more of a difference in their nursing practice. This begin-
ning requires either the seizing or creating of an opportunity,
with the NP role perceived as possibly offering “the perfect fit.”
Chapter 2 tells the story of the NPs’ turbulent journey through the
uncertain waters of engaging in medical responsibilities previ-
ously denied them in other nursing roles, a time of being adrift,
experienced as being disconnected, uncertain, and lost, but also
of staying afloat. In chapter 3, the story shifts to the emergence
of NPs’ feelings of inner security that emerge from being com-
petent, confident, and comfortable in their performance of the
various elements of their clinical practice, which opens the way
for being committed, connected, and content. During this part
of their journey, NPs fully sense their direct clinical practice role.
Chapter 4 reveals that the journey is not yet over. NPs discuss new
tensions that arise from the shift in internally or externally driven
performance expectations in other dimensions of their role as
advanced practice nurses; a time during which they experience
being pulled to be “more.” In chapter g, a further transforma-
tional process is revealed: that of being more, experienced as being
an advanced practitioner. At this point in their journey some
NPs experience the unification of the direct practice, research,
leadership, consultation, and collaboration competencies of the
advanced nursing practice role.

Despite being burdened by a struggle enmeshed with politics
and history, NPs eventually navigate their own course as they
journey toward self-knowledge, personal transformation, and
authentic living as a nurse. Consequently, they experience an
odyssey of learning — learning to find a new place where they
feel they belong, learning to engage in and contribute to their
communities of practice in a new way, and learning to inhabit a
new identity — all of which are part of the quest for more, for
finding the perfect fit.

19



Steps slowed
Head bent low

But still along the way

Hopelessness pervaded
Doubts persuaded
But still along the way

Time and again
Fear shouted "You're no man”

But still along the way

Sweat and tears
Poured through years
But still along the way

Stumbling, crawling
Crying out, calling
But still along the way

Searching blindly
For destination and finally

Finding it one glorious day

— Jana Justice-Olivieri, “The Journey”
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A
Chapter I

Being Called To Be More

A journey of a thousand miles must begin with a single step.
— Lao Tzu

Why do nurses decide to become Nps? What initiates or precipi-
tates their journey? What are they looking for? What might they
be running away from or toward? What more do they want?
How do they know when to start out?

Certainly, the call to be an NP is not always clearly heard or
understood at first, and for many the destination is also unclear.
Some nurses take the leap without a moment’s hesitation, while
others lag behind, watching the experience of others and then
following their lead. For some, the desire to be an NP is driven
by a vague pull toward something more. Not quite satisfied
with who they are as nurses or what they are currently doing,
they are willing to test new waters and set sail for destinations
unknown, unsure of what they are looking for but hoping that
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it will be revealed along the way. Nevertheless, knowing what
they value and what they no longer want becomes their North
Star. For others, setting out on the journey begins with a dream:
they are motivated to pioneer the NP role and continue to be
fortified during the journey by reflecting on what it could mean
to patients or nursing. Their reflections bring them to a new
consciousness of nursing; they are almost able to feel a new
relationship with it.

“Joan” worked as a CN$ in a program whose patient population
had outgrown the number of staff members that could effect-
ively provide the complex clinical service needed. It came to her
attention that the provincial government was looking to fund
programs that would deliver health care in innovative ways. Joan
used this external call as the opportunity to submit a proposal for
a five-person interdisciplinary team — composed of a physician,
an NP, a social worker, a pharmacist, and a clinic nurse — that
would deliver one-stop care to the patients in the program. She
lobbied across the institution for the NP position, with herself in
the role, seeking support from the service’s clinical team members
including the medical and administrative directors. In her own
words, what Joan really wanted to do “was to be able to marry
the kind of things that are called physician practice, things that
the physicians are felt to be responsible for, and bring them into
[her] nursing practice” and “really focus in on a certain group
of individuals who [she] felt were falling through the cracks in
our health care system.” The new program received funding,
and the group, with Joan as NP, provided holistic care for the
province’s entire specific patient population (approximately 9oo
people) from 2001 on.

For nurses like Joan, the dream of being an NP is fairly
detailed: they are weaving careers from their dreams, setting
out to find or create a nursing role that is the perfect fit. As

weavers of their roles, some nurses first create a mental picture
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of their destiny as NPs — a vision of who they want to be and
what they want to accomplish. They select the patterns, colours,
and textures of their lives in this role. It is up to them to judge
how pleased they are and to decide what changes are needed
in order to create their desired role. Being a pioneer makes this
creation possible, and the vision becomes the sextant used to
navigate their journey.

This is not to say that the nurses’ dreams or desires include a
navigational chart, or even what the exact destination will look
like. Yet whether they are visionaries or seekers, as they struggle
to find a place within their clinical program, organization, and
profession as NPs, they find that their desire for more is what
they need to help them deal with the tensions and turbulence
they experience throughout their journey. The constant refocus-
ing and reflecting on what first called them to the NP role in the
first place helps them to visualize the difference that they wish
to make, the people whom they want to help, and the goals that
they hope to achieve. Ultimately, their desire for more helps
them determine when they have reached their personal destina-
tion of being an NP.

In seizing the opportunity to become an NP, nurses perceive
possibilities for who they can be as nurses and what they can
bring to their nursing practice that they may not have seen in any
other nursing role. They have found only a partial fit with who
they want to be as nurses but are hopeful that the NP role will
offer a perfect fit. Being in direct clinical practice is an integral
part of that fit. For at the heart of being an NP is, as one NP noted,
“the opportunity to work with patients, hands on, all the time.”
For nurses already in patient-care roles (e.g., bedside or trans-
port nurses), the NP role offers the possibility of being more in
clinical practice without requiring that they leave the profession.
For those who have been away from hands-on care, becoming an
NP offers the possibility of returning to that which they love and
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miss but combining it with the opportunity to include more of
that which they have found in other nursing roles (e.g., admin-
istrative leadership or education).

The desire for more is inherent in the reasons for initiat-
ing the journey to become an NP. “Kerry,” a neonatal NP, had
worked in a variety of settings over the course of her twenty-
five-year nursing career — obstetrics, pediatrics, public health
— intertwined with various stretches back at school. Yet, she
had always come back to the neonatal area. She had pioneered
aneonatal transport program and she loved the autonomy that
it provided. The attraction was the critical thinking needed on
transport, the ability to put the pieces of the puzzle together.
Kerry loved making a diagnosis, finding the solution, and
working collaboratively with her medical colleagues. But she
realized that she was still not fully satisfied; she wanted more.
The transport role had whet her appetite for the possibilities
of what more she could be and do as a nurse, what more she
was capable of, and what more she could offer to the patients.
She discovered possibilities within herself for being as a nurse
that she liked and desired, and she chose to bring them into the
light. When the prospect arose for her to pioneer the NP role,
she felt that it provided the opportunity for her to learn more,
maximize her potential, and contribute and make a broader
difference to patients, their families, and nurses at the bed-
side. At the same time, it would complement who she already
Wwas as a nurse.

There are five dominant forces for being called to be more:
being more connected, being more in control, being more visible,
being more challenged, and being able to make more of a differ-
ence. Rarely is only one of these forces involved in the process.
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Being More Connected

Being connected, physically and emotionally, to patients and fam-
ilies is a strong force for becoming an NP. “Laura” had worked
in a cardiology clinic where she enjoyed being recognized as an
arrhythmia expert. She also cherished the freedom bestowed
upon her by the physicians to detect and diagnose pacemaker dys-
rhythmias and to reprogram them as necessary to fix the problem.
However, she felt that she had become very technical in her nurs-
ing role. Laura felt a loss of nursing and so returned to an inpatient
bedside nursing role in which she could feel more connected to
the patients and their families. Yet in this role she felt the loss of
self-sufficiency and recognition that she had formerly experienced.
Consequently she was searching for something more when an
NP program at the local university opened its doors. Laura knew
immediately that it was what she wanted to do. Others similarly
described being in clinical management or clinical educator pos-
itions as being too far away from patients. As one NP noted, the
role opened the possibility of “being able to combine teaching
with team leadership and a bit of research, while allowing me to
stay close to the patient. This is a good fit for me. It gives me all
of the things that I think are important about nursing.”
Establishing meaningful connections with patients and their
families and being involved in a personal way is at the heart of
caring and commitment in nursing. Bishop and Scudder (1990)
found that even if individuals are not initially attracted to nursing
for this reason, the sense of connectedness becomes embedded
in their personal sense of nursing if they choose to remain in the
profession. “Abby” recalled how restless she had become in her
work as a clinical educator, in large part because she was afraid
she had begun to move too far away from the bedside. The driving
force behind her decision to pioneer the NP role had been to be
more personally connected with patients and families, while still
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being able to connect with and make a difference to her immedi-
ate nursing colleagues in the education component of the role. In
addition, she could make larger systemic changes within nursing,
something that she had experienced as an infection-control nurse.
As Abby continued in her reflections, she revealed the circular
nature of her nursing journey: “It’s fascinating to go back and
look at where your career path has taken you and the steps that
you took that you weren't sure where they were going to lead, but
in fact, in hindsight, do lead up to you integrating those skills.”

Having worked as a candy striper during her adolescence,
Abby had been drawn to the sciences. But even at that time, she
knew she would not enjoy the episodic nature of their patient-
care service: “I didn’t want to be in a position of just popping in
and popping out. I wanted to actually understand and develop
relationships with people over a longer period of time.” Instead,
nursing provided her with the opportunity to be with patients and
families over a longer duration and to be immersed in learning
the sciences. However, the traditional bedside nursing role had
ultimately not been challenging or autonomous enough for her
— hence the sojourns in other nursing roles that took her away
from hands-on clinical practice, the only alternatives at the time.
The creation of the NP role finally offered Abby the possibility
of being intellectually challenged in the multiple dimensions of
nursing, while at the same time being more intimately connected
with patients and families over long periods.

Being More in Control

Majestic eagle
In gilded cage, her wings clipped

Her spirit sundered.

— Mika Yoshimoto (2008, p. 6)

= 26



Some nurses are strongly attracted by the possibility of finally
having both increased responsibilities and the autonomy to act in
their clinical practice. In other words, they seek to have control
over their practices, which they feel has been missing from or
has eluded them in their role as bedside nurses. Indeed, the frus-
trations with practice limitations and the inability to experience
their own potential in the traditional bedside nursing role has
led many nurses to consider either applying to medical school or
leaving the health care field altogether. However, the NP role offers
them the opportunity to remain rooted in the nursing profession,
in direct clinical practice, in a position that holds the promise
that they can have more independence and more control over the
decisions about patient care, including the treatment plan and
the way in which the care can be delivered. Greater knowledge
and skill, combined with the authority to use all of their abilities
more holistically, potentially enables nurses to make a greater
difference, a finding equally expressed by a group of American
primary-care NP pioneers in the mid-196os and throughout the
1970s (Brown and Draye, 2003). One NP explained her attrac-

tion to the role:

At the time I was in a staff role and I wanted to do something
different. . . . The focus wasn't on delivering the best patient care,
it was on who has the appropriate title to do X amount of care. Just
one example: a patient has a headache. As a nurse you've certainly
got the knowledge and expertise to know they need Tylenol but
you can’t give them Tylenol until you call the physician to get

an order for plain Tylenol. I found that kind of thing incredibly
frustrating because it wasn't a matter of the nurse not having the
knowledge and expertise; it was the role limitations, the barriers
to optimal practice. So the patient’s suffering while you're jumping
through these hoops to get something that the nurse should be
able to deliver. . . . So I thought to myself, I either jump ship or
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go into medicine, which didn’t really appeal to me because I love
nursing. . . . And I finally decided that . . . I was going to stick it
out but I would do my masters preparation, which would give me
the background to have more options. And at that time the NP role
had been piloted at [hospital] . . . they were trying new territory . . .
and I decided that it might just fit for me.

Suzanne Gordon’s journalistic work, Nursing Against the Odds (2005),
passionately describes the health care systems that severely restrict
what nurses can do without a doctor’s order, which both creates
problems and reinforces status and power hierarchies between
nurses and physicians, a deadly catch-22 situation. She described
this situation from the physician’s perspective:

Every night, a thousand times a night, all over the coun-
try, nurses are calling doctors reporting that a patient has
a fever and asking doctors what they should do about it,
or asking the doctor whether they should give the patient
Tylenol. And every night, doctors are berating nurses for
calling them up and bothering them, because they are
reporting a fever, and the doctors are thinking to them-
selves, “Why are you so stupid that you are asking me
whether you should give Tylenol?” (p. 48)

Akin to wanting more control is the desire for more flexibil-
ity. Wanting to be more involved in all aspects of the patient’s
care (“the social, the emotional, helping patients cope with the
stressors, the medical care™), liking the flexibility in meeting the
patients’ needs, and appreciating the additional responsibility and
accountability results in nurses being attracted to a role in which
they believe they will be able to direct care in collaboration with
physicians. Moreover, they are drawn to the possibility of being
able to spend time with patients and their families.
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Being More Visible

It was about diagnosing and coming up with the solution and being
able to really work collaboratively and build those partnerships with
our medical colleagues. . . . And I felt as a nurse that one of the
opportunities to present itself would be to become a neonatal nurse prac-
titioner. . . . Well I guess, it’s like that power, not power, but the sense
of fulfilment that you have at the bedside when you work together . . .
being part of the team in terms of how could I, as a nurse practitioner,
be more part of . . . working collaboratively with making that plan . . .
but working with the nurse, working with the whole team in how we
can make a difference, but really being part of that discussion.

Becoming an NP is also about the call to be more visible: the
search for a more collaborative practice, of being able to contrib-
ute more to the team and to experience the feeling of being truly
valued, all inherently speak to this. Nurses who become NPs want
to have their voices heard and to be recognized and acknowledged
for their own agency. They are frustrated with being viewed as
“justanurse” (an implication that nurses are engaged in insignifi-
cant work) or “just temporarily borrowing the doctor’s agency”
(Gordon, 2005, p. 50). NPs view their role as an opportunity to
be affirmed and recognized for what they know and do, rather
than having their actions attributed to the physician. For instance,
“Sally,” in her role of transport nurse, was tired of the evasive and
roundabout language that demonstrates deference to physicians.
She no longer wanted to play the doctor—nurse game of arriving at
the identification of the problem or plan of care without venturing
on the medical territory of diagnosis, treatment, or prescribing:

So you have an air leak happening and the baby’s telling you what

symptoms he’s having; you're looking at an X-ray that’s telling you,
this baby has a pneumothorax. And the parents are asking me,
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“Well why are you putting that needle in the chest?” And so, you're
going, “Well he has symptoms that are suggestive of a hole in his
lung, an air leak.” No. He’s got a pneumothorax. It’s a diagnosis.

It just boggles my mind to try and get the wordsmithing around
just to stay within the scope of nursing.

Gordon (2005) observed that even in settings in which nurses
can change ventilator settings, wean patients off inotropic agents,
insert catheters, and initiate intravenous fluid therapy, after which
they get the physician (resident) to write an order, the treatment
interventions are presented on rounds in such a way that the nurse
seems to have acted on the physician’s behalf. As these participants
confirmed, it is common to hear staff physicians inform new resi-
dents that nurses know their preferences. All of this reinforces
what physicians admit that they have been taught through informal
or formal lessons and socialization: “The nurse is stupid, because
she uses dumb language, makes dumb suggestions, and doesn'’t
know anywhere near what the physician knows” (Gordon, 2005,
p- 49). Nurses “have no real agency of their own” (p. 50).

The term doctor—nurse games was coined by Leonard Stein (1967)
to refer to the implicit or explicit relationships of power between
physicians and nurses and the social game played by both parties
to maintain that balance. Such “games” conceal nurses’ mastery
of their knowledge and skills and their importance to patients.
Nurses remain barely visible to physicians, except as objects of
derision and disrespect. One participant bemoaned that nurses
are visible to society only as individuals who carry a bedpan for
a living. According to Gordon (2005, p. 148), nurses continue to
be viewed as individuals “who operate on a field that has already
been prepared for them by the doctor.”

In Hegel’s (1971) parable of the master and the slave, presented
in Phenomenology of Mind, two individuals approach each other from
opposite directions along a path. As they approach each other,
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they desire recognition — for they do not really know who they
are until they see themselves in another’s eyes, until they are rec-
ognized by an Other. They desire the recognition of one person
by another as equal human beings. Yet each fears that the Other
will deny him this recognition, will force him to submit to his
will by moving off the path. So, they fight until one submits. In
this story, Hegel informs us that our very sense of who we are
— our identity — is constructed in relation to the Other and has
no autonomous meaning. For example, I cannot be a master, act
as and think of myself as a master, unless the slave acts toward
me as slave to master and treats me as a master. And vice versa
for the slave. For Hegel, consciousness (one’s sense of self; one’s
identity) is always limited by its embeddedness in history, and
thus neither the master nor the slave is able to think outside the
modes of consciousness that are available in the culture at a par-
ticular point in time. It could be argued, then, that if nurses are
never able to rise outside the history and positionality of nurs-
ing as it is currently constituted in our culture, they will remain
invested in their historical role as the physicians’ handmaiden,
a position perceived as unequal and lacking in recognition and
freedom. Hegel further proposes that the process of recognition
is “a battle” (p. 171), a “life and death struggle” (p. 172). Charles
Taylor (1994, p. 50), a Canadian philosopher, explicitly draws on
Hegel to argue that “the struggle for recognition can find only one
satisfactory solution, and that is a regime of reciprocal recogni-
tion among equals.” Yet Hegel (1971) proposes that for the slave,

who has not the courage to risk his life to win freedom,
that man deserves to be a slave; on the other hand, if a
nation does not merely imagine that it wants to be free
but actually has the energy to will its freedom, then no
human power can hold it back in the servitude of a merely
passive obedience to authority. (p. 175)



Viewing freedom from this Hegelian perspective, is it possible
that nurses who wish to be NPs have perceived the physician-
nurse relationship as an asymmetrical one such as that of master
and slave, and that, by remaining in this traditional relationship,
they will be unable to experience a full flourishing nursing life?
Is it possible that nurses who wish to be NPs recognize this pion-
eering journey as an opportunity to be active agents of culture
and history, shaping what nursing can be, and therefore act in
ways that lead to the recognition that has previously been denied
nurses and nursing?

Being More Challenged

A lot of the excitement is in making the diagnosis, in the seeking
of information, putting the clues together. . . . And part of it is the
inquisitiveness or the intuition that takes you to the next step —
Have you thought of? Did you? Would this have made a difference?
Why are we doing things the way we're doing them? . . . I was
ready for another challenge, another learning opportunity.

Thomas Henry Huxley wrote, “The rung of a ladder was never
meant to rest upon, but only to hold a man’s foot long enough
to enable him to put the other somewhat higher” (Bartlett and
Kaplan, 1992). Some nurses, once they possess a sense of ease with
the nursing terrain they have already explored, are challenged to
extend the horizons of their actions and risk their stable identity
for a different identification with their world. They seek to feel
more challenged in their practice, more stimulated in their work,
and more motivated that they can continually grow and learn
as nurses. Although this can be accomplished by transferring to
another type of specialty nursing, advancing one’s education,

or moving into an administrative, education, or research role,
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none of these options was perceived as the perfect fit for those
nurses seeking a multiplicity of “mores” while engaging in dir-
ect patient care.

A desire for personal growth, woven into a need to be chal-
lenged and to feed one’s inquisitive nature, to expand one’s wings,
is another common thread among NPs. Indeed, many partici-
pants expressed a sense of good fortune and gratitude at having
had mentors along the way who saw their potential, encouraged
them, and provided opportunities to push themselves. The men-
tors spoke to the individuals’ desire to maximize their potential,
although many were uncertain of their capabilities when they
initiated their journey. As one NP noted, the NP role is perceived
as initiating the opportunity to be able to continually move, which
is the perfect fit for someone who loves to study and wants to
constantly strive for more knowledge and skills that can be used
at the bedside, close to the patients and their families. The role
provides more academic and clinical educational opportunities,
thus offering the potential for NPs to challenge their intellectual
abilities, and revealing the multiple possibilities for being a nurse
in clinical practice.

Some NPs are strongly attracted to the scientific focus of medi-
cine. Some expressed this as a desire to study more anatomy and
physiology in particular, or the study of math, biology, chem-
istry, and physics, although they were reticent to frankly admit to
something that is now deemed to be politically incorrect in nurs-
ing — an outcome, intended or not, of the discourse of nursing
scholars such as Gail Mitchell and Marc Santopinto (1998), Martha
Rogers (1972), and Margaret Sandelowski (2000). The NPs had
chosen less depth of knowledge in the hard-core sciences in order
to achieve the broader perspective of human life and the human
condition that nursing offered. A desire to learn more technical
skills, to be mentally stimulated by the complex problem-solving
inherent in making a diagnosis, and to feel that they are doing
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something that's making a difference to someone’s care in terms
of their biological status, was, as several NPs noted, a real incen-
tive for them. Yet, the acknowledgment of being drawn to this
level of knowledge and skill is always embedded in the recogni-
tion that this is not nearly enough for them in their practice. They
envision that becoming an NP will give them that little extra they
want, in terms of more knowledge and skill, embedded within a
connected relationship to their patients and families. “It really is
an ideal role,” summarized one NP, “that offers the opportunity
to attain more depth in the medical sciences, which, when com-
bined with nursing knowledge, better enables nurses to meet the
patients’ needs in a more timely and holistic manner.”

Some nurses are enticed by the opportunity to integrate many
different aspects of practice, to feel, in some NPs’ words, “more
well-rounded.” This appears to be particularly true for Nps who
have held a diversity of nursing roles throughout their careers.
One NP explained why she had been drawn to the role:

Being able to bring all of the experiences that I've had throughout
my career, being able to work with a variety of people, being able
to make a difference at the bedside, but also being able to do some
of those other more advanced practice roles, being able to go to
conferences, present, publish, do research, mentor colleagues, being
able to interact with different people, different organizations —

I think all of those things were really critical for me.

Finally, for some nurses there is the call toward leaving that which
is familiar in order to explore uncharted territory; the challenge
of being a pioneer is, in and of itself, an exciting opportunity
to test one’s abilities, creativity, and initiative. Itching to develop
and use their full expertise and potential, these nurses exemplify
what it means to risk what is known in order to open up to new
possibilities for the purpose of securing a greater hold on their
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world within nursing. One NP explained, “I really felt it was
important to move along and see myself as taking on a challenge
that not many people have taken. So I felt I was one of the first
people that saw the nurse practitioner [role] as a way to expand
my wings and went for it and got in and it was just really excit-
ing to be moving in a new direction.”

Traditionally, nurses have been socialized to be nice, to be
compliant. Perhaps this socialization can be viewed as “shrink
to fit”: shrinking oneself to fit what others expect. As Brown and
Draye (2003) found — a finding confirmed in these participants’
stories — the NPs’ struggle is for autonomy not for its own sake
but as a means to transcend the limitations in the traditional bed-
side nursing role. They are in search of a new fit that challenges
their personal abilities and provides the opportunities to discover
their own possibilities for being.

Being Able to Make More
of a Difference

A desire to deepen, broaden, and strengthen one’s knowledge,
skills, and abilities regarding the medical aspects of patients’ care,
matched with authorized application (which is associated with
being more in control), is intimately linked to a desire to provide
more effective and holistic nursing care. The NP role, perceived as
offering the opportunity to know the patient’s clinical condition
in greater depth, speaks to a practitioner’s desire to better under-
stand the patients’ underlying disease processes and have a larger
repertoire of tools and skills with which to help the patients and
their families. NPs envision that the additional knowledge and
skill will enable them to make more of a difference.

Waiting is part of the lived experience of being a nurse. Nurses
wait for the physician to be of the same mind regarding the needs
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of the patient as brought forward by the nurse on behalf of the
patient or family. They live with having to wait for physicians to
respond to patient care needs: “Nothing bothers me more than
to see a patient writhing in pain while the nurse is struggling to
get hold of a physician who won't answer his page or having to
wait until the physician gets out of the operating room, or what-
ever theyre tied up doing, before the patient gets an analgesic.”
Becoming an NP includes the vision of being able to provide
more timely care.

Arising from the increasing fragmentation of care in the mod-
ern health system is a vision of being able to provide consistency
and continuity of care over time, rather than the snapshot, epi-
sodic, or sporadic contacts that tend to occur within the medical
model of care in the hospital setting. Achieving this vision will
better facilitate meeting the holistic and multiple health care needs
of patients and their families:

[W]e were talking about bringing in a care provider, a physician,
who could be some doc from a doctor’s office, or a replacement
who’d come through the city who didn’t know our babies well,
maybe didn’t have a whole understanding of neonatology, and
definitely not the dynamics of neonatal programs and family-
centred care and developmental care, just the general pathologies
that we see in the neonatal population. We have nurses working
at the bedside who are experts, who do have an understanding of
those, working with our families day to day with certain groups
of babies. And yet we were having strangers come in and look
after them and write the orders. And here was an opportunity for
nurses — and the literature supported that nurses could be given
the education [as an NP| and be able to be that care taker . . .
[who] know our babies and provide the continuity of care, the
consistency of the relationship with the families.
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The NP role offers the opportunity to make change for patients
and families not only in relation to the patients’ biological needs,
but also in terms of the variety of other needs, such as quality-of-
life issues, that are present as a result of physical illness. It is also
seen as an opportunity to utilize creativity and initiative in new
and expanded ways to bring about system-wide change that may
result in better service to patients and their families.

Some nurses, particularly those who have been in CNS pos-
itions, are also drawn to the possibility of making a difference to
the nurses with whom they work and the nursing profession as
a whole, while retaining a focus of clinical practice at the same
time. There is a strong desire to greatly help the staff nurses by
connecting teaching, research, and leadership with advanced
nursing care at the bedside. One NP reflected that she felt the role
offered a greater chance to demonstrate to junior nurses a whole
spectrum of options in the clinical setting, as it is now rare for
nurses to stay in one area for 25 years. She hoped that by being
a role model for her nursing colleagues, she would be able to
heighten others’ awareness of what nursing brings to patients and
families, and thus retain nurses at the bedside and attract others
into the nursing profession.

Answering the Call: Initiating the Journey

It is not always easy to hear the voice from within, let alone heed
it. But once it is noticed, some form of action is required. At this
point, some nurses may decline to journey further. Even when
they gain a fresh insight into their discontent, they may swat it
away like an annoying fly. Others disperse this uncomfortable
energy by talking about it incessantly, and so they never gather
and hold the energy to do anything about it. But some nurses
say yes to the call. They seize or create opportunities to initiate
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their quest in search of more, even though it is at this point that
saying yes to the journey means facing the first challenge: fear of
commitment to a journey with an unknown destination. Com-
mitment, in fact, can be quite sobering. In answering the call,
they must step into the uncertain waters of the unknown and
enter the sea of risk. Yet saying yes to the journey is an invocation
that can connect them to all those who believe in its power, and
once they are ready to commit, opportunities and circumstances
seem to open in a most serendipitous unfolding.

In the history of nursing, in both Canada and the United States,
many nurses have seized an opportunity to follow their dreams
as a result of questions and concerns about the lack of resident
coverage in the academic teaching hospitals. Pioneering NPs in
acute-care practices have been privy to the debate about who can
and should best fill the service gap, through discussions with their
immediate supervisors, many of whom have been recognized
and acknowledged as visionaries. For some nurses in this study,
the desire for change and personal growth, particularly in the
direct clinical practice arena, had been present for many years.
However, without the creation of the NP role in this setting by
nursing visionaries, they may have remained as bedside nurses,
turned to management or teaching, or left nursing altogether.

And [the Nursing Department| felt that what they needed to do
was to look at the clinical gaps in the hospital around the resident,
but also around nursing. On the surgical floors one of the gaps
they felt that there was, was accessibility to surgeons during the
day because they were in the operating room, or in clinics, and
[the nurses| couldn’t reach them and so there were communication
gaps. . . . They felt there needed to be more nurse education, there
needed to be more mentoring and nurse experts in the building;

so the role came about with looking at all those gaps. . . . I was
in the right place at the time . . . and I was ready for a change.
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It is equally important that there are visionary physicians who
embrace the role. These pioneering Nps were cognizant of their
“good fortune” in working with physician colleagues who were
not threatened by the idea of sharing their practice knowledge
with nurses in a new role, and who viewed the NP role as a pos-
sible collaboration, not a replacement for residents.

During the 1990s, hospitals all across Canada reduced the num-
ber of CNSs or phased out the role entirely. Some nurses chose
to become NPs because they either heard unsettling rumours of
change or were forthrightly informed that their CNS positions
were to be declared redundant; they needed to change with the
times. CNSs felt lucky when their nursing directors guarded their
welfare by suggesting that they combine the cNs and NP roles.
Some were fully supported financially to obtain the additional NP
educational qualifications, while others had staff physicians who
assisted them in securing clinical internship placements. They
chose to seize the opportunity to pursue advanced knowledge
and skills as a means to augment their effectiveness. Similarly,
nurses returning to school for a graduate degree in the hope of
opening up other career opportunities suddenly found acute-
care, hospital-based NP programs being offered to them. Other
nurses who had left the clinical area in search of new chal-
lenges as clinical educators, managers, and research assistants
jumped at the opportunity to return to direct clinical practice
when they were approached or supported by their nursing lead-
ers or physician colleagues to create an NP position in their area
of expertise. In one narrative, a physician not only encouraged
the nurse to become an NP, but also made it a realistic venture
for her. In addition to making it possible for her to return to
school full time while working flex hours in her full-time pos-
ition, he helped to create an environment of support among all
the physicians within the service, and then mentored her dur-
ing the clinical practicum.
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Sometimes the opportunity comes in the form of a personal
invitation to join the pioneering team. Such external recognition
from a reliable and respected source prompts nurses to consider
the possibility that they might be able to take on this new chal-
lenge. Without this recognition, many doubt that they would
ever have considered such an undertaking, let alone believed
they were capable of such an endeavour. As “Caitlyn” admitted,
her first response when asked to consider applying for a tempor-
ary NP position was “to go into the corner to the other nurse
clinicians and say, ‘Do you think I can do this?"” Encouraged by
another NP in the institution, Caitlyn found the courage to test
the waters. Surprisingly, she said that she had initially left bedside
nursing because of a lack of confidence in her own abilities and
an overwhelming fear that she would harm her patients because
of her perceived lack of appropriate knowledge and skills. Antici-
pating that she would have to leave nursing altogether, she had
been offered clinical project work, a job that helped her to see
the bigger picture and think system wide. In this position, she
met others who recognized her potential and encouraged her to
return to the bedside as an NP. Caitlyn had been an NP for nearly
a decade at the time of my interview.

Many nurses also develop the confidence and courage to enroll
in graduate school, pioneer the NP role in their institutions, and
persevere when the journey becomes particularly treacherous,
the obstacles overwhelming, and the number of battles lost out-
number those won, because an Athena has supported them in
challenging the status quo early in their nursing careers. “Jill”
recollected that as part of her consolidation experience, she had
spent a month in an outpost nursing facility, where she witnessed
an expanded-role nurse in action. There she had the opportunity
to see and do things that she would never have seen and done in
the city. This experience encouraged her to be a risk-taker and
independent thinker. She also noted that at the beginning of her
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nursing career, she had worked for a wonderful head nurse who
strove to develop a strong sense of professional nursing identity
and patient-care responsibility in each staff member by instituting
primary nursing care, a nursing orientation that she believed she
would find once again in the NP role. This mentor had a “maybe
we could” philosophy that Jill found empowering and that helped
to “set her up for down the road.” This “can do” message is one
that some nurses hear throughout their personal and/or profes-
sional lives, providing them with the impetus necessary to seize
the day when it finally presents itself and to initiate the journey.

In summary, it is often because of the encouragement of others
that nurses who initiate the NP journey are willing to explore
the possibility of answering the call. These leaders are perceived
as wings-beneath-their-feet mentors, leaders whose message is
always, “If you believe in something, do it. Don’t worry about
things, have integrity, but don’t not do something because you
think that you can’t.” Inspiring nurses to dream big, take risks,
and to believe in themselves, to see their abilities and their poten-
tial, these leaders are the winds necessary to help them set sail.
And so the journey begins.






Chapter 2

Being Adrift

tangled in

sinking wreckage

of present.

anchored to
disillusionment

of dying past.

adrift on

engulfing tide

of future

with flagging sails set

in no particular direction.

— Jana Justice-Olivieri, “Adrift”

“In the port is safety, comfort, hearthstone, supper, warm blan-
kets, friends, all that’s kind to our mortalities” (Melville, 1992,
p. 116). Melville begins his epic novel Moby Dick in the safe har-
bours of New Bedford, a town that exists as a place of departure
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and return for whaling boats. In the harbour, everyday life is intel-
ligible and predictable. The daily routines and rituals provide a
terra firma. Melville suggests that safe harbours are places where
people anchor themselves in what is comfortable and secure, in
a fixed sense of who they are, either as members of the domin-
ant culture or as others given a space at the margins.

Nursing, as known by NPs prior to initiating their NP journey,
is like New Bedford, a particular type of community: safe and
secure in itself, with most of them absorbed in the everydayness
of their lives. Work life is predictable. Yet in order to grow and
develop, to realize their fuller possibilities, like Melville’s pro-
tagonist Ishmael, nurses who become acute-care NPs are those
who become weary of comfortable spaces and are prepared to
sacrifice the safety of the harbour and venture forth. Once they
commit themselves to the journey, however, they are cast adrift; as
Melville metaphorically observes in the narrative of Ishmael’s jour-
ney, “In the gale, the port, the land, is the ship’s direst jeopardy”
(p. 116).

Patient care by NPs requires sophisticated skills, advanced
critical thinking abilities, political savvy, and a high level of deci-
sion-making, and thus necessitates their full focus and energies.
For the most part, nurses who embark on the journey are confi-
dent and expert in the nursing roles they are leaving. When they
commit to the launch, they must leave this comforting port of
competence and enter a new position with different and unknown
expectations. Because the NP role continues to evolve over time,
and is influenced by many environmental factors both internal
and external to the hospital setting, their journey is barely begin-
ning upon completion of their formal NP training. Certainly, as
students, they will have had experience making diagnostic and
treatment decisions. However, as noted by Buehler (1987, p. 50),
these are made as a “guest” in training sites and with full rec-
ognition that they are, after all, “only” learning. New NPs face
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the major tests of their clinical judgment in their first positions.
Being adrift then is a time of transition.

The work of cultural anthropologists Arnold van Gennep
(1960) and Victor Turner (1969, 1974, 1984) on rites of passage
helps us to find meaning in NPs’ experience of being adrift. In
his book The Rites of Passage, van Gennep distinguished three stages
of transition. During the initial stage, a person is separated from
his status in society. This leads to the second stage, a marginal
and liminal state, or state of ambiguity, which has none of the
attributes of the past or future states. After an initiation, the per-
son is finally reintegrated into the social structure in a newly
achieved role-status, the third, or post-liminal, stage. Viewed
from this perspective, journeying through “being adrift” is the
NPs’ experience of the second transitional stage; that is, literal
or symbolic removal from normal patterns engenders the Nps’
experience of marginality or liminality.

the place/spacetime

the situation/

leaning on the membrane between one dimension and
the next you will find it flexible as well as transparent.

moving between dimensions requires a leap of faith.

— Peter Beckett (2009), “Luminality”

Liminality, sometimes referred to as luminality, has etymological
connections with words such as limit, limbo, preliminary, sublime, and
subliminal (Barnhart, 1988). As the Latin root of these words limen,
meaning “threshold or boundary,” implies, NPs find themselves
“betwixt and between” social categories and states of being. Turner
referred to people in this place as “threshold people” (Turner,
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1969), living in “a place that is not a place, and a time that is not a
time” (Turner, 1974, p. 239), as if they were in a tunnel between
the “entrance” and the “exit” (Turner, 1974, p. 231).

New NPs experience a sense of being disconnected, which
may involve both a physical and mental separation. In many
cases there is simply a mental separation as the NP still engages
in some of the regular nursing activities. For them, the liminal
state incorporates a time and space in which they are transitioning
from being in a nursing role assigned traditional laws, customs,
and conventions to being in a role that has new and different
laws, customs, and conventions. Therese Schroeder-Sheker (1994,
p- 92) described this state as a “scared condition in and out of
time, where bonds between people ignore, reverse, cut across,
or occur outside structural relationship.” Liminal activities tend
to be extreme; they appear strange, and sometimes disturbing
and dangerous, to those living and working in the regular rou-
tines and following socially accepted rules (Turner, 1974). To use
Turner’s (1974) terms, since new NPs are in an unclear and con-
tradictory interstructural situation, they are apt to be perceived
as being “contaminated” or impure, looked on as aberrations,
disturbing, and even a threat to the status quo. As a result, they
do not always have the support of their communities as they
transition between roles. This only accentuates the experience
of feeling disconnected.

The time of being adrift is also characterized as one of tur-
bulence, “alternating emotions and perceptions with an overall
range from easy to difficult and many in-betweens” (Heitz, Steiner,
and Burman, 2004, p. 417). Waves of turbulence are commonly
experienced by NPs as feelings of insecurity, disequilibrium, dis-
orientation, anxiety, apprehension, and disorganization, along
with the numerous and varied emotions that come with the loss
of relationships, confidence, and control. One is immersed in
an experience of feeling overwhelmed, inadequate, vulnerable,
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and confused — all emotions associated with being uncertain
at a time when one experiences an intense awareness of being
responsible for the protection of others. This uncertainty comes
from the loss of previous reference points, abilities, and activities;
the disruption of relationships and roles; incongruity between
access and needs; discrepancies between what is anticipated or
hoped for and what actually evolves; and having few or no Np
role models. Nps’ feelings of isolation and loneliness are thus
heightened as a result of being disconnected — a time of wait-
ing for that which is not yet known.

A situational change occurs when nurses move into the job
titled “NP” and begin to engage in the new activities of performing
detailed histories and physicals, making medical diagnoses, and
prescribing treatments. However, the internal changes happen
much more slowly. As a result, many NPs find themselves strug-
gling in a kind of emotional abyss: they are not quite clear who
they are or what is real. They experience emotional suffering and
intense vulnerability as a result of taking on the characteristics
of a persona that has no classification, for “it is as though they
are being reduced or ground down to a uniform condition to be
fashioned anew” (Turner, 1969, p. 95).

Perhaps one of Winslow Homer’s most famous works, The
Gulf Stream, helps to illustrate this time of being adrift. Painted in
1899, the canvas depicts a solitary man lashed to his boat, which is
nested in a trough of waves. The mast and bowsprit have snapped,
the tiller and rudder are gone, and a school of sharks circles the
boat in blood-red water. On the horizon to the right, a looming
storm presents a far more ominous outcome. Yet, if we look at
Homer’s painting more closely, the man appears to be strangely
calm as he rests on his elbow, his mind seemingly alert as he
searches for ways to manage the situation. On the horizon to the
left, through the fog, there are both light and the silhouette of a
ship under full sail: a possible rescue.
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FIG. 1. Winslow Homer, The Gulf Stream. Courtesy of The Metropolitan Museum
of Art.

Painful though it may be, the time when they are adrift offers
NPs the best opportunity to be creative, develop into what they
need and want to become, and renew themselves. As they strug-
gle to stay afloat, a path opens to innovation and revitalization.
It is thus both a dangerous and an opportune time, and is the
very heart of the journey. NPs are introduced to new and special
knowledge not previously accessible, and rapid and extensive learn-
ing and growth may occur. New NPs may begin to experience a
transformation of identity, find new energy, and discover the fit
for which they are searching. In being adrift, NPs have a perfect
beginning for the process of transformation or metamorphosis,
because being lost is just what is needed to properly prepare for
the experience of being found.

The NPs’ experiences of being disconnected, being uncertain,
being lost, and struggling to stay afloat, all elements of being
adrift, neither follow a linear pattern nor are necessarily limited
to a single time in their journey. They experience these ele-
ments recursively, each weaving a unique design in the cocoon of
change. In this respect, as well as being “a space in its own right”
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(Froggatt, 1997, p. 125), transition is also a process of becoming,
a mode of being. Being adrift may last for years, is not a single
or simple initiation, and involves numerous experiences, each
of which refines the outlook and lives of those engaged in the
journey. The meanings attributed to this transitional experience
are affected by such factors as the catalyst or call for the change,
the individual’s emotional and physical well-being, the individ-
ual’s level of knowledge and skill preparation, the environmental
resources and support, and the expectations of others who are
themselves in transition. In fact, the NPs’ transitional experiences
are part of a matrix of transitions taking place simultaneously,
such as the staff nurses’ and medical colleagues’ transition to
accepting the presence of the NP, the nursing profession’s transi-
tion to this advanced nursing practice role, and society’s transition
to this new health care provider. And finally, by its very nature,
there is a mystery in what occurs during the hidden marginal-
ity or liminal state.

Being Disconnected

I am like a flag by far spaces surrounded.

| sense the winds that are coming, | must live them

while things down below are not yet moving;

the doors are still shutting gently, and in the chimneys is silence;

the windows are not yet trembling, and the dust is still heavy.

Then already | know the storms and am stirred like the sea.
And spread myself out and fall back into myself
and fling myself off and am all alone

in the great storm.

— Rainer Maria Rilke (1938), “Presentiment”
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Although many NPs admit to having “horror stories about those
nurses who eat their young,” they hold great regard for their
fellow nurses and speak about them and nursing with affection
and loyalty. This is apparent in the jovial social atmosphere they
describe as missing, particularly on nights and weekends, when
there is a more relaxed and informal work environment. They
miss the support that nurses give each other through difficult
times. The change in their role brings about the loss of old ways
of being that comes from working side by side, doing the same
type of work, taking breaks together, and sharing stories in which
there is a common sense of purpose and loyalties. “Being part
of the team, but not really part of the team in terms of being at
the bedside because they've flipped sides to giving orders” results
in a sense of alienation. A special collegiality has been lost, and
many NPs miss these previously taken-for-granted relationships.
There is a sense of no longer belonging, a sense of loss of accept-
ance by the community of practice to whom they had once been
strongly connected. With the realization that they have inevitably
been changed in the process of becoming NPs, they also under-
stand that this loss is permanent. Even if they should quit the NP
role, a thought that often passes through their minds, the acqui-
sition of new knowledge and skill means that they are no longer
the nurses they once were.

You go through separation, the letting go. I guess it’s more like
grieving for a secure position that you were in. And yet the challenge
and the excitement and the opportunity of a new role still keeps you,
has your appetite whetted with curiosity and wanting to develop
those skills and have those learning opportunities. But at the same
[time], it’s a part of you that you were good at, and you are still
good at, or I was still good at, but just along a different pathway.
And it was sad to let go of it, to not be part of that team in the same
sense of the intricacies. . . . Now you're always on the periphery.
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Being disconnected is like being anchorless. As one NP reflected,
in traditional bedside nursing shifts are structured around the
to-do list of activities that are engrained in nurses’ routines from
the first days in clinical practicums. But in this new role, the
NPs’ sense of being disconnected is heightened by being uncer-
tain about how to structure their days using the autonomy that

they now have.

The independent practice part of it was the biggest piece. . . .
Going into a new role where — Oh, I don't have that anchor of
having a patient assignment with specific tasks. What does that
mean? There were no real roles and responsibilities written to
clearly define — Okay, today I'm going to come on and every
two hours you're going to do this, this and this. . . . It was fairly
loose, and that independence and having to be responsible for my
own autonomy and my self-learning activities was really new
for me. So, trying to organize my day and people trusting me to
be accountable for my hours. And so being given that autonomy
wasn't something I was used to and so that autonomy piece was
probably a bt of a transition.

Some NPs are instructed by nurse managers to refrain from
wearing a uniform, answering bells, or helping other nurses in
the giving of patient care so that the NP role can be differenti-
ated from that of the traditional staff nurse. Despite their desire
to demonstrate to nursing staff, patients, and families that they
are both capable of and not above engaging in traditional nurs-
ing functions, some NPs see wisdom in this advice. Therefore,
they disconnect themselves from familiar activities that pro-
vide them with some sense of purpose and meaning. Others
remain engaged in these activities, recognizing that if there is an
immediate patient need, then everyone should put their hands
in the work that needs to be done. They feel that the priority
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must always be the patient, not what tasks are assigned to each
person. Yet even they acknowledge the internal and external ten-
sion created when they realize that they must sometimes turn
away from assisting nurses with hands-on patient care, turning
instead to their own tasks, which are of equal importance and
priority to patient well-being.

The simple fact that NPs spend the majority of their time
interacting with staff physicians, fellows, and residents, eating,
and socializing with them in the wee hours of the morning as
they wait together for a new admission, may lead to the feeling
that they are leaving the bedside nurse in the background. This
loss of a sense of belonging to a community of nurses and the
resulting grief that is experienced is palpable:

I guess just to reconnect with nurses is part of what needs to be done.
And I'm not sure what that means or how to do it exactly. I mean,
we sometimes do these little education things and that helps, but
there’s more to it, and I'm not sure exactly what it is. But it’s like
you take a step up from bedside nursing if you will — I'm not sure
that it’s up, or if it’s just over, I don’t know — so you make this
change, and you kind of just abandon nurses, maybe not nursing,

but nurses. There has to be a way to integrate the two better. And
we don’t even eat in the nurses” lounge and I don’t know what that
means either, but it’s just there. And nothing would happen if I
stopped eating with the residents and ate with the nurses. No one
would say anything. They might say, “Where were you at lunch?”
And the nurses might kind of look at you but they wouldn't say
anything either and they certainly probably wouldn't make me feel
like I didn’t belong there. But I have no idea if it would change their
conversation at break time or not. I don’t know if you're really so
different that you would influence conversation or if you're really not
that different in their eyes. . . . I miss it when it comes time to have
their social things, and you're not sure if you should go or not.
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How are NPs to re-establish their relationship with others in this
new role? With whom are they to align themselves in a role fre-
quently established as an “N of one” within their subspecialty
practices? Wenger (1998) maintained that in order to do their
job, individuals must align their activities and their interpreta-
tions of events with structures, forces, and purposes beyond their
community of practice and so find their place in broader role pro-
cesses. Yet during this time of being adrift, particularly because
they are pioneers, NPs do not do this because structures are not
yet known and understood, if indeed they are in place, and a sense
of purpose has not yet been discovered. Turner (1974) suggested
that individuals experiencing this in-between status tend to form
a “community of passengers” in which they experience what he
termed communitas, a spirit of comradeship and fellowship among
those undergoing the same transition. But how can NPs develop
or sustain the sense of “being in this together” when many of
them are single passengers on the journey once they leave the
educational setting?

There were two or three primary NPs in the hospital but again they
were very busy and so it was hard to speak to similar events, or, it
just wasn't the same. I don’t know how you describe that, but it just
would have been helpful to have had someone who’s been there and
done it before and knew exactly what you were experiencing. Because
some days you'd go through it and you'd think, “Am I losing my
mind? What am I doing here? . . . Everything is just all jumbled
up [with] sort of that overwhelmingness and feeling so all alone.

If NPs work so frequently in isolation, can being disconnected be
a transient, time-limited experience of passing from the centre of
one cultural group to the centre of another? Or are NPs destined
to find themselves in a more permanent marginalizing situation

as a consequence of the context of their practice environment?
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Perhaps the expression “Tam afraid I'll miss the boat,” commonly
used by many NPs, takes on a new meaning when one consid-
ers that NPs are no longer “in the same boat” with others. This
sense of being part of the team but not part of the team, “being
in a place all of your own” that has no meaning, includes both
the immediate care of the patient and a sense of not belonging
to any group within the organization. One NP shared, “It’s hard
because you should be, from a clinical perspective, on the phys-
icians’ team, but they’ve got their own little intensivist team too.
And so there’s many teams in which you take part, but you're
not always a part of. You're just a part of them when they think
you should be a part. And so it’s sort of like floating in your own
little space.” NPs experience a loss of identity since they are nei-
ther traditional nurses nor physicians.

NPs are also often unknown to each other, and thus feel discon-
nected from their own genre of nursing. One highly experienced
NP lamented, “I still want to go and talk to someone, another
NP. It's been something I've been wanting to do for a long time,
to just work with another nurse practitioner for a week or so,
because I never did work with anyone and I'm sure I could learn
a lot about being a nurse practitioner.” Most, even if they are not
the only NP within their work setting, lack the time to invest
in close relationships with their colleagues or to develop con-
nections with others. Many work within institutions where the
administration provides limited to no opportunities for NPs to
get together, or they do not receive support from nursing man-
agement or their physician team so they can leave their clinical
responsibilities in order to attend meetings. Nor do they have
the energy to initiate a support group that can help them work
through their feelings. A few join established local advanced nurs-
ing practice groups, most of which have been founded by cNss.
However, at this period in their professional development, there
is virtually no connection between what they are experiencing
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in their clinical practice and what is being discussed. Again, they
can find no sense of meaning or identity as NPs within a work
structure in the course of their journey. The irony is that while
they strive to carve a unique role that allows them to be more
autonomous, more in control, and more connected, the very
nature of these goals seems to highlight and heighten the experi-
ence of being disconnected.

As NPs describe the barriers to acceptance of their role, the
relationship with physicians, nurses, and other health care provid-
ers inevitably surfaces as an issue. Support, encouragement, and
assistance from professional colleagues are expectations learned
from past experiences but not always present in this role, which
results in the feelings of alienation, loneliness, vulnerability, anger,
and frustration. Despite findings in the literature that have con-
sistently identified lack of support as a problem (e.g., Brown and
Draye, 2003; Heitz, Steiner, and Burnam, 2004), the degree of
resistance and resentment, along with the depth of antagonism
they experience from nurses, inevitably takes NPs by surprise.
With alarming consistency, they describe senior staff who lacked
care and concern for them, and who verbally abused them. How
are identities shaped when NPs are forced to wrestle with the
outright hostility that they encounter from some of their nurs-
ing colleagues as they try to begin to practise in their new role?

When bedside nurses challenge who they are and what they
do in front of patients and families, or refuse to acknowledge
the orders that they write, how does it affect their self-worth,
the shaping of their identity, and their sense of being valued as
NPs? One recounted, “And right in front of the patient she’s like,
‘So what do you think you are? Do you think you're better than
everybody else around here? So if you think you're better than
other nurses, is that why you're doing all this doctor stuff?”” Bed-
side nurses are in a central position to help NPs function more
efficiently, but they can also undermine the NPs’ confidence and
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effectiveness. When they do, they enhance the NPs’ sense of being
shunned by the clan and contribute to their experience of being
disconnected, while prolonging the sense of being lost about who
they actually are in this new role.

In the beginning some of [the nurses| were very rude. And I don’t
know if it was a sense of their being angry at someone else having
the opportunity. I don’t know if it’s the “we—they” or I don't know
what you would call it. It took about five years before the unit
actually valued the role and had respect for its uniqueness. And some
of it was a lack of understanding of what it was and the added skills
opportunities and the implications of those. And so you’d have nurses
in the unit saying, “Oh they always get everything. Theyre very
specialized”. . . . And so maybe that’s just a felt need that you need
to be valued in the position before you get that sense of security and
ownership to a new role and the letting go of the old one.

NPs readily admit that they come into the workplace unprepared
to assume the full scope of the direct clinical practice compon-
ent of the role, especially in the subspecialty for which they
will be responsible. Key to the successful development of com-
petence and confidence is the support and encouragement of
physicians. Physicians, especially the staff physicians to whom
they report for clinical management issues, are also essential in
helping to establish their credibility with others. In the absence
of NP role models and mentors, they are dependent on the close
clinical supervision of the physicians who either lobbied for, or
at least agreed to incorporate, the NP into the complement of
professionals providing medical care to their patients. As they
expend so much energy trying to master the knowledge base
underlying the components traditionally identified as medical
practice, NPs naturally lose sight of the science and art of nurs-
ing, a phenomenon described in research examining the family



practices of primary health care NPs (see Anderson, Leonard,
and Yates, 1974). NPs become obsessively task-oriented and this,
for a period, becomes an end in itself. They describe being the
physician’s shadow for months or even several years. As they
spend large amounts of time alongside physicians immersed in
the diagnostic and therapeutic activities of medicine, their nurs-
ing identity is naturally submerged, further augmenting a sense
of being disconnected.

But how can NPs who are “attached at the hip” to their med-
ical colleagues feel so disconnected or marginalized from this
group, even as they feel lucky enough to be fully supported by
them? Why do they not become the centre of the physician’s social
environment? NPs are foreigners to the medical world; they are
invited by some and denied entry by others. As such, they are
positioned at its periphery, but being pioneers and lacking acute-
care NP guides, they are unsure of the dimensions of the practice
in which they are involved and therefore even have difficulties
identifying its borders. Schultz (1971) captured this bind:

He who wants to use a map successfully has first of all to
know his standpoint in two respects: its location on the
ground and its representation on the map. A foreigner has
to face the fact that he lacks any status as a member of the
social group he is about to join and is therefore unable to
get a starting-point to take his bearings. He is, therefore,
no longer permitted in considering himself as the centre
of his social environment, and this fact causes again a dis-
location of his contour lines of relevance. (p. 99)

NPs may feel disconnected from the medical group because they
remain in a traditional one-down relationship with it. Anderson,
Leonard, and Yates (1974) argued that without their own nursing
base of information, philosophy of care, standards, and rationale,
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which have been temporarily set aside during this phase of learn-
ing, NPs are at the mercy of physicians, who, ultimately, remain
in charge of patient care. As a result they cannot have a sense of
truly being connected with their medical colleagues.

The social and political climate, both internal and exter-
nal to the acute-care institution, continues to evolve and it
remains unknown how this evolution will influence the pre-
sumed potential for movement between subordinate (nursing)
and dominant (medical) worlds. This “not knowing” predicates
an uncertain and unfixed acceptance of, and full functioning
within, the confines of their world as NPs. For example, until
recently, there was no legislation in Quebec that granted NPs the
authority to write orders within acute-care institutions. In addi-
tion, the concept of medical directives, which facilitate at least
some degree of autonomy in acute-care NP practice in Alberta
and Ontario, does not exist in Quebec. Therefore, the majority
of NPs in that province are able to assume little of their poten-
tial in their new role, and consequently increasing their sense
that NPs are marginalized is sustained. Moreover, although they
may be allowed to engage in some of the traditional functions
of the medical cultural group, there is not an acknowledgment
that they are, or will ever be, at its centre. Just as importantly,
they do not want to be.

Most NPs describe at least a few episodes where physicians
have been antagonistic and unwelcoming toward them. Worse
yet, some reveal being consistently and blatantly ignored. Par-
ticularly frustrating are the occasions when NPs seek physician
consultation but are refused or bypassed, making them feel invis-
ible and ineffective. Physicians who fail to return their calls and
surgeons or anaesthesiologists who state, “I cannot give my report
to a nurse, I need to speak to the doctor to give the report” com-
plicate the NPs’ efforts at managing the patients’ care. Some feel
like second-class citizens when physicians do not attend medical
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rounds if an NP is scheduled to present, or NPs are refused admit-
tance to resident teaching sessions even when the sessions concern
their subspecialty service.

Certainly, under such circumstances, this part of the journey
is experienced as chaotic, painful, and even traumatic. As a con-
sequence, the sense of being disconnected and the accompanying
feelings of vulnerability and alienation are even more accentu-
ated and prolonged. This experience is made clear through an
incident shared by an NP who, after two years in her current NP
position and four years total as an NP, was only just beginning
to feel a sense of belonging to the team:

I didn’t have any [specialty] background when I started but . . .
they said, “Don’t worry; we will provide this and this;” and

I was promised some clinical mentorship from the physicians. . . .
So when I get there, I'm in the operating room, I get paged for my
first consult and I'm told by the person who's supposed to supervise
or direct the inpatient care, “I'm really sorry but I don’t review
consults with you.” And I said, “Well who’s going to?” He said,
“That’s a very good question.” So I was stuck. But I was so new,
like I was just in a different world and a different language, it was
really very different. And so for more than six months, I tried
various strategies of helping myself learn. And I was unsuccessful.
And then I went to my boss . . . and she said to me, “To learn,

go to Dr. X's clinic.” So I would go to the clinic and he would say,
“Well I have a medical student and I have a resident and I only like
two learners at a time.” So I said, “Well, can I round with you?”
Well, my office wasn't in the area and they would never call me.
It was awful. . . . I had to do everything myself and sometimes
the doors were really shut in my face. . . . I wasn't sleeping;

I had to take more sick days in the first year of this job than I
had in 22 years . . . but I was determined they wouldn't break me.
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The necessary focus of the NPs’ learning at this point is the
medical agenda, as they are kept busy clinically learning how to
independently apply the knowledge and skill learned in school.
As a result of this intense and narrow focus, they have no time
to be present with the patients and families. The search for being
more connected in their nursing practice seems more distant and
elusive than it had ever been in their traditional nursing roles.
“I just don’t have enough time; I'm ordering the pills and I'm
doing the spinal, while the nurses are talking to the mom, teach-
ing her how to give the Septra and comforting the child,” said
one NP. “I miss bedside nursing; I want to be on the other side
of the fence and be that comforting person at the bedside again.”
The resulting turbulence leaves them questioning their choice
and reminiscing about what they have left behind.

Feelings of marginality and lack of connection are also a direct
consequence of frequently being involved in defensive encoun-
ters with colleagues, patients, and patients’ families: “Are you
my resident today?” “Well, you're ordering things; you're pre-
scribing things; youre diagnosing. Look at the number of years
you've spent in school with your master’s. Why didn’t you go
through to be a doctor?” How does one retain a sense of connect-
edness to nursing when nurses identify the NP role as belonging
to medicine?

Being Uncertain

[A]nd while I supposed myself to be looking as salt as
Neptune himself, I was, no doubt, known for a landsman
by every one on board as soon as I hove in sight....Ina
short time . . . we began to heave up the anchor. I could
take but little part in all these preparations. My little know-
ledge of a vessel was at fault. Unintelligible orders were so
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rapidly given and so immediately executed; there was such
a hurrying about, and such an intermingling of strange
cries and stranger actions, that I was completely bewil-
dered. There is not so helpless and pitiable an object in
the world as a landsman beginning a sailor’s life. (Dana,
2001, pp. 6-8)

Acute-care NPs provide care to patients with complex, acute, and
often life-threatening health problems. Hemodynamic instability,
pulmonary compromise, and nosocomial infections are frequent
concerns. Many hospitalized patients have multisystem diseases,
which can contribute to atypical presentations of symptoms. Acute
complications of chronic illnesses can develop in response to
therapeutic treatments for other conditions (e.g., an acute exacer-
bation of congestive heart failure after a blood transfusion). The
complexity of health problems is compounded by therapeutic
interventions or technologic modalities, many of which obscure
important physical assessment findings. The risks associated
with the physiologic instability of patients and the potential for
life-threatening complications often require Nps to make rapid
clinical judgments in tense situations. Data may be simultan-
eously overwhelming and incomplete. These factors challenge
the diagnostic reasoning process, potentially impeding hypothesis
generation and evaluation, problem identification, and treatment
decision-making. Yet NPs, like physicians, are tasked with the job
of accurately diagnosing and treating their patients’ health prob-
lems. They may doubt their abilities to use what they know in
order to care for patients safely, and be concerned they should
know more than what they have been taught. This creates the
experience of being uncertain, a sense of being overwhelmed,
as they continue to learn from the ground level up how to attack
patient-care management on top of learning to master the pro-
cedural skills required in their practice.
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I wondered at the expectations. I wondered at the other Nps who
do it and do they think they’re doctors and I wondered if I had the
skills or the knowledge to do it. I wondered if I'd make a fool of
myself. I'd always given someone the information and just done
what they told me to do. Well now I was going to be the teller and
that’s so much responsibility and it was just so scary thinking that
one day maybe I would make a decision that would be harmful or
wrong. It was just so very overwhelming. Very scary.

Suzanne Gordon (2005, p. 10) observed that within a traditional
health care model the physician is seen as “the captain of the med-
ical ship” in the acute-care setting. The charted course regarding
the daily medical plan of patient care is handed down in the form
of orders that nurses are expected to carry out. In the NP role, one
is in the position of performing in the “captain” capacity. How-
ever, NPs do so without a navigational chart or dedicated guide
familiar with the NP journey. This leaves them in the position
in which most pioneers find themselves: thrilled and exhilarated
about the potential opportunities for autonomy and intellectual
challenge, but also shocked and overwhelmed with what they
do not know, with few institutional supports to assist them with
integration into their new practices.

NPs are persistently made aware of their uncertainty by the
stressful thoughts and feelings rooted in their day-to-day con-
sciousness as they engage in the new activities of their practice.
Some NPs describe being uncertain as merely unsettling. How-
ever, most admit to feeling terrified, being scared, and being
frightened; feelings that are present to some degree most, if not
all, of the time and then heightened each time they are required
to perform something new.

It was very frightening at the beginning. For my first two years,
every time I had a call to come see something the one thing I used
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to do when I got woken out of bed was say, “Dear God help me
make it through the night.” Seriously! “Help me make the right
decision.” People are lying if they don'’t tell you they’re scared for
those first two years.

For many months, or as long as two to three years, NPs can live
with the uncomfortable awareness that they may make a mistake
that could cause a patient’s death. Not knowing if the outcomes
of their decision-making will be the right ones creates a dis-
equilibrium born of fear for the patient’s safety. Many NPs are
preoccupied with “terrible things you just can’t imagine,” par-
ticularly after they leave the clinical area and have quiet time to
dwell upon the daily course of events. Even after two years of
experience, one NP described that at the end of each day she still
lived with niggling doubts that she may have missed something.
Faye Ferguson (1991) gave insight into this experience of being
uncertain: “When faced with uncertainty . . . the emotions can
easily hold sway, carrying one away with thoughts of disaster.
During these moments or hours one feels trapped, captive to the
terror of what might be possible.” (p. 316)

A certain gravity is associated with being uncertain that is
expressed as mental turmoil. Each decision feels like a narrow
escape from causing a deadly outcome. Treading water and
barely keeping afloat, while trying to keep their “heads above
water, trying not to kill anyone, and trying just to get com-
fortable,” creates an overall state of exhaustion, the result of
constantly being mentally on guard and second guessing oneself.
One NP recalled that for nearly three years she worked frantic-
ally to absorb as much academic knowledge as she could while
attempting to make it have practical meaning in her decision-
making with each new patient. An inability to sleep and having
nightmares or dreaming all night long about their patients are

common issues:



One of my fears is that I will write an order and it will be misread
or incorrectly processed or something and then something harmful
could happen. . . . The first time I wrote an order I shook for
probably a day. . . . Again the mental turmoil is [that] I spend a
lot of my time after work more or less just going through my head
the events of the day. . . . But I always look at — What have I
done? What have I ordered? Was there something better? Should

I have done it differently? . . . So there have been a few times when
I've actually gotten home and I've had to turn around and come
back because I've second-guessed myself. And it’s been silly, but

I've needed to do that in order to put my mind at ease.

NPs’ mental fatigue is compounded by the drain of energy required

to hide their inner turmoil. In the following passage, an NP

describes the heaviness, or gravity, of being uncertain. This pas-

sage was delivered in a tone that invoked the arduousness and

tiring nature of not knowing.

I was very tired. I was so tired from making decisions. I just
remember thinking I don’t want to make another decision today
about anything. And it was such hard work, such hard work to do
this. And you know — Lasix gs, q8, q122 I don’t know. Once a
day? You've got to think about this, this, this, and this. You need
to look at a weight gain, and fluids, fluid balance, urine output.
And it was just so tiring because there was so much to think about.
I can remember going home after these 24-hour-call shifts, and
not [being] physically tired from being up, but just mentally tired
from having to make these decisions.

Questions, rather than answers, dominate. Do I have the ability to

make the decisions? How should I approach this problem? How do I solve it? Do

I know what to do? What do others want me to know and do versus what do I

need to know and do? Similar to Benner’s (1984) nurse as the advanced



beginner, NPs are uncertain about the tension between what they
perceive they know and what they should but do not yet know.
Fearing they will never make or be capable of making accurate
clinical management decisions, will never be able to carry the
weight of responsibility that results from making those decisions
or understand the expectations required of them, the milestones
to be met, and whether others will be there to support them —
these are all elements in their uncertainty.

NPs also fear that poor decision-making will negatively impact
NPs’ professional reputation, and they report that the burden of
reputation protection is heavy. They must not only protect their
own professional reputation but also the reputations of physicians
associated with them. Ultimately, each believes that the reputation
of the whole acute-care NP movement is in her or his hands —a
finding also reported in Buehler’s (1987) research with primary-
care NPs. This is reflected in one NP’s comments:

I mean, you're always afraid that you're going to screw up and

be caught screwing up. And there is this onus on new practitioners
because in this province and in this city nurse practitioners are new;
like three years is about it where I work. So there’s always this
onus that you don’t want it to be, “Oh, those nurse practitioners!”
You don’t want that ever to be heard. You want to provide excellence
all the time. Of course that’s not realistic though. . . . You work so
hard to gain credibility and gain trust and be taken seriously, that
you don’t want to do something stupid, because one little thing can
undo so much hard work.

Living with a persistent sense of uncertainty about their abilities
to engage in a new level of decision-making is linked with not
knowing how to think like a physician. Yet from the time that they
walk into the clinical setting, they are required to make numerous
and varied medical decisions and provide safe care for patients:
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When I first started I had a lot of on-the-job learning to do, even
though I went through the NP program. It was great but there were
a lot of knowledge gaps . . . things like how to manage a diabetic
patient for instance; or, though we had microbiology and that kind
of stuff and prescription of antibiotics, when you actually get into
the clinical area and you're dealing with infections and organisms
and sensitivities and antibiotics and this whole thing with resistance,
there’s a huge learning curve to that. And then more critical-care
stuff, stuff like qut ischemia and oesophageal varices and bleeding
ulcers and peritonitis and pancreatitis and adrenal insufficiency and
it just goes on and on and stuff that I didn’t know and I'm like,
“Oh my God.” Like here I am in this critical-care environment
and look at all this stuff, and I'm like “Ahhh!!” And what if I
compromise all these vulnerable patients?

Acute-care NPs understand that the “NP part” of their job requires
a form of medical apprenticeship in the first several years in order
to learn clinical management of patients in their specialty popu-
lation. But despite whether it is what they expected or wanted,
for a number of months they suddenly find themselves unsure
of what to do because, as nurses, they have “not been trained to
think the way doctors do. It's a whole different way of thinking
and it’s really hard.” Although they have a sense that there should
be more to the NP role than being a physician replacement, that is
exactly what they do during the apprenticeship period. Many of
them mention that they function from a medical model instead of
a nursing model of care but, in hindsight, realize this is necessary
at the beginning — an understanding that has also been noted
in the primary-care NP literature (Kelly and Mathews, 2001).
One of the characteristics of belonging to a homogeneous
community of practice is the development of a shared culture.
Wenger (1998, p. 83) noted that the culture of a community of
practice includes routines, words, tools, ways of doing things,
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stories, gestures, symbols, actions, or concepts that the commun-
ity has produced or adopted and which have become part of its
practice. It also includes the discourse by which members create
meaningful statements about the world and the styles by which
they express their forms of membership and their identities as
members. Acute-care NPs, however, as pioneers in their practice
and as people frequently working in isolation from other NPs,
usually have no community of practice through which to experi-
ence their world and find meaningful engagement related to their
role. Nor has the wider Canadian acute-care NP community of
practice yet been able to establish a historically recognizable cul-
ture such that everyone knows what NPs are to be doing. In other
words, other communities of practice such as nursing, medicine,
and pharmacy do not yet know, appreciate, and therefore trust
who NPs are and what they can do. As one acute-care NP com-
mented, NPs are thus required “to prove [they are] legitimate in
providing care, because until others understand the NP role and
have insight into our training, [NPs] will always be compared
to other physicians, other residents; whereas if they came up to
them as a medical resident and I'm X year, then they have a cer-
tain conception of what that person should be capable of doing,
what they have been exposed to or not exposed to.”

Initially, then, the negotiation of meaning for NPs is created
primarily in their social relationships with physicians, on whom
they are reliant for the delivery of safe practice, along with the
nurses with whom they work. Yet, once they enter clinical prac-
tice, NPs find themselves on the fringes of medicine’s community
of practice, of which they have limited knowledge and know-how.
In order to belong to communities of practice, they must engage
in the practices, routines, language, and conventions of those
communities. In other words, they need to do whatever it takes
to make mutual engagement possible. This means that they must
demonstrate that they know how to think like the members of a

67



given community. Yet, not knowing how to think like a physician
is partially the root of their uncertainty, because not knowing
how to think like a physician is to some extent a measure of not
yet knowing enough of the language of a physician.

Words that aren't my own
Language foreign to my mind

I'm spinning my wheels.

— Mika Yoshimoto (2008, p. 22)

NPs simply do not at first have the depth and breadth of termin-
ology that is associated with advanced anatomical, physiological,
pathophysiological, and pharmacological knowledge. Not know-
ing the language results in either not understanding others or not
being understood by others. Mutual engagement is impeded and
the feeling of being uncertain intensifies.

Understanding how distressful uncertainty can be, and under-
standing the tendency for uncertainty to diminish a person in
his or her own eyes despite the previous level of confidence and
competence, is revealed in the manner in which this NP expresses
the experience of not knowing.

It is hard because you don’t know if you're on the same page. And
when I think of describing an X-ray to somebody — because even

to this day you can say, “Well, he has that kind of blah, blah, blah”
— but they don’t necessarily use the same words that can mean the
same thing. And X-rays are quite hard, because there’s something
there and they want to know what it is. Well, I think it’s this
because I see a shadow, and you don't call it lucency or darkness, or
it’s fluffy. And I know them better now, but at the time — near the
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heart, near the thymus or the hilum. They ask you so you end up
saying, “Well, I'm not sure that I see that or not. I can't tell you.”

In fact, learning to speak with the physicians’ terminology is what
makes mutual engagement with the medical discipline possible.
Physicians’ speech is associated with the way in which text is for-
matted and presented, the way in which information is edited,
so that it is orally represented to the medical audience in a man-
ner they accept and appreciate:

The type of information that physicians want to hear is not the
same as what nurses want to hear. . . . I remember when I was a
novice NP, I would report everything in tremendous detail and the
comments were frequently, “This is very thorough but I don't need
this. As a nurse I can understand that you would want to know
these things, but from a physician’s perspective this is not what

I'm interested in.” And the difference was learning that when you're
talking to physicians to communicate what they want to know,
and in that way you communicate that you understand what's
important to them.

Being uncertain with regard to their use of medical language and
speech becomes critical in relation to such actions and artifacts as
medical rounds, the order sheet, physician notes, and discharge
summary records. Although nurses are familiar with and have
shared points of reference regarding such traditions, these trad-
itions do not impose the same meaning when viewed from a
bedside nurse’s perspective as when viewed from the perspective
of being a new NP. The particular nature of nursing’s understand-
ing of these elements of practice lies in the rules and regulations,
or structures, applied to these artifacts and conventions, which
are determined as much from within nursing as from without.

In his classic work Truth and Method, Gadamer (1989) interpreted
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the concept of play (both literal and metaphorical). He reasoned
that play has its own essence in the fact that it becomes an experi-
ence that changes the person who experiences it, “independent
of the consciousness of those who play” (Gadamer, 1989, p. 102).
Gadamer'’s interpretation helps us to understand that, once nurses
make the choice to play as NPs, they expressly separate this new
playing behaviour from their other nursing behaviours thereby
indicating they are “choosing to play this game rather than that”
(Gadamer, 1989, p. 107). They must learn to play anew in the
game’s designated spaces: “The space in which the game’s move-
ment takes place is not simply the open space in which one “plays
oneself out,” but one that is specially marked out and reserved for
the movement of the game” (Gadamer, 1989, p. 107). NPs must
learn to carry themselves with a certain type of comportment,
inclusive of both linguistic and non-linguistic genres, and to use
the predetermined choreography between players:

That all play is playing something is true here, where the
ordered to-and-fro movement of the game is determined
as one kind of comportment among others . . . even if the
proper essence of the game consists in his disburdening
himself of the tension he feels in the purposive comport-
ment. (Gadamer, 1989, p. 103)

Gadamer demonstrates that in successfully performing the tasks
of the game, “one is in fact playing oneself out. The self-pres-
entation of the game involves the player’s achieving, as it were,
his own self-presentation by playing —i.e., presenting — some-
thing” (Gadamer, 1989, p. 108).

Now previously known linguistic and non-linguistic elements
take on new interpretations when used to new effect by the NP
and viewed from a new trajectory. For instance, NPs describe
medical rounds, a quintessential medical play, as a stage where
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they are now players who are placed front and centre without
the requisite skills to stand upright and not feel exposed. In this
once familiar but now unfamiliar metaphorical playground, NPs
constantly experience uncertainty due to not knowing what to
expect, how to articulate the limited knowledge they have, and
what level of knowledge is expected of them. During medical
rounds, they have a sense of no longer possessing the protection
of being a spectator but being required to actively perform with-
out the requisite tools:

It was like having to go into an exam every morning [with] no
idea what the exam would be on. Furthermore, it’s an exam in
front of ten other people and they’ll all know what you know and
don’t know, and that was very stressful. . . . And because you
would get quizzed on rounds, everyone’s watching and listening. . . .
And we are treated very much like a resident and so then you're
asked why this and why that and what do you know about this
and what do you know about that and tell me about this or that.
So, I mean, I haven't been to medical school; half that stuff

I've never heard of, and all of a sudden I'm expected to know it.
It’s quite daunting.

Acute-care NPs appreciate from their years of working in acute-care
teaching institutions that medical rounds are part of medicine’s
initiation process. Rounds are, in Turner’s terms (1969), a rite of
passage, part of the ritual process created by the medical com-
munity of practice to assist in the transition from one place,
state, and social position to another. In this milieu, others, par-
ticularly physicians, actually judge NPs against their definition of
competent NP performance, a definition that mimics their own
particularistic philosophy of medical practice. NPs understand
that it is within their capabilities to articulate their understanding
and summarize the plan of care such that members of the team
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will develop a respect for their abilities, the NP role, and them-
selves as individuals. Being uncertain in this milieu brings about
a strong awareness that “everyone is judging you.” NPs feel that
perhaps others are seeing them for the very first time in terms
of what they are lacking, not for the competent or expert nurses
they had been previously. What really makes being uncertain so
discomforting is the constant awareness of one’s deficiencies that
this visibility and awareness of uncertainty invokes.

Similarly, NPs are required to engage in medical discourse
using the written format within medical artifacts. However, not
knowing how to write medical orders, medical progress notes,
and discharge summaries adds to NPs’ feelings of uncertainty,
which are further intensified by the uncertainty that comes with
crossing boundaries to spaces that had been previously forbid-
den to them as nurses:

So having to learn the language and really not being given any
course on how to write an order per se, and there is a format on
how to write orders, what needs to be included; there is a process
around that. And that isn’t part of the orientation or internship
or whatever it is called. And there needs to be more value put on it
because the significance of that is huge, and it was an area where
I didn’t have any experience with it.

New NPs are also unsure of how to interpret information in a
new and different way, which culminates in generating a possible
problem list, a differential diagnosis, and a treatment plan. Not
knowing how to make a diagnosis or whether it is the right one
is frightening, sometimes even paralyzing, and this is only accen-
tuated when new NPs have limited knowledge and experience
within their specialty area, precluding them from identifying
patterns. Not knowing routines and what the various doctors
in their practice want and will accept compounds their feelings
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of uncertainty. They immediately realize that knowing how to
make a differential diagnosis is not something learned in nursing,
and it is a concept that can be quite difficult to grasp. Learning
to think of all the possibilities, particularly when one has lim-
ited knowledge, while at the same time being able to prioritize a
plan around the most likely possibility when scant information is
available, is like climbing the mast of a ship without a safety line:

Making the diagnosis is difficult at times. I personally struggle
with it unless it’s fairly obvious. I never have done very well pulling
differential diagnoses out of the hat and I think that's where I need
to do a bit more. . . . We get a lot of our patients from Emergency
and they've got the diagnosis down in front of us. So I look at the
diagnosis and I think, “Why did he choose that? Well alright,
belly pain. Oh my God, there’s probably a gazillion things that
cause belly pain”. . . but if I have to see somebody cold turkey
that’s where I struggle a bit. We can diagnose congestive heart
failure easily; if you come in with high sugars, well you're
obviously in a diabetic state. It’s the not-so-clear cases — I'm
thinking, well, some guy’s diagnosed dengue fever; where did that
come from? Why did he diagnose that? Well, I'm not familiar
with the pattern of that; that doesn’t even pop into my mind.

And then again, I think, “Well goodness, should I know that?”
And then this self-doubt thing overcomes me: “Well, my God,

I wouldn’t have written down dengue fever.” So that’s what goes
through my mind.

Even when they are able to make the diagnosis accurately, ver-
balizing or writing the diagnosis can be overwhelming in and

of itself, as it too is a boundary not previously crossed:

I guess one of the things that stunned me the most and took me a
long time to get over was being able to actually write that the man



had a nose bleed rather than saying the man had blood coming from
his nose; so that as an NP I can actually diagnose that nose bleed.
So the hardest thing to get my mind around was now I could
suddenly do these things that you were always told you couldn'.

Buehler (1987, p. 50) wrote, “Educators and physicians repeat-
edly point out that the single most important attribute of an NP
is [their] ‘knowing and practicing within [their] limits.” The
clinical judgments that they make determine how others evalu-
ate their compliance with this norm.” Yet, the fact that what they
are questioning is beyond their scope of practice reveals the Nps’
struggle to determine the set of expectations about the level of
knowledge and skill required within their practices. The acute-care
NPs’ uncertainty is accentuated because there is not yet an aggre-
gate of NPs performing the same role within the same context,
except, perhaps, in the field of neonatal nursing. There has been
no historical determination of what exactly they do, how they
are to do it, and the level to which they are to perform it. Iron-
ically, they cannot discover independence within their practice
until they know their limitations — limitations that are defined
by their scope of practice.

For NPs, worrying is a common response to living with uncer-
tainty. They feel a sense of dread about “the worst thing you can
imagine happening,” which looms over them until it does hap-
pen. They worry about whether they will be able to independently
reproduce the decision-making sequence without missing critical
steps. Have they gathered all the information necessary to make
an accurate diagnosis and treatment plan? Can they successfully
repeat what they do, such as performing a psychomotor skill
under pressure or in a different circumstance?

Worrying is also associated with the desire to do what is right
and to do what is good for the patients entrusted to their care.
Acute-care NPs carry a mature and practised understanding of
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what it means for the patient and family to provide (or fail to
provide) the “right” treatment. Knowing how to provide the right
care is essential to clinical judgment and ethical comportment.
Central to their feeling adrift is concern about being able — or
unable — to respond to patients’ physiological needs, protecting
them in their physical vulnerability and helping them to feel safe
in the NP’s hands. Typically, there is a sense of hyper-alertness
and hyper-responsibility, and NPs deliberately engage multiple
coping mechanisms. In contrast to Benner’s (1984) findings, this
sense of hyper-responsibility is present in the initial part of the
NPs’ journey, not at the competent stage of the novice-to-expert
continuum. This may be because they know what it means to
be competent nurses and therefore understand the tensions and
competing risks involved in managing various clinical situa-
tions. In addition, as experienced nurses they have long lost their
naivety about the absolute trustworthiness of the environment
and the legitimacy of co-workers’ knowledge. Benner noted that
naivety normally allows the beginning learner to absorb infor-
mation as fact and truth, and for this reason they experience a
sense of certainty about the outcomes of their actions, along
with an excitement about learning. Yet for many NPs, this sense
of fun and exhilaration is not experienced until later in their
journey.

NPs readily acknowledge that as experienced bedside nurses
they believed they had the experiential knowledge to determine
what treatment was required in the clinical situation, although
they did not possess the authority to act upon it. Yet ironically,
when permission is finally granted for them to act upon their
knowledge and skill, they immediately realize that being able to
do what needs to be done involves much more than being per-
mitted to use advanced theoretical and experiential knowledge.
One NP noted, “When you actually have that accountability or
decision-making or responsibility for the decisions, it becomes
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much different than just suggesting, “What do you think about

2" With the granting of authority to diagnose, prescribe,
and treat in ways previously denied them, NPs must not only
acknowledge that they may and can do what needs to be done
for patients, but also acknowledge and accept responsibility for
it. Ironically, they may now experience a lack of self-confidence
and hesitation as a consequence of being faced with increased
responsibility and accountability for the patient’s health, which
results in uncertainty.

Why is the NPs’ relationship with responsibility so personal
and intense? Is it possible that having been an expert nurse, with
a high degree of knowledge and skill embedded in a strong sense
of moral responsibility, only serves to heighten the tension and
apprehension around issues of responsibility and their conse-
quences? Throughout the course of their careers, they have seen
the negative outcomes of errors in clinical judgment. They are
also imbued with a strong nursing ethos that emphasizes moral
and ethical standards, a duty to practise informed by an ideol-
ogy of “conscientiousness” and a “high ethical and professional
standard” of care (see Nightingale, 1992, p. 3). It is an ideology
that emphasizes caring for those with illness rather than curing
illness. Therefore, NPs experience an internal angst that may arise
from a clash between their own values and expectations of self
and the “what if” consequences of those expectations when they
engage in acts associated with curing illness.

NPs are not originally educated within an ideology that facili-
tates objectification of the patient as a diseased entity or a bodily
part that requires repair or cure. Rather, they have been indoctrin-
ated in a caring philosophy that asks them to react “responsively
and responsibly” (van Manen, 1991, p. 97) to the call of the vul-
nerable. Yet they now find themselves engaging in risk-taking,
seemingly in direct opposition to this very call. To take risks, which
is what is demanded in situations of informational ambiguity as
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it is applied to medicine (Haas and Shaffir, 1987), is a character-
istic that neither comes naturally nor has been learned through
their previous training as nurses. In fact, as one NP noted about
the mindset associated with risk-taking and its application to clin-
ical decision-making, “I think that’s a difference between nursing
and medicine: medicine is sort of ‘the buck stops here,” where
for a lot of nursing practice it’s ‘call the physician.”” Subsequently,
because of uncertainty, NPs worry and experience premature guilt
for what might occur if the “what if” situations comes to pass.

“Being-guilty,” Heidegger (1962) wrote, “has the significa-
tion of ‘being responsible for’ [schuld sein an] — that is, being the
cause or author of something, or even ‘being the occasion’ for
something,” and “‘being-guilty’ as ‘having debts’ [schulden haben]
is a way of Being with Others in the field of concern, as in pro-
viding something or bringing it along” (p. 327). These two ways
of “being-guilty,” when experienced in combination, define a
kind of behaviour that Heidegger (1962) called “making oneself
responsible” (p. 327), which he argued results from one person
“having the responsibility for the Other’s becoming endangered”
(p- 327). “Being-guilty” in this sense results from “the breach of
a ‘moral requirement” (Heidegger, 1962, p. 328), even if that
breach is only an anticipated one.

Thus we may say that NPs experience intense feelings of vul-
nerability embedded in feelings of future-oriented culpability
concerning their clinical decision-making when they realize that
they could inflict harm upon the Other. For French philosopher
Emmanuel Levinas (1996, p. 131), the face is a mode in which the
vulnerable Other is revealed, and we recognize that we have been
summoned to responsibility: “The Other becomes my neighbour
precisely through the way the face summons me, calls for me, begs
for me, and in so doing recalls my responsibility, and calls me into
question.” Levinas acknowledged that in this ethical imperative,
responsibility to Other “goes beyond what I may or may not have



done to the Other or whatever acts I may or may not have com-
mitted” (Levinas, 1996, p. 131). Thus, the emotional and mental
unease NPs experience in being uncertain can be seen to result
from the moral imperative to be vigilant in the face of the Other.

As most NPs are quick to point out, learning to write phys-
ician orders and fill in the physician order sheet causes them
trepidation. They come face to face with the weight of the respon-
sibility that they carry in the act of writing. On one level, the
writing of medical orders on the doctor’s order sheet, medical
progress notes in the physician’s section, and the discharge note,
along with their signature, are clear examples of the operation
of micropower. Yet at the same time, this writing carries heavy
symbolism and strong structural connections to explicit, hier-
archical power structures:

We write orders all the time as nurses but we take verbal orders
and we just transcribe them. . . . The first time I wrote an

order, I have to say, it was somewhat exhilarating. . . . And once
you get over that, the responsibility part of your brain kicks in
and . . . again you need to think through your orders, and think
through your decisions as to why you are ordering something, and
what you're going to do with that information once you've ordered
it. . .. So it was very exciting . . . to have this little power that
we have, but again there’s a lot of responsibility with that, which
again, I take quite seriously when I'm writing those orders.

However, at another level, the writing of orders and the tran-
scribing of thought processes in progress notes is about the Nps’
willingness to accept responsibility for setting into motion a ser-
ies of cause-and-effect activities and simultaneously appreciating
the gravity of those actions. One NP said, “Always in the back of
my mind is that the pen is the mightiest thing. You know, you
must always be very careful with what youre writing because
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with a pen stroke, you could harm someone.” The writing of an
order and the use of the pen, once a taken-for-granted activity
with a taken-for-granted tool, now takes on new significance;
pen put to paper has become a potential weapon, and NPs wield
the instrument of potential harm, even destruction:

I guess the biggest adjustment . . . was the writing of the orders

on the order sheet. It was a real funny feeling . . . that physician
territory of physician order sheet and a nurse writing on the
physician order sheet. It seems so silly. But anyway, I mean . . .

it seems so legal and liable and it was interesting. And you didn'’t
want to make an error because it was in copies and when you see

it in [a] court of law years down the road, and you recognize your
writing on that physician sheet, you realize just how significant it is.

This power of the pen has also been described in Richard Peschel’s
recollection of a haunting incident from his medical residency in
his story “The Ritual and the Death Certificate.” This story appears
in a remarkable book, When a Doctor Hates a Patient and Other Chapters
in a Young Physician’s Life (Peschel and Peschel, 1986). In this story,
Peschel described the first time he had to pronounce a patient
dead. Having held the stethoscope to the patient’s chest listen-
ing for some sounds of breathing and a heartbeat, and having
“stood around for a while so it would appear that [he] had spent
a respectable amount of time determining that the patient was
dead,” (Peschel and Peschel, 1986, p. 71) he felt “somehow dis-
appointed” (p. 71) in the whole process. In other words, Peschel
had found there was “little reflection about a human life having
just ended” (Peschel and Peschel, 1986, p. 71) However, when
he went to complete the death certificate, and was instructed that
he must use “the Brady pen” (p. 72) — Brady being the name of
the morgue — he was suddenly confronted with the gravity of
the responsibility he carried.
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Prior to taking on the NP role, when nurses use pens and
physician order sheets, they have no need for focal awareness
of themselves and these tools. The skills and practices that they
bring to the activity are so familiar to them that they are simply
unaware of their existence. However, when they become NPs,
they encounter the pen and order sheet in a way that brings about
a state of unease. As a result, they have an opportunity to reflect,
detaching themselves from ongoing practical involvement in the
project of writing orders and progress notes, to better understand
the significance of what they do when engaged in these activ-
ities. The resulting stepping back from “I” and the recognition
of “I” in this situation creates not only self-reflection but also
self-conflict. What is the meaning of all this? Who am I? Am I becom-
ing alienated from myself as a nurse and from nursing as part of my world by
engaging in these acts of writing orders or making these types of clinical decisions?
But perhaps, just as Heidegger (1962, pp. 293—301) philosoph-
ically argued about the experience of worry and responsibility,
NPs are uncomfortable with every role they can play in the world
of health care during the period of being adrift, because in the
act of acknowledging they may cause the death of an Other,
they have to face their own mortality. Simply stated, NPs find
themselves being forced to realize the importance of choosing
a possibility and defining themselves by it.

The NPs’ sense of responsibility to the Other is not limited only
to the patient. However, when NPs refer to the level of responsibil-
ity that they carry, they are not referring to a hierarchical level,
which would then have a tendency to diminish or denigrate the
responsibility that staff nurses bear. Rather, the level of respon-
sibility speaks to a different sphere of influence and the layers of
responsibility that NPs bear, which are different from and broader
than those of the traditional bedside nursing role. When NPs write
orders that will be carried out by others, they are responsible for
being the clinical authority on medical management issues, and
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they know that the health care professionals who carry out their
orders “take on some degree of faith” that they are correct. The
impact or consequence of a wrong diagnosis or treatment may
not only result in a negative outcome for the patient but also may
compromise the emotional and professional integrity of all the
health care providers involved.

Joan Cassell’s (1992) study of the work of surgeons provides
further insight into NPs’ experience of being uncertain as it
relates to the new sense of responsibility that they carry. The
outcomes of their actions are attributable; that is, the NP and the
patient, the family, and the team know the NP is responsible
when events go well or poorly. Also, as noted earlier, much of
their work is now more visible; their actions take place before a
public composed of the patient and family, nurses, and often the
staff physician, residents, and other physician subspecialists, all
of whom admire success and note failure. The NP’s every move
is now more closely scrutinized and publicly judged. “Marjorie,”
a critical care nurse, described the shame she felt when she acci-
dentally cut an umbilical artery catheter instead of the venous
one she was attempting to replace. Although she had requested
that a vascular surgeon be paged to assist her with its retrieval,
“half the hospital” responded to the stat call that had been placed,
a request the NP had not made:

And my face was burning; I felt like I didn’t want to be there
anymore but I kind of coped until I was thinking — God, how am
I going to tell these parents? They weren't there, so that was better.
If they had been there I would have had to explain how all these
people had to get involved and what needed to happen to do [retrieve
the catheter| and I would have been much more mortified.
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Being Lost

One day you leave, you go to school, and the next day when you

come back you're a different person because you do something else
different. . . . It’s the same place, I'm the same person, but I don't
know anything anymore, because finishing school you don't pretend
that you know the role very well. . . . I'm physically the same person.
I didn't change. I could be of some help to nurses but in a different way,
but nobody, including me, knows exactly what I can do or what I'm
allowed to do. And so I'm different, yes and no. But who am I? I mean
I knew I was a nurse, but maybe I was trending toward the medical
model at the time . . . and you just don’t know who you are anymore.

Being lost is the experience of a loss of identity; NPs are unsure of
how to respond to such questions as Who are you?, Are you a nurse or a
resident?, or Where do you belong? Instead, these questions are answered
by asking more questions. The constant focus on the instrumental
nature of their role leads them to wonder: Is this what being an NP
is all about? Could it be that I am a physician substitute? Where is the nurse in
the NP role? Is this what I really want? Should I quit? These types of ques-
tions suggest that NPs experience disillusionment during this initial
period. Disillusionment is the internal perception created by role
realities, and, as noted by Heitz, Steiner, and Burman (2004) in
their work on role transition, it leads to self-questioning of why
one endures the role, given the internal and external challenges.
NPs say it is difficult to adhere to the ideals of holistic care and
health promotion while responding to the various expectations
of self and others, none of which may even seem attainable. They
articulate a constant struggle with holding on to who they were
and what they did, in the face of who they are becoming as a result
of what they are now doing. Because of the situational pressures,
they often feel it is difficult to hold to the NP ideals and establish
a role that is different from that of physicians.

. 82 =



Even the familiar world of nursing is now far off and inaccess-
ible. Many NPs do not realize how loyal to nursing they are until
they are away from their “home.” As a result, they become more
aware of what belonging to the community of nursing means to
them, because now a sense of belonging is re-experienced in a dif-
ferent way, more like being “a drop of oil on the water” (Wu, 1991,
p- 274). Zhou Wu (1991) addresses analogous feelings in his writ-
ing on the lived experience of language learning and acculturation:

The meaning of the old world . . . is often elusive. It is
very hard to measure its volume. This body of water in the
heart of a foreigner can be as vast as an ocean, as it often
occupies his or her whole inner world. . . . I am homesick,
but I don’t know what I am missing. (p. 274)

Feeling like an impostor or fraud is a common experience for
new acute-care NPs: “For nearly a year I felt like I didn’t belong
here; this wasn't home; this wasn't welcoming and I was an
impostor in my role.” An inability to articulate what they do and
how to do it, rather than “this is where I can be found through-
out the week,” contributes to this sense of homelessness and lack
of self. Feeling like an impostor is also an experience born out
of being uncertain. NPs feel as if they are trying to pass them-
selves off as insiders while being outsiders to a special group of
people who all have qualities or traits that they do not. They are
plagued with nagging self-doubt and a fear that their colleagues
will realize that they are not “one of them.”

On the one hand, as NPs experience being disconnected, they
may feel that they are nurse impostors because they no longer
belong to nursing. On the other hand, by the very nature of
working on the margins of the medical community of practice,
particularly during the time of being uncertain, they may feel
like physician impostors. As a result, they may feel that they are
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not who they should be and are somehow falling short of the
expectations and standards for someone in the physician’s pos-
ition. And yet this is not quite true either, for they know that
they are not physicians, even though they need to have some of
the same knowledge and skills.

Perhaps NPs do not fail to measure up to the ideal of what they
are supposed to be; rather, they fail to see who they truly are. NPs
qualify for the positions they occupy and are deemed competent
at what they do for the level of experience they have attained, as
signified by a licence to practice. But part of feeling like an impos-
tor is the belief that everyone else fits the ideal except them. A few
compare themselves to other NPs whom they have seen in action
during their educational experience, or to other NPs within their
own practice setting. Others have created their expectations for
the NP role based on a combination of the discourse (e.g., NPs
perform at the level of a second-year resident), their own personal
expectations for ideal performance in the clinical arena, and the
expectations of those to whom they report in the work setting:

I just assumed she [the NP | knew everything. . . . If she said some-
thing, it was gospel. . . . It was the way she carried herself — she
just had a presence about her. . . . And I remember when I started and
she’d go through the list — 6sw, Gsw, Gsw — and I'm like, “Oh
my word. This is like ER. I can never do this”. . . . There wasn't even
a resident affiliated with the team; she was the resident and the nurse.
I didn’t even see the nursing part of what she did; I just knew she was
a nurse who knew — God — more than I'd ever know, and seemed
as knowledgeable as a physician and worked in a field that boggles my
mind, but she was able to pull it all together. And it wasn't until long
afterwards that I could see her doing the nursing piece, the counselling
with the patients and their families because I was just too caught up
in the medical efficiency piece she did. . . . I didn't even know that

I didn't see it that way until I'd been in the NP role for quite a while.
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NPs experience an acute awareness of how others may see them.
There is a sense of split between the “I” who experiences the world
through their own eyes and the “me” whom they see through
the eyes of others. As they squirm under the Other’s gaze, they
fear being “found out” for who they “really” are behind their
fagade. They are afraid that if others were to know the truth about
them, those Others would feel betrayed or disappointed, with the
consequence that they could be rejected or disgraced. They tend
to live with a sense of dread and foreboding that it will only be
a matter of time before they are found out. The result is often a
sense of incredulity that others actually have placed their confi-
dence in them:

And I always thought it was strange that when I would see a patient
and would say to the patient, “Do you want to see the [medical
specialist] today?” and they would say, “No, I don’t want to see him
today”. . . . And the physicians would seem quite confident for that
to happen, that I would have my list of patients to see, the resident
had theirs and the physicians had theirs. . . . And it always felt so
strange that they seemed to have an overwhelming confidence in me.
They probably had more confidence in my decisions than I did at the
time. I always felt strange about that.

But perhaps being an impostor goes even deeper. NPs may feel
that there is a layer surrounding and concealing their real iden-
tity when they can only focus on what they are learning and
doing within the medical sphere of their role. At some level,
NPs are aware that although they are playing a role, they do not
yet embody it. It may be that they do not yet completely identify
with it. In this sense they are “betwixt and between.”

The more we identify with a role, the less separate and distinct
we feel from it. Conversely, the less we identify with a role, the
more aware we become that we are not the role we play. Possibly,



feeling like an impostor means that NPs are not yet able to iden-
tify with what they are doing because it doesn't yet feel morally
like who they are. This might cause them to feel even more dis-
tanced from their nursing colleagues. It has been recognized that
instrumental work and rational thinking stand outside the philo-
sophical foundations of nursing when they are not embedded in a
relational ethic of care. Wicks (1998) wrote that nursing celebrates
closeness and connectedness in a relational approach to care that
links the physical with the emotional aspects of caring. Perhaps
NPs become uncomfortable when they experience a disconnec-
tion of themselves and their role — the experience of being lost.

The irony about being betwixt and between is that many NPs
make interesting discoveries about themselves as nurses during this
period. Being lost is a form of un-knowing what was previously
known and knowing things anew, a constant trying on of roles
for size, of evaluating how well they fit. As Altrows (2002, p. 9)
explained, “When we find a role that suits us, we may become
so identified with the role and so accustomed to it that we for-
get that it is a role at all. It is as if we become asleep to our true
selves.” Perhaps NPs feel like impostors as they become aware of
the ever-shifting tension between themselves and the roles that
they play. Without this awareness, they risk losing themselves
in the role, thereby losing the freedom to try on new roles and
discard those that no longer fit. “In the end, our experience of
feeling like an impostor may awaken us to our true selves and
what it means to be free” (Altrows, 2002, p. 9).

NPs recognize what it means to be a nurse through what they
do, by having it brought to their attention by physicians, and by
what they miss, such as being connected and being a provider
of holistic care. This recognition puts them on alert. As if they
were standing in front of a mirror, they notice many things about
themselves that they did not see before. A recognition of “me”
occurs. Yet this “me” is not the “self” they are familiar with; the
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“mirror” that they are facing is a distorting mirror, and the per-
son in front of them is not who they had expected to see. Some
NPs may even become cautious and carefully adjust themselves
to create a better image depending on the community of practice
with which they are engaged. This is not an easy period. Feeling
like strangers, they cannot satisty themselves with what they do.
Their eyes become so keen that all they can see is their flaws and
who they are not. Not only are they strangers to others, but they
are also becoming strangers to themselves. They are lost. They
wonder who they should be.

NPs come to their role understanding their way of being in the
health care world from a nursing perspective, an understanding built
on a tradition of holism, a perspective more often particularistic
and subjective rather than objective and distant, as is the medical
perspective. But under the circumstance of becoming an NP, a per-
son’s focus shifts from dwelling within the healing model, with its
emphasis on knowing the patient fully and optimizing health and
comfort, to the notion of patient as body to be observed, known,
and treated, using the language of domination and control, as is
evident in the scientific model of medicine (Gadow, 1980). NPs
spend their days focused on deductive reasoning, constructing
hypotheses, and using established procedures and algorithms. Dur-
ing this initial period, the dominant aspects of their role are both
mechanistic and reductionistic. They are continuously informed
that if they have the right facts and a full understanding of patho-
physiologic processes, they will be able to predict and control
events. They are explicitly told to “stop thinking like a nurse” by
their physician colleagues. Through their concentration on increas-
ingly detailed aspects of physical dysfunction, it is not only easy for
them to lose sight of the patient as specific individual, it is almost
essential that this happens. In this way, their focus is kept clear
and their energy is consolidated while they learn what they need
in order to perform safely when clinically caring for their patients.
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FIG. 2. Sculpture of Split Person, Adelaide, Australia (Photo: J. Rashotte, 2005).

But this language and focus for being, however necessary, often
feels foreign and wrong. It involves a detachment or disconnec-
tion from the patients’ suffering and pain, and they struggle with
it, even though “the art of describing facts is the supreme art in
medicine: everything pales before it” (Foucault, 1994, p. 146).
Some NPs are torn between their admiration for the “coolness
and presence of mind” needed to perform well in this role, par-
ticularly under pressure, and a fear that to acquire that level of
knowledge and skill will require the sacrifice of the philosoph-
ical tenets of nursing. In order to master the knowledge domains
within medicine, along with being situated within the medical
world, albeit on the edges, they wonder if they will have to give
up their connections to nurses, nursing, patients, and patients’
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families. It seems to contradict one of the main goals of the jour-
ney — to be more connected to the Other. While in medicine
involvement is a by-product of the quest for knowledge, in nursing
it is a central and pleasurable part of the work (Wicks, 1998). In
this sense, whole days, weeks, and months spent predominantly
in discourses that focus only on objectification of the patient,
with limited time for relational activities, is in opposition to what
NPs traditionally value and thereby creates an internal struggle
or tension. Are they co-opting their values related to nursing for
goals that are not achievable except at the expense of those val-
ues? What do they have to lose in order to gain?

Inner conflict may lead to great distress. In fact, learning to care
for patients from a medical perspective is not only destabilizing,
but it is also polarizing. NPs experience this struggle as needing
to make a choice between a practice incorporating autonomy
and skill that is based on the scientific paradigm and a practice
within a “cosmology of healing” (Wicks, 1998, p. 72). Being lost
is experienced as a dichotomy of two mutually exclusive and con-
tradictory paths. From this new viewpoint, their past is severed
and they have become two unconnected pieces. Thinking like a
physician is experienced as oppositional to thinking like a nurse.
It is experienced as moving to the physician side of health care,
which implies necessarily leaving the nursing side. Am I a nurse
or am I a physician replacement?

Being lost makes NPs feel like their own “self” is falling away,
and their old self clashes with their newly discovered self. As
noted previously, there are two Is, perceived as dichotomous,
bipolar, and opposing each other. There is the nursing “I,” with
whom they are familiar and feel connected, the “I” they enjoyed
and were proud of and wished to promote and enhance when
they chose to depart on the journey to becoming an NP, and
they do not want to let it go. The other “I,” the “I” engaged in
traditional medical acts and seen externally, is a stranger, like a
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distorted figure who always reappears during moments of dis-
connection. They feel they cannot accept this “stranger” self
because they do not want it, but they cannot reject it because it
is becoming part of their new self — the new knowledge and
skills that they are acquiring are necessary to being more chal-
lenged, more visible, and more in control. Being lost means NPs
possess a disorganized inner world and inhabit an unconnected
outer world, and as a result much of their world as an NP is
experienced as paradoxical.

To be a castaway is to be a point perpetually at the centre
of a circle. However much things may appear to change
— the sea may shift from whisper to rage, the sky might
go from fresh blue to blinding white to darkest black —
the geometry never changes. Your gaze is always a radius.
The circumference is ever great. In fact, the circles multi-
ply. To be a castaway is to be caught in a harrowing ballet
of circles. You are at the centre of one circle, while above
you two opposing circles spin about. The sun distresses
you like a crowd, a noisy, invasive crowd that makes you
cup your ears, that makes you close your eyes, that makes
you want to hide. The moon distresses you by silently
reminding you of your solitude; you open your eyes wide
to escape your loneliness. When you look up, you some-
times wonder if at the centre of a solar storm, if in the
middle of the Sea of Tranquillity, there isn't another one
like you also looking up, also trapped by geometry, also
struggling with fear, rage, madness, hopelessness, apathy.
(Martel, 2002, p. 239)

Operating from a dichotomous position is not dissimilar to this

passage in Yann Martel’s (2002) critically acclaimed contempor-
ary novel The Life of Pi. The story concerns the transformational
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journey of a sixteen-year old boy named Pi Patel, who, after the
sinking of a cargo ship, finds himself alone for many months on
the only surviving lifeboat, with a group of wild animals. Being a
castaway, as Pi is, offers an example of being “caught up in grim
and exhausting opposites” (Martel, 2002, p. 240). On the one
hand, what NPs originally seek on their journey seems to have
collapsed into pieces and becomes elusive to grasp. On the other
hand, this new world is experienced as gigantic and overwhelm-
ing, making them feel small and dwarfed in the unknown but
powerful world of medicine. How can NPs feel that they have
no centre when they also feel as if they are perpetually at the
centre of the circle?

And I started writing orders and people started doing them, which

I found very odd. Why are they doing what I'm telling them to do?
Don'’t they know I'm just like them? Here I'm in this role, I felt
very much — not powerful, but you know that you have the final
say, and what you say goes, and people are actually listening to you.

When NPs begin to experience the overwhelming nature of carry-
ing the responsibility that comes with autonomy of practice, they
immediately seek solace in the ultimate responsibility belonging
to the staff physician. When they are called upon to defend their
choice of action, the visibility is frightening. But surprisingly they
can also feel moments of exhilaration.

When you're first doing [intubations] you're not sure that you can
repeat it even though you've done the skills; like can you do it under
this pressure and can you do it in that situation? But at the same
time, when you did it, it was like, “Oh, I did it! I accomplished it!
It’s great! This is such a great day, I did this and this.”
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NPs feel excited and exhilarated with their success in the advanced
instrumental nature of their practice, and they feel that they have
made a difference in the lives of their patients. It is during these
fleeting moments that they experience real pleasure, a glimmer of
the perfect fit for which they are searching, a feeling of being close
to home. Is this swing of the pendulum from exhilaration to ter-
ror not the worst pair of opposites with which to live, particularly
when they are experienced in the same moment? For indeed these
two opposites do not remain distinct. Life at the time of being lost
is not much of a life. Pi reflects, “It is like an end game in chess, a
game with few pieces. The elements couldn’t be more simple, nor
the stakes higher. Physically it is extraordinarily arduous, and mor-
ally itiskilling. . . . You reach a point where you're at the bottom of
hell, yet you have your arms crossed and a smile on your face, and
you feel you're the luckiest person on earth” (Martel, 2002, p. 241).

In this time of being lost, NPs undergo a disintegration, and
a reshaping of self is needed to regain peace and confidence. In
so doing, they undergo a profound and irreversible change. The
process is threatening because they have to alter their identities
in order to accept this transformation.

Staying Afloat

During this time of tension and struggle, NPs are being called to
inhabit the present by seizing the opportunity to listen to their
consciences and to take responsibility for making something of
themselves on the basis of who they already are (Heidegger, 1962,
pp- 318, 344). This may mean choosing a very different course
for their nursing career or struggling to stay afloat. In either case,
they must gain a clearer understanding of who they are, what is
truly important to them, and what they need to do in the nurs-
ing world. They must enter into “the situation” (Heidegger, 1962,
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p. 346) to find an authentic way of being. As Heidegger argued,
genuine decisions involve taking a risk in the context of a unique
situation. During this time, NPs are being continuously requested
to authentically reaffirm their desire to be NPs. If they choose
to struggle to stay afloat, they are ultimately called into action.

The turbulence experienced in being adrift creates a need for
stability that is achieved through the influence of positive forces.
NPs use what Heitz, Steiner, and Burman, (2004) referred to as
“optimistic self-talk”— comments such as You've got to keep working
and You're prepared to do this — a form of internal reinforcement, a
personal coping mechanism, that helps them maintain a posi-
tive mental attitude.

Despite the turbulence encountered, staying afloat becomes
a self-reinforcing motivator. The will to succeed is a matter of
pride for NPs, a need to hold on to the belief in their abilities
and the right to discover the sense of fulfilment for which they
are searching. Staying afloat is about refusing to be a pawn in the
health care game of resource management. Preparing the way for
others to follow and being successful in meeting this challenge
are some of the rewards of journeying through being adrift, and
NPs hold fast to the possibility of such attainment. Living through
the struggles and tensions is perceived as a necessary sacrifice in
order to experience the rewards: “I think the challenge of being
the first graduate nurse practitioner in the province was some-
thing that keeps you going. You say, “Well, we're going to be the
first ones out; we're going to be out of the gate before everybody
else.” Also, I think it’s a bit of a pride thing to keep going. Plus you
always think that it's going to get better with time.”

All of the feelings associated with being uncertain need to be
quickly contained if the NP is to survive the experience of being
adrift. NPs must actively employ ways and means to successfully
face and overcome their uncertainties. Therefore, if being uncer-
tain is seen as a challenge, then there is a requirement to engage
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in a battle to subdue it: “T guess the challenge is what keeps me
going. I'm one of those ‘keep-going’ persons. . . . If I find that
the challenge is becoming uncomfortable then maybe I need to
do something about it.”

Jumping into the fray, studying and using their desire to pro-
mote learning and professional growth become strategies for
coping with their worries. Perhaps they feel as Melville (1992,
p. 25) wrote in Moby Dick: “I have swum through oceans and
sailed through libraries.” NPs speak about the need to simply
immerse themselves in a constant state of learning; as such, aca-
demic learning is seen as a positive force. They recognize that
the theoretical knowledge and skill that they have acquired in
the classroom setting is but the tip of the iceberg. In fact, one
NP said, “the more you learn, the more you want to learn. Oh, I
wish I knew a bit more and then a bit more, and then a bit more
after that. So I did a lot of reading.”

But the key issue during this time is to be able to mobilize
problem-solving skills enough to function and to meet the respon-
sibilities of diagnosing and treating patients. Doing and learning
become essential partners. NPs recognize that theoretical know-
ledge, or “knowing that,” must be translated into “knowing how”
(Schon, 1987), and immersion in their work as clinical practi-
tioners is critical: “I think sometimes you just have to pluck up
the courage to just say it, just write it. . . . I mean, my pockets are
full of stuff because I always want to have a back-up if I'm not
sure. I never write stuff if I'm not sure about it . . . so I have the
NP’s Guide to Diagnosis and Treatment or whatever and my Palm Pilot.”

NPs strive to create a safety net or lifeline that will protect both
self'and others; it is a way to deal with their fear of harming their
patients through their possible mistakes in clinical decision-mak-
ing. This safety net comes in a variety of forms, most of which
are used repeatedly, frequently, and concurrently. Checking and
rechecking their work and asking the same question multiple times
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or of multiple people are natural responses to being worried, and
they encourage confirmation that the right action will be taken.
There is a hope that someone will be alert to a potential error and
will catch them before they do harm: “I came back; I reviewed the
chart; Ilooked over everything and decided that yes it is done right.
This is what should be done; everything is correct; okay, now stop
it; now go home. But you know, there’s one or two things that just
pop into my head and it is like, well it’s either go back or I'm up
all night reading a cPs. . . . Sometimes that’s what I have to do.”

Even engaging in the diagnostic reasoning process comes to
be understood as part of the safety net. Examining all possible
causes for the patient’s signs and symptoms becomes the way to
ensure no stone has gone unturned: “Your assessment might lead
you to believe this is what the issue is, but you always want to
build a safety net in case you make a mistake. . . . The focus is
always on protecting the patient and making sure that the patient
is not exposed to unnecessary risk.”

For the first few years, the NPs’ priority is to get the knowledge
and skill that they need to perform safely. Weeks into the new
role, they begin to develop their own navigational charts. Being
practical people, trained and experienced in the ways of nursing,
many NPs look toward immediate development of policies and
procedures in the form of protocols, clinical guidelines, or medical
directives that serve as maps to help them safely navigate through
the clinical decision-making process that is required of them:

And T developed protocols for certain things that I do that would sort
of guide me along. Like, how I deal with somebody who’s bleeding,
or how would I deal with somebody who is having arrhythmias, and
what pathway would you take, and having the clinical guidelines
with the knowledge and the theory behind what you do, and those
kind of things. Versus just doing what the doctor tells me I should
do, or this is what the doctor does so this is what I should do.
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These guidelines and directives serve to anchor NPs to something
that feels stable and sure at a time when they feel as if they are
drifting. If artifacts and practices are not available for adoption
— which normally enables engagement with our community of
practice and contributes to shape the relations of accountability
by which we define our actions as competent (Wenger, 1998) —
then they must be constructed through a process of negotiation.
The interesting outcome of the formalization of these new prac-
tices is that the process allows NPs to engage with others around
the dimensions of the various practices in which they may be
involved. This then affords them the power to negotiate their
enterprises and thus shape the context in which they will work,
and they begin to experience an identity of competence. In addi-
tion, the creative imagination required to construct the guidelines
and directives is anchored in social interactions and communal
experiences and thus fosters a mode of belonging.

The following example demonstrates the construction of
these artifacts. Within the first month of being in the role of NP,
“June” was informed by her director of nursing that the hospi-
tal could not legally support her in any expanded role activities.
Attempting to deal with the mixed message of “do the job but
don’t step outside the scope” was clearly a challenge of being a
pioneer. However, this challenge set in motion the creative pro-
cess of negotiating a scope of practice that would be acceptable
with respect to both her subspecialty and broader institutional
communities of practice, as well as establishing a structure that
would legally protect both her and the institution. Creating such
a context in which to proceed with her working life while main-
taining a sense of self that she could live with in this new role
shows how NPs develop a sense of belonging and their sense of
identity in larger contexts — historical, social, cultural, and insti-
tutional — with specific resources and constraints:
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One of the things that became clear very quickly was that in order
to be effective I needed to have medical directives. They’d never been
devised at the hospital before. . . . There wasn’t a lot written on
them at that time. . . . And I said, ‘Okay. Well we need to do this
because I have to have some structure to order analgesics, to order 1v
fluid. T can'’t just be ordering these things. There has to be a structure
that protects me legally, protects the institution legally.” And because
there was no template at that time, although I did receive advice
from the College of Nurses, I developed what seemed workable for

me which was approved by the physicians.

June’s story also illustrates that where there are obstacles there is
an Athena ready to assist NPs in navigating them. Sometimes NPs
have to actively seek such assistance, while at other times they
need only to seize the opportunities that are presented, a find-
ing revealed in the work by Reay, Golden-Biddle, and GermAnn
(2006). As June further shared:

But [the medical directive| was blocked by my director at the
time because she wasn’t too sure about it because, while she’d
acknowledged that I needed it, she wasn't sure if it was the right
time to present it to the organization. So I got quite frustrated
because I was practising and I was trying to find a way to make
sure that I was covered legally. . . . So what I actually had to do
was to run around using the political structure. I actually had
made good friends with a nurse who was on the committee . . .
that looked at all practice-related stuff . . . and she said, “Why
don’t we just do a back-door thing. You give it to me and I'll
take it to the committee for approval without going through the
director. . . . Once it’s approved, she can't say anything”. . . .

I was quite happy when that got approved and then I could sort
of be on firmer footing to do some of these things.
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June noted, “When you're the first one there, there’s no process,
and people don't really know what the process should be,” but as
a result of meeting this pioneering challenge, policies, procedures,
and protocols were now put in place for others to use. There was
also the beginning of a shared history, one that facilitates new NPps’
sense of belonging within this institution’s community of practice.

NPs, like “Cody”, who work in a province where the concept
of medical directives is non-existent, and where legislation denies
them the right to advance their scope of practice independently
into the arena of prescriptive and diagnostic authority, describe
how they “need to constantly cover” themselves, all the while
feeling like they are “walking on eggs.” Not being covered or
tully certified, they feel theyre in between two groups, constantly
confused as to their status and frustrated that they have not been
recognized as an entity.

Giving a diagnosis is a big No in our province. But how can you
decide on a lab test, how can you decide a plan of treatment if you
can'’t say that you saw pneumonia on the X-ray? . . . So we say
it’s a pneumonia not yet diagnosed. . . . Then, actually, I have to
go to one of the fellows and say maybe we need to start antibiotics
because the child has a fever, because the white count is high,
because of the type of secretions, and because of the findings on
the X-ray. And then I write the order and I have to get the fellow
or the staff physician to countersign it.

Because NPs like Cody do not have a solid basis in terms of legal
recognition or the use of medical directives, they create a safety
line by “always backing themselves up” by having everything
countersigned. But as a consequence, they frequently find them-
selves struggling with the tension of “playing politics and doing
footwork” for the physicians, both of which negate the raison
d’étre of the journey.
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I cannot work without my physician colleagues being there.
Within this hospital we only work as an N? when there’s an
attending physician in-house. So this makes it a relationship where
I totally depend on them to be here and in a sense they depend on
me because a lot of what I do is footwork — call for tests, call
consultants, speak to people. And sometimes that’s frustrating.

It just depends on how I look at it. It depends if it’s a priority for
me. If I see it as this is my patient, this is the plan of care, this is
where I want to go, then it doesn’t bother me because that’s what

I do. If I'm calling people and doing things which I don’t think are
necessary for my patient or appropriate, then I feel like I'm doing
footwork. . . . I guess the footwork is when I'm told, “You will call
so and so and say such and such a thing.” “
and do it yourself”. . . . I feel like a secretary. . . . And it doesn’t

Well, pick up the phone

challenge me to move beyond or that I'm in a relationship where
I feel that what I have to say or what I have to offer is important
or valued.

NPs argue that the strongest determinant of whether they are going
to be successful is the physicians they are going to work with.
One NP declared, “Those acute-care NPs who have been assigned
to work with lousy physicians with bad attitudes are struggling
before they even set foot in the door.” NPs who are “left out there
just hanging in the wind to make diagnoses and clinical deci-
sions on their own, be they right or wrong,” often come to see
themselves as working for their physician rather than with them,
as “physician extenders.” Unfortunately, in these circumstances
some NPs are unable to stay afloat. Some experience depression,
which results in the need to take a leave of absence early on in
the process. Therefore establishing open dialogue and a rapport
with the staff physicians in their practice as quickly as possible is
essential to their well-being. Being aligned with staff physicians
is one means by which they create a lifeline, and they work hard
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to develop and maintain this alignment. Alignment helps them
to manage the level of complexity in their clinical practice that
they do not yet know how to manage and gives them a sense of
hope that they can stay afloat.

The lifeline emerges from belief that the physician will always
be there, recognizing their limitations, helping them to navigate
through all the trials and tribulations of clinical management of
the patient. This is experienced as a feeling that they will never
really be on their own, a sense of the physician being present to
provide reassurance, or a sense of security that they will do the
right thing and that they are providing the best standard of care.
Physician presence as a lifeline, either through being there phys-
ically or being with them by making room for dialogue, conveys
to the NPs that they have not been abandoned, particularly dur-
ing this time of being disconnected. In the face of uncertainty
and the subsequent state of worry that emerges, NPs must turn
to the outside to make that which is in doubt certain, or at least
less uncertain.

Physicians’ willingness to share information, teach, coach, and
demonstrate what needs to be done implies a desire to nurture the
NPs’ professional growth and development in the direct clinical
practice dimension of the NPs’ role. Lacking confidence in their
abilities to clinically care for patients, NPs need their fears and
concerns dispelled in almost every new situation by having their
opinions and impressions confirmed as correct. Although they
realize that they must eventually make decisions independently,
the lifeline seems most secure when they believe that they will not
be penalized if they cannot make a decision. They feel instead that
they can “check in” or “run something by” their staff physicians
any time they have questions or concerns. Physician presence cre-
ates a trusting relationship that prevents Nps’ fears and worries
from becoming paralyzing, thus allowing them to test their abil-
ities and eventually to risk carrying the responsibility they seek:
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When you're first doing the role and carrying the responsibility,

you need to have a system in place for support. You need to have
physicians who don’t mind you popping in, maybe even several

times a day, to say, “T just want to run this by you; what do

you think about this? Is that right?” And they’ll confirm it or
they’ll say, “Yeah, that’s right 90 percent of the time except in this
case”. . . . Or I'll go back and say, “What do you think I could’ve
done differently?” One of the physicians is very good at that, very
supportive. . . . I remember, I went to him once and I said, “T don’t
know what else to do. This is the problem. I've done this. I've done
this. I've done this. I did this and it’s still not fixed. What else can I
do?” And he looked at me and he said, “Witchcraft. [laughs] Like
there’s nothing else that you could’ve done.” So just that reinforcement
from him that no, there’s nothing else here to the situation.

The length and tautness of the lifeline is always determined by
negotiation in the NP—physician relationship. While some NPs have
the expectation that the physician will supervise them until the NP
expresses comfort with managing the situation, others desire the
freedom to take risks without the physician standing over them.
But in either case, they are grateful and feel fortunate when their
physician colleagues understand what they need, are there to sup-
port them as necessary, and then are willing to let them become
independent through a gradual weaning process, all the while
being willing to be available whenever their assistance is required.

This bi-weekly meeting with my consultants is something that I've
created to get my questions answered, and if it’s urgent then there’s
a resident on call, or I'll even call my staff consultant. You always
have the lifeline of the phone. . . . And just being clear, as all nurses
have to be, that either I just want to chat with them to get their
reassurance and they can stay at their desk, or “No you need to
come and see this patient.”
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There is a clear understanding and appreciation that the lifeline
available to acute-care NPs is different from that available to NPs
working in primary care. Some NPs feel more protected in the
hospital because if they are unsure, they always have someone to
call. Noting that their patient populations can “be so wide with
diseases that are seen only once in awhile,” or rare conditions
that are not straightforward, some NPs admit that they would feel
uncomfortable with full autonomy. Because the Canadian Public
Hospitals Act provides that the final authority lies with the admit-
ting physician, there is a sense of security in the knowledge that
NPs do not bear the ultimate responsibility and authority for the
clinical management of the patient. Yet, tension arises as a result
of their living with the paradox of searching for independence
and more control while holding on to the comfort of the secur-
ity of the physician’s presence.

I think I feel more protected in the hospital because, if I ever am
not sure, I've got somebody to call. I mean even if there’s not always
a resident, there’s always a fellow or a surgeon that I can double-
check with. . . . So if I were working out in the community or way
up North and you're the only one there, it’s either sink or swim.
But I think that would be a really valuable experience too. I'd love
to go to the North, to be there for three months just to know that
it's me, me, and me. . . . So I'd say the fear is less when you work
in the hospital because you're not alone. You're working in a team.
However, you don’t have the ultimate authority to make decisions
like the physicians do.

Unfortunately, staying afloat becomes more of a struggle when
NPs do not trust the staff physicians with whom they are part-
nered. Doubtful that the physician will back them up if a mistake
is made, they contain their scope of practice to what they feel
they can manage without any risk, frequently defaulting to the
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physician. In these situations, the strength of the lifeline — its
ability to enable NPs to engage in their work and learn to take
the risks necessary to become more independent — is also its
danger. The lifeline becomes a cord that ties them to the medical
team in a dependent and disabling manner when fear of loss of
their approval and the need for their affirmation becomes more
important than the goals for which they strive.

Creating a lifeline through an alignment with their phys-
ician colleagues not only expands the scope of NPs’ influence on
their world within nursing, but also gives them new and differ-
ent understandings about those with whom they now engage in
some shared activities. Along with feeling privileged to develop a
personal relationship with staff physicians, to “really know each
other better,” NPs also undergo a growing awareness of and appre-
ciation for some of the experiences that residents live through on
their journeys to becoming independent medical practitioners.

I think a lot of residents are scared. Some of them will voice it
right out but not many because it’s not very doctor-like. . . .

I think that’s one way that I'm privileged. I think a lot of them
when you see them on the unit wouldn't appear that way. But some
of the residents, they’ll be asking me, “Do you think I did this
right? Do you think that’s right? Do you think that’s correct?”
And I think that’s because they understand how scary it is.

As a result, NPs begin to rethink their own experiences and way
of engaging in and contributing to the practices of their com-
munities as an NP. Perhaps because of this growing understanding
they do not feel quite as isolated; rather, they sense a connect-
edness with others who struggle as they do, others who are also
attempting to survive in their quest for a career, albeit a differ-
ent one. In spite of the curriculum, discipline, and exhortation,
the learning that is most personally transformative for NPs turns
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out to be that which involves membership in these various com-
munities of practice, in which there is a sense of shared lived
experience that can amplify their sense of the possible. Because
they are able to consider a new mode of belonging to this com-
munity of practice, new ways of seeing themselves as NPs open
up that may ultimately reconstruct their experiences of power
and identity.

NPs quickly learn that the lifeline becomes even stronger
through the creation of team solidarity. Drawing on their nursing
foundations, they turn toward the belief that clinical decisions
need to be “spread out over a number of people” through the
formation of partnerships, rather than being made in isolation.
Nurses, physicians, social workers, physiotherapists, dieticians,
pharmacists, respiratory therapists, and others, including the
patient and family, are seen as friends whose input must be taken
into account in the decision-making process. When this is done,
there is a sense of relief that treatment plans are “on the right
track” and possible mistakes will be foreseen by others before
they are made.

I often rely on my nursing colleagues. . . . I ordered magnesium not
so long ago. Magnesium is not something we give very often here, so
I ordered it with the protocol, and then I went to the nurse and said,
“Well look, this is what I'm ordering for this patient; I used this
protocol; Is this the way you understand it? Does this order make
sense to you?”. . . So I think that’s one way that I can help myself
not be constantly worried. So I think my nursing colleague is a good
safeguard for me.

Striving together becomes an important enterprise (Wenger,
1998), not only as a mechanism for preventing mistakes, but also
as part of NPs’ larger quest for a viable identity. They must find
ways to organize their lives with their immediate colleagues and
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patients in order to learn what they need to do. Thus they develop
or preserve a sense of themselves that they can live with and so
have some inkling of belonging, all the while learning to fulfill
the requirements of their employers and patients. For example,
they quickly find that they need to cultivate respect with nurses
by being effective and efficient from day one, even though they
lack the requisite knowledge and skill to be able to do this in their
new role. Thus, they strive to create opportunities to make and
maintain connections with their nursing colleagues, stressing
the importance of earning their respect, which takes a great deal
of time and effort. Some do so by attending nursing handover
rounds, appreciating that the areas of concern for nursing are of
significance to the plan of care, as well as the fact that nurses usu-
ally have greater depth of information about their patients than
the residents. In addition, they enjoy the camaraderie that takes
place during this event. Other NPs make conscious efforts to be
part of the nursing team by negotiating the time that will work
best for them to undertake the procedures required by patients.
Some ensure that they remain involved in traditional nursing
activities, such as suctioning patients’ secretions, emptying bed-
pans, and reprogramming intravenous pumps as the need arises,
demonstrating that they want to work side by side with nurses,
not above them, just as they wish to work side by side with the
physician, not below them. Some NPs invite nurses to participate
in writing orders by creating opportunities for their input, thus
ensuring that their concerns are heard, and respect for their ideas
is demonstrated in a way that empowers them, so the safety net
is strengthened and the relationship with nurses is solidified in
a new type of partnership.

It’s not easy to flip over to writing on the physician’s order sheets

and then directing your colleagues in terms of giving them orders
as well. . . . But you develop techniques of how to get around
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that. Yes, there’s specific directions from a litigation and liability
perspective that need to be written on the physician order sheet,

and most of those directives are medical directives, but others of
them are inviting the nurse to be part of the decision making and
order writing as, well, not just being a scribe. . . . So, in terms of
inviting the nurse — “Well, what do you think of the plan? We've
had this team discussion so let’s summarize and I'll write these
orders on the physician order sheet. So NPo, the 1v solution, the TFI.
How does this look to you? We've calculated out that the TFI’s going
to be about 8 ml per kilo per hour. What does that mean to you?”
And having them check them — “Does this look okay to you?

Is this what we talked about?”. . . And I'm not telling the nurse
what to do. I mean these are medical orders, but we have to work
together and they've had their input on how they are going to look;
I'm just putting them down in black and white.

Despite living in a potentially turbulent time during which they
experience being disconnected from that which is familiar and
feels like home, NPs find that the work of staying afloat allows
them to also experience moments of undeniable joy and satis-
faction, moments — however fleeting — of awe and wonder
at the things that they do and accomplish. It is these moments
that provide them with a glimpse of what the future holds, the
possibility of finding the perfect fit somewhere on the horizon.

Polaris, my guide
Shining on the thorny path

Painfully traversed

— Mika Yoshimoto (2008, p. 23)
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Being a Nurse Practitioner

“I'm not afraid of storms, for I'm learning how to sail my ship.”
— Amy, in Little Women by Louisa May Alcott

The first time I felt like a real nurse practitioner was my first night
solo with a real critically ill infant and getting through all of the
trials and tribulations and then thinking that I had made it through
the night. It was a baby that the transport team had brought in
from a local hospital. . . . We suspected that this infant could be
in overwhelming strep sepsis and was deteriorating rapidly. . . .

At the beginning it was mostly the skills . . . so I worked with the
respiratory therapist, the attending physician, and two of the nurses
who were going to be the admission nurses and we had everything
ready. I had all the orders done, we had all our calculations, we had
all our pumps all lined up and labelled and so it was going to be as
efficient an admission as we could possibly have or that we could
have control over. . . . So then getting the airway efficiently, getting
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the lines in and pushing fluids, and getting the orders, and managing
a cardiac arrest, those kinds of critical things, the technical part of
it, and the sense of accomplishment with having that expertise of
being able to do those skills. . . . So being able to be successful, being
able to facilitate such a critically ill infant through admission and
stabilization and the family as well. I mean, it’s tough being able

to do that with the parents in the room. . . . I don’t think you ever
get really comfortable with it, but the fact is, they need to be there.
So it’s having their trust and their confidence in that you are doing
your best that you can for their baby. Then to have the attending
physician’s confidence that I could manage this type of patient
competently also was a professional compliment I guess. . . . But it
was a team effort. . . . It was a real sense of togetherness. . . . There
was a real sense of success and accomplishment and that we made a
difference in this family’s and this baby’s lives. And I think that had
to be one of the most rewarding parts, knowing I was a key player
in that team dynamic. It was an incredible feeling.

Through time, experience, and reflective engagement, NPs grad-
ually journey through being adrift to fully being an acute-care
NP. “Feeling like an NP” occurs as a result of being able to do
direct clinical practice, which is experienced as being compe-
tent, confident, comfortable, committed, connected, and content.
The above quotation demonstrates how becoming an NP is a
complex process that combines doing, talking, thinking, feel-
ing, and belonging to a clinical practice team that recognizes,
acknowledges, and values designated nurses who perform clinical
components of practice traditionally carried out by physicians.
Gradually, NPs gain new knowledge and skills in clinically
managing patients. This occurs with the help of, and despite any
hindrance from, members in their work communities. Opportun-
ities to care for patients with similar health problems facilitate the
solidification and refinement of previously learned knowledge. NPs
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commonly journey two or three years, sometimes even longer,
with an intense focus in the same clinical specialty, encountering
the same types of practice issues, and working with the same med-
ical and nursing team, before they feel confident, competent, and
comfortable in direct clinical practice. The time may be less for
those who have advanced clinical skills or bear increased respon-
sibility prior to becoming NPs, such as neonatal transport nurses
or CNss working in the same specialty service with the same team.

Being competent, confident, and comfortable — feelings that
are so integral to each other that it is often almost impossible to
distinguish between them — are the performance markers that
must be recognized by oneself as well as others before NPs can
successfully journey through being adrift. These feelings enable
NPs to be committed and connected to their patients, patients’
families, and members of their community of practice in a way
that is morally acceptable to the NP. NPs can now experience
being content. These feelings, combined with a sense of belong-
ing, of discovering more, and of being able to make a difference
begin to prevail and, as a result, they identify themselves as being
NPs. Some even find the perfect fit at this point in their journey.

As a result of experiencing clinical practice in this new way,
NPs are able to shift their perspective away from the internal
polarized discourse and struggle (Am I a physician replacement or a
nurse or neither?) toward an acknowledgement that harmony may
exist within previously perceived opposites and a new identity
may arise from previously antagonistic patterns of practice. As a
result of experiencing practice in this new way, each NP is able
to experience a coherent sense of self. Drawing on the think-
ing of philosopher Charles Taylor (1991a, pp. 305—306), we can
view this time as the period during which NPs shift away from
questioning who they are (because they do not know how to
react when it comes to questions of values and issues of import-
ance for them as nurses) toward situating themselves in ethical
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space, where they are able to measure up to their obligations.
Of ultimate relevance, they are able to meet these obligations in
such a way that they now cultivate self-descriptions that include
moral or ethical self-characterizations of what is truly important
to them. This does not imply that tensions, conflicts, or conces-
sions no longer exist. Rather, NPs now begin to acknowledge
that the knowledge and skills that they have acquired from both
medical and nursing models of care ultimately enhance their prac-
tice. Consequently, they gradually experience a transformation
in their lived identity — an identity that continues to be shaped
by recognition and that is crucially dependent on dialogical rela-
tions with others, for as Taylor (1994) reminds us, “There is no
such thing as inward generation [of identity]|, monologically
understood. . . . We define our identity always in dialogue with,
sometimes in struggle against, the things our significant others
want to see in us” (pp. 32—33).

Being Competent

Competence, a word derived from the Latin word competere (com mean-
ing “together with” and petere meaning to “aim at”) is defined
as having a sufficient or adequate degree of knowledge and skill
to do a task effectively and safely. Being competent necessar-
ily moves NPs beyond taking on the title to the realm of doing
what NPs do, to forming a community of practice that permits
mutual engagement in the work that needs to be accomplished,
and entertaining certain relations with other communities of
practice. In this process, they find a personal meaning in the title
“NP.” As Wenger (1998, p. 152) observed, when we handle our-
selves competently, experience competence, and are recognized as
competent, we begin to feel that we are full members of the com-
munity of practice in which we are engaged. These dimensions
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of competence then become dimensions of our identity. In this
sense, identity is an experience and a display of competence. Con-
sequently, knowledge and skill must be transformed into action;
knowing must become doing, which is what Benner, Hooper-
Kyriakidis, and Stannard (1999) and Schoén (1983, 198y7) referred
to as the act of transforming “knowing that” into ‘knowing how,”
or the acquisition of knowing-in-action. Specifically, NPs need to
be considered by themselves and others to be fit or suitably and
sufficiently qualified to independently carry out the task of med-
ically managing the patients within their specialty of practice.
This occurs through a process of affirmation during which NPs
prove they have passed initiation into the traditions of the med-
ical community of practitioners and the practice world that they
inhabit by demonstrating what Schén (1987) described as “the
community’s conventions, constraints, language, and apprecia-
tive systems, their repertoire of exemplars, systematic knowledge,
and patterns of knowing-in-action.” (p. 36)

In the more accurate sense of the meaning of the word com-
petere, NPs, physicians, nurses, and even patients strive together to
bring NPs to their rightful place within their larger communities
of practice. Being competent must be formed within a context of
mutual engagement; it is an outcome of a joint enterprise in which
there is a shared or mutually negotiated range of expectations for
performance. Being engaged in action with other people in the
performance of clinical care activities means that all members of
the community must come to some understanding about what
being a competent NP means, even if this understanding is not
articulated. Community members must not only recognize but
also acknowledge competence in the Nps’ performances. NPs must
then experience themselves as competent, as observed in others’
recognition of them combined with an appreciation of others’
performances of similar activities and as compared to their own
observations of their performance. Undeniably, the unspoken,
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taken-for-granted sense of what competence looks like from the
Other’s point of view quickly seeps into their expectations:

Well from the nurses’ point of view, I mean you're expected to be
competent in the skills that they want you to do. You should be
able to get 1vs when nobody else can. So you do these procedures
with the expectation that you're going to get them and that you'll
be competent in the extra skills, and that they can go to you for
a decision and get a decision.

What does NP clinical competence look like in action? How is
competence affirmed? How do NPs experience competence? How
does it relate to being confident and comfortable?

Being competent is initiated with the endowment of both the
legal authority and the qualifications to grant admissibility into
the medical sphere. Graduation from a legitimately recognized
education program authorizes NPs, administrators of employing
institutions, and physicians with whom they are partnered to pub-
licly claim that NPs hold an officially recognized position and are
qualified by their convincing demonstrations of special attributes,
skills, and knowledge to intercede in the matters of disease and
death, a position traditionally held by physicians alone. Licensed
status adds a further recognition of competence by investing an
official social status through a symbol of bureaucratic enterprise.
These official sanctions bring about a “professed authority” that
demands that practitioners “project an image of trustworthy com-
petence to their clients” (Haas and Shaffir, 1987, p. 1).

Yet, attaining certification or NP licensure does not automatic-
ally result in NPs being able to handle themselves competently.
Competence develops only with experience and the recognition
that theoretical knowledge has been translated into an acceptable
form of action. Well-known motivational speaker Dale Carnegie
(1964) wrote that there are four ways in which we have contact
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with the world and are classified and evaluated by others: what
we do, how we look, what we say, and how we say it. NPs must
enact the medical professional role if they are to be recognized as
competent, in order to take on the clinical decisions traditionally
held by physicians. This involves projecting the idea of control
and objectivity that is inherent to the medical profession and is
accomplished through a process of mystification, what Haas and
Shaffir (1987, p. 2) termed a “special or transcendental authority.”
Mystification results from the use of certain symbols or rituals
(such as abstruse language) that serve to reinforce the special
and privileged status of those specially prepared to participate
in their world. One such symbol of competence is speaking like
a physician.

Learning to speak in telegraphic sentences and being able to
look the physician in the eye while defending their treatment
choices affirms the NP role and helps others recognize NPs’ compe-
tence: “Without appropriate verbalization, how else would others
know what you're thinking? Thinking can't be seen.” Because the
role is a moral one, it requires a drama in which players construct
convincing performances of their special role, and in so doing
both the audience and NPs are affected. Daily medical rounds
are one of the main platforms on which the medical “script”
is traditionally enacted and NP performance is legitimized by
the audiences present. Being able to articulate and defend one’s
position when placed front and centre not only tests NP compe-
tence, but also allows for its recognition by the health care team.
Recognition is subsequently validated and augmented when the
physician publicly acknowledges the Nps’ knowledge and skill.
Affirmation helps to shape their emerging professional identity
and their changing conception of a competent self:

It has been a huge bonus for us to be recognized and valued as
collaborative members of the team. And when residents come into
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the unit or will be on rounds, the Np will often be valued and
respected for their input as part of the team providing the care for
the patient and family that day.

Patients and families also quickly recognize that NPs are deemed
competent because they are placed at the fore in the time-honoured
drama of being tested by the physician and on these occasions
are heard to use the technical language of the medical profession.
These practices elevate and separate them from the traditional nurs-
ing role and align them with medicine. Their ability to demonstrate
their knowledge and skill to the satisfaction of the physician(s)
during these times convinces not only the physicians but also the
patients and their families that NPs are trustworthy enough to
carry out the patients’ clinical management at an advanced level:
“And I guess it’s because [the patient] would see me on rounds
with the physician every day and I'd be there answering ques-
tions with the physician that she trusted me with that decision.”

As one NP disclosed, NPs are perceived as competent when
they speak strictly in problem-based terms; provide a running
differential diagnosis; place the information into slots; identify
the ways in which those problems can best be fixed; and then
prioritize problems based on the whole picture. An outcome of
developing competence is that NPs are better able to appreciate
two key facts. The first is that in order to evaluate their progress
in any particular case, physicians need NPs to present their clin-
ical reasoning through their oral presentations. The second is that
their oral presentations are effected by the contextual pressures
of the acute-care setting; consequently, they need to edit infor-
mation into bulleted lists.

Similarly, competence is revealed in the written language
and form of medical progress notes and discharge summar-
ies, two other privileged medical rituals. NPs’ documentation,
like their oral conversation, becomes disease-focused, targeted
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to the patients’ chief complaints and related medical problems,
and is concise and brief. Psychosocial information is integrated
only when warranted, when it’s related to the presenting illness
or discharge plan. One NP said she had learned to condense case
information to the point where she could do a history in half a
page. NPs write what physicians want to know and, in so doing,
communicate that they understand what is important to the phys-
icians. Consequently, physicians interpret NPs' performance as
being competent. Jimmy Santiago Baca’s (1992) reflections offer
insight into the power of coming into language:

Until then, I had felt as if I had been born into a raging
ocean where I swam relentlessly, flailing my arms in hope
of rescue, of reaching a shoreline I never sighted. Never
on solid ground beneath me, never a resting place. I have
lived with only the desperate hope to stay afloat; that and
nothing more.

But when at last I wrote my first words on the page,
I felt an island rising beneath my feet like the back of a
whale. As more and more words emerged . . . I had a place
to stand for the first time in my life. . . .

Through language I was free. (pp. 6—7)

NPs recognize that they are the eyes and ears of physicians when
they call to give them information; in this way, they help phys-
icians visualize what they are confronted with. This situation is
best facilitated when both parties speak a language that results in
the same interpretation. Ironically, the expectation that Nps speak
only in a manner that reflects competence as defined by the med-
ical profession is gradually waived once their trustworthiness is
established. In fact, when they are at a loss for the right words to
describe what they are observing, they have only to acknowledge
that “the patient doesn’t look right” for their medical partners to
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respond to their requests for assistance. Actually, being unable
to speak the language now becomes an indicator that an NP may
be about to breach his or her scope of practice.

Regrettably, that recognition of competence, with its priv-
ileges of leniency, generally remains confined to the physician
group and the health care professionals with whom NPs routinely
work. It is not automatically conferred by others simply because
competence is recognized and acknowledged in other publicly
identified ways. Unlike those with an MD title, NPs must con-
tinuously prove their competence to each new member of the
medical team:

You look at the patient and since you know them you know the
patient’s sick . . . and the attending physicians just know if we say
the patient’s sick and we can’t come up with the medical diagnosis
that they need to come. . . . But we sometimes don’t have the
language that I think the residents need to hear, other than,

“The patient’s sick, he can’t breathe. . . . I ordered this, this, and
this. Is there anything I need to do?” And, then it’ll be, “No. Call
me when you get all those things back.” Whereas the attending
physician will come and see the patient, and say, “Yeah, you're right,
the patient’s sick. Yeah, we probably do need to admit him. Let’s see
what the X-ray shows.”

Thinking like a physician refers not only to speaking like a phys-
ician, but also concerns bringing new knowledge to bear on
practice situations where its application is problematic (Schén,
1987). Competence in clinical practice is demonstrated by the
NPs’ ability to independently initiate and make an individualized
medical plan of care for a patient. In any given clinical situation
(within the confines of their designated scope of practice) the
NPs not only know that there is a health problem that needs to
be addressed, but they also now accurately label the problems,
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understand their significance, identify possible solutions, articulate
and defend the treatment plan, and take responsibility for imple-
menting it, all with a diminishing sense of anxiety. Integrative
system-thinking has become second nature when figuring out
pathophysiological problems. They make multiple correlations in
their minds in the form of running differentials and then narrow
the range of choices based on the information at hand. They are
able to do this on limited information, having learned to live with
the risk of developing and initiating a treatment plan before hav-
ing all the definitive information. Furthermore, many make their
decisions under intense time pressures. NPs and members within
their community of practice no longer doubt that their thinking
process and skill performance can be repeated successfully under
most circumstances. Perhaps being competent is most dramat-
ically revealed when NPs replace the words I don’t know what to do
with I know what needs to be done, an outward reflection of an inter-
nal belief'in their abilities to successfully perform independently.

I mean, as you're training you're just learning and it’s kind of

like, I better call the physician on that because I'm not really sure
what’s going on or I'm not sure what to do. But now, for example,

a child with hydrocephalus who's vomiting and very acutely ill

with a bulging fontanel, I know what’s going on and I know

what treatment needs to be done. So I call down to cT and I say,
“Can you squeeze in [patient] because he’s having another episode.”
And I don’t wait for the neurosurgeon to call back. I just know
what's going on and then I just make the appropriate treatment plan.

Being competent means not only completing the newly acquired
clinical tasks in an efficacious and timely manner, but also being
able to anticipate future problems for both routine and dynamic
non-routine events from a medical as well as a nursing clinical
management perspective. Attempts are made to control problems
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by mapping out a plan of care, helping the team to prepare the
environment, having the appropriate equipment and resources at
hand, all the while fully realizing that the patient’s actual presen-
tation or responses to the interventions may very well alter these
plans. The ability to do this, which Benner, Tanner, and Chesla
(1996) illuminated as a major temporal shift in perspective in
the novice-to-expert transition of staff nurses, is often the point
at which an NP is able to say that she or he feels like a “real” NP.

Being competent is also characterized by NPs’ ability to refocus
quickly despite numerous interruptions; they discover that they
are able to engage in multiple tasks simultaneously and can direct
others without hesitation. They can hold in their minds infor-
mation about multiple patients, with their complex issues and
needs. They can delay some decisions without a pervasive sense of
foreboding, knowing that the delay will not lead to negative con-
sequences for the patient, family, or staff. This ability to prioritize
demonstrates a shift that is integrally connected with conscious,
calculated risk-taking. The number of patients that these NPs can
care for efficiently and effectively has increased, so they are now
left to manage patient care by themselves:

I come in and check lab work on patients if I didn’t have a chance

to do it the day before. I'll look at what patients are being discharged
that might need some follow up by me or make sure they’ve got
prescriptions. Some patients might be going on Coumadin, so I need
to look up what their INR was, call their 6p, fax information to
them, make sure the patient has a good understanding of what’s
going to happen for discharge. So that’s done quickly. . . . Then I do
rounds with the physicians and we determine who's being discharged,
what tests or things need to be done. I try to get all those things
cleared up before I go down to pre-admission clinic. . . . Down
there, I do the medical or health history, do a physical examination,
write the pre-operative orders. I tell them about what theyre going

» 118



to expect when they come in for surgery. . . . Quite often the nurses
are bringing me the lab results or chest X-ray results (from patients
I've seen a couple of days before) and then I look at them to decide
whether further things need to be done. Occasionally they need a
CT scan to evaluate a nodule that might be on their chest X-ray or
they might have a urinary tract infection. Some of them don’t have
family doctors so I follow up and come up with an antibiotic and
fax or call that to a pharmacy to treat it before their surgery. . . .
Occasionally there’s an issue that comes up that I have to consult
with the surgeon at some point, and I will jot those down and

then deal with those at a later time. While I'm down there, I'm
constantly being paged from the floor for issues that patients have,
so whether they’ve got a low haemoglobin or maybe have some sort
of a crisis that sometimes I have to come up to the floor and assess
them and order EcGs, troponin levels, things like that too. . . .
Occasionally, I might be assessing a patient for a knee replacement,
but when I do my assessment I find that their hip is far worse than
their knee, and so I change what orders are written. I talk to them
that based on the X-rays that are done today we might be changing
your surgery to a hip instead of a knee. So I'll do things like that
too and then review it with the consultant at a later date.

When NPs demonstrate they can think like a physician, they are
assigned call duties, another sign of affirmation of NP compe-
tence. Being on call means being the first notified by any health
care professional to medically address patient-care issues through-
out the weekday when the attending physician is present within
the institution, or on nights and weekends, when he or she is
not physically accessible. This act is, in effect, the physicians’
public acknowledgment that they have placed their trust in the
NP’s level of knowledge, skills, and clinical judgments. It is what
Turner (1969) calls a rite of reincorporation or reintegration
(post-liminal) stage. At this point, NPs are brought back into the
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health care team and have an approved new status within it. NPs
are permitted to belong, even if only marginally: “And if you've
been here for a while the physicians trust you and so they don’t
necessarily come in and so I was responsible for these two small
babies. There’s nobody else there on nights, and so I got to do
everything — put the lines in and make all the management
decisions. It was the first time I felt like an NP.”

NPs also receive affirmation of their competence through
positive feedback, both subtle and explicit, from their physician
colleagues. The words they hear not only lead to feelings of being
valued but also validate their new way of thinking and acting.
A more subtle, yet powerful, form of positive feedback occurs
when nurses choose to seek answers to their clinical problems
from the NP rather than calling the physician, physicians initi-
ate a direct consult to the NP, and staff physicians inform new
residents and their patients that they are to call upon the NP’s
knowledge and skills. Word of mouth within the medical col-
league circle that an NP has the knowledge and skill necessary
to care for a specialized group of patients is an equally powerful
form of recognition of competence. For instance, an NP caring for
a specific patient population with a relatively rare and complex
disease process commented that general practitioners through-
out the region recognized her capabilities by directly contacting
her for advice on medical management issues for these patients.
Similarly, an NP working in an infectious diseases subspecialty
remarked that both physicians and nurses in the public health
community across the province now directly referred patients to
her and consulted her about their medical management.

Being competent arises from a certain degree of efficiency
in the performance of skills, decision-making, charting, and
communicating, and results in medical aspects of practice being
gradually taken for granted. Now NPs begin to draw on their
nursing background and actively integrate who they are as nurses
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into their clinical practice. They actively pursue the integra-
tion of thinking like a physician with thinking like a nurse. NPs
incorporate nursing assessments into the medical history and
physical exam, creating a more holistic health history. They not
only decide what medication choices are available as part of the
treatment plan, they free up time to explore these choices with
the patient and family. After writing a prescription, they inte-
grate patient teaching into their clinical practice. They have time
to focus on the anticipation of future needs of the patient and
family and can include long-term planning in their care man-
agement and integrate potential with actual patient-care needs,
addressing multiple physical needs, including those associated
with normal healthy living. For example, paediatric oncology
NPs discuss potential sexuality and child-bearing issues with
adolescent girls being treated for cancer, while cardiology NPs
use the opportunity to explore lifestyle choices with patients and
engage in health-promotion teaching about smoking, exercise,
and nutrition once a myocardial infarction has been ruled out
in the chest pain assessment clinic.

Being Confident

As NPs acquire more clinical knowledge and skill, they start to
believe in themselves and believe that others trust them to do
the right thing for their patients and families:

I've had to learn to say this is why I'm writing this and I know
that this is right and move on. . . . I'm satisfied that I'm doing it
right, it’s correct, and nothing bad is going to happen. . . . The first
time I felt like an NP was probably when I felt more confident and

I felt I was doing a good job and was on the right track and things
were coming together.
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Little by little, feelings of self-doubt are replaced with self-assured-
ness. NPs know and acknowledge that they are able to do what
is required of them. They find themselves able to give timely
responses to others’ questions and concerns without the need
to second-guess themselves. They do not constantly check their
reference books or double- and triple-check their orders, nor
do they need or want to verify every decision with a physician:
“Three years later I would say that my confidence has definitely
increased, so that for most diagnoses, I know what it is, I com-
municate it with the parents and talk about the plan of care, and
don’t run back to the surgeon and double-check beforehand.”
NPs’ confidence is evident in their ability to discriminate
between ordinary and unusual decision-making situations in
their specific clinical practices without a pervasive sense of doubt
or hesitation. In fact, they now describe parts of their practices
in terms of the simple and mundane activities in which they are
engaged: “By the time you've been doing it for four years, 9o
percent of it is routine. So instead of it being 10 percent routine
and 9o percent new, it's now 9o percent routine and 10 percent
new. Even reasonably complex patients become routine because
you're used to dealing with them.” This sense of routine comes
from an ability to recognize when one experience is similar to
another. Such pattern recognition makes NPs feel more self-assured
about their decision-making; a process that has been explored in
great depth from clinical reasoning and clinical decision-making
perspectives (Dowie and Elstein, 1988; Thompson and Dowd-
ing, 2002). When NPs are confident, they say that with enough
experience they are able to accurately pick out the common or
normal sets of problems their patient population presents with.
They differentiate between decisions that are easy because of
their routine nature, despite complexity, and those that are dif-
ficult because of complexity combined with newness or rarity.
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Uremic syndrome is a biochemical entity and I can diagnose
hyperparathyroidism and I can diagnose hyperkalemia and I can
diagnose pulmonary edema and I can diagnose coronary artery
disease and myocardial infarction. . . . There’s a lot of cardiovascular
problems, there’s a lot of endocrine problems, and I'm comfortable
enough making those diagnoses and intervening, and beyond that,

I think they probably need a doctor.

This ability to discern what they know and not know helps NPs
to diminish their anxiety about the responsibility they bear and
their fear of causing harm. The times they feel disabled by their
responsibility becomes less frequent and intense over time:

Being scared is not as pervasive. . . . And I think I've developed

a certain level of confidence in what I know, what I can handle,
and also in what I can’t handle, and knowing also, having worked
with the medical team for a while now, being able to say, ‘Guys

I can’t handle this. I'm going to take care of this patient but I need
back-up now.’

The pattern recognition associated with decision-making helps
NPs feel secure in their belief that they know, even in unfamil-
iar situations, the right thing to do. Although knowing what is
right is associated with being competent, it is also tightly woven
into their experience of being confident. This is evident in her
account of the first time “Jackie” felt like an NP. She described
numerous behaviours that were indicative of being competent,
such as quickly and accurately diagnosing the patient problem,
identifying how it needed to be solved, engaging in multiple
tasks simultaneously, and directing others without hesitation.
Her experience of knowing that she had taken the right actions
allowed her to feel confident and to finally identify with being
an NP. She accepted that it was permitted to not know everything
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that had to be done or even whether the diagnosis was ultim-
ately accurate. She no longer felt that she had failed the patient
or that she was intellectually unable to make and act upon the
appropriate clinical decisions. This was contrasted to a time in
which her hesitancy, indecisiveness, and lack of confidence in the
moment necessitated her calling the physician before she could
act on her thoughts. Referring to herself as a novice in this situa-
tion, Jackie acknowledged that she had been unable to perceive
herself as an NP despite titling, education, or others’ perceptions
of her competence. Being confident allowed her to experience
being competent.

And it was a woman who once again was having her first hemo-
dialysis on an evening shift and I was working this shift. And she
had just had a permacath put in . . . and we put her on dialysis,
and she started going into acute pulmonary distress. And I listened
to her lungs and I could hear nothing on the right side. And she

had a diagnosis of Wegner’s, which is an autoimmune disease that
causes problems with both of the lungs and the upper respiratory
tract, but I didn’t think that was an adequate explanation. And so
then I quickly thought about what are we doing to her on dialysis,
and this is a new catheter, and I hear nothing here. And I wouldn't
know very much about a shifting trachea but it looked like it [used
her hands to demonstrate on her own neck]. So I wasn't able to
intervene here, other than to stop the dialysis. . . . I asked the staff
nurse to stop the dialysis — and I simultaneously ordered a stat
portable chest X-ray and called the medical resident on call. And she
had a hemothorax. . . . [A]nd it stands . . . in contrast to that poor
unconscious lady my first evening shift in the unit where the very
first thing I did was call the physician; whereas in this situation I
had already made something of a diagnosis when I called the resident
and I had stopped the dialysis. So I felt confident the right things
had happened.
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When they no longer feel disorganized, NPs do not automatic-
ally blame themselves for being unable to get everything done
in a timely manner. Although time constraints continue to frus-
trate them regardless of their level of expertise, they are able to
reflect on what is within versus outside their control to man-
age or influence. They identify when the workload is too heavy
and will ask others to help them with their work. They admit to
themselves and others what they have been unable to attend to
without feeling shame or personal inadequacy.

There are days where you may have seven kids to see in the morning
before rounds; you might only see two, because when you got to
number two, things were not good. And so then you've got to deal
with the fact that you've got five more kids you haven’t seen and
you're going to be doing rounds and there’s no way that you can get
it done. I've learned now to say, like if the fellow is finished [with]
his patients, I'll say, “Do you mind checking or mind going and
seeing these?” I don’t mind asking for help or just saying when we
get in rounds, “T haven't had a chance to see this patient.”

NPs discover that they know and trust their own instincts so
they can dive into the fray easily and quickly; curve balls do not
immobilize them in their thoughts or actions. They no longer
need to mentally and psychologically prepare themselves for the
problems they might encounter and have enough self-assurance
to extemporize when problems present themselves unexpectedly,
be they patient-related difficulties or those associated with work-
ing with an inexperienced team. “Betty” shared her story of one
such curveball. She had been called to attend a routine delivery
in which there were “a few fetal variable decelerations, nothing
to really worry about.” She expected that she might have to “just
do alittle drying and warming, maybe a little oxygen,” but found
herself in a full-blown resuscitation. She was partnered with a
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nurse who had never worked in this setting before and who
questioned whether she should be replaced with someone more
experienced. Instead, Betty offered praise and assigned specific
tasks to specific team members. When the crisis was over, she
publicly acknowledged that the situation went smoothly and, in
response to the nurse’s apology that she wasn't good enough, the
NP gave her positive affirmations: “You were excellent,” I said,
“You did a really, really good job.”

As their self-assurance increases, NPs take responsibility for
patients with an even broader range of pathophysiological issues.
Yet, because they now know what they know and don’t know,
and have more realistic understanding of the limits to their scope
of practice and their responsibility within those limits, they also
become confident negotiating the boundaries of their practice.
Each NP articulates and defends his or her scope of practice for
the specific clinical context and emphatically identifies for others
what he or she needs to or should know. One NP laughingly said,
“I'don’t do neuro” and “I've never put in a chest tube and I never
will. I'm pretty clear about that.” In other words, they confi-
dently place boundaries around the knowledge and skills that
they need in order to bring safe and timely care to the patients
in their practices:

Some people think that they’re responsible for the entire world and I
don't ever try to assume that. I know there’s one person doing that
now and she’ll always say, “But I don’t know everything.” I keep
saying, “You don’t have to know everything. I think you know what
you need to know and now you have to be confident, be willing to
admit when you don’t [know] and seek help and guidance when you

don’t”. . . . And so I know that I don’t know everything and I know
my limitations and then I'm willing to go out and do that.
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NPs’ confidence is influenced by others, particularly the physicians
with whom they work and, when applicable, other NPs. For most,
itis a continuous process of renegotiation in order to ensure that
the boundaries created continue to be honoured. For example,
“Nancy,” who bore responsibility for performing tracheostomy
changes, described this negotiation process. A staff physician new
to their clinical team, having observed her practice, suggested
that Nancy, not the ear, nose, and throat (ENT) medical resident,
should be responsible for performing the patients’ tracheostomy
changes earlier than was Nancy’s current practice. In this case, a
change in the timing of the procedure amounted to a change in
her scope of practice. She acknowledged her reticence about the
request, recognizing that it was born out of knowledge of the
deaths of two children during tracheostomy changes — despite
having been performed by ENT specialists — before the stomas
had been well established. Yet despite her reservations, Nancy
was open to examining the various levels of evidence regarding
patient outcomes, the additional training required to manage pre-
mature closure of the airway, and the system changes that would
need to be instituted in order to safeguard the patients. As this
example illustrates, NPs’ confidence is demonstrated by their abil-
ity to recognize their strengths, link them to the salient issues in
the situation and to ways of responding to the problems identi-
fied, and then bring them to the fore in the negotiation process.

There is, however, a paradox inherently associated with being
confident: as NPs gain mastery of the clinical management com-
ponent, they also enter new and uncharted waters as clinical
experts. Tensions arise when they begin to surpass the expertise
of their physician colleagues while at the same time they need
their assistance when they find themselves outside their scope
of practice. Struggling to do what is right for the patient and
for one’s self in the situation is clearly evident in the following
account told by “Gordon,” who encountered difficulties during
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the performance of a bone-marrow aspiration involving a very
obese patient on whom he had performed a number of aspira-
tions in the past.

I did him with an eight-inch bone-marrow needle the first time.
This time I couldn’t reach him with an eight-inch bone-marrow
needle. I was blind. And I called [the attending physician] and

he was busy and he also said, “You're the most skilled of the

group. You've done him all the way through.” And as I was doing

it, I thought, Yeah, I am. I agree with him. But I know the least
about anatomy of them all. . . . I did it, but I thought, I am out

of my league. . . . And I thought: What do you do? I mean, we're
just not trained. And can we say, “No I will not do this procedure.

I refuse?” Of course you can, but when someone says you're the most
skilled of the lot, can I still say no? Of course I could have still said
no but what I actually asked then was if they would mind me going
to a different site, which they agreed that I could switch sites, just to
do anterior, which they don't like me doing, but again they deferred
to me as I was the most skilled, which is true. I've been doing the
most in the last seven years. But it was an interesting position to be
in. . . . And just as [the attending physician] was walking in the
door, I got the specimen and it was good and everything was great.
But the fact that he came down refreshed my faith in him.

As this example illustrates, being confident means that NPs
acknowledge that they have a strong clinical grasp of the situa-
tion. They both recognize the familiar and individual patterns
of responses and have a clear sense of when they are outside
their scope of practice, based on the unfamiliarity of the clinical
territory in which they find themselves. There is marked congru-
ence between the confidence they express about themselves and
others’ expressions of confidence in their competence. In fact,
both are even able to readily acknowledge when the expertise of
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the NP exceeds that of the physician in a particular clinical situ-
ation. Uncertainty arises when they know that they are outside
familiar territory without the requisite knowledge required to
legally engage in the activity. But the uncertainty experienced is
different now than what they experienced in being adrift. Being
confident results in an appreciation that they may have capabil-
ities that others do not have, even when the demands of the
patient situation may exceed their capabilities, and even when
their capabilities may not be legitimately recognized in a court
of law. Gordon acknowledged, “My insurance crossed my mind,
and would they back me up?” NPs’ recognition of the others’ level
of competence as compared to their own is then linked to the
sense of timing required of the action for the sake of the patient
and is quickly examined in light of other available options in the
particular situation. All this information then culminates in a
clinical judgment that is based clearly on a risk-benefit analysis.

While most nurses are able to turn to the cumulative and
collective wisdom of their group for advice, the lack of a well-
established homogeneous community of practice is strongly
evident in Gordon’s story. He described being so shaken that he
approached a student in the NP program to talk about the event.
However, the student herself was so overwhelmed with her own
confusion that she actually asked Gordon not to discuss it with
her. He contemplated discussing the experience with the nursing
faculty where he had trained and with members of his profes-
sional association. Unfortunately, his previous experiences with
these potential support systems had led him to believe that they
were as much in the dark as he was when it came to NPs’ scope
of practice as it was actually lived in the practice setting. There
were also no other NPs with his particular subspecialty in Canada
whom he could contact at that time. “What do you do?” he said.
“I didn’t know who I was going to call.” Two questions that are
brought into consciousness by being confident and competent are
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held in the balance for pioneer NPs: Who bears the responsibil-
ity for the risk-taking associated with the decisions made at this
level? Who is best to take the risk in each particular situation?
Confident NPs also begin to make the decision when not to
act, that is, when not to over-treat. Being confident helps them
“to do what is in the best interest of the patient, not what is
safest for the nurse practitioner.” They gradually find the fine line
between being cautious and overly cautious, and see the patient
that needs to be tended within a health care system. Confidence
involves “not ordering fifteen tests when three would do because
you have to consider the cost to health care.” NPs recognize that
they cannot always play it safe by doing everything all the time.

And I don’t think that people can take care of patients just by
doing everything. And I tell people the hardest thing is not to do
septic work on every baby. That’s very easy. Every time they have

a whimper or whatever I can send all the cultures off and start
them on antibiotics. A much harder thing is to try and take all the
information and say, “No, I don’t really think it’s an infection, this
is something else.” It’s harder not to do everything. . . . There isn't
a lot of good reason to do this except to make you feel good, or to
think I'm doing something. . . . But if you stop feedings and start
antibiotics all the time they just never make any progress. . . . You
have to get to these points and you have to kind of make that jump:
“No it isn't that and we're just going to progress and stay on with
this course.”

Being confident is also characterized by NPs intentionally hold-
ing off or delaying discussion of clinical management decisions
with the staff physicians. Even when a clinical situation is out-
side their scope of practice, they believe that they can manage
the event until the physician is able to assist them. In fact, they
differentiate between keeping the attending physician informed
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(because the physician is ultimately responsible) and consulting
a medical expert who can better deal with the issue or provide
affirmation. “Donna,” a neonatal NP, recalled how she had been
summoned to the delivery room to assist the team with the resusci-
tation and stabilization of an apparently normal newborn after
an elective Caesarean section. On arrival, she discovered that the
baby’s breathing was abnormal and the team was experiencing
difficulty with intubation.

When I went to intubate him it just made it worse . . . [and] just
all this stuff is going through your head — Well I know I'm going
in the right spot, it's passed through his cords — but as soon as I do
this it actually makes it worse, not better. I can give this baby crap
and give him hand ventilation and it works much better than it does
when I intubate him, so what is the problem? And so going through
that and saying, “Okay, if this baby has a 1E fistula then it can be
that sometimes, once you pass the endotracheal tube, that you can
go into the fistula and so that you have problems ventilating them or
that you're hiding the fistula and all of your pressure actually goes
to the stomach instead of where you want it to; it just depends on
where it is”. . . . So, I'll just continue with what is making him
better, which is the positive pressure ventilation and maybe just the
cpaP and let him do the work himself. He needs some help but I
can'’t do it. So, I got the lines in quickly so we could monitor his
blood gas and how he was doing, and I also phoned the neonatologist
and said, “There’s something really strange and you have to come
in.” And he wasn'’t really happy. He said, “Well, if you don’t know,
how am I supposed to know? Look, I'm not coming.” I think I said,
“You're probably right; we might need to call ENT for this; there’s
something wrong with this patient’s airway; but I'm not sure that
it’s not just me.”
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Donna had a clear understanding of the normal patterns of
response to an intervention and, as a result, readily acknowledged
that she was no longer in familiar territory. Her confidence was
demonstrated by her ability to use her knowledge and critical
thinking skills in such a way that she calmly and quickly thought
through potential diagnoses and possible actions. At the same time,
she observed the infant’s responses to the actions she employed
in a trial-and-error format in this time-pressured situation. She
continued to respond quickly and fluidly while managing mul-
tiple tasks. Even though she wanted to be able to do more for
the patient and family, her skilled performance was linked with
her ability to honestly assess her own capabilities. She called
for assistance in a way that showed she now worked with the
physician in a collaborative partnership rather than a hierarchal
relationship. In this way, control of and responsibility for the
clinical management of the patient was shared with the phys-
ician rather than relinquished. Even when she was unsure of
one aspect of clinical management, she remained in the centre,
directing what she could, complementing the work of others.
Expressing a sense of failure was not about having failed as an
NP because of ineptitude. Through the creation of a caring space
for the distraught family, this information was even honestly
shared with the parents:

The family was up in the unit while we were trying to intubate and
I described the procedure to them and then I had to admit failure
and I said, “T've tried and it actually seems to make it worse, so,
I'll just leave it as is, give him the help that he needs in another
fashion, and I'm calling in these people. And what it says to me is
that there’s a very serious problem with the airway and your baby;
we know that your baby’s going to need surgery but I don’t know
what else to say beyond that.”
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Being confident also creates the possibility for advocacy and tak-
ing an ethical stance. If NPs are to be trusted to do the right thing,
they need to perform in a way that is true to the intersubjective,
social, cultural, and ethical concerns of the situation, rather than
merely acting within a set of behavioural protocols or skills. It
can be assumed, then, that the more thoughtful and reflective
NPs are regarding a particular situation — calling upon all the
ways of knowing that they have available to them — the more
likely they will be able to act confidently in situations marked by
contingency and uncertainty. Max van Manen (2002) regarded
this as a quality of tact. For example, there is a moral imperative
demonstrated in the act of acknowledging one’s limitations in the
situation and then insisting upon the involvement of medical col-
leagues, even when those colleagues argue against the need to be
involved because of their trust in those very abilities.

NPs recognize the limitations of the abilities of medical part-
ners in particular situations and take the risk to be independent
thinkers despite the strong dependent relationship that exists.
Donna described how, after she had verified her impressions of
the case once the physician made his initial attempt at intubation,
she was able to protect the baby from further ineffectual interven-
tion and possible harm by physically intercepting and definitively
stating the need for surgical intervention. She expressed a com-
bination of anger and disbelief that he would not recognize or
acknowledge his own limitations in the circumstance:

But unlike me he didn't stop. And I put my hand on his wrist

and said, “He’s actually better when you're not doing this. I think
it’s time to quit and then just make the referral. . . . We need to
transfer him.” So, he called the appropriate people and did whatever
was necessary and it ended up the baby did have the most totally
weird airway in the world; it was really non-operable. . . .

So, the challenge was the decision-making for the neonatologist:
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“You've got to quit now because you're just making him worse.
This is exactly what I have done; I'm satisfied it wasn't just me,
but now we have to call in somebody else.”

In due course, NPs learn to create a fagade of knowing so that even
when they do not have a full understanding of the intricacies of
the situation — the anatomy, physiology, or pathophysiological
process — they are still able to exude a sense of confidence in their
ability to safely handle it. They thus embody the medical aura,
a phenomenon described in the medical literature as “a cloak of
competence” (Haas and Shaffir, 1987; Merton, Reader, and Ken-
dall, 1957). Ironically, this cloak is not developed or used by NPs
until they have confidence. When confronted with uncertainty,
they don the cloak in order to communicate the impression of
competence and confidence, of being in control of the situation:
“People tell me I know everything. I know I don’t know every-
thing, but I must present this aura of confidence. I just don't tell
everybody I don’t know everything. I need to have some confi-
dence so that people can trust what I'm going to do and they’ll
listen to what I have to say.”

NPs accept that members of the team expect decisiveness and
action, action that is taken in a calm and inclusive manner: “The
nurses want you to be able to make a decision. In a crisis, they
want somebody who knows what they're doing and doesn't fly
apart. . . . They do say that some people just kind of fall apart
in a crisis and that’s not very useful or that they just boss them
around and they don'’t really want that either.” The consequence
of controlling and manipulating others’ impressions is that NPs
increasingly identify with their role and become even more
confident. It would seem that there is a quality of self-fulfilling
prophecy in these authoritative performances that contributes to
a changing self-perception. Dr. Glenn Colquhoun’s (2002) poem
When I Am in Doubt expresses the power of this facade:

: 134 -



When | am in doubt
I talk to surgeons.

I know they will know what to do.
They seem so sure.

Once | talked to a surgeon.
He said that when he is in doubt
He talks to priests.

Priests will know what to do.
Priests seem so sure.

Once | talked to a priest.
He said that when he is in doubt
He talks to God.

God will know what to do.
God seems so sure.

Once | talked to God.
He said that when he is in doubt
He thinks of me.

He says | will know what to do.

| seem so sure. (p. 89)

Learning to project confidence is part of the medical mystique.
How NPs present themselves to nurses, physicians, patients, and
families is as important as the content of that presentation. In an
occupation that demands such a great measure of trust from the
health care team and their clients, NPs must convince audiences
of their credibility. They quickly realize that the audience looks
for cues and indications of personal confidence. In response, they
orchestrate a carefully managed presentation of self intended to
create an aura of self-confidence so they can affect the patient’s
medical plan of care in a positive way:
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You've got to have confidence. If you present your plan of care as,
[slowly, softly, hesitantly] “I think and maybe perhaps”, then the
person listening to you is not going to or might not trust you as
much as, [boldly, loudly, and quickly] “Well, I think this and so
my plan is to do this.” Take out all the perhapses and state your case
and be prepared to defend it. Don't defend it unnecessarily because
then they’ll think — well, you're not really sure. So, it’s a whole
way that you present yourself to the world.

An aura of confidence is facilitated when NPs learn the routine
ways of treating a particular problem or the acceptable patterns of
therapeutic interventions, along with the likes and dislikes of the
various physicians with whom they work. Nevertheless, even after
years of experience, they still sometimes experience uncertainty
about how a particular physician will think in a given situation.
Yet, they are able to retain the illusion of confidence by speak-
ing definitively about parts of the plan of care while being vague
about others. They open up discussion in a way that allows them
to discover the physician’s thinking during the debate, so they can
maintain their input into and control over the final decision. As one
NP shared, “Even though you make your plan out and you order the
things that you're sure of, the things you aren’t sure about you learn
to keep your decisions nebulous and to keep those things for the
general discussion on rounds and then you say yes or no to them.”

Accepting that they can never be completely right all the time,
while realizing that they can always learn from each experience
to make a better decision in future, is part of being confident.
NPs accept that they live in a grey area in which they “could do
this or that,” and have learned to make a choice without waffling
while being confident that neither decision will cause harm to the
patient. Making a decision is almost as important as being able
to make the best decision each time, the latter gradually appreci-
ated to be an impossible task in many situations.
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NPs nonetheless experience times in which their confidence
eludes them. For example, others may still intimidate them, par-
ticularly some physicians. Specific clinical situations may cause
them to doubt their ability to perform. “Alex,” with more than a
decade of experience as a neonatal NP, described how attending
deliveries for newborns with meconium aspiration still fills her
with self-doubt, making her uncomfortable and apprehensive:

It's in situations where you think that’s a weakness of yourself
perhaps, or somebody that can intimidate you. I never like going

to resuscitations where there’s meconium because then you have

to intubate their trachea in the case room. They're all slimy; it’s
[a] completely uncontrolled [situation]. And so I was called in the
middle of the night to this delivery for this baby and everything
that could go wrong went wrong. And I'm kind of that little —
you know, if T had to evaluate myself I would think I was not so
sure of my skills in that area — so when everything went wrong
and the physician who was there said, “What’s your name?” And
you'e there thinking, “Oh, you're not happy with my performance!
[aggressive tone] How long have you been doing this job?” [laughs]
So yeah, I wasn't very confident there. . . . It’s easier to feel non-
confident.

Although these situations may not cause the same intensity or
duration of doubt and apprehension as they did at first, NPs con-
tinue to work hard to reduce the gaps in their clinical knowledge
and skills. Feelings of insecurity serve as the compass for more
knowledge, which leads to continuous learning and growth:

I'm kind of that knowledge person and I try to erase the deficiencies
so that I do know what I'm talking about and that I'm sure of it,
so that I can be confident. It's when I'm not exactly sure. But I
think as you do the role more and more, then . . . if it’s something
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that doesn’t require immediate decision-making, I'll say, “Well, I'll
just read this because I can’t recall the exact details but I'm going to
go look it up and then I'll get back to you.”

To summarize, in feeling competent, NPs believe they know how
to do something, have the power to make things happen, and that
their efforts will be successful. They exhibit confidence when they
complete the task at hand and “just know” that they have done
well. They have little doubt about the outcome of their perform-
ance and need no external feedback. Ironically, being confident
increases the likelihood of a task being performed well because
it enables people to make the most of their abilities (Davidhizar,
1991, p. 105). The union of confidence and competence in the
NP role now makes being comfortable possible.

Being Comfortable

[He] learned what it meant to leap into the void . . . [Plot-
ting a meticulous route on the nautical chart] had been a
source of satisfaction in a profession where accomplishing
safe passage between two points situated at far-spread geo-
graphical latitudes and longitudes was essential. There were
few pleasures comparable to deliberating over calculations
of course, drift, and speed, or predicting that such and such
a cape, or this or that lighthouse, would come into view
two days later at six in the morning and at approximately
thirty degrees off the port bow, then waiting at that hour
by a gunnel slick with early-morning dew, binoculars to
your eyes, until you see, at exactly the predicted place, the
gray silhouette or the intermittent light that — once the
frequency of flashes or occultations is measured by chron-

ometer — confirms the precision of those assessments.
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When that moment came, [he] always allowed himself
an internal smile, serene and satisfied. Taking pleasure in
the confirmation of the certainty achieved through math-
ematics, the on-board instruments, and his professional
competence, he would prop himself in one corner of the
bridge, near the mute shadow of the helmsman . . . con-
tent that he was on a good ship, rather than in that other,
uncomfortable world, now reduced by good fortune to a
faint radiance beyond the horizon. (Pérez-Reverte, 2001,

PP- 33-34)

So for most things, I'm comfortable that I can make the right
decision. And if I'm unsure, there’s always someone to call, always.
You're never a boat alone in the ocean. It's somewhat like sailing
around in a marina.

During this period of being comfortable, Nps feel like they have
finally come home. The word comfortable means to be in a state
of mental and physical ease, to be free from hardship, pain, and
trouble (Barnhart, 1988). When “at home,” NPs are at ease, com-
fortable with themselves; they are able to be who they truly are.
They experience feelings of relief, pleasure, enjoyment, gladness,
and even transcendence in their work. Although a sense of awe,
wonder, or incredulity with discovering what they are capable of
is now rarely experienced in their clinical practice, smooth sail-
ing in the harbour is a preferred place to be at this point in their
journey. In the novel The Unbearable Lightness of Being, Milan Kun-
dera (1984) examines the question — “Which shall we choose?
Weight or lightness?” (p.5). While Kundera acknowledges that,
although “the heaviest of burdens crushes us, we sink beneath it,
it pins us to the ground” (p. 5); he suggests that “the heaviest of
burdens is simultaneously an image of life’s most intense fulfill-
ment. The heavier the burden, the closer our lives come to the



earth, the more real and truthful they become” (p. 5). Perhaps
then, being comfortable is revealed as a weightiness of being that
occurs when NPs believe their practices have meaningful sub-
stance despite the heavy burden of responsibility. Their clinical
practice is no longer experienced as burdensome but rather as a
source of deep satisfaction.

Initially, being comfortable is experienced as a bodily percep-
tion, indicating that NP’s practice is becoming easier. The mental
fatigue previously caused by moment-to-moment decision-making
is no longer evident, and in its place there is a taken-for-granted
feeling that their clinical work is second nature: “I can remem-
ber being just so mentally tired from making these decisions and
then I can remember not being tired. I can remember a call shift
and I wasn’t tired and it was just so easy to make decisions. . . . It
was just a couple that were difficult, that you had to really think
about. At that point I was [thinking], ‘T can do this.”

As aresult of renewed energy, the opportunity to enjoy learn-
ing resurfaces, and clinical problems are perceived as a series of
opportunities for being stretched and challenges to be faced with

a sense of excitement:

I think every day is [a good day because I actually learn something
new| when I'm working in the unit . . . I don't get bored with

my job because there’s always something new . . . it’s always
changing. . . . Even in the field of cardiac surgery in this new era
of stenting and [performing| multiple procedures in the cath lab,
it’s changing the environment of surgery, because now . . . we’re
only getting the ones that they've tried everything else on for the
last ten years. . . . It’s exciting now; it was scary then.

In fact, once knowledge and skills have been honed, some NPs han-

ker after more challenging clinical situations, wanting to continue
to push the boundaries of their abilities. This sense of wanting
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to be stretched re-emerges as an aspect of being comfortable.
Feeling scared is no longer a state of being but rather is accepted
as an integral part of the excitement of risk-taking. One NP, for
instance, felt comfortable enough to recommend to her medical
colleagues that she establish and manage an independent clinic
of a particular subspecialty patient population within their larger
practice. She derived great pleasure bearing that responsibility.

Because NPs have become more efficient and effective as
individual practitioners, their teams become more efficient and
effective too, and NPs and team members no longer think about
the momentum of the day. This sense that a service or program
runs itself implies that the team trusts each member to know
how to do what is required of them, at the performance level
expected, and they respond to each other in a synergistic manner;
team members come together in the enactment of their practice
only to be strengthened. Thus, team comfort serves to enhance
NPs’ feelings of comfort:

I think we've settled into a lull . . . settled into a good system. . . .
It’s nice now; it’s just comfortable, to the point where, if I'm out

of town, [the physician] will say people don’t know why he’s come

to do the procedure instead of me, because they expect me to be

there. . . . It's now more taken for granted. . . . Now it feels like our
team runs like a well-oiled machine and . . . nursing is very much a
part of that running of the well-oiled machine, to the point where we
don’t wonder why things run so well anymore, because they just do.

Settling into a routine helps NPs create boundaries or a comfort
zone, an internal safety line, within their scope of practice. The
comfort zone is the internal place where feeling at ease is experi-
enced and results from engaging in work in a way that requires
less effort and distress. In this zone, the earlier pervading feelings
of uncertainty fade from the NP’s everyday awareness. Little by
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little, uncertainty (and dealing with it) becomes integrated into
NPs’ lives such that it no longer requires active management, nor
is it experienced as solely distressing. Uncertainty has gradually
evolved into a certainty in their strength and resilience. Kolcaba
(2003) spoke to the ability to rise above the discomfort of uncer-
tainty when it cannot be avoided or eradicated as transcendence, a
type of comfort that speaks to comfort’s strengthening property.
In fact the word comfort also means to strengthen: the words roots
are cum which means “together,” and fortis means “to be strong”
(Barnhart, 1988).

Certainty is encouraged by physicians; they are quick to
admonish when uncertainty is displayed, indicating that doubt
will impair their effectiveness with patients. In fact, Katz (1984,
pp. 184—206) has suggested that medical socialization involves
training for certainty, not uncertainty. In this state of being comfort-
able, even uncertainty takes on new meaning. NPs realize that
many of the decisions they make are not white or black; there is
a wide grey area, an area of differences of opinion and a variety
of choices that may lead to similar outcomes. Some choices may
be better than others, but not all choices are necessarily wrong or
bad. Although this helps to diminish the fear associated with the
responsibility of clinical decision-making, it creates a taken-for-
granted tension between certainty and uncertainty: “I know the
more I learn about making those decisions, I realize that there’s no
right or wrong either. . . . It's not as exact a science as you think it
is.” The reality of needing to initiate a plan of care before all the
definitive information is available contributes to this understand-
ing that choices made may be less than perfect or even wrong.

So much of what you do initially is based on scanty information. . . .
[E]ven in the end, you may not have enough information to say

for certain . . . but you have to just take this limited amount of
information and say, “I think it’s this, this, or this, and then this
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is how we are going to manage each one.” Maybe there’s conflicting
ways to treat them so you're going to have to make a decision —
“Well, T really think it’s this.” And I mean you're going to be wrong
sometimes but other times it's kind of where the clinical and the
laboratory and diagnostic information leads you and the patient, and
it kind of changes, and I'm comfortable with that now.

Being comfortable means that NPs also accept the certainty of
their own imperfections, yet they accept the responsibility of car-
ing for fragile and vulnerable patients, knowing that the choices
they make can cause harm and even death. They have learned to
live with the internal struggle to be perfect in the direct clinical-
practice component of their role: “I guess I recognize that you
can't be perfect. This job makes you realize that. You have to be
humble because if you think that you know everything and that
you are always right, you won't survive, because we all make
errors; we all may make not exactly the best decision at the time,
and you have to deal with that.” NPs are the first to acknowledge
that they do not have the same breadth and depth of knowledge
as physicians; yet they are also quick to acknowledge that medical
knowledge itself falls short — a lesson first learned as a bedside
nurse and then reinforced as an NP. Being comfortable means that
a balance is found between being sufficiently decisive, certain,
and in control, and recognizing the uncertainty that abounds in
what they do. It does not mean that they wear what Katz (1984,
p. 198) has referred to as the medical “mask of infallibility” so
often worn by physicians.

The tension between uncertainty and certainty leads NPs to
continuously strive to provide the best possible quality of care by
reflecting on their mistakes, never taking for granted the decisions
they make, asking for help when necessary, knowing when they
are outside their scope of practice, and reducing knowledge and
skill gaps through constant learning. In spite of this tension, they
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come to terms with their need to be perfect, for without doing
so, they either stifle their own practice opportunities, preventing
timely responses to patient care, or they live with a constant anx-
iety that not being perfect brings to bear.

And some of us deal with it very well; others of us get way too
uptight about it, and it doesn’t benefit our families for us to be so
constricted that really we're not working at the NP level but we're
still at the bedside level. Or the other issue is to become so blase
about it that you just think, Oh well, it'll all work out in the
wash, and then something happens and it doesn't.

Even the need to create an aura of effortless perfection, the mys-
tique that is often associated with the medical profession, finally
gives way. Obviously effortless perfection is an oxymoron; the
illusion of perfection requires an enormous amount of work. This
is one reason for the sense of exhaustion that new Nps feel when
they are trying to prove to others and themselves that they can
do this job. They are elevating medical perfection to a high art,
but perfection, as Quindlen (2005) wrote, eventually becomes
“like carrying a backpack filled with bricks every single day. . . .
What is really hard, and really amazing, is giving up on being
perfect and beginning the work of becoming yourself” (p. 11).

The NPs’ ability to do just this while performing in their
new roles is truly difficult and amazing. It is difficult because it
means others may see that NPs do not always know what to do
in the clinical management of the patient and so may reject or
replace them, both as individuals and as a practising group. But
this ability is also amazing because letting go frees a person from
having to work so hard, all the time, to pretend they can know
everything concerning their clinical practice. Ironically, letting
go of trying to be perfect frees NPs to accept more responsibil-
ity and undertake more risks. The tension NPs have learned to
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live with is accentuated for two more reasons. First, there is no
NP zeitgeist to guide them. Second, their previous grounding in
a nursing moral imperative necessitates that they reject the mask
of medical infallibility that they were compelled to put on as part
of proving they were clinically competent:

[Responsibility] can be exhilarating at times and it can be almost
disabling at times, because all it takes is one instance for you

to second-guess yourself, to say, “Should I have done something
different, would I have done something different if I had known
this or that or the next thing?” Or [for] a physician to say to you,
“Well, did you think about such and such?” and to think, Well,
yeah, I did but I discounted it; but should I have thought about it
more? To think, This is too much; I'm not a physician, I shouldn’t
be doing this; this is way outside the scope of practice, when in
actual fact it’s your own sense of well-being and perfection that’s
getting in the way. And then to be able to say, “No, I did the best
for this child and this is how it worked out and maybe it’s not what
anybody else wanted but this is how it worked out.” And those
moments make you think, Okay, I just want another job; I just
want to be doing something else, I don’t want to be doing this. But
then, all it takes is one of those families to turn around and say,
“I'm so glad that you're on the other end of the phone and that you
could answer my question”. . . . And you learn from those areas
where you had some doubt and where you think, Okay now I'm
going to do such and such. . . . And then other times you just have
to say, “Bad things happen” . . . and you didn't, in all of your ego,
have as big an impact upon the outcome as you thought you did.

Although being comfortable means that uncertainty is generally
a taken-for-granted experience on a daily basis, various circum-
stances, such as managing a new clinical event or a change in
the medical team — especially if it involves the loss of a trusted
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physician or the addition of a new member — brings uncer-
tainty into full awareness, with the full range of emotions that
this evokes. One NP described the surfacing sense of unease that
came with a change in medical directors in her service. She was
once again faced with the awareness of uncertainty as to how she
would acquire her patients, the population to whom she would
be assigned, and the expectations regarding her role under the
new medical management. However, she discovered that this
sense of unease, resulting from uncertainty, was also embedded
in being comfortable with her own clinical competence and con-
fidence. She felt a sense of certainty that she would eventually be
able to negotiate her way through this situation to the satisfac-
tion of the patients and families, the physician, and herself. One
can observe her sense of relaxation with the negotiation process
and the timing it requires, as well her patience and adaptability
to the clinical situation, in the following quote:

With our previous medical director, I was very comfortable with
how I acquired my patients and whether I kept them or not. This
current cardiologist is brand new to the system; he’s brand new to
practice, and so he and I have a few bugs to work out. . . . With
the previous medical director, if I said to him, “This family has
these issues,” he would say, “Do you want to take them on and I'll
see them in your clinic time?” Whereas this particular cardiologist
doesn’t necessarily like to be there during my clinic time, which is a
bit difficult because then he would have been more comfortable with
me keeping more of what he classifies as the complex patients. . . .
And so he says, “Well, those patients need to get seen but I want
your surgical patients and you take those routine non-surgical
cases.” So, I think we’ll do a bit of negotiation over the next couple
of months in order to get that worked out, because my background
is surgery, that’s how I started as an NP was to do cardiovascular
surgery. I don’t want the families to lose my expertise for them,
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because they need the time and they need the expertise of somebody
who's been in the operating room, who knows what the repair looks
like, who can tell them what the post-operative period is going to
look like. They need those questions answered. They’re not going to
get that from the cardiologist.

Uncertainty also arises when NPs are forced to acknowledge the
tenuous nature of the medical safety line. As explored in chapter
2, “Being Adrift,” the presence of a safety line is integral to NPs’
clinical practice in an acute-care environment. A lack of confi-
dence in this line brings about an awareness of uncertainty so
powerful that it brings into question the entire foundation of NPs’
clinical practice. If they cannot trust their physician colleagues,
they are unable to trust the decisions that they themselves make,
and consequently they question the ethical nature of their prac-
tice. At one level, this crisis is not dissimilar to that described by
Benner, Tanner, and Chesla (1996) at the stage when competent
nurses learn experientially that seasoned health care providers
make faulty assessments or treatment orders, which undermine
their confidence about the authority of these colleagues: “In real-
ity, these nurses are confronting both incompetence in some
co-workers and a necessary correction of their inflated expecta-
tions of experienced staff” (Benner, Tanner, and Chesla, 1996,
p. 1o1). But at another level, there is a significant difference
relating to the degree of responsibility that NPs bear. They often
do not make the initial primary admitting medical diagnosis in
the acute-care setting, yet they are responsible for ordering the
treatments associated with it. Their role in the patient’s outcome
is therefore both more attributable and visible as they set into
motion a set of prescribed activities that will either help or harm
the patient. There is a sense not only of guilt by association but,
even worse, a feeling of being an accessory to their medical col-
leagues’ poor performance. In other words, they are reliant on
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the competence of their medical partners and the physician’s will-
ingness to engage in self-reflective practice and make personal or
systemic changes to decrease patient risk and promote safe prac-
tice. Physicians have repeatedly expressed their concerns about
potentially being held liable for NP errors in practice. The ques-
tion arises, Should this not be a reciprocal concern for Nps?

“Sheila” shared her experience of having discovered first-hand
the fragile and illusory nature of her safety line. She was once
again living daily with the dis-ease of uncertainty despite having
developed a strong sense of confidence and competence in her
clinical abilities. Because of her profound discomfort, the meanings
that constituted and sustained her practice as an NP were crum-
bling. Sheila no longer experienced being clinically comfortable:

I verified with the doctor that day that this was in fact the

right protocol that this [patient] should be on and reviewed the
orders. . . . Well, lo and behold, the next day the [physician] who
had picked that protocol realized that it was the wrong one, and

in fact [this patient] could die if we continued to give him this
treatment. . . . And you know, I almost died as well, because I had
seen [the patient] that day and regardless of whether or not I had
signed those orders — I hadn’t been the individual to sign the orders,
although that was definitely a factor — I had a feeling like, What's
going on here? Can I not trust my physician colleagues to pick a
proper protocol? I almost signed those orders. If that [patient] had
died from this protocol, my name is on those orders. I don’t want

to lose my nursing licence over a situation like this, and probably
more importantly I feel that you have to be able to look a patient

in the eye and have them feel that they can trust you. And that

was starting to waver for me. I wasn't sure of myself anymore, or
my colleagues . . . and it just came to a crisis for me . . . in terms
of the NP role and thinking that I'm not sure that I like this role
anymore, and what I'm doing in it. . . . What do I need to do
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to feel comfortable going to work every day? What is my role in
relation to all those protocols? . . . If I'm going to be signing orders
and admitting [patients] under protocols, I have a responsibility

to know those protocols, right? But I don't pick the protocol either;
that’s the physician’s point. And I'm just trying to sort through all
of that in my own head right now. What I do in the NP role, I'm
not sure about anymore . . . and right now I'm feeling overwhelmed
with . . . the weight of that responsibility and fecling like, What if
I can't trust everybody on this team? What if there is one individual
who I'm having some concerns about in terms of their practice

and . . . the thoroughness of their work?

Sheila’s story demonstrates the profound tension felt when NPs
are again confronted with the stark realities of their own vulner-
ability within their practice. It serves as a persistent awareness of
existential uncertainty and the tenuousness of the NP role. It had
taken her nearly five years to reach the point where she could
say, “This is a bit routine; I am feeling comfortable with this
aspect,” but only a split second to lose it. This supports Cohen’s
(1995) theory that particular triggers can heighten the awareness
of uncertainty, which in the case of NPs causes them to ques-
tion whether the work demands are worth the personal cost. It
also demonstrates how one’s identity is closely linked with a loss
of being comfortable due to the resurfacing of the awareness of
uncertainty, as experienced through engaging in action with one’s
community of practice. Sheila explained her need to take a break
from the clinical component of her role because the physicians
had chosen to ignore this and other patient safety concerns. She
acknowledged that there are no guarantees that mistakes will not
happen, but she expected everyone to think about the issues and
try to put into place the changes needed to diminish the risks.
An internal battle involving the social and ethical nature of her
work is revealed. At this point in her journey, she is experiencing
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difficulty in reconciling the form of membership she has with her
medical colleagues and struggling with who she is in this role.

In understanding what it means for NPs to lose their safety
line, consider Pi Patel’s experience of surviving a storm at sea
only to come face to face with the loss of his life raft in Martel’s
(2002) Life of Pi:

I noticed the loss of the raft at dawn. All that was left of it
were two tied oars and the life jacket between them. They
had the same effect on me as the last standing beam of a
burnt-down house would have on a householder. I turned
and scrutinized every quarter of the horizon. Nothing. My
little marine town had vanished. That the sea anchors, mir-
aculously, were not lost — they continued to tug at the
lifeboat faithfully — was a consolation that had no effect.
The loss of the raft was perhaps not fatal to my body, but
it felt fatal to my spirits. (p. 253)

Recall Gordon, who found himself in new and uncharted terri-
tories as an expert in the performance of bone marrow aspirates.
He experienced a crisis related to the uncertainty he felt when he
realized that his skills had surpassed those of his medical colleague,
while at the same time he still needed this colleague’s support.
Gordon felt greatly relieved when he saw the physician’s face and
realized that he was going to back him up. This relief reveals the
uncertainty that he must have experienced, even if only momen-
tarily, and illuminates the faith or confidence that NPs have in
the presence of the safety line. Physicians’ presence helps NPs to
overcome their dis-ease by providing a sense of being heard, a
moment of being together, of not being alone in difficult situa-
tions. As a result, they re-experience a sense of well-being, or,
as Buytendijk (1961, p. 21) eloquently wrote, “The stream of life
within us seems renewed or strengthened.” In contrast, Sheila
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is experiencing a crisis of faith in the foundations of the safety
line; her uncertainty arises from the limits of the collegial rela-
tionship on which she is dependent.

The loss of being comfortable, experienced as a state of dis-ease,
is the awareness of uncertainty that is attributable to outside forces,
that is, to those who potentially or actually impact negatively on
NPs’ work. This awareness results in a sense of responsibility for
having caused actual or potential harm to patients, what Cassell
(1992) has called “paranoia” in her study of surgeons. Is it pos-
sible that the more dis-ease some NPs feel as a result of a sudden
awareness of uncertainty, the more likely they are to publicly pro-
ject these feelings onto others in a disparaging way, not unlike
surgeons? Is it possible that this is one outcome of becoming
visible? Now, the outcome of a clinical event, whether positive
or negative, occurs before an audience and is attributable to the
NP; both the NP and patient know who is responsible. Certainly,
Cassell attributed these two factors to why surgeons are so aggres-
sive not only in what they do but also in how they interact with
others, particularly when it involves actual or potential errors.

In the following passage, an NP describes her reaction to a
near-miss encounter that occurred during an operative procedure
she was performing. Although she recognized that her reaction
to the nurse’s error may have been excessive and hurtful, she also
revealed the fear and doubt she experienced when she was sud-
denly faced with the depth and magnitude of the responsibility
she carries. She was made aware, in a particularly public venue,
that she could possibly have perpetuated the mistake of another,
which would have resulted in the patient’s death. Not negating
the influence of individual temperaments, perhaps the need to
make the incompetence of the nurse visible was also in part due
to the performative aspects of Nps’ work. Now that the outcomes
of their actions are both more attributable and visible, perhaps
some feel a need to critically judge others publicly, or as Cassell
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(1992, p. 181) suggests, “The public glory of victory is balanced
by the fear — and shame — of public defeat.”

We had a new nurse who thought she was being helpful and delivered
the drug that’s being given to the [procedure] room to me; and I was
just about to start the procedure and she came running in the room
and said, “You forgot the medication upstairs,” handed it to me, and
I just glared at her. And I don't think I'm really a mean person, but
she just started to cry and cry, that’s how I looked at her, because
that’s the drug that’s killed some patients, and she brought it down.
I had one of the nurses in the room call upstairs to warn everybody
that she was on her way back upstairs, because I didn’t even say
anything. But however I looked at her was enough for her to just
melt into tears and start crying because she was handing me a drug
that I could have given that would have killed the patient. I mean
hopefully I would have checked it and I would never have given it
but just that, like that tells you how the fear and . . . [long pause]

In summary, NPs experience being comfortable when they are
strengthened through ably doing, acting in association with a
trustworthy safety line, and being recognized by others for their
abilities. But NPs must also perceive a fit between their expecta-
tions for clinical practice and those of others, not just in terms
of clinical competence, but also in terms of the type of practice
in which they wish to engage. They convey being comfortable
through such terms as being excited, having fun, being satisfied, feeling safe,
being happy, and having found the perfect fit. How they embody their
practice is as important as what they do in their practice. At home
in their practice, feeling most like themselves, they are able to
relate to others in the way that is most meaningful to them and
that they experience as making a difference. What differences
do NPs make in their clinical practice? This is revealed in being
committed and being connected.

+ 152 =



Being Committed

Acting skilfully, being present in the moment, listening, pro-
viding information, reassuring, explaining, and exploring the
meaning of the illness event with the patient and family are inte-
gral to NPs’ practice and to their sense of identity in their role.
They are committed to the personalized care of the patient and
their families, which is enhanced by being competent, confi-
dent, and comfortable.

The word commit is derived from the Latin word committere,
formed from the roots com, meaning “to join with,” and mittere,
meaning “to send,” as on a mission, in the form of a function or
service to humankind (Barnhart, 1988). In this light, being com-
mitted means NPs are entrusted or charged with the safekeeping
of those they care for. They must connect themselves to Others
and, by implication, dedicate themselves morally to their cause.
Being committed and being connected become interrelated in
their practice.

Being committed speaks to the NP’s desire to provide ethical
care by being with others in the moment, in a context of doing for
others within their clinical practice, and is an expression of their
caring as nurses. It is strongly demonstrated in the intentionality
of their actions, in the meaningful and purposeful personalized
care of patients and their families from moment to moment.
Indeed, throughout NPs’ narratives there is a strong sense of
commitment, of responsibility and accountability to the Other.
Commitment is an act of will, a desire to do what is believed to
be right and good in each moment, in every situation, despite
the risks or burdens. This is well expressed by the poet Rainer
Maria Rilke (1975): “And if only we arrange our life according
to that principle which counsels us that we must always hold to
the difficult, then that which now still seems to us the most alien
will become what we most trust and find most faithful” (p. 99).
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Integral to being committed is being technologically compe-
tent. Nightingale wrote in 1899: “The artful nurse knows more
than what is to be done; she knows ‘how to do it (quoted in
Johnson, 1994, p. 7). Being technically skilful is a matter of pride
for many NPs, as well as an expectation of the role in acute-care
institutions. “Well, I do like doing procedures. It sounds like I'm
bragging but I'm extremely skilled,” said one NP. The ability to
perform skilfully is primarily judged by self and others in terms
of such criteria as proficiency, efficiency, and fluidity (Johnson,
1994). Yet many NPs respond in each situation with an intention
to treat the patients holistically. Why has there been little or no
appreciation in the discourse for this? Do we fail to see or reveal
it because technology as care is not valued?

At one level, being skilful is about technical mastery and
receiving immediate gratification for a job well done. Having
achieved the desired outcome while making everything look
easy and with a natural rhythm, speed, and flow is a source of
great satisfaction. Positive feedback comes in a variety of forms,
from being recognized by one’s colleagues as an expert to being
sought after by patients and families to perform a procedure.
For some, being technically proficient is about being in control,
being able to take action (however risky) rather than standing
by and waiting for others to act. For a few, there is also a “love
for doing skills.” The thrill that comes from having successfully
engaged in high-intensity technical procedures in which the
high risks associated with failure are great is at once terrifying
and addicting: “Ilove to do the initial resuscitation. Some people
say it’s the adrenaline rush. . . . Yeah, you'e terrified a lot of the
time. But when you get it, it’s like, ‘Oh, I did it, I accomplished
it. This is such a great day.”

In a profession in which external rewards are few and value for
what nurses do is generally unacknowledged (or sometimes cred-
ited to the broader medical profession), the success of undertaking
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technical aspects of the role is so satisfying because the rewards
are immediate and the victory is rapid, definitive, and ascrib-
able. One NP stated that the hope of using technical, advanced
techniques was one factor that initially drew her to critical-care
nursing and then to the NP role. When asked to talk more about
this desire to perform procedures, she responded, “I think it’s a
very concrete thing in nursing. . . . With technique, you go to
put in an 1V, you take that catheter, you put it in, it's in; that’s
the immediate reward. And I think in nursing we don’t have that
many immediate rewards. . . . It’s challenging, it’s sometimes dif-
ficult, but yet it’s very rewarding.”

The significance of the instrumental nature of the role as a
means to visibility is also revealed in the following NP’s thoughts.
She described how satisfying it was for her to be able to per-
form percutaneous intravenous central catheter (PICC) insertions
throughout the hospital. However, she felt equally frustrated at
being blocked by physicians in performing other procedures in
her practice — procedures she knew NPs did as well as or better
than physicians, based on documented evidence.

Whenever there is a patient that needs a picc line in the 1cu, we
will be involved in inserting it, plus anywhere else in the hospital,
which is quite new here. And so it is nice developing some clinical
skills that, in the NP role here, we've not been allowed to do, you
know, inserting art-lines, inserting chest tubes; it’s really not part of
our practice at all. In the unit, the docs are not open to that yet. . . .
They say, because we're in a teaching hospital, every resident and
fellow that comes in wants to do technical stuff. So we're never
involved in any intubations. Never. It's not even discussed.

Being able to engage in highly skilled functions is a gateway to

professional advancement and autonomy, and to cultural author-
ity and visibility. When NPs are obstructed from engaging in the
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instrumental functions traditionally aligned with the medical
realm and highly valued by society, the credibility of the NP role
as one of independence and authority is undermined. This creates
doubt and confusion in the public’s mind about the very nature
of the role. Patients and their families have difficulty accepting
the role or the person in it as valid or trustworthy.

Well, you meet with the family, you explain to them that you're
doing an important job, that yes, you're a nurse but in an expanded
role. And you're with them and you develop a relationship and

then whenever something happens, you've been pushed aside because
somebody else is going to take over, so your credibility may be
challenged in the face of the family. . . . Whenever something
happens you're not skilled enough to do it, so maybe what you
expressed before wasn't right, right? So we claim we're doing
continuity of care, and we make a claim in face of the family

that we're as knowledgeable as anybody else on the medical team,
and then whenever something happens, you're suddenly not skilled
anymore. So we're put in a difficult situation.

Since the emergence of NPs in the United States in the 1960s,
the discourse has asserted that NPs are differentiated from other
nurses, in large part, by having expanded “their use of medical
instruments and the use of instruments in ways previously denied
nurses” (Office of Technology Assessment, 1986). The personal
autonomy, authority, and visibility this has afforded have been
contentious and viewed unfavourably by many in the nursing pro-
fession (Harding, 1980; Purnell, 1998; Sandelowski, 1997, 2000).
However, this discourse and the stagnant view of NPs as junior
doctors who relieve physicians of medical procedures that they
find boring has devalued the possibilities for caring to emerge in
each patient encounter. As Locsin (1995, 1998) contended, when
procedures are viewed merely as technique there is a degeneration
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of what it means to practice. Rather, an encounter between the
NP and patient holds the possibility for discovering new ways of
caring as a result of NPs’ being in control of the performance of
the medical procedure itself. NPs in this study did not deny that
they often feel frustrated that a large part of their practice is spent
performing medical procedures, under time constraints that limit
their opportunities to engage in a patient or family encounter,
which would allow them to get to know them on an individual
basis in the way espoused by the philosophical tenets of nursing.
Yet despite the challenges they face in this regard, they integrate
a caring intentionality into their performance that improves the
overall well-being of their patients and their families. Indeed,
NPs’ stories challenge the assertion that they nurse the technique
rather than the patient, as implied by Sandelowski’s statement
(2000, p. 189) that the NP role “has reprised the one-nurse-to-
one-technique, as opposed to one-nurse-to-one-patient, model
of nursing care.”

Recall Donna’s story about the difficult intubation, presented
in the section Being Confident; this NP’s narrative revealed the pos-
sibility for advocacy and taking an ethical stance different from
that of medicine. Donna intervened when the physician was
unable to admit that he could not successfully intubate the infant
with the TE fistula. She protected the baby from further ineffec-
tual intervention and possible harm by physically intercepting
and definitively stating the need for surgical intervention. Thus,
when the NPs’ instrumental function is viewed in a deeper way
and within the full context of their practice, it is possible to elu-
cidate their nursing identity and the moral imperative that they
bring to bear on the procedural event itself. Indeed, the ultim-
ate goal of their performing clinical procedures is a desire to
improve practice for the good of the patients and their families.
NPs recognize and accept that the use of technology is a reality
of acute-care nursing in Western society. There is an undeniable
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tension created among the NP, technology, and patient. Nor is
it denied that some NPs may act simply as technicians, profi-
cient but not authentically present with their patients. Because
of its frequent association with providing cures, technological
competence does not have to be polarized against competence
in providing care. In responding to the patient’s call, NPs are in
fact ethically required to be technologically proficient, while
accepting the patient fully as a human being, not as an object
(Locsin, 2001).

For many NPs, advocacy, as it relates to the instrumental nature
of their practice, arises from a fundamental difference in the train-
ing of nurses and physicians. In nursing, one NP said, learning a
procedure is all about the patient, while in medicine it is all about
the skill. This is demonstrated in medicine’s philosophy of “see
one, do one, teach one” (Merton, Reader, and Kendall, 1957), a
mantra that causes many NPs a great deal of unease. However,
this has less to do with being afraid of performing the technical
aspects of the procedure and more to do with wanting to prevent
negative outcomes that result from ineptness, and to appropriately
manage any adverse events should they occur. It concerns doing
what is both right and good for the patient while performing the
skill. Hence NPs ensure that their medical colleagues are present
or near at hand until they feel ready to accept the responsibility of
performing the procedures on their own, even at the expense of
being perceived as overly cautious. “Grace,” for example, shared
her experience of learning to remove an arterial-venous sheath,
a skill that she felt was not mechanically difficult but carried the
potential for significantly adverse cardiovascular events in about
15 to 20 percent of people who have a sheath removal:

I think [physicians] were in the mindset of the medical student —

see one, do one, and teach one — which is not my way of doing
it. I wanted to be sure that I was doing these things really to the
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best that I could do. . . . The harder piece is the assessment of the
patient to be sure that they’re ready to have the sheaths out . . . and
then managing . . . the cardiovascular complications. . . . Because
of where the femoral nerve runs, when you're compressing it, a lot
of patients will have profound vasopressor syncope. Their pressures
will fall to nothing; they’ll lose consciousness. Some of them will
seize . . . which isn’t great when you're holding an artery and this
person’s seizing. . . . So you can get somebody with a heart rate of
70 or 80 go to a heart rate around 30 and their blood pressure will
go from a 120 to 60 by palpation and they re losing consciousness,
and you've got one hand on their groin . . . I mean that sounds bad
enough, but it’s even worse if they’ve had an interventional procedure
because the perfusion pressure through the artery, if that drops, then
the artery will collapse and then they’ll infarct because it’s a raw
area. So it’s critical that that perfusion pressure doesn’t drop. So
learning to manage that, being able to detect it quickly, being able
to give the 1v atropine, often multiple doses of pressors, tons of

fluid, as well as monitoring them for vascular complications in the
leg. . . . And each patient is different. . . . So when I was learning
the procedure I did the usual — watched a few and did quite a few
under supervision . . . and after a while they said, “Okay, we’ll just
go and wait at the nursing station and if you need us we're here.”

So there was a gradual weaning and I was probably ready to do it
long before I let them go. But it was just more my feeling that I
wanted to be comfortable because when I was doing it on my own,
they were scrubbed in the lab, so if there was a problem they weren't
able to come and help me. So I had to be able to manage anything
that happened myself.

For NPs, technological competence as caring is not just about

mastery of the skill; it concerns being constantly attentive, vigi-

lant, and prepared to respond appropriately, swiftly, and deftly in

the event of danger, distress, or deterioration in the physiological
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functioning of the patient during the procedure. This means that
they need to know what to look for. But as Hawley (2005) rec-
ognized, knowing what to look for is not as simple as it seems:

Vigilance requires a sound and integrated knowledge base
composed of theoretical (scientific) knowledge learned
through study (e.g.,, pathophysiology, clinical manifesta-
tions, diagnosis, treatment, and potential complications),
practical knowledge gained from experience (e.g., typical
clinical trajectories or “the normal course of events” and
known risks or complications in specific patient popula-
tions and subpopulations), and particular knowledge of
the patient, including the clinical facts (e.g., co-morbidity
or co-existing disease and injuries) and knowledge of the
patient as person. (p. 181)

The NP’s intention is to do good (Algase and Whall, 1993) and
be fully present for the patient. It may be argued that technol-
ogy can be rendered safe in the Nps’ hands only when they are
adequately prepared. Entering the world of the Other is coming
to know the Other as a person more fully through the compe-
tent use of technology (Locsin, 1998), which most likely does
not result from the educational philosophy of “see one, do one,
teach one.”

Being committed, as embedded in technological competence
as caring, is also reflected in the NPs’ need to know the intim-
ate details of the technical apparatus and to know the patient in
relation to technology. More specifically, the patient can be con-
sidered safe only if NPs acknowledge the impact technology can
have on the patients’ care, both positive and negative. This hap-
pens in the context of knowing a particular patient and family
in the moment.
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The other day, there was a bedside nurse who was busy with
something else and she asked, “Can you take over?” and I said,
“Yeah, I'm sitting here anyway so no problem.” So a few minutes
after, [the physician] came and said we need to give this and

this. . . . Now, where should I give it? No idea. I didn’t know the
lines; this is really technical but I didn’t know where I should give
that without taking any risk. So I said I wouldn't do that. I didn't
know that patient; I also didn’t know why we needed to give that
medication, because I was just coming in and I didn’t have the
time to know the patient, and I didn’t know what was the family’s
understanding of the situation. Is there anything else that I should
know on this particular patient? And I felt really pushed because

I didn't get the background that justified that medication. I thought
I was able to take over but I was missing information.

Knowing who the patient is in relation to what is required in the
way of technical care is an essential element of NPs’ commitment.
Knowing the patient’s and family’s wishes emerges within the
NP—patient relationship, during which the Other’s world opens
up to the NP (Boykin and Schoenhofer, 2001). In this view, the
skill is not considered mechanistic but is revealed as humanis-
tic and interconnected; care being provided by NPs is not based
upon the evidence-and-cure process, in which their functions
are narrowly described as the diagnosis and treatment of disease
and the ordering and implementation of instrumental interven-
tions. Rather, their use of technologies becomes an expression
of caring and commitment. NPs have in fact, brought the Other
into the right relation with technology.

The NPs’ capacity to make a humanizing difference in their
patients’ experiences of technological events is what Hawley (2005,
p. 130) has termed “combating the technological imperative.” NPs
express moral discomfort in situations in which physicians get
“swept away” (Tisdale, 1986, p. 429) by the use of technology in
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the fight to cure at all costs. At the same time, they also experi-
ence discomfort when technology is withdrawn or withheld if
little regard has been given to the patient’s voice. Either situa-
tion represents a “lapse of humanity” (Frank, 1991, p. 27) in the
face of technology. But NPs view their role as an opportunity to
better influence decision-making within the health care team by
illuminating the human values that are embedded in each situation.

We have one patient right now who is terminally ill with multiple
myeloma, and who has had quite a bit of pain, and whose family
and just about everybody thinks he should stop dialysis. But I was
pretty sure that the patient didn’t think he should stop dialysis then
because I asked him about it on more than one occasion. He has a
90-year-old mother and he doesn’t want to die before his mother;
he thinks that’s too hard. He’s a quiet man and you have to sort of
pull it out of him, never married and has siblings who love him and
are very good to him. But the family was really struggling with
this, so we decided to have a family conference. . . . I think they
saw this meeting as a chance to develop a plan to bring him home
for palliative care to a little town outside of here. And I said, “Okay,
but we have to have the patient here because I'm not certain what
he wants.” So I started the meeting and I asked the patient what he
wanted. And he didn’t say anything really because he’s this quiet
70-year-old bachelor. So, I said, “I'm going to push here because
everybody’s here because they want to know whether or not you
want to continue dialysis, and if you don’t, we want to begin to plan
to get you home so that you can enjoy some time with your family
in your old home.” And he was ambivalent; I know he was. . . .
And he finally said, “Well, I guess maybe we should plan.” So we
planned, but it was a Friday and we knew we weren't actually going
to be able to get the plan implemented and talk to [community
services] until Monday. And by Monday he had changed his mind.
And I actually feel badly about that. I hope we didn't coerce him,
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but the important thing was that everybody then realized that [he|
didn’t want to come off dialysis.

By establishing a relationship of intersubjectivity, NPs are in a key
position to speak out on behalf of the patients. Because of their
involvement over time, they come to know the meaning of the
health care event in the context of the person’s experience as whole.
As a result, they develop an ability to sense from the patient’s
perspective where the boundary between harm and benefit lies
(Gadow, 1989). This engaged knowing enables NPs “to speak, not
with their own voices, but rather, to the extent possible, with the
voice of the patient and in so doing truly fulfill their moral respon-
sibility to foster patient autonomy” (Hawley, 2005, p. 133), what
Gadow (1989) has argued is the hallmark of true advocacy. Simi-
larly, NPs reveal their capacity to make a humanizing difference
in the experiences of their colleagues caring for people who are
suffering and dying. In taking the time to help others reflect on
patient choices, to respond in a manner that reflects attunement to
and genuine concern for the predicament of others who are shar-
ing the patient’s life as lived with the choices made (e.g., nurses),
NPs further demonstrate their commitment to Others.

Because he looked so awful, and because it's such a big unit, even if
it’s in the chart, you have to retell the story over and over and over
again, and you have to help the family who are still struggling with
the same issue, which is he’s literally got skin over bones and the
pain has continued to be an issue that we've struggled with. So, just
helping everybody be clearer . . . that it’s time to stop asking this
man whether he wants to continue and just get on with his godl,
which is to continue dialysis and to have pain relief. So I'm often
sharing that, particularly with the staff nurses, because I mean
they struggle. You know, theyre spending four hours with him and
I'm spending fifteen minutes with him twice a week. But I talk
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with his family about twice a week and I've talked with the social
worker and I've talked with the community support people who were
continuing to come back and check . . . so, just making certain the
plan of care is clear and everyone is supported in supporting him.

For many NPs, the desire for more control over the instrumental
aspects of practice is not driven by a personal need for external
validation as an NP. Rather, it concerns the acquisition of control
of the procedure to better enable nursing both to meet an indi-
vidual patient need and to more positively impact the broader
care delivery system. Being committed is demonstrated in seeking
opportunities to provide holistic care in a more timely and effect-
ive manner. Much of patients’ and nurses’ time is spent waiting
for physicians’ availability to perform a procedure, resulting in
unnecessary discomfort, increased anxiety levels, and discharge
delays. Frequently, patients wait all day until physicians are fin-
ished their surgical cases or clinic appointments to interpret an
X-ray, insert or remove a chest tube, or administer an intrathecal
medication.

“Grace,” the NP who undertook the removal of arterial-ven-
ous sheaths after angioplasty, emphatically expressed that an NP’s
approach to practice should not be about what the physicians or
nurses need; rather, the question driving NP practice should be
What are the needs of the patient that are not being met that the NP can assist
with? As Grace noted, timely removal of the sheath brings greater
patient comfort and autonomy and reallocates nursing care to
others: “It’s how you can best meet the needs of the patient, and
if it means you take knowledge and skills from traditional med-
ical functions, that’s okay.”

[Patients] can’t get out of bed with these sheaths in; so, they’d be

ready in the morning to have the sheath pulled but the physicians
didn’t pull them until four or five o'clock in the afternoon. Patients
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were on bed rest all day when they could have been up walking
around and be using the bathroom by themselves rather than the
bedpan. . . . The work load for the nursing staff was huge because
these patients are on bed rest and have to be monitored with these
arterial sheaths. . . . So that was the first thing I said: “Okay, this
is the need; that’s the first thing in terms of skilled focus that I'm
going to work on.”

Commitment to patients and their families is also revealed in the
tensions that some NPs experience when they assume some of the
technical aspects of practice that have traditionally been held by
physicians. The burden of the instrumental nature of their prac-
tice, in terms of either the responsibility carried or the belief that
the goals and ideals of nursing are at odds with the increasing
demands directly associated with technology (Locsin, 1998) is
negatively experienced. However, their commitment to the pro-
vision of holistic, continuous care intercedes. This commitment
grows stronger when they are in relationships that feel power-
tully connected or when they are acknowledged and appreciated
by the patient and family to be a trusted care provider.

I don’t really mind doing the procedures when I look at it from the
perspective that the families really appreciate me doing them. Yeah,
it’s a medical technical skill, but I mean everybody has that in terms
of their job. Nurses have got to put in catheters and do all kinds of
stuff. T mean, there’s that piece of our work, right, and that’s basically
how I view the Lps, because it gives comfort to the families actually
to know that I have an expertise in that areq, I can do it quite well,
and they know me very well and they trust me with their loved one
and this particular painful procedure. So I don't really have a major
problem doing that. At first, I wondered: How will this go? I'm not
sure I want to do this, that kind of thing. But when I looked at it
from continuity of care, the families do really appreciate me doing it.
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Being committed to technological competence as caring is an
ethical dimension that NPs embrace; they are committed to use
themselves in relation to instrumentation in such a way that they
can physically or emotionally strengthen their patients and dimin-
ish patients’ and families’ anxieties or concerns.

I like kids not to hurt. . . . It's been three years of hard work to get
to the point where I am; that we're not scrounging up screaming kids
and hurting them. So that’s part of the joy is just that now we do
them . . . with no pain. . . . We have a treat box and give them all
sorts of things and a [child-life worker] works with me to get them
into the room, and a team of anaesthesiologists that help me sedate
them, and then the technicians who take the specimens. I love to get
good specimens and get good slides. . . . I like the guys in the lab

to report “excellent specimen” because then I feel like I've done the
best possible job that I could and that the child doesn’t have to go
back to sleep again for another one. And . . . doing the best possible
needles to the least headaches that you could ever have. . . . So, just
to be able to do it once, in just one shot, and no band-aids, just shoot
it in. And I'm arrogant as all get out. I like to aim it in and never
miss and to get clear fluid with no blood. Yeah, it’s pure joy to do a
perfect procedure.

At first blush, the proud and audacious nature of this description
is striking — the NP’s ability to identify her own strengths, the
confidence she has in her own skill. It is reminiscent of surgeons’
arrogance and certitude and their surgical motto, “Sometimes
in error, never in doubt” (Cassell, 1992, p. 175). There is also
a sense of competitiveness vis-a-vis her performance, a striving
to be perfect. But, on closer examination, there are other layers
associated with being committed to a technological competence
of caring. First, performing the diagnostic procedure well makes
a repeat procedure unnecessary and the findings more reliable.
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Second, being able to do the procedure perfectly also means that
patients will experience less discomfort afterwards, and adverse
effects will be minimized. But this NP has also embraced the
performance of the skill from a holistic viewpoint. By embra-
cing the procedure, she embraced the opportunity to change
the philosophical approach to how patients were cared for, thus
revealing the moral agency of her NP practice. Seeing an oppor-
tunity to change the way in which the children were sedated
for the procedure, the NP seized the opportunity to work with a
large interdisciplinary team to initiate a procedural program that
took the developmental needs of the children into consideration
along with the pain and sedation management issues. A choice of
pharmacological approaches, enhanced with hypnosis and play
therapy, was part of the program. Connecting with the children
through demonstrations of tenderness and caring during the per-
formance of the skill were also evident in unique ways: “I put
nail polish on them when they're asleep. . . . I learned how the
boys appreciated it because they were bright silver and [one boy]
even went out to [a] party with them silver.” As embodied in
technological competence in the form of caring, being commit-
ted is revealed when NPs demonstrate compassion, conscience,
competence, confidence, and comportment. The stories shared by
NPs reflect their capacity to give beyond the practical significance
of the act. A generosity is demonstrated in “the skilled touch, a
seeking contact with the person as much as it seeks to effect the
task” (Frank, 2004, p. 6).

Being committed, particularly as it relates to NPs’ involvement
in the instrumental nature of their practice, is also revealed in
their willingness to accept and reflect upon their failures and mis-
takes. The intent of their reflection is to modity their approach,
in order to provide the best care they can to their patients dur-
ing the procedures. Although being comfortable and confident

means being at ease and experiencing a sense of routineness in
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their work, NPs do not become unconcerned or blasé about the
responsibility they bear. The mere fact that they have stories asso-
ciated with past mistakes and then choose to recount and reflect
upon them during the interviews demonstrates their need to
express their concerns and anxieties. The retelling is a means
of reaffirming that they continue to be caring persons in highly
technical environments. These stories are ethical ones, and they
are another means of revealing the commitment and existen-
tial caring embedded in NPs’ clinical practice. “Joseph” shared
a story about an event involving a technical procedure in which
he attempted to cannulate an umbilical artery even after several
attempts by another colleague. This experience shaped who he
was as an NP. It was a difficult story in the telling, even years later:

And so I should not have tried that one more time. Did that make
the difference? Did I cause the complication because of my obsession
to get this intervention done? So living with the consequences of that
was tough. I mean the child did fine but . . . you know, I was the
last person to have tried the line and I probably should have

just respected my colleague’s call on it and let it go at that. . . .

It’s tough to know when to stop, when to recognize your limitations,
and then living with a decision that you made that had consequences.
And it’s more than just personal self-reflection. What have I done
with it? It's made me a better nurse in terms of respecting when

my colleagues say that . . . they've given it their best shot and,
unless I'm invited to have a try at it, be respectful of their decisions.
Knowing when enough is enough and not being afraid to say,

“We can't do this anymore to this child.” And then . . . going to
the mom and saying that this was a side effect of an intervention
that we were trying to do to your son was a humbling experience

in itself. . . . So that affects how you give information to parents
later on down the road too. So in many, many different venues it
influenced my practice.
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Joseph dwells on his story even many years later. This is in
Heidegger’s (1971, p. 147) sense, “to cherish and protect, to
preserve and care for.” This story implies value (Frank, 1995),
and in sharing a story about a mistake he made, Joseph calls us
back to what is ethically significant: it was not enough only to
reflect upon the reasons for his failure to do no harm, he also
had to take the lessons learned and enact them so as to protect
and care for others in the best way possible in the future. His
story reveals the vulnerability of patients and their families and
the NPs’ responsibility toward patients during the performance
of a procedure, the need to do things for the right reason, and
the need to respect and extend the strengths of colleagues on
behalf of their patients.

NPs respond to the call of the vulnerable who need them to
act “responsively and responsibly” (van Manen, 1991, p. 97).
Nightingale (1992, p. 11) wrote, “A careful nurse will keep a
constant watch over her sick.” But to watch over, or be vigi-
lant, requires that the caregiver demonstrate a commitment to
knowing the Other. In an attempt to know the patient better,
NPs intentionally acquire a greater depth and breadth of know-
ledge and skills, to have these at their command in the actions
of caring not as a substitute for caring, but as an enhancement of
caring. Activities such as interpreting data from laboratory and
diagnostic tests, observing patient’s responses to the manipu-
lation of various therapies, and then engaging in an ongoing
interpretive quest (Leder, 1990) at an advanced level are legit-
imate ways to know the patient whose needs have intentionally
called the NP to action.

Attentiveness to details (via knowing and sharing them), being
familiar with routines, and continually scrutinising the broad
spectrum of technology for pieces of information that helps them
know the patients better are all ways by which NPs demonstrate

their commitment to being vigilant:
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One day a resident commented to me, “Oh that’s funny.” And I said,
“What do you mean, that’s funny?” And I was doing fluid orders,
so I went to the patient, looked at the pumps, looked at the different
1v accesses. And he said “That’s funny” because the resident would
sit at the desk and would try to do his best but without ever looking
at the patient. I said, “Come on, it’s 1vs, medications are going

to the patient, I need to look at them.” And he said, “Yeah, yeah,
yeah,” but he would look at the chart, and maybe ask the nurse,

but he wouldn't look at the patient. And I thought, Yeah, but maybe
that’s a good difference [between being an N and doctor]. We'll
look at the patient, we deal with families, and we sit with them,

we spend time, which may be different than what the doctor will do.
Yeah, that was funny. Just fluid orders, it's nothing, but you know
the patient is getting the fluids.

There has been an assumption that by knowing the patient bio-
logically in a deeper and broader way, the NPs’ focus of care will
be reductive and objectified, resulting in the traditional series of
problem-solving actions that are embedded in a medical model of
care. Yet NPs demonstrate that to know the patient’s physiological
status in the moment, or which life-saving or life-enhancing
treatment options to offer, based in a focus on commitment, is
to be connected with the patient. They are then challenged to
respond authentically and compassionately as an advocate for the
patient in the moment and in the particular. This requires that
they know each patient fully as a person.

“Mrs. Jones” was a woman living with an inoperable neuro-
endocrine tumour. Her husband had brought her to the oncology
clinic because he had found her generally unwell, with intermit-
tent fever and confusion. With the concern that her cancer had
metastasized to the brain, she was admitted to the hospital for
follow-up tests under the care of “Helen,” the NP.
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The very afternoon she came in, I reviewed the orders they had
written in the clinic, and they forgot about half of her meds, so

I had to do that. Then I went to see her, and the nurse came to me
and said, “By the way, her temp’s 39.4.” And this lady is usually
very talkative, very vivacious. She’s 73; you'd never know it. She’s
involved in all kinds of women’s things, the women’s institute, and
she’s hardly ever home when you call her. But she was not well.
She was curled up in the bed, very withdrawn and didn’t want to
talk, and you could tell she just didn’t feel well. Anyway, I said,
“Well, they're saying that a lot of what you're experiencing could
be drug related” — she’s in a clinical study because her cancer’s
progressed on every other therapy they've given her, so she’s in this
trial and some of this could be related to the study drug itself —
“however, let’s do blood cultures.”

Although the last thing anyone had expected was that Mrs. Jones
would have an infection, because her white count was normal,
Helen was able to call on all of what she knew personally about
Mrs. Jones to make the decision to test for other possible reasons
for her behaviour. In so doing, she avoided closure. She did not
abandon the search for the cause of Mrs. Jones’s symptoms in
favour of the logical and predetermined rationale. Being attentive
to all details of the situation, including scientific, instrumental
knowledge, Helen was able to discover that Mrs. Jones was sep-
tic. Knowing this particular patient in a qualitatively distinct way,
combined with what she knew to be the normal presentation of
patients with sepsis, Helen was able to intuit a problem that was
incongruent with what one might typically expect in the situa-
tion. She immediately initiated the appropriate life-saving medical
treatment of intravenous antibiotics. Within several days, Mrs.
Jones was feeling better, and Helen began to initiate discharge
planning. Her vigilance helped to keep Mrs. Jones safe from harm.

In addition, Helen observed during this admission that Mrs.
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Jones's husband was quite nervous about taking her home. He was
concerned that no one was paying attention or doing the right
things for his wife prior to her hospitalization. Acknowledging
that much of what she did as an NP was to help her patients and
their family members feel safe to return home, Helen felt charged
with a duty to reduce Mr. Jones’s feelings of anxiety. First, she
ensured that home visits for physiotherapy, occupational therapy,
and nursing care were organized upon discharge. Then she worked
with both husband and wife in such a way that she could assist
them to cope with the emotional crisis they were experiencing:

What we were prepared to do was to LoA to discharge, which we
don’t do very often. . . . I said, “What we can do is we can give
you a leave of absence tonight, and you just call in tomorrow, and if
the night goes well and there are no problems, then you just call the
nurse’s desk and say I'm staying home and then you’ll be officially
discharged.” . . . But in fact the husband wanted to leave it until
Saturday. I said, “Well, let’s see how it is tomorrow morning” and
the wife said the same thing. . . . So I went in the morning prepared
to say, “Okay, we can be flexible. It'll be either today with discharge
tomorrow, or Saturday to Sunday,” and he said, “No, I think it’s
fine. I can see that she’s a lot better and she’s getting better by the
day, and why take up a bed when I'm sure you have other people
who need this bed and with health care dollars being what they are.”

NPs embody being committed by being present for their patients
and families, by hearing their concerns and responding to them
in a way that is inclusive and egalitarian. They know and use the
system in a way that offers patients creative options that help
reduce the chaos they may experience during the illness event.
They do not seek closure to the relationship simply because the
physical problem has been solved, but take responsibility for all
the issues to ensure that patients do not fall through the cracks.
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Being Connected

Because of the nature of acute care in today’s health care system,
many relationships with patients are intense and of short dur-
ation, yet NPs are committed to development of a relationship
with patients and their families; it is about being connected.

The best part of my day is actually sitting down with the mom or
dad and just hearing their stories and trying to understand this crisis
that they’re in from their perspective. . . . For many of our families,
it’s the first time that they’ve ever had to deal with a crisis of this
magnitude, so, outside of all the other resources — the social worker
and our cNS — as a nurse practitioner, what else can I do for this
family to try and put all the pieces together and keep it together and
identify what their needs are? That’s the best part of the day.

NPs often struggle to find the time to make connected relationships
that they find satisfying and sustaining on a daily basis. The rapid
turnover of patients, their responsibilities for providing clinical
management for all of the patients, and the families’ preference to
seek information directly from the physician may interfere with
their ability to get to know the patients and their families such
that they feel connected in deep and meaningful ways.

As an Np, when you talk to the families, it’s more an information-
giving session, a question-answering session; it’s not as much of

a one-on-one, get-to-know you kind of thing, unless the patient’s
there for a significantly long time and then you get to develop that
relationship over time. It’s just because you don’t have enough time
at each patient’s bedside. Sometimes I struggle with that whole thing
because if the patient’s family wants information, they often want
it from the doctor. . . . And a lot of families don’t even know what
an NP is, for starters. So you have to try to develop that relationship
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and say, This is who I am, and This is what I do, and I'm
always around, and If you have any questions or you
want to talk about what'’s going on with your family
member, I'm here for you. And I like to get to know them
on a one-on-one basis, but it’s not always possible, and that part

I really, really still feel a significant need to try to improve.

Yet despite their struggles, NPs experience profound moments of
connectedness that occur through showing respect and sensitivity
to the patients’ and families” needs; talking to, listening to, and
being honest with them; being available by encouraging them to
call if problems arise; and appreciating them as human beings.
“And I always give them my business card and I say, ‘If anything
happens, if you have any questions, or you start feeling unwell
again, I'm on my pager. You just call me.” One NP used spare
moments in her week to contact four or five of her patients just
to say, “Hey, how are you doing?” simply because they appreci-
ated it. Another said that the most personally satisfying time in
the day was when she was able to create even a few moments
with a patient to “just sit there and chat about their garden.” Even
such simple but respectful and generous acts as personalizing
care by referring to the patient by name rather than by diagno-
sis and bed number, and the use of spatial arrangements, opens
the opportunity to connect.

The cardiologist stands, the N sits down. I say, “Well, come into
the quiet room . . . come sit here and we’ll talk about this,” and
that's very different than what they're used to. They're used to a
cardiologist coming in and standing over top of the echo bed and
standing there while they’re sitting. They get to ask a few questions,
he answers and then he says, “I need to see you in such and such a
time,” and then he goes away.
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Simply put, NPs believe that patients and families want to be heard
and attended to. They embody the belief that “an important com-
ponent of healing, apart from the effect of any technology applied,
derives from the relationship between the healer and the patient”
(Matthews, Suchman, and Branch, 1993, p. 973). Being connected
with the Other begins in the welcome and the opening of self
to the Other and is a form of generosity. As Frank (2004, p. 2)
has noted, “Generosity begins in welcome: a hospitality that offers
whatever the host has that would meet the need of the guest.”

NPs have a profound respect for the value of connectedness
and the comfort that it provides. Being connected is their prom-
ise not to abandon the Other. It is a struggle for them to sustain
their moral commitment to the patients and their families when
they are continuously challenged to battle the physicians’ com-
mitment to medical education, fraternity, and an orientation of
disease. One NP spoke about the time that she arrived for medical
rounds only to be informed by the attending physician that she
would not be needed in the clinical area because of a surplus of
residents scheduled for the month. Although her initial reaction
was one of shock and disbelief, she immediately connected with
the patients and families for whom she had been caring to explain
the situation. She was concerned that they would feel abandoned
by her and believe that she had not valued their relationship. But
in attempting to smooth the transfer of the patient’s care from
herself to a new medical care provider, she recognized that the
change was going to cause unnecessary suffering:

And I went to the family and said, “As a team we'e . . . giving
your care to a good resident who will be really good with your son,
really good with you, and . . . who will continue what we've been
doing with you.” And it might have been my mistake to accept the
staff physician’s decision, but she started to cry and said, “No, you
cannot leave that way and leave me alone with all my problems, and
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it’s not going well, and at least one thing is that we've got continuity
and we've been really happy to see you on a daily basis. No, you
cannot leave that like that.”

In response to the this implicit question What am I to do? — what
Frank (2004) described as a microethical moment — the NP
subsequently chose to follow through with her commitment to
the patient and family by successfully defending her need and
right to remain a part of the clinical management of the patients
and families with whom she had been previously involved. This
story is not about the NP arguing that she provides better care
than the physicians or her fight for a de-marginalized position
in clinical management because she had been blatantly declared
superfluous; rather, the mother’s reaction to being “handed over”
crystallized for the NP the essential moral commitment that she
carries in that role. “Holding to the difficult” (Frank, 2004) in
the interpersonal, locally contextualized, moment-to-moment,
she chose to fight for the right to remain connected because she
understood its therapeutic value.

NPs’ effectiveness is based on relationship-centred caring
with the patient, their families, and sometimes even the com-
munity (Watson, 2008). For many NPs, their patient and family
relationships involve much more than treatment of disease. They
attempt to establish relationships that respect patients’ and fam-
ilies’ values, knowledge, and skills, and give their voices as much
authority as their own. Being connected in this way is the differ-
ence between speaking about and speaking with; it invites patients
to be open and honest about their health concerns and struggles.
This in turn provides a fuller picture of the patients’ situations and
allows NPs to make accurate diagnoses and fashion individualized
management plans. By collecting data about various aspects of
the patients’ lives, NPs are able to understand health and illness
concerns from a wider perspective than that of a list of medical
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diagnoses. This understanding allows them to be more effective
in meeting the patients’ true concerns.

A few physicians have said to me, “Oh you're thinking like a nurse
again,” as if it’s a bad thing. And I don’t take it as a bad thing.
Theyre thinking more — what’s this person’s immediate health
problem? Let’s solve it, and then off you go on your way. And they
don't really take into account the rest of the patients’ lives and what's
going on with them. . . . Whereas now I like to know more about
the people and more of the social aspects than just the actual medical
base . . . because I think it all plays in. I mean oftentimes when we
have patients — the very sickest ones that have to have a continuous
intravenous infusion of Flolan, which is a pulmonary vasodilator —
all they can do is walk around with this little cassette with this
infusing constantly. And quite often a couple of them will come

in with headaches and say, “Something’s wrong with my Flolan.”
Well no, they've had a fight with their son. So it’s the other things
in their lives that are going on that [you learn] if you just sit there
and talk to them. And I don’t need to change anything medically
because there’s really nothing medically wrong. So I think it’s just
as valid as dealing with their medical condition.

By encouraging patients and families to discuss the biographical
and social contexts of their lives, NPs empower them by maxi-
mizing their voices. As an outcome, the asymmetry so common
in the medical relationship is minimized. According to Fisher
(1995), “Itis this combination of medical and psychosocial skills
that differentiates nursing from medical practice and that grounds
nurse practitioners’ claim for professional autonomy” (p. 9). Many
NPs understand that patients balance a unique set of commitments
and obligations, such as work and child care, which determine
the amount of energy they can bring to caring for themselves
or their loved ones. Each individual has a personal history of
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successes, failures, hopes, dreams, and fears that shape how he
or she responds to the illness event. Each patient presents with
varying cognitive and reasoning skills he or she uses in self-man-
agement of his or her condition. Each patient has unique values,
beliefs, and goals regarding how he or she chooses to live. NPs
know how important it is to understand each patient’s strengths
and weaknesses, values and beliefs, fears and goals, when nego-
tiating a treatment plan that will optimize his or her health.

There’s one individual who's had H1v for quite a number of years and
he’s Muslim. . . . He used to come in and we would figure out from
the lab tests that he hasn't been taking his meds even though he says
he was. . . . And for some reason we developed a bond. I spent about
two hours with him one day and we talked a lot about religion and
spirituality. . . . He was interested in kind of where I was coming
from and I was interested about where he was coming from. And
through just talking a lot, he said basically that even though we

were trying to do our best for him . . . it wasn't us who were going
to decide what was going to happen to him, it was Allah. And we
talked a lot about that. And once we got to that point where it was
out in the open, the pressure was off to try to improve his compliance
or adherence or whatever word you want to use. So, every time I see
him, we always talk a little bit about spirituality . . . and he asks
me to pray for him. . . . And we talk about things like not being able
to talk to anybody about his infection because it’s not something you
discuss openly in a Muslim community, and the fact that there’s a lot
of pressure being placed on him to get married, but he knew that he
couldn't get married because he had an infection, and he wouldn't be
able to disclose this to a potential partner. And the expectation is that
they would have children. . . . So we had long discussions about this
and I don’t think that if he'd been seen by a physician that that would
have come out. . . . And so I don't pressure him about his medications,
and we just kind of understand where we're each coming from.
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This story reveals the emergence of what Mishler (1984) referred
to as the voice of the patient’s lifeworld, which is different from
the voice of medicine, which Mishler acknowledged is overwhelm-
ingly characteristic of the medical worldview. In an attempt to
provide care, this NP nursed the patient’s physical, emotional, and
spiritual wounds. Through the creation of a bond with the patient,
she tried to diminish the asymmetry in the provider—patient rela-
tionship and maximize his input into the encounter. There is no
sense of blame or judgment evident in this NP’s story or a need
to coerce the patient to become compliant with his medication
regimen. She does not “medicalize” him. Thus, she avoids clos-
ure in each encounter and over time. Instead, she makes herself
available and accessible by sharing a piece of herself. The NP lets
the patient get to know her, and in doing so, she legitimizes his
feelings about his life and illness.

By sharing her own cultural and religious beliefs, this NP iden-
tifies herself as both similar to and different from her patient,
legitimizing her patient’s experiences and opening up the oppor-
tunity to reflect on these differences in new ways. She knows her
patient as someone whom she affects, and she knows herself as
affected by the patient who has become part of who she is as an
NP. In doing so, the NP resists dominant cultural assumptions.
Mikhail Bakhtin (quoted by Frank 2004, p. 20) calls this deepest
communion: “To be means to be for another, and through the other.”
This communion is what makes this moment moral. In being
connected through dialogue, the NP and the patient are within a
relation in which they hear, recognize, and remember each other.
This is the premise underlying Gadow’s (1980) proposal that to
regard “the patient as a ‘whole” would seem to require nothing
less than the nurse acting as a whole person. Therefore, the person
who withdraws parts of the self is unlikely to allow the patient
to emerge as a whole, or to comprehend that wholeness if it does
emerge” (p. 87). By being open, receptive, and available, the NP
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was present to the Other. Gabriel Marcel (1948) put it his way:
“The person who is at my disposal is the one who is capable of
being with me with the whole of himself when I am in need;
while the one who is not at my disposal seems merely to offer
me a temporary loan raised on his resources. For the one I am a
presence; for the other I am an object” (p. 26).

Connecting with patients by opening oneself also demonstrates
that the NP—patient relationship is not built on a foundation of
patient incompetence. The patient is treated as the expert on his
own life and as such is free to choose his own course. “Committing
yourself to dialogue with people is more than recognizing their
inherent dignity and defending their rights; it’s being willing to
allow their voice to count as much as yours” (Frank, 2004, p. 44).

The NP in this story did not independently define what was
medically relevant, or simply confine medical relevancy to the
patient’s medical symptoms; rather, she repeatedly made attempts
to create a genuine opportunity for connectedness by generously
offering herself in terms of time, space, and person. She left the
way open for psychosocial issues to structure the exchange and
be part of the meaning of the illness event. By viewing NPs’ prac-
tice through the family therapy work of nurses Wright, Watson,
and Bell (1996), we realize that, for NPs, the goal of being con-
nected is to enable their patients to discover how they want to
live and to find the resources to do so. They do not regard diag-
nostic labelling of the individual as a useful vocabulary with
which to work.

It is not uncommon for communication among multiple con-
sulting physicians, various team members, and family members,
in addition to the patient, to increase the complexity of decision-
making. This can be particularly difficult for NPs who are involved
in developing and implementing the medical treatment plan of
care but who still do not hold the ultimate authority. However,
for NPs, the decision-making process involves being connected.
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There was one family in particular that their daughter was quite
unwell, and I was giving the results of the ultrasound of the kidneys
to this mom and dad. And it was not the results they wanted

to hear, but the kidneys just weren’t working anymore. And the
question being: Was transplant an option? And they said, “If it was
your baby, what would you do?” And it was such a hard question
for me. Everybody else was: “No, transplant’s not an option, can’t
even think about it.” But when they sat and asked me, “What
would you do?” it was like, “If it was my kid, honestly,” I said,

“T don't know. I guess I'd have to just think how much they were
suffering. If there was any hope that it would work, they could still
be alive and have a life or the life they still had, I would be doing

it. It’s just two ways of looking at it.” . . . It was a very emotional
situation. They were very sad. We were all crying. But, they
understood where I was coming from. They appreciated that, because
they were getting so much of “Just stop now.” But it was very clear
for me that this family couldn't live with the guilt of not having
given her every single option or opportunity, and in this mom’s mind
she had to look at every opportunity or option, and as a mom I could
see the same thing.

In this situation, “Gloria,” the NP, does not reproduce the hegem-
onic medical understanding of the case. She supports the parents
and, in doing so, speaks an oppositional discourse. Rather than
say as little as possible and retreat into silence, she opens herself
to the parents. She reveals herself as human by openly expressing
her emotions, acknowledging the parents’ suffering by shar-
ing it with them, “demonstrating that she too is human (as in
‘fallible”),” which fundamentally changes any perceived power
imbalance between them (Hawley, 2005, p. 119). Moreover, by
not shying away from the mother’s question — “If it was your
baby, what would you do?” Gloria experiences a microethical
moment in her practice; and holding to the difficult, she lets the
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mother know that she understands her dilemma and the guilt
parents may experience. Gloria calls on her own position as a
woman and a mother to be as empathetic as possible. Even while
they remain provider and “patient” (an extension of the infant),
they relate to each other as women and as parents. The sharing
of tears was not a crossing of professional boundaries but rather
an opening of self. The NP is in the situation with the parents,
and for that moment she shares their burden.

Positioning herself in a community of parents, Gloria identifies
herself as like the parents. On this basis of solidarity she legit-
imizes their experiences, their values and beliefs, their feelings,
and their choices. She acknowledges that she recognizes them.
These dialogues are examples of what Frank (2004) described
as a practice of generosity, where forming relationships of con-
nectedness helps to diminish feelings of isolation for both the
patient and family, and even the care provider. NPs are able to
witness patients’ and families’ attempts to understand themselves
as morally responsible persons. Likewise, in being witnesses
connected with others, NPs are able to recognize themselves as
morally responsible.

This does not mean that NPs do not struggle with the choices
that patients or their families make, particularly those which are
self-destructive. They may repeatedly offer the same “medical”
recommendations and even show their frustration. However, many
NPs reveal that they attempt to avoid closure by neither impos-
ing their medical expertise nor their impression of the definition
of the situation. By remaining in a dialogue, NPs keep open the
possibility that the patient, and even they, may “interrupt the
monological pursuit of their own purposes and self-perceptions”
(Frank, 2004, p. 45):

I can get extremely frustrated with a client but at the same time
I still think about where they’re coming from, and maybe where
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they’re coming from isn’t necessarily where I'm coming from. . . .
A patient that I have been working with for a« number of years —
he has a substance abuse problem — he phoned me and said,

“I won't be in for my appointment tomorrow because I've checked
myself into [drug recovery program].” So after five years of planting
the seed, picking him up, picking up the pieces, having him come
into the clinic drunk, and just being there all the time and never
really judging him in any way, the fact that he called me . . .

I just said to him, “That’s wonderful; that's fantastic,” and I said,
“When you're finished, you have to come and see me and tell me all
about it.” But that’s a really good day; that’s a really good day.

NPs strive to engage in relationships with their patients and fam-
ilies in a way that is collaborative, reciprocal, negotiated, and
participatory. They do not tell their patients how they should
deal with the problems in their lives; instead, they put forward
some things for them to consider. They explain the importance
of health-related interventions and treatment options, teach their
patients how to care for themselves, make recommendations, and
circle the issues in multiple ways, revisiting them from a variety
of angles. They seek to guide their patients through the illness
event, helping them to find the path that best fits with their per-
sonal goals and aspirations. However, they do so in ways that
minimize the distance between themselves and their patients,
such that even when the NPs’ treatment recommendations are
not chosen, the connectedness is maintained and the possibil-
ities for further negotiation for care remain open. Helen shared
her attempts to help her patient with a lung tumour better man-
age her pain, which resulted from a severe cough and radiation
therapy. Although her symptoms were relieved with cough and
pain medications, the patient discontinued their use once her
symptoms dissipated, only to have them reoccur shortly there-
after. Helen acknowledged that the patient was reluctant to take
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them because they made her “feel sleepy and spacey,” but Helen
also observed that if her cough and pain were bad, then she had
difficulties coping. Despite her frustration, Helen still thought
“about where she’s coming from” and used multiple opportun-
ities to help her see the use and management of these medications
in a different way:

I said, “Well you don't have to take anything. . . . However, I do
think if you take the injection of the pain-management drug we've
ordered before you go for your radiation treatment you'll probably
get through it better, because what I'm not sure is if it’s just lying
on that hard table that’s making your back sore. . . . If it’s flared up
from this treatment then I think we may have our answer, and then
the trick is to take something pretty strong before you go over. . . .
But you time when you take your pain medication, you time when
you take the cough medication, but I might suggest that if it makes
you feel dozy during the day then take the bigger dose of cough
medicine at bedtime, because you know you don’t care if you're dozy
at night; you're sleeping right?” And she said, “Yeah, that makes
sense to me.” Anyway, were working on that.

Even within the constraints of a busy practice, NPs struggle to
give the time and personal attention that helps patients to feel that
they are being heard and not rushed. As Mishler (1984), Fisher
(1995), and others have argued, physicians all too often dismiss
the social or biographical contexts of patients’ lives as not the
“real stuff” of medicine. By treating the medical and the social
as dualities and treating organic pathology as medical, physicians
leave the way open for two separate but interrelated phenomena.
But what has been revealed here is that many NPs are driven by
the ideology to unify the two in their work.

However, not all NPs are able to connect with their patients in
this way, nor do all NPs develop these types of relationships with
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all of their patients, all of the time. As one NP realistically noted,
not all patients need or want a close relationship with their care
provider. A contrasting example of how NPs may sometimes engage
with their patients is offered by “Jamie.” She shared her feelings
about a patient with known cardiac disease who regularly visited
the Emergency Department with chest pain. He had been enrolled
in the service’s chest program on numerous occasions, but due
to a phobia of particular diagnostic tests as a result of a past life
event, he failed to make his appointments. “Well, I'm basically fed
up with him because every time we go through the same thing.
We spend all this time with him trying to explain. I mean, I feel
for this man, but I've just been around it so many times. . . . He
just doesn't really listen to what I say.” Instead of being connected
with her patient in a way that helps to unify the psychosocial and
biographical context of his life with the medical diagnoses, Jamie
separates them. Consequently, there is an underlying sense that
she blames the patient for his inability to comply with the treat-
ment plan. As though if he could only control his fears, the proper
care could be provided. The patient’s inability to take the required
diagnostic tests is somehow at odds with the NP’s expectations.
Because of this, Jamie not only presents the medical system as hav-
ing definitive authority, but she also prevents any opportunities
for the patient to discover new possibilities for healing.

Thus, not all NPs practice in a patient-centred, holistic man-
ner or with a spirit of generosity all of the time, even though it
is espoused as their intention and alleged to be highly valued.
Many struggle to maintain their commitment to being con-
nected. A few talked about managing their patients and their
families, discussing them in terms of cases or diagnoses. They
listed the multiple barriers that prevented them from entering
into relations of care, and the frustration that they experienced
with feeling unconnected. The list included such reasons as the

volume of patients to be seen, expedient transfers from one unit
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to another, the location of offices relative to the practice settings,
the actual time spent on-service given the number of NPs within
the service, and the other parts of the job that result in less time
for being accessible to the patients and families.

The serious question is whether any of the reasons for cir-
cumventing connectedness are good reasons. Some NPs need to
care for the patient right from the time of admission in order
to feel connected: “I feel bonded when they are admitted and
that’s usually when theyre the sickest . . . whereas, if you get
this patient whom you've never met them before, then you don’t
have that bond and it’s much, much harder.” However, some NPs
are able to create connectedness despite being off-service, chal-
lenging spatiotemporal factors, early transfers, or multiple care
providers: “I make a point of meeting with the parents, even
the week that I'm off-service, because I feel and want a certain
connectedness with them. . . . I say hi, and check on them. . . .
And if they have a few questions, I answer those to the best of
my knowledge, and then refer them to my colleagues who are
on-service for the details.”

The role external factors play as barriers to being connected
should not be discounted in any way. All NPs are challenged by a
variety of situational issues on a daily basis, challenges that hin-
der engagement with patients and families in meaningful ways.
Yet while many NPs are able to be connected despite these chal-
lenges, some are unable to be connected because of them. Does
this reflect personal choice or the tendency to be drawn into the
vortex that is modern technology? Could this struggle reflect
medicine’s treatment of patients in terms of what Heidegger
(1977, p. 16) describes as “an object on call for inspection” and
what Foucault (1994, p. 14) refers to as the “medical gaze”; that
is, the patient’s body is viewed as an object of inquiry and the
individual is a case? In a seminal critique of modern technology,
Heidegger argued that technology imposes a particular sorting,
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ordering, commanding, and disposing of nature and man (p. 16).
For example, the hospital is not a building (tool) we use; it is not
an object at all, but rather a flexible and efficient (or inefficient)
cog in the health care system. Likewise, the patients are not per-
sons who use the health care system, but rather are used by it
to fill the hospitals, clinics, and doctors’ offices (Rashotte, 2005,
p. 53) and, thereby, are transformed into objects for inspection,
“subordinate to the orderability” (Heidegger, 1977, p. 18) of the
system. Likewise, viewed from a Foucauldian perspective, the
patient’s body is treated in a machine-like fashion with personal
identity stripped away as daily routines, surroundings, and clothes
are removed and the patient’s voice is silenced and medical inter-
ventions undertaken (Leder, 1992, p. 121). Does the augmented
use of technology that occurs within NPs’ practice — combined
with their enhanced engagement with medical practitioners who
view the human body as a pathological object through which to
clarity diagnosis — promote detachment and less meaningful
relationships with their patients?

Certainly, several Nps described the seductive power of med-
ical practice and how easy it is to emulate the medical worldview.
Perhaps by viewing the instrumental nature of NP practice as an
obstacle to be overcome, NPs are challenged to remake them-
selves and in the process modify their medical milieu. Heidegger
argued that we do not have to be prisoners of technology; rather,
the saving power of technology is its ability to demand us to
think in another way. He called for a reflective kind of question-
ing and meditative thinking. Engaging in reflective or meditative
thought — which many of the NPs stories heretofore have dem-
onstrated — “grants us the possibility of dwelling in the world
in a totally different way [and] promises a new ground and
foundation upon which we can stand and endure in the world
of technology without being imperilled by it” (Heidegger, 1966,
p. 55). Reflection as ontology — that is, a critical analysis in which
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one learns about oneself and one’s way of being — enables us
to correct and improve our practices for the purpose of shap-
ing a ‘good’ nursing model of care (Kim, 1999, p. 1206). This
involves reflecting on the ways in which we wish to govern our-
selves such that the use of power becomes a relational power
(Foucault, 1980). Perhaps being committed to being connected
both through the use and despite the power of modern technology
facilitates meaningful Np-patient relationship and is the differ-
ence that NPs are able to make in their practice. Being committed
to being connected enables NPs practice to arrive at a “medicine
of the intertwining” (Leder, 1992, p. 125), which involves and
promotes “a chiasmatic blending of biological and existential”
(p. 125) dimensions of care.

NPs often extend the provision of information, support, and
referrals as well as the promotion of coping strategies beyond
individual patients to their families and support networks. NPs
recognize that the latter also need comfort and information during
their loved one’s acute illness. NPs strive to create moments with
family members to foster connected relationships. For example,
the simple acts of stopping to chat, touching base on a daily basis,
phoning families who cannot visit to provide them with an update,
or staying behind to discuss concerns that are just touched upon
in rounds are all examples of being connected.

It’s very common during bedside rounds . . . for one of us to stay
behind, even if it’s not a nurse practitioner’s patient, and I say,
“Did you understand what he said, or do you have any questions
about that?” . . . Even if it’s something that is minor to us, well
sometimes the parents are just flabbergasted, and I've seen my [NP]
colleagues stop and take the time and even put an arm around the
mom or something. You never see a physician do that, not even a
female physician . . . that’s @ nursing thing.
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NPs demonstrate their connectedness through their ability to be
compassionate, a word derived from the Latin words cum and patior,
which together mean “to suffer with” (Barnhart, 1988). Leder
(1990) indicates that compassion refers to an experiencing-with
another, and in the act of sharing another’s experience, one is able
to recognize the experience of the Other as a possible experience
of oneself (van Manen, 1991). Compassion is the NPs’ justifica-
tion for putting their arms around the Other or stepping away
from rounds to spend time explaining or answering families’
questions and concerns. If one recognizes the power of informa-
tion to create anxiety, uncertainty, and a further loss of control
in the situation, then can it not be perceived as abandonment in
the moment to simply throw out information and turn away?
Instead, NPs help patients and family members comprehend
the information given to them by simplifying and adapting the
medical language, thus empowering them to become partners
in care. Although using medical jargon and the medical mode of
speaking with physicians in front of families fosters the families’
confidence in NPs as caregivers, when NPs translate that same
information with an intentionality of respect and partnership,
the interconnectedness between the NP and the family is deep-
ened and strengthened. These acts represent the ways in which
NPs strive to draw the families into a relation of care; “because
care can only be a relationship, a dialogue not only of words but
of touch” (Frank, 2004, p. 27), either literal or metaphorical.
The clinical practice in the acute-care setting involves com-
munication and coordination with multiple specialty physicians,
various institutional services, and outside community agencies.
A large part of NPs’ practices involves being connected with the
patient and family across and through time and place through
a process of coordinating this complex system. NPs create con-
stancy, consistency, and continuity, with the intent to ease the
burden that being within the health care system tends to cause,
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and to ensure that patients and families do not fall through the
cracks. They do what Hawley (2005) has referred to as making
the inhumane humane. The experience of being in this system
is one of dehumanization (Gadow, 1980; Foucault, 1994) —
invasion of privacy, infringement of autonomy, being viewed as
object and rendered invisible — and it is real and ever-present
in health care as it is currently structured.

“Joan,” (who was introduced in an earlier section) was con-
cerned for those groups of individuals who did not know how
to negotiate the health care system, such as newly immigrated
families, those with poor language skills, those living in and out
of the correctional system, those with mental health issues, or
people otherwise living with somewhat chaotic lives and with
limited resources. Joan believed that all of these individuals
needed someone to support them, provide them with education
about their illness, assist them with illness-related problems or
treatments, help them negotiate multiple care providers, and pro-
vide health promotion, such as dealing with smoking cessation,
cardiovascular health, and substance abuse. She felt that these
needs arise largely because physicians who are very specialized
in their knowledge do not deal with these issues in their practice.
As well, these patients either tend not to have a family physician,
or the family physician refuses to see them once they repeatedly
fail to show for appointments.

Joan recognized the chaotic nature of these patients’ lives, lives
that do not necessarily fit into a time structure or appreciate the
importance of showing up on time for prescheduled appoint-
ments. Thus she created a “one-stop-care” practice. Although she
arranged appointments with them, if they did not show up, were
an hour late, or decided to come at four o'clock on Friday though
they were expected at nine o'clock, she would still welcome and
see them. As a result, more and more of these patients called her
directly because they saw her as their primary-care provider.
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Eventually family physicians and other nurses in the community
of public health recognized that she could see somebody quickly.
She did not work in isolation but negotiated this philosophy of
practice with the other members of the team. Eventually they were
willing for her to create this alternative form of time embedded
within the traditional time structure of appointments: “Everybody
knows that I could be with somebody for a half hour or I could
be there for two hours,” and “when people come at weird times
when I'm not expecting them to show up, basically what I do is
I put things on hold and just say, Okay, this is the most import-
ant thing to do right now, and so I spend time with the patient.”

Being connected through constancy, consistency, and continu-
ity involves worrying about the Other and then acting upon that
worry. NPs work the system through such actions as massaging
egos, calling in favours, crossing professional boundaries, and
negotiating with one’s colleagues for the chance to create time
and space in order to better care for Others. Being connected is
recognizing that care has to happen within a relationship, which
is different for each patient and family. One NP commented that
for many patients and families, the “relationship is a professional
one, in which they don’t know much about you and you don’t
know much about them, and that’s okay, and the care is outside
of their own sense of well-being.” But for some, the care “hap-
pens inside a specific relationship, and, if it doesn’t happen inside
that relationship, it isn’t going to happen.” NPs encourage the
patients and their families to define the relationship across time
and place, as long as it isnt outside the boundaries of NP prac-
tice. Consistency and continuity within their practice allows for
caring moment to moment. Opportunities are enhanced to know
individuals more fully as human beings with hopes, dreams,
and aspirations, and for using every creative, imaginative, and
innovative way possible to help them to live more fully and to
grow as human beings.
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Being Content

Both the world and beyond the world, free as a bird, the
self searches for a third space, singing, dancing, nesting,
and flying, sometimes with companions, sometimes alone,
always already attending to the call of the stranger.

(Wang, 2004, p. 138)

As an adjective, the word content, derived from the Latin word con-
tentus, means to be satisfied, pleased, gratified, and even delighted.
Being content with being an NP means experiencing a sense of
satisfaction, and even joy, with what the NP does in his or her
clinical practice. The word content also implies the sum of the
constituent elements of something, such as the totality of the
constituents of a person’s experience at any particular moment.
The NPs’ experience of satisfaction is the sum of the constituent
elements of being competent, confident, comfortable, commit-
ted, and connected, recognizing that the sum of the elements
as co-experienced and interrelated is, as a whole, more than
and different from the parts. Finally, the word conten, means the
allaying of doubt and the satistying of the conscience. In being
confident with their competence, and comfortable that they are
able to embody their practice in a way that demonstrates being
committed and connected, NPs find that their doubts about what
they do and how they do it are allayed, such that they experi-
ence a strong sense of doing what is both right and good. Being
content is about finding a fit in being an NP.

NPs want to do something manifestly practical in the clinical
setting: stay close to the patients and their families. They find
this in the direct clinical practice component of the NP role. “It’s
about diagnosing and coming up with the solution,” about “the
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actual doing of the procedure,” and “the sense of success when
you have the line in the right place.” “It’s being able to complete
the plan, the intervention, and then the re-evaluation of it, and
being satisfied at the end of it that the patient is in the best out-
come that can possibly be.” They no longer feel constrained. They
have ample independence, autonomy, and added responsibility
and accountability. They are able to work collaboratively and build
partnerships with their medical colleagues, in a way that feels
safe. They are able to be involved in every aspect of the patients’
and families’ care by developing relationships with them over
time. They are continually challenged, recognized, and valued for
what they do. In other words, they discover a niche in nursing.
They are glad they have made the journey and believe they have
made the right choice. They are happy with how it turned out
and have no regrets. Being an NP suits them and they feel satis-
fied. Being content affects the dialogical engagement with self
and Others and consequently they renegotiate how they under-
stand who they are as NPs in their practice.

NPs recognize that some of their NP colleagues are entranced
by the medical realm and seem to leave their nursing values
behind, which potentially leaves the patient vulnerable. One NP
observed, “That’s the danger of this role . . . opportunity and
danger coexist on the same line.” NPs admit how easy it is to be
“seduced by the dark side,” which does not mean medicine is “the
bad side,” but that there is a great deal of power associated with
prescriptive authority and the language associated with ordering.
One NP noted, “You can choose to keep that [power] to yourself
or you can choose to share it. It is a struggle and sometimes it’s
just easier to be on the medical side.” For some NPs, being con-
tent only concerns the attainment of more autonomy, control,
recognition, and power. To be seen as the captain of the ship, or
at least a welcome sailor, is the desired fit. Being totally aligned
with physicians is perceived as a reasonable means to a desirable
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end, allowing NPs to “accomplish plans with others through access
to traditional power sources” (Rafael, 1996, p. 13).

For many NPs, the natural state of complexity inherent in the
process of being and becoming an NP exposes the contradictions
in the experience of their practice, yet it also provides the oppor-
tunity to reconcile these contradictions. For example, many nurses
drawn to the NP role have seen nurses working at the bedside as
invisible, not valued, and “impotent in effecting the social and
political changes necessary to transform their clients’ realities”
(Rafael, 1996, p. 6). To acquire power, some NPs may distance
themselves from other nurses by valuing knowledge and skills
from other disciplines over nursing knowledge, or totally align-
ing themselves with medicine. Power, in what Rafael has called
assimilated caring (p. 8), is acquired by aligning with medical
characteristics, practice, and behaviours and by integrating med-
ical norms. An NP who speaks with disdain about the physicians’
inability to see the patients “crumpled up at the bottom of the
bed” while on rounds but subsequently “gets the nurse to repos-
ition the patients so they’re more comfortable while we're busy
talking about their plan of care for the day” provides an example
of distancing from nursing. Nps who echo the dominant medical
discourse — which is that nurses’ key skills are those associated
primarily with information gathering and the means by which
they carry out medical orders — also exhibit this form of dis-
tancing. One NP said, “Nurses just usually follow orders. They're
there to gather the data that’s needed. It’s vital to have that infor-
mation, but we're the ones who put it together and try to find the
solution.” Another observed, “There are a wide variety of nurses
in the field and how they think, but many of them don’t think;
they just do what the procedures are and they are not thinking
about why they're doing it.”

However, the cost of power obtained in this way may cause
professional disunity, a lowering of professional self-esteem, and
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a feeling of being marginalized. In fact, nurses’ caring remains
devalued, thus fostering a lived contradiction. In addition, Bates
(1990, p. 139) — a physician, the author of the classic physical
examination text, and a strong proponent of the NP role —
warned that “by expanding into medicine, nurse practitioners
will need more than ever before to increase their consciousness
of what nursing is all about. The values of nursing must not get
lost in the dominant medical cultures. If they do, nurse practi-
tioners justly risk the epithet of junior doctor.”

Many NPs resist the dominant discourse that associates medi-
cine with independence, cognitive logic, and aggression, and
nursing with dependence, nurturing, and emotive logic (Rafael,
1996, p. 3). These characteristics are no longer viewed as con-
flicting concepts or as superior and inferior ways of knowing and
being. Instead, NPs demonstrate in their actions the power that
comes from diversity, voice, nurturance, responsibility, know-
ledge sharing, and choice, deeply intertwined with autonomy,
strength, mastery, and assertiveness. No one denies that trad-
itional power over may be used as a means to an end, such as to
influence action in a health care system that is in need of change.
However, a strong emphasis on mutual power exists, such that
NP, patient, and other care providers are transformed during the
relationship, balancing out the power between. NPs who argue that
the question should always be: What do the patients need? — and
not What do the docs need? or What do the nurses need? — exemplify
the move from power as being embedded in a division of labour
that primarily serves the interests of those in power, to power as
enabling, with opportunities for being equal in relations. Power
as enabling is a relational way of being and becoming for these
NPs. It is demonstrated in their heightened awareness of inter-
relatedness. It emerges as a sense of responsibility and generosity
toward Others, in a practice informed by various forms of know-
ledge and skill, and it presupposes a growing knowledge base
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and clinical competence. For these NPs, being content means
practising within this ontological, epistemological, and ethical
understanding of power in praxis.

NPs are frequently asked by patients, nurses, physicians, and
their own friends and families if they feel more like a nurse or
more like a physician in the administration of their practice. Do
they live in the medical world or that of nursing? As they become
competent, confident, and comfortable with the knowledge and
skills required in the performance of their practice, embedded
within being committed and connected, NPs begin to experience
an inner transformation. They no longer resist the tasks trad-
itionally associated with the medical world, nor do they dread
the questions Who are you? and Where is your allegiance? They have
endured the tumultuous seas of being adrift and overcome their
fears by facing the most frightening places within themselves.
Now, a new way of being in nursing is discovered within each
encounter in the practice setting, and they discover all or part of
the new dream or vision for their professional practice.

I'm a nurse. I think building those core relationships with the
nursing staff and making sure you are aligned with nursing is
important. And it’s very easy to slip into the physician’s world, to
align too closely with the physicians. And the physicians will say,
“You're as good as a doctor,” and they mean that as a compliment,
but I say, “Always remember I'm a nurse. I do not want to be seen
as a mini-doctor.” But, I also mean that I'm part of the physician
team too. And so, hopefully, I am the best of nursing and the best
of medicine and I'm just broader, or rounder, but different. Is it a
third mindset maybe? But it’s not necessarily separate, more of a
joined mindset.

Amin Maalouf (2000), who was born and raised in Lebanon but
lived and worked for 22 years in France, wrote that he always gave
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the same answer to the question of whether he is more French or
more Lebanese: “Both.” He explained, “What makes me myself
rather than anyone else is the very fact that I am poised between
two countries, two or three languages and several cultural trad-
itions. It is precisely this that defines my identity” (p. 1). “Would
I exist more authentically if T cut off a part of myself?” he asked.
Similarly, would NPs exist more authentically if they cut off a part
of themselves? Are NPs half-nurse and half-physician? Of course
not. And despite the vast difference between identity considered
in terms of ethnic origins and identity considered in terms of
professional roles, identity in both cases cannot be compartment-
alized. As Maalouf (p. 2) wrote, “You can’t divide it up into halves
or thirds or any other separate segments.”

After giving a detailed account of why he lays claim to all his
affiliations, Maalouf observed that someone always seeks to know
what he truly feels “deep down inside.” This question seems to
reflect the widespread view that deep down inside there is just one
affiliation that really matters, a kind of fundamental truth about
each individual, an essence determined once and for all when one
belongs to a group or discipline. It is as “if the rest, all the rest —
a person’s whole journey through time as a free agent; the beliefs
he acquires in the course of that journey; his own individual tastes,
sensibilities and affinities; in short, his life itself — counted for
nothing” (Maalouf, 2000, p. 2). When NPs are asked who they
are and where they belong, they are meant to seek within them-
selves such an alleged fundamental allegiance. Having located it,
they are then supposed to flaunt it proudly in the face of others. Is
this not what the current debate about the role of the NP is about?
Does the current discourse expounding the lack of allegiance to
nursing through their engagement in “physician tasks” not mar-
ginalize NPs for claiming a more complex identity?

NPs follow a quasi-Hegelian dialectical journey as they engage
in the doing of clinical practice, during which internal contradictions
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are transcended but give rise to new contradictions that require
resolution. Thus, the journey shifts back and forth between an
ongoing unmaking and remaking, shaping each Np’s particular
experience. Frank (2004) observes, “Doing is what counts, and
knowing what counts as worth doing depends on being a per-
son who has become shaped through discipline” (p. 53). NPs
continue to define who they are by where they have been in
nursing as well as where they are going in their current role. By
doing within a community of practice, NPs experience a change
in their behaviour and performance. They know themselves no
longer as people who only perform the tasks of taking histories,
doing physicals, diagnosing, or prescribing, but as people who
bring comfort to patients and families, always recognizing them
as persons with whom their care is entrusted and with whom
they are in partnership. They experience a new sense of belong-
ing, and a sense of self is rediscovered in the act of experiencing
their practice in a fuller way. In the words of Katerina Clark and
Michael Holquist (quoted in Frank 2004, p. 46):

The way in which I create myself is by means of a quest:
I go out to the other in order to come back with a self. I
“live into” an other’s consciousness; I see the world through
that other’s eyes. But I must never completely meld with
that version of things, for the more successfully I do, the
more [ will fall prey to the limitation of the other’s hori-
zon. A complete fusion . . . even if it were possible, would
preclude the difference required by dialogue.

Over time, NPs are able to decide which judgments they choose to
hold on to and which they will consider not conducive to becom-
ing who they want to be (Frank, 2004, p. 5§3). New knowledge
of self is revealed in the act of practising, and as result they no
longer have to address questions about whether they are nurses
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or physician replacements, or whether their focus is care or cure
from a dichotomous position.

In the 2003 book Aidan’s Way: The Story of a Boy’s Life and a Father’s
Journey, the author, Sam Crane, a professor of Asian studies, wrote
of his struggles with his son’s rare birth defects and his transform-
ation into the “Father of Disabled Child, a different status, [a role]
that was harder to anticipate and freighted with dread and aliena-
tion” (p. 51). In “struggling to stay afloat, drifting at the mercy
of the deluge” (p. 45), he found himself looking for answers and
support in such ancient Chinese texts as the Book of Changes and
Tao Te Ching “in search of a different, perhaps more positive, per-
spective” (p. 66) on how to live this new life. Frank (2004, p. 31)
referred to this turn toward these passages as a way “to make a
figurative raft” (p. 31). Through a dialectic engagement with pas-
sages from these texts, Crane (2003) grew in his understanding
of how to live this new life by seeing his situation in a new way:

Water yields to its surroundings; it takes the shape and fol-
lows the course of the path it finds. Its adaptability gives it
a certain resilience, its constancy a certain power — and
it maintains these characteristics however precipitous its
passage. . . .

The passage did not detail precisely how to adapt to
danger, like the stream in the abyss, but it gave me a men-
tal image of how to meet the challenge: take on the shape
of the surroundings, fill up the spaces encountered, flow
over and around the rocks and falls. (p. 54)

In much the same way, each experience of making a difference
engages the NP in a personal dialectic, and those experiences
serve as a raft on their journey. Each experience of making a dif-
ference in their ordinary, day-to-day practice adds resonance to
their personal journey, connecting their struggles and discoveries
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to an understanding of how to live as NPs, how to understand
who they are, and provides a measure of what counts as valuable
and meaningful to them as NPs. These experiences, called upon
in a dialectic engagement, have their “fulfilment not in definitive
knowledge but in the openness to experience that is made pos-
sible by experience itself” (Gadamer, 1989, p. 355) and suggest
which ways of understanding and acting they should cultivate and
which they should avoid in their practice. Experience, from a Gad-
amerian perspective, is not concerned with the fact that someone
already knows everything in the sense of information; rather, “the
experienced person proves to be . . . someone . . . who, because
of the many experiences he has had and the knowledge he has
drawn from them, is particularly well equipped to have new
experiences and to learn from them” (p. 355). In other words,
experience relates to the emergence of insights that arise from the
“many disappointments of one’s expectations” (Gadamer, 1989,
p. 356) and the learning that occurs through suffering (p. 356).
As a result of this type of experience, the values that NPs uphold
become self-disclosed as well as evident to others. By using their
new knowledge and skills competently, confidently, and comfort-
ably, they affect their own representation of who they are as NPs
through the way they do their work and relate to others. They
reveal the moral framework within which they choose to live.
Being content means NPs realize that being an NP does not
require them to abandon a nursing framework of care. NPs’ stor-
ies are replete with moments of both care and cure, as well as
their performance in both the nursing and medical domains. The
medical domain contains diagnosis and treatment of diseases. The
nursing domain contains consideration of individual and family
responses to actual or potential threats to health and involves help-
ing patients cope with disease processes that might be occurring.
NPs anticipate human distress and work on the level of what an
illness experience means to the patient and family. They bring
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together two traditions of thought that are intrinsic not only to
the process of negotiating how to care for their patients, but also
to the meaning of who they are as NPs. The complementarity of
nursing and medicine reflects the fundamental inherent duality of
who NPs are and what they do in clinical practice. This duality is
a fundamental aspect of the identity of being an NP. Simply stated,
medicine and nursing are two interacting dimensions embodied
by the NP; they do not define a spectrum, for to regard them in
this way is to still see a relationship between opposites, where
“moving to one side implies leaving the other. More of one implies
less of the other” (Wenger, 1998, pp. 66—67). As Wenger (1998)
illustrated, with an interacting duality, both elements are always
involved, and both can take different forms and degrees. In fact,
the NPs’ practice can be construed as stemming from their abil-
ity to bring the two together.

This does not mean, however, that NPs want to, in Maalouf’s
(2000, p. 21) terms, “dissolve” their identities “in a kind of
undifferentiated and colourless soup.” Increasing the level of
involvement in medicine or nursing does not dispense with the
other. On the contrary, it will tend to increase and transform the
requirement of the other. Wenger (1998, p. 68) posited that a
binary or dichotomy “tends to suggest that there must be a pro-
cess by which one can move from one to the other by translation
into a different but equivalent state.” For example, when NPs pre-
scribe, either their actions are ascribed to those of a physician
substitute (and subsequently their identities would be translated
as thus), or the prescriptive act is interpreted merely as a tool in
the nurse’s hands, passed on by medicine. By contrast, a change
in the relationship between nursing and medicine within a single
role always transforms the possibilities for negotiating meaning.
Participating in the medical world is not just a functional enact-
ment of a set of prescribed tasks, but a renegotiation of what it

means to be a nurse in this new context. In fact, engagement in
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these medical activities creates the conditions for new meanings.
Perhaps being an NP is like being in a frontier zone criss-crossed
by knowledge, skills, language, and geography. But by virtue of
this situation — peculiar rather than privileged — NPs have a
special role to play in forging links, eliminating misunderstand-
ings, smoothing out difficulties, seeking compromise. Being an
NP means having the ability to act as a bridge, a mediator among

the various communities and cultures.

And they say, “Are you more like a doctor or are you more like a
nurse? And I say, “Well I'd say kind of somewhere in between.”

But I'm still a nurse. I see a gap, I bridge it. So, sometimes I feel
like a bridge builder.

Ted Aoki, a prominent Japanese-Canadian avant-garde pedagogical
scholar, entreats us to stop and reflect on what it means to dwell
in-between two worlds. In his essay, Imaginaries of “East and West™:
Slippery Curricular Signifiers in Education, Aoki (2005) recalls the time
he served as a university representative on a committee engaged
in revising a humanities program and the discussion that ensued
regarding the entitling of a course, which focused on enlarging
students’ vision of the world. Suggestions such as “Western and
non-Western Civilizations” or “Eastern and non-Eastern Civiliza-
tions” were generated; “Western and Eastern Civilizations” was
the compromise. It was as a result of this experience that Aoki
began a journey of philosophical reflection on the binary image
of the terms “East” and “West” as compared to the term “East
and West.” As Aoki (2003, p. 315) reflected: “The labels ‘East’ and
‘West’ suggest two distinct cultural wholes, ‘Eastern culture’ and
‘Western culture,” each identifiable standing distinctly separate
from each other” whereas “the term ‘East and West’ is rendered
as a binary of two separate pre-existing entities, which can be
bridged or brought together to conjoin in an ‘and.” Furthering his
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reflections he played with the words bridge and bridging, appre-
ciating the meaning of the words both as a link that enhances
movement between places with greater efficiency and a struc-
ture that entices a person to linger and dwell, a place where “we
are in no hurry to cross over” (Aoki, 2003, p. 317), such as those
encountered in Oriental gardens.

Bringing Aoki’s reflections into play, we can place quotation
marks around “nurse” and “physician” to remind us that both
terms are rendered as a binary of two separate pro-existing enti-
ties. We can bridge these identities with an “and” when we think
of “nurse/nursing and physician/medicine.” For an NP, “being a
bridge / bridging” could be seen as acting in ways that expedite
service, helping patients to move from one place to another in a
speedier fashion, thus retaining an instrumental form of being.
Such a perspective has implications for nursing, medicine, and
administration at a variety of levels. An excessive emphasis on
the formalization of the medical world (i.e., the knowledge, skill,
and authorization) without corresponding levels of formalized
acknowledgment of the nursing expression of the role would,
in fact, result in an experience of meaninglessness for NPs. Con-
versely, a neglect of explanations and formal structures necessary
to enable enactment of the medical components of the role would
also result in this same experience.

For NPs, clinically managing patients always rests on participat-
ing in the medical world: what is said, represented, or otherwise
brought into focus in clinical practice must now always assume a
history of participation as a context for the interpretation of how
they are seen by others, how they see themselves, and how they
enact their role. In turn, how they enact the role and how their
identity is shaped are always organized around nursing because
they come to the role deeply rooted in their nursing history, in
the artifacts, language, and concepts that shape nurses’ values
and beliefs.
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Thus, for NPs, nursing is not freed from medicine; in terms
of meaningfulness in becoming and being an NP, the opposite
is more likely. To be understood and to understand themselves
meaningfully, NPs must maintain a close connection to the med-
ical community while not obviating the enactment of the role
from a nursing perspective. NPs who have been obstructed from
participating in the medical world — that is, they are prevented
from enacting the medical components of their role, such as pre-
scribing or performing medical skills they have been trained and
licensed to do, or have been asked to step aside when residents are
available — find less meaning to their role, not more. Similarly,
when they are unable to assimilate their nursing world into the
medical one, as when they are adrift, they also experience less
meaning to their role. Rather, as Aoki (2005, p. 316) wrote, we
may view bridge/bridging in a Heideggerian sense, as “a site or
clearing in which earth, sky, mortals and divine in their long-
ing to be together belong together.” From this viewpoint, being
an NP means that the bridge between nurse and physician is a
dwelling place for NPs.

Dwelling on the bridge
In exile between kingdoms

With the stars at night

— Mika Yoshimoto (2008, p. xi)

And I'm always between nursing and medicine, always, always,
always. But it’s not always a conflictual thing. . . . It is the place
where I live. I am a nurse, yet I've got this medical training. I
order tests, I read tests. That’s not a nursing task. Yet I do some of
the parent comforting, I do some of the nursing teaching. So, I'm
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always in between and it's most often not an uncomfortable place.
It’s an okay place to be. And sometimes you don'’t feel you belong,
but sometimes you do. . . . Where do I want to belong? I'd like

to belong to both I guess. I like my attachment to nursing. I like

the way nursing looks at patient care. I like the way nursing is
holistic. Nursing is who I am. . . . I also feel that I have a privileged
relationship with my attending physician and the fellows. Do I
belong in either group fully? I don’t think so. But that’s okay.

When NPs state that they feel like they are “neither,” or “both,”
or “in no man’s land,” and even for those who have found their
existential place of being in nursing with the use of medicine,
perhaps they are trying to articulate something akin to Aoki’s
image of “crossing” between “East” and “West.” Aoki (2005) wrote
that to loosen his attachment to East or West as “thing,” he called

39

upon the Chinese character that “reads nothing’ or ‘no-thing’.”:

But I note that in “no-thing” there is already inscribed the
word “thing,” as if to say “nothing’ cannot be without
‘thing’,” and “‘thing’ cannot be without ‘no thing’” For me,
such a reading is already a move away from the modern-
ist binary discourse of “this and that,” or that imaginary
grounded in an essence called “thing.” And now I am drawn
into the fold of a discursive imaginary that can entertain
“both this and that,” “neither this nor that” — a space of
paradox, ambiguity and ambivalence. (p. 317)

If being an NP is reframed as belonging to both nursing and
medicine, or to neither nursing nor medicine, and if “and” is
re-understood as Aoki’s “both and’ and ‘not-and’, that allows a
space for both conjunction and disjunction” (Aoki 2003, p. 318),
with bridges being both bridges and non-bridges. NPs” onto-
logical being can be rethought of as a third space between nursing
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and medicine. Perhaps this is a new way to consider the mean-
ing of the terms no man’s land, my own world, or the middle ground to
which some NPs refer. And then, as suggested by Aoki, “iden-
tity” is “‘identification,’” a becoming in the space of difference,”
“a generative space of possibilities, a space wherein in tensioned
ambiguity newness emerges” (Aoki, 2005, p. 318).

Stuart Hall (1990, p. 223) wrote, “Cultural identities come from
somewhere, have histories. . . . Far from being eternally fixed to
some essentialized past, they are subject to the continuous play
of histories, culture, and power.” Similarly Maalouf (2000, p. 13)
observed that “while there is always a certain hierarchy among
the elements that go to make up individual identities this hier-
archy is not immutable; it changes over time, and in so doing
brings about fundamental changes in behaviour.” In this light,
NPs are viewed in a space of being content with being in their
role, because within this space they share linguistic, geograph-
ical, and other cultural elements of both the nursing and medical
worlds — “a hybrid of both individual identity and doubled iden-
tity” (Aoki, 2005, p. 318) — is created. Brykczynski (1985, p. 5)
wrote that the NP is the true hybridization of nursing and medi-
cine. And Ernesto Laclau (1995, quoted in Aoki, 2005, p. 319)
noted, “Hybridization does not necessarily mean decline through
a loss of identity; it can also mean empowering existing identi-
ties through the opening of new possibilities. Only a conservative
identity, closed on itself, could experience hybridization as a loss.”
Indeed, Aoki’s imagery allows envisaging of this meaning of a
bridge as a third space between worlds. Similarly we can con-
ceive of medicine and nursing as worlds to be bridged, between
and among diverse segments of nursing, as spaces of generative
possibilities, spaces where newness can flow.

Being an NP can be understood to mean building bridges
between one discipline and another, between one part of the health
care system and another, taking an active part on both sides, and
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having an identity that is simultaneously “both” and “not-both.”
This perspective demonstrates precisely why the unification of
dualities is so significant, and possibly why NPs should not be
pressed to take sides or ordered to stay totally within their own
discipline. Anne Fadiman (1997) in her book The Spirit Catches You
and You Fall Down, reflects these thoughts most eloquently:

I have always felt that the action most worth watching is
not at the center of things but where edges meet. I like
shorelines, weather fronts, international borders. There are
interesting frictions and incongruities in these places, and
often, if you stand at the point of tangency, you can see
both sides better than if you were in the middle of either
one. This is especially true, I think, when the apposition
is cultural. (viii)

An example from the Nps’ world brings to life the reality of
being a bridge as an in-between or third space that creates new
possibilities:

Nurses still perceive me as one of them. There are many situations
in this unit where nursing and medicine see things differently. . . .
Nurses tend to want to move more quickly towards palliative care or
comfort care, and we’ll question more frequently why we keep going;
and for medicine, as long as we haven'’t exhausted all the avenues,
then we're not done. So I'm a bit between and that’s very demanding
psychologically too. . . . So, for example, a very frequent issue is
comfort. Nurses are very pro-comfort. Physicians are pro-comfort as
long as they don’t want to extubate. . . . And physicians will say,
“Well, turn off all the sedation and let the kid wake up,” and the
nurses are the ones literally sitting on the kid and secing this child
cry and being uncomfortable. And sometimes they see me a bit as a
traitor because I'm the one who actually writes the order — stop,
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d/c sedation. . . . So I'm seen a bit as a traitor by the nursing team,
but sometimes the medical team sees me a bit as a traitor too, as
“Stop being a nurse now.” . . . But I can see that both parties need
to be defended. So I go to my attending and I say, “Well, I don't
think we should stop sedation because this kid’s been on it for so
many days,” and I try to negotiate. Usually I get part of what I
want at least, and when I come back to the nurses I say, “Well,
okay, we got them to halve the sedation rather than stop it.” And
there’s times where it’s, “Stop the sedation,” and I can understand
what the medical rationale is . . . and that comfort is not an issue at
this point in time, and that we have to move on. And I think trying
to explain to the bedside nurse why and to also say, “Well, if we

get into trouble, I'll be there and I'll try to find a solution for you.”
I think that my role with nursing, it’s trying to see if we can find
another solution, and with medicine, it's trying to negotiate.

Being an NP is an enriching and fertile experience when NPs
feel free to live fully, when they are encouraged to accept their
clinical practice in all of its diversity. But it can be hurtful if they
are met with looks or words of incomprehension, mistrust, and
even outright hostility whenever they claim to be nurses, or if
every time they emphasize their ties to the medical world other
nurses look on them as traitors or renegades. “[W]ho we are is
produced by the effects of our movements among layers of dif-
ferences” (Pinar and Irwin, 2005, p. 24). That is, the NP’s identity
it is a negotiated experience, a nexus of multiple memberships,
and a relationship between the local and the global (Wenger,
1998, p. 149): others’ attitudes must allow for multiplicity to fos-
ter NPs’ acceptance of this composite identity with tranquillity.
Being content does not mean that the journey comes to an end,
even for those NPs who have found the perfect fit. One only has
to recall Homer’s Odysseus on the Isle of Circe to be reminded
that a journey continues because the call for more beckons, there
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is an external pull to pursue the search for more. After Odysseus
had spent many years of bitter wanderings and woes suffered
upon the seas, Circe urged him to stay on her island to redis-
cover the man he had been before he left Ithaca. He stayed with
her for well over a year, forgetting to mark the passage of time,
content with the fine food and honey-sweet wine, spellbinding
songs, and enchanting women, until one day his men came to
him to remind him that Ithaca called and that they needed to
return to their homes. Then he, too, remembered his people and
his obligation, and began to look for the opportunity to continue
his journey.
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A
Chapter 4

Being Pulled to Be More

Wenger (1998) argued that the work of identity — in other
words, being and becoming — is always ongoing, not in the
sense of a fixed course or destination but a continuous motion
“that has a momentum of its own in addition to a field of influ-
ences’ (p. 154). NPs have become who they are — that is, Being
a Nurse Practitioner — by learning certain ways of playing a part in
action with the healthcare team that constitutes their commun-
ity of practice in the clinical arena. They competently engage in
the joint enterprise of caring for a select group of patients in the
acute-care setting and participate in a shared repertoire of rou-
tines, languages, and genres within this community. But, being
an NP is more complex than has been revealed thus far. As is our
nature as human beings, the work of identity is always ongoing
because it is constructed in multiple social contexts. Furthermore,
“identities are defined with respect to the interaction of multiple
convergent and divergent trajectories” (Wenger, 1998, p. 154).
Finding the perfect fit is one such trajectory, and the dream of
what that fit could be provides the context within which NPs

21



determine what learning and activities actually become signifi-
cant within their role. This sense of trajectory, albeit a course
that is not charted or even foreseen in all its variations and per-
mutations, gives them a way of sorting out what matters most,
what contributes to their being (and thus their identity), and
what remains marginal. NPs are always simultaneously dealing
with specific situations, participating in the histories of certain
practices, and involved in becoming particular persons. Their
journey incorporates their past and their future in the very process
of negotiating their present. It is influenced by that which they
wish to be and that which others want them to be. Sometimes
there is congruence and at other times tension or conflict, but in
either case they experience both internal and external struggles.
Never is this struggle more evident than in the process of being
pulled to be more.

The first and only priority for NPs when they start their journey
is necessarily the clinical management of their patients. Keep-
ing their focus entirely on “learning all [they] need to know in
the clinical area and to become comfortable doing clinical” is a
lengthy process. One NP in her fourth year of clinical practice
expressed mixed feelings about her level of clinical expertise and
her ongoing development as an NP. She described herself as barely
at the point where she could engage in the reflective process of
what it meant to be an NP and what had shaped her development.
She said, “It’s not any one thing, just everything, and nothing”
that influenced who she felt she was at this point as an NP, for
the entire first two to three years were a blur, the time she was
struggling to develop competence, confidence, and comfort with
the clinical component of her role. Depending on the nature of
their practice — the complexity and variability of patient care,
years of experience with the patient population prior to becom-
ing an NP, and relationship with the physician group — it is not
unusual for NPs to have been three to five years into their role
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before they experience and admit to the routine, sometimes even
mundane, nature of the direct clinical care they provide and begin
to contemplate that they could do more within their practice.

You spend the first year trying to keep your head above water, trying
not to kill anyone, and trying just to get comfortable. And to even
suggest you could do education or research the first year is ludicrous
in my opinion. The second year you kind of hone and refine your
skills, and not just physical skills, but just your whole diagnostic
reasoning skills. So you're comfortable on call now by yourself . . .
And then, it’s not until the third year that you can look outside of
yourself for these defining moments because they actually can impact
on you then. You can'’t even take it in before then, really. And I
think that that’s the point, too, where you have so much more to
give and you're ready to take on more in the role and you're ready

to mature. . . . So I'm just barely there; I'm just to the point where
I can consider and maybe even do more.

Thus as NPs become more efficient and effective in the clinical
management of their patients, time and energy become available
for them to take on more and different responsibilities in their
role. As one NP noted, “when managing patient care begins to
run like a well-oiled machine, there is more time to be involved
in committee work, education, and research.” But, like the initial
call to be more, being pulled to be more arises from a variety of
internal and external callings.

“They began to give me administrative roles initially,” said
one NP. “Mostly, it was committee work that I had. I think, after
about four years, they gave me responsibility for doing policies
and procedures. And now I'm expected to do some element of
staff education.” For some NPs, the pull arises externally. They
find themselves being told about or given added responsibilities
by nursing management. Despite acknowledging that the NP role
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has been set up to include “a clinical portion and to be responsible
for some education, some administration, and a small expecta-
tion for research,” life as an NP is experienced as being only so
big, and many feel that they “can't fit it all in.” For these NPs,
engagement in other advanced nursing practice competencies
transpires because of nursing management expectations: “Given
that NP salaries are being paid from the nursing budget, NPs
need to do things other than just the patient care and contribute
back to nursing within the organization or to the program.” The
concept of “owing the system” is embedded within this percep-
tion. However, for NPs who have already found the perfect fit in
direct clinical practice, being pulled to be more is experienced
as an irritant to be managed and contained, because these extra
role functions interfere with the hands-on clinical work they love.
As a consequence of “trying to fit in the other parts of the job,”
noted one NP, there is “less hanging around time” in the unit to
be available to meet with families.

There’s always this struggle. Most of the people who stay in this
role, I think their primary interest is in patient management, and
so if you try and get us too far away from that we're not going to be
very happy. How much time do you spend doing this and how much
time do you spend doing that? Well, of course, your patient needs
are paramount because you can'’t just leave them be, so they probably
take more of your time than what some of the managers would
want; but from my point of view, I kind of like that because that’s
why you're here. You like to do the extra things on the side, but,
then they [nursing management| say, “Well, we have this many
people so this is how your role is going to be.”

Wenger (1998, p. 75) argued that work that is less visible than the

more instrumental aspects of practice can easily be undervalued
and even totally unrecognized. As a result, some NPs struggle
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to become engaged in activities that, although desired by some
within the more global institutional nursing community, are
judged to be of less value by the local community of practice, and
by themselves. In fact, for these NPs, being pushed or decreed to
produce research or publish more violates their personal defin-
ition of a nurse practitioner. Concerned that the organization or
nursing administration wants to make “a specialist” out of them,
they perceive research, education, and leadership responsibilities
to be domains of practice that belong to the cNs role.

As a result of the constant tension experienced between clin-
ical practice and other advanced nursing practice responsibilities,
resentment toward management surfaces, and NPs’ frustration at
not being understood builds. Nursing management comes to be
perceived as “they,” with power over NPs’ time management and
energy focus: “If administration is putting out a lot of dollars into
some position, then they want to see more nursing output and
see that work highlighted throughout the world. It isn’t enough
to give good patient care; you have to be publishing it.” Fear of
replacement arises and is compounded by the perception that the
physicians with whom they work have little power to intervene
on their behalf. They are aware of the discourse about “foreign
graduates who can't get on as physicians but who could become
physician assistants,” and the consequent negative impact this
could have on the NP group if they do not meet the service com-
ponent of the role.

The operating officer of this hospital believes in nurse practitioners,
but not strictly as a patient management role, because then that
could be seen as physician’s assistants or something like that.
Somehow this has to be uniquely nursing, and I can buy that.

But then what is the split? . . . So our manager is saying, “I think
that you spend too much time on the patient management and I
want to make sure that you have time for these other roles to make
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it whatever.” But I'm just thinking, Well, make sure that you meet
the program needs, because if you don't then they will get physician’s
assistants and then we’ll be unnecessary, and that’s not a good thing
for us. . . . You can’t work that way. If you want the job and you
say that you can provide this type of care and yet at the drop of

the hat you just let everything go, can you see where people might
perceive you as not that important? Like if you're not there to provide
the service then somebody else could do it because obviously you're
letting them do it.

A strong historical foundation for some NPs’ fear of replacement by
other professionals undeniably exists. Memories are not so short
as to forget that the first NP initiative ended in Ontario, just over
25 years ago, with the closing of the last primary health care NP
education program at McMaster University. This occurred because
of a perceived oversupply of physicians, lack of a remuneration
mechanism, lack of public awareness regarding the NP role, and
lack of support for the role from medicine and nursing (Nurse
Practitioners Association of Ontario, 2005). Hundreds of newly
trained NPs found themselves unemployed as a surplus of new
medical graduates flooded the market. NPs, seen merely as phys-
ician replacements, were no longer needed or wanted. It is also
a fact that some legitimately qualified NPs have replaced nurses
who had been permitted to engage in advanced roles without
adequate qualifications, and who subsequently lost their jobs.
Many nurses seized the opportunity to become NPs because their
CNSs positions were declared redundant due to perceived lack
of cost-effectiveness, only to find this role being replaced with
case managers, clinical resource nurses, and others. Registered
nurses working at the bedside have repeatedly been replaced by
registered practical nurses and patient service workers. Current
professional and public discourse is replete with controversy
regarding the need for NPs, who are being encouraged to promote
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themselves as a cheaper alternative to other health care providers
(American Academy of Nurse Practitioners, 2010; CNA, 2002).
The use of physician assistants as alternatives to NPs is another
current discourse that has emerged on the Canadian scene; it
is an appealing option for physicians, who retain control over
their activities, and for institutions, as PAs are paid less. There-
fore, is there a possibility that the fear of replacement connects
with the discourse on owing something more to the organiza-
tion? Owing not only implies that one has an obligation or duty
to give back something of equal value in return for something
received; inherently, the sense of obligation creates a sense of
being owned or of belonging to another in an instrumental and
economic way.

Why does the organization believe that NPs owe the sys-
tem more than what they already do in the clinical domain of
their practice? Does this reflect the overall devaluing of hands-
on care that arises from the nursing role? Current NP discourses
have resulted in the NP being constituted as an object of nature
and therefore understood metaphorically as a tool or instrument
within the health care system to be used efficiently and effect-
ively. Charles Taylor (1991b, p. 5), in The Malaise of Modernity, argued
that when a society is redesigned on the values and beliefs of
individualism and autonomy, instrumental reason becomes the
yardstick by which success is measured. Consequently, individuals
become vulnerable “to being treated as raw materials or instru-
ments for our projects.” Heidegger (1977, pp. 14—23) argued that
technology imposes a particular sorting, ordering, commanding,
and disposing of nature and humans. It seeks to unlock, trans-
form, store up, and distribute concealed energy from nature and
humans and order it into a “standing reserve.” The result of this
stockpiling is that modern technology orders everything and
everyone to stand by, to be always ready to be used and to be on
call for further doing.
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Heidegger (1977) further argued that the essence of modern
technology is to seek to order everything so as to achieve more
and more flexibility and efficiency: “Expediting is always itself
directed toward furthering something else, i.e. toward driv-
ing on to the maximum yield at the minimum expense” (p.15).
Heidegger concluded that whatever “stands by in the sense of
standing-reserve no longer stands over against us as object” (p. 17).
Viewed from this perspective, NPs, for example, are not individ-
uals who engage in meeting patients’ needs as worked through
in the Np—patient relationship but are manipulated by the sys-
tem to do its work. In essence, NPs become a resource to be not
only used but also enhanced. “Man, who no longer conceals his
character of being the most important raw material, is also drawn
into this process” (Heidegger, quoted in Dreyfus, 1993, p. 306).

In contemporary times, NPs have come to be regarded as
machines or tools to be scrutinized in terms of possible uses and
efficiencies within the workplace. This discourse allows NPs to
be thought of in terms of what their role is, but not in a way that
provides a space for knowing who NPs are, what their interior
life is, and what it means to be an NP. In becoming an object,
the NP as a tool has been separated from the whole person. The
full measure of what NPs have to offer their patients has failed to
arise in the discourse and therefore remains invisible. This way
of being may be interpreted as less valuable, and only activities
that are identified in dialogue with others are perceived as having
enough value to be retained in the system. The dominant dis-
course, for instance, has not made visible the time and skill that
it takes to be physically, personally, and existentially available to
the patient. In many cases, the NPs’ “hidden riches” (Dreyfus,
1992, p. 177) have failed to surface even at the institutional level.

There are “technological traps” (Bergum, 2003, p. 123) inher-
ent in viewing and being viewed from an instrumental and
economic viewpoint. One trap is the power of technology to
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direct human action. Danger arises when individuals become
mere objects, managed and controlled as the means to accom-
plish technological ends (Gadow, 1994), because they begin to
view themselves from this perspective. No wonder some NPs feel
like puppets whose movements are controlled by the whims and
fancy of others. The puppeteers, or external force, such as nurs-
ing management and physicians, can force an adaptation and
flexibility that results in an experience of being more controlled
rather than being more in control.

The puppet analogy carries a significance that is deeper than
may first appear and can be closely associated with the power
of technology. The word puppet is derived from the Latin word
pupa, meaning “girl” (Barnhart, 1988) or “doll.” Since the six-
teenth century, puppet has been defined as a particular kind of doll
that acts on a stage under human direction. Similarly, the word
pupil, derived from the Latin word piipille, meaning “minor,” was
understood to be a person who could see herself reflected in
miniature, like a doll, in the eye of the other. The Anglo-Norman
word pupille, meaning an orphan child in the care of a guardian,
also descended from this Latin word.

Through history, both women and orphans have often been
perceived as chattel, property of others to be used as cheap and
expendable labour, objects in service for instrumental and eco-
nomic ends. Does this also apply to nursing, a predominantly
female profession with a strong history of being dominated by
others? If it does, some NPs may see themselves in others’ eyes as
smaller, minor, and consequently of less significance, than those
who gaze upon them. From this instrumental and economic
viewpoint, it is unsurprising to discover that although many NPs
acknowledge being good nurse practitioners, in being pulled to
be more they often question themselves: Am I good enough? Am I
doing a good enough job? If I'm not perceived as doing enough of the work, and
I'm not doing the CNS or advanced nursing practice role, again am I not good

» 219 =



enough? So, as secure as NPs can sound in the clinical component
of their role, they have many insecurities.

A second trap is the effect of technical language (Bergum and
Dosseter, 2003). Labels such as “physician extenders” and “phys-
ician replacements” carry not only a sense of objectness but also
a negative social connotation. Bergum and Dosseter found that
moral language is lost when we engage in this form of discourse.
These labels evoke no sense of nurse, the practice of nursing, or
the commitment that NPs embody as a result of belonging to the
nursing world. One NP made the following observation about
being called a mini-physician and physician replacement:

I think it negates the whole nursing side of it, the whole nursing
background piece that we all bring into the nurse practitioner role,
and that encompasses all the human compassion aspect that we
talked about. It all gets negated. Because when you use the descriptor
“physician,” you're automatically thinking more medical model
than, “Oh, you take care of families as well as the patients.”

The third trap is the effect of the polarization of self that this view
tends to foster (Bergum and Dossester, 2003). For example, when
nursing administrators engage in discourse that dichotomizes
the domains of the NP role into direct clinical care (physician-
replacement activities) and education, leadership, and research
(nursing activities), NPs are once again encouraged to experience
themselves as being a polarization of opposites.

But who “owns” the NPs? Certainly, NPs who have found the
perfect fit observe that those who hold the purse strings have the
power to determine the expectations for the role. For some, the
salary is controlled entirely by nursing, while for others, medi-
cine and nursing hold equal shares. For example, one NP shared
that as a result of the clinical workload associated with manag-
ing the inpatient population, clinics, and all phone calls for the
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service, she had negotiated with her nursing manager to “give
up” one of the subspecialty clinics within the service. However
she stated that, “The physicians said that since they pay part of my
salary that I needed to go back there. I didn't really have choice.”

As importantly, many NPs have also mentioned that they are
indebted to the physicians with whom they work. Physicians
determine both the nature of the safety line, with its inherent
promise to keep both the patient and the NP from harm, and the
nature of the clinical work in which NPs are allowed to engage.
The degree of autonomy and the scope of clinical practice are
contingent on the physicians with whom they work, for they
approve the medical directives (or their equivalent) in the insti-
tution and then delegate the types of patients for whom NPs may
care. This is the paradoxical nature of power. While NPs attain
the power to belong, to be a certain person, to claim a place with
the legitimacy of membership (if only on the margins), they also
experience the vulnerability of belonging to, identifying with, and
being members of some communities that contribute to defin-
ing who they are and thus have a hold on them (Wenger, 1998).
The tension between the identification and negotiability inherent
in power as well as its richness and complexity is thus revealed.

In contrast, some NPs experience the tension of being pulled
to be more as a welcome opportunity that needs to be seized,
despite warnings from other NPs that it will deflect them from
the role’s essential work. For example, one NP recalled that it was
her medical mentor who raised the idea that she consider her
role in developing nurses professionally. She was both surprised
that a physician would use those words and embarrassed that it
took a physician to encourage her to become involved in what
she envisioned to be part of her role. However, she interpreted
his remark to mean that she was now competent in the clinical
management of her patients and therefore was ready to take on
other challenges. Knowing that she could not engage in additional
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responsibilities without protected time, she seized this opportunity
to negotiate with both the medical staff and the nursing manager
for one day per week away from direct patient-care responsibil-
ities. As she noted, although she felt blessed to work with such
a supportive group, it was her responsibility to make it happen.

Some NPs become restless with the purely clinical nature of
their role, a feeling that emerges at the time that their clinical
acumen has become more honed. The paradox of their jobs is
that the narrowness and tight focus of their specialty, although
overwhelming during the early part of their career, eventually
becomes a source of frustration. While the routine nature of their
clinical work brings into being a sense of comfort and confidence,
it also creates the need and desire for new challenges; they begin
to re-experience the call to stretch themselves in new and differ-
ent ways. Feeling bored, under-stimulated, or in a rut, some NPs
hanker after new and different opportunities that will help them
to be more challenged or to use some of their advanced skills,
such as project work and research. Some are being pulled to be
more because they believe that only in the enactment of other
advanced nursing practice competencies will they be viewed as
more than physician replacements, because the possibility of
being more connected with nurses lies in making more of a dif-
ference to the nursing profession. For these NPs, the search for
the perfect fit has still not been achieved.

Some NPs have a clear sense of direction about how they should
proceed with their journey, and so being pulled to be more is not
experienced as a turbulent period. Others, however, may strug-
gle to identity where to explore next. All they can acknowledge
is that the pull to be more exists.

I'd like to have some very specific interest or interests that I can work

on besides the clinical, and whether it’s to be able to teach that por-
tion of it or do research on it, I'm not sure. But I'm feeling a need to
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try and find a focus, something that really interests me. And I do like
some of the discharge stuff, and maybe I will pursue some of that dis-
charge planning, but I really want something a little bit more concrete
too, something maybe not quite physiological, but along those lines.
So right now it’s mostly clinical, but I'm hoping that it'll be a more
well-rounded role at some point. But I'm floundering; I don’t know.

Some NPs feel an internal pull to be more, experienced as the
need to expand more, to become more complete. They are ready
to tackle more either clinically or in the other components of
the advanced practice role. They want to develop and use new
knowledge and skills, or embed the knowledge and skills that
they possess from previous roles into their NP practice. If they
encounter resistance to taking on these challenges, the pull to be
more may cause tension that for some becomes a source of frus-
tration to be circumnavigated.

The major barrier obstructing NPs’ attempts to move beyond
the clinical component of their role is lack of administrative
and medical support, a finding consistent with studies that have
explored factors that hinder NP role performance (Kilpatrick et
al., 2010; Reay, Golden-Biddle, and GermAnn, 2003; van Soeren
and Micevski, 2001). Resistance from physicians presents itself in
the form of refusal to grant time away from patient-care activities.
Nursing management is perceived as silent on the issue, ineffect-
ive in lobbying on their behalf, or lacking in an appreciation of
the potential for NP role development. One NP found herself con-
stantly stalled by the “can’t do” philosophy of leadership within
her organization. Physician priorities and lack of flexibility with
how clinical practice could work take precedence over the vision
of how NPs can contribute differently to the organization. These
NPs struggle with their inability to negotiate their role description
or enactment of the role as they desire it to be: “Clinical takes
precedence, so whenever youre at work you're at the beck and
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call of the unit. They can call me or page me anytime if there’s
a shortage of hands and that’s where I'm expected to be. Every-
thing else takes second place to clinical. And I just would like
someday for it to be more than clinical.”

The yearning for more is heightened when NPs glimpse what this
could mean for themselves and others. One described an opportun-
ity she had had to provide a series of in-services to recovery-room
nurses who had found that they lacked the knowledge needed to be
confident about and comfortable with implementing a new phar-
macological treatment. Despite having to fit the teaching sessions
into the middle of a busy day, she really enjoyed knowing that the
nurses now had a better appreciation of the medical condition as a
whole and could safely manage the patients’ episodes. She acknow-
ledged that the patients, nurses, and she would benefit highly if she
could only be involved in more teaching, but she was unsure if she
could get beyond the barriers imposed by the clinical challenges.

Unable to do what was originally envisioned for the role,
another NP described her ongoing, albeit occasional, struggle
with being an NP as “sometimes feeling like a go-fer” for the
physicians, all the while hearing the managers say that the NPs
should be doing research and they should be setting aside time
to publish. Unable to accomplish either of these in her role, she
admitted that sometimes she felt that she had not met the expect-
ations of the role and wished she could do a better job. Under
these circumstances, some NPs engage in other domains of prac-
tice on their own time, often working seventy- to eighty-hour
workweeks, while others search for different employment oppor-
tunities or simply live with the tension. One NP found that the
best way to compromise and fit in some of these other activities
is by presenting at a yearly conference outside the hospital setting:

The role is called Np/cNs. So, of course, what I've described is
mostly nurse practitioner stuff, and by rights, that’s only supposed
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to take 80 percent of my time. We're supposed to have 20 percent,
or equivalent to one day a week, doing the cNs part. Unfortunately
there isn’t time for that. Management recognizes that they would
like us to do more in the cNs part. They’re the ones who pay our
salary and theyre not getting the added nursing value, as I've heard
some upper-management people say. But, by the same token, the
surgeons have become quite accustomed to looking on us as being
their assistants, so it's hard to explain to them why you're not
going to attend to that patient issue because you want to work on
something else. So the something else doesn’t happen, at least with
my role. I just have to sneak it in in other ways. . . . It would be
nice to be able to wear both hats, but unless I can negotiate one
non-clinical day a week, it just won't happen. I'm already working
ten-hour days. I just can’t fit the time in. So I miss out on it.

Lack of support can also come in the form of missing mentor-
ship opportunities for advanced practice nursing competencies
for which many NPs have limited to no knowledge and skill. As
a result, these NPs re-experience feelings of incompetence, non-
confidence, and discomfort with being an educator, researcher,
leader, or change agent. They acknowledge that they flounder
and shy away from some or all of these activities:

I think it’s because our programs, although they have research in
them, they don't really; and even subsequent to getting the job and
going through your orientation, it isn’t on how to do research. It’s on
how to take care of the patients, and that was where your skill set was
developed. . . . Even though I have the theory, it’s a whole different
ball of wax to implement it, and I believe that one of the reasons that
we don’t do research is that we don’t know that much about research,
we're not really skilled in it. . . . If we had somebody who had met
with us reqularly and helped us develop our ideas, not just say, “Well
go off with your idea and come back to me,” because . . . you don’t

225



feel skilled in that area, and so you just keep feeling really tentative,
and you can't really get going. . . . It's not that I'm really averse to
research but I feel like I don’t really know what I'm doing.

In fact, under these circumstances, some NPs revisit a number
of the feelings associated with being adrift. Uncertain what they
want to do, where they want to go, or how to get there, they
say that not being quite the beginners anymore but not yet the
experts is a frustrating place to be. As one NP observed, when
one is a beginner, permission is granted to ask questions and be
offered advice. When one is an expert, neither seems to be neces-
sary. Having proven themselves in the clinical arena but not in the
other advanced practice competencies, NPs may find themselves
without anyone to foster their ongoing growth and development:

They are NP experts because they don't have to put so much time and
energy into the clinical every day; it doesn't take as much out of them
and they have the time and energy to do other things. . . . But I find
that . . . some of the middle-grounders like me aren’t in a position

to do that right now. . . . We need the office time or protected time
off the unit to be able to pursue other things, other interests besides
Lps and whatever, because, although we're able to do the clinical, it
still may take us some more time than the experts, plus we don’t yet
know how to do the other parts of the job. That takes a lot of time
too. . . . And I think the director tends to lump us together probably
more than she should . . . and then if you point that out to her,

“Oh yes, you're right,” and then it is beginners and experts. Well,
there are not just beginners and experts; there’s the whole in-between.

Even when the pull to be more is internally motivated, NPs
observe that it may be strongly opposed by the pull to stay entirely
immersed in direct clinical practice. The allure that advanced clin-
ical management of the patient may have for them, particularly
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when most of them have been searching to be more in control,
more visible, more challenged, and more connected with patients
and families while performing hands-on care, is not difficult to
understand. One NP articulated that the type of focus that results
from prescribing, ordering diagnostic tests, and engaging in a more
detailed level of physical assessment “is sexier, more powerful.”
As she admitted there is authoritarian and implied hierarchical
power in the term physician order, and although she recognized that
power over is detrimental to nursing, she also readily acknowledged
that when a nurse has that power, it is “very easy to get sucked
into it.” This back-and-forth pull is a struggle. She noted that the
power associated with these entitlements of the role may lead NPs
away from that which has been intended or envisioned for the
role: “Being in a position of the one that people go to puts the
NP in a position of power and you can choose to use that to keep
yourself up there or you can choose to share it. But it is some-
what of a personal choice.” This NP’s admission of temptation
with power’s “dark side” reveals the psychological burden NPs
may bear that is associated with the power to act in the clinical
sphere as garnered in being an NP. But the desire that some NPs
have to make more of a difference by bearing and sharing power,
rather than wielding it, is also revealed: some NPs use their power
as a matter of conscious choice to escape its constitutive danger.

Living with either/or is promoted when nursing management
and others engage in discourse that presents patient-care activ-
ities as medical functions belonging solely to the NP role, while
the other advanced practice competencies represent the nursing
orientation to the role. NPs attempt to reconcile the ideals of their
education and expectations that emerge from the discourse of
others with the realities of the context of their practice and their
personal desires for the perfect fit. How do NPs experience their
professional selves as they live with or journey through the ten-
sion experienced in being pulled to be more?
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Being a Wearer of Two Hats

This time in the NPs’ journey is, once again, experienced as a time
of living with a polarization of opposites — or, what NPs referred
to as the wearing of two hats, the “NP hat” of direct patient care
and the “cNs hat” of leadership, research, and education.

Right now I mostly have my medical or NP hat on, but I guess I'd
like to be able to do some research and be a principal investigator . . .
and I think there’s room for expansion in leadership as far as being
involved in more decision-making as far as nursing within the
hospital. . . . I'd like to be able to wear the cNs hat too.

Actually, the cNs /NP title is an interesting one. . . . When I have
the NP hat on, it’s basically very physically and psychosocially
oriented. . . . I find the cNs hat allows me to have a little bit of
time for research, which is something that I wish I could do more of.

FIG. 3. Hats 1. Courtesy Tom Phillips and The Folio Society.
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Time is experienced as being diverted from one role to another;
the direct-practice activities are sacrificed to the other advanced-
practice competencies or vice versa. For some, this polarization
results from a resistance to engage in all competencies of advanced
practice when the search for more has ended and the perfect fit
has been found. For others, the polarization results from a lack
of knowledge or skill in how to perform in these components
of the role, while the call to find the perfect fit, to experience
more, remains only partially fulfilled. This dichotomy is further
enhanced by job titles such as NP, NP/CNS, and CNS/NP. These
titles are not designated provincially, regionally, or institutionally.
In fact, it is not uncommon to find all three titles within a sin-
gle institution. Some NPs carry all of them at different points in
their careers, as a result of either a move to another institution or
a change in expectation for their role within a single institution.

NP/cNs is the title here and it’s a bit of a misnomer because we're
certainly more NP than we are cNs although we keep trying. . . .
And I'm not sure who came up with the title Np/cNs. The title

has gone through many evolutions in this organization. It used to

be cNs/NP and then some time over the last four or five years it
switched around. When you look at our job description . . . certain
proportions are supposed to be devoted to clinical, education, research,
and professional development of the nursing staff.

Titles have the capacity to either constrain or expand what NPs
do by identifying expectations with regard to the boundaries
of their scope of practice and sphere of influence. For example,
the singular NP title has the tendency to limit the vision for the
NP position, since the dominant discourse associated with this
title recognizes or acknowledges only one aspect of the role and
speaks to it in terms of medicine. The title eliminates and deval-
ues the other aspects of advanced nursing practice, which are
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either lost or buried within the title, thus making these aspects
of the role invisible. It seems that an appreciation for the con-
tributions that NPs can make under the umbrella of “advanced
nursing practice” has yet to be translated into the singular NP
title at the level where NPs live their work. If barriers, such as
time constraints and lack of resources, also exist which inhibit
the expansion of those boundaries, NPs are forced to enact the
discourse, which serves only to reinforce the other’s hegemonic
view of their role. Consequently, in a catch-22, the title defines
the space in which NPs live and practice. On the other hand, the
titles NP/CNS and CNS/NP suggest that there are two different
sets of role functions brought together to be carried out by one
individual. The specific placement of the two roles within the
title often signifies the dominant commitment of NPs’ time and
perhaps what is most valued by the organization or the NP. The
title is subsequently viewed as a dual job, with the proportion of
time allocated to each adding up to a full-time job.

If we are to look at the role itself, because they put the NP first,
that’s the big clinical chunk. The academic and the research and the
professional development come as part of the clinical nurse specialist
role, and so that takes a much lesser role. So probably 75 to 8o
percent of our time is clinical and only 20 to 25 percent is the cNs
hat we put on. Others have a s0—s0 split, but it doesn’t work well
when you're by yourself and you have to do all the clinical work.

So really I wear the NP hat most of the time.

Ironically, while some NPs lobby to have their title changed from
NP to NP/CNS in order to legitimize or justify the time they spend,
or want to spend, involved in the other components of advanced
nursing practice, other NPs argue that the singular NP title accur-
ately reflects the focus of the role. Although these NPs are being
pulled to be more by nursing management, the singular NP title
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legitimizes their belief that research, education, and leadership
activities belong to the cNs role. If they have found the perfect
fit, the singular title allows them to justify living within the per-
ceived boundaries that this title appears to imply.

Each title, with its succinctness, portability, potential persis-
tence, and focusing effects, gives NPs certain experiences and
informs their communities of practice about what they should pay
attention to. In other words, the title becomes a form of reifica-
tion. But the evocative power of these titles is also double-edged,
because they do not capture the richness of the Nps’ lived experi-
ences. Rather, the titles have, in some cases, appropriated what
NPs do in very misleading ways. The titles have gained concrete-
ness, which becomes something that both the NPs and others
refer to, strive for, appeal to, and use or misuse in arguments.
In fact, the focus on the title may become a substitute for what
was never intended to be reflected in the first place. Becoming
an NP, CNS/NP, or NP/CNs is both taking on the label and giv-
ing the label specific meanings through participation in practice.

Because they are pioneers, NPs have experienced fluidity in
their role, which may have impeded coordination, created appre-
hension about potential misalignments, or resulted in confusion
and misunderstandings. Yet this same fluidity has allowed for
interactive negotiation, as well as improvisation and creativ-
ity, which is the very nature of advanced practice nursing roles:
dynamic and continually evolving in response to the changing
contexts and health care needs of patients, organizations, and
health care systems (CNA, 2008). This fluidity permits NPs within
their communities of practice to seize moments and see oppor-
tunities that would not have otherwise been revealed. Thus titles
as a form of reification may reinforce or anchor the specificities
or expectations of the NPs’ practice, but too much reliance may
be placed on the anchoring, at the expense of the emergence of
all the possibilities for being and becoming an NP.
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The paradox of the current titling discourse is that it separates
the NS and NP roles, resulting in NPs seeing the various advanced
practice competencies as diametrically opposed. Although they
may participate in some or all of the competencies at this time in
their journey, they perceive themselves as performing two jobs.
At the same time, the split title legitimizes NPs’ engagement in
all of the role competencies when there is external resistance to
their doing so, thus opening the possibility for some to experi-
ence a transformational journey to unification of competencies.
The allotment of proportions of time, even if only on paper,
may also serve to marginalize aspects of the Nps’ work or their
desire for more.

NPs’ stories reveal the relationship between the enactment of
the role and their identity as NPs. Some, particularly if they have
found a fit in being an NP, identify more with the dominant focus
of the role, which is associated with direct patient care. They refer
to themselves as NPs and are disconnected from the other com-
petencies: “I think we are nurse practitioners and we may dabble
in or do some of the clinical nurse specialist traditional role, but
were predominantly a nurse practitioner.” Although they may
participate in other activities, such as education, committee work,
or research, these activities are experienced as pieces of the job
to be added on to their NP responsibilities.

The titling creates an expectation of who we think we are based on
the tasks, rather than how it is and the philosophy with which we
come to the job. And I think some of that comes from the way we
are viewed by other nurses. It’s quite often been viewed or seen that
we're physician assistants and we're not fulfilling a nursing role,
and that’s come from administration in the building. And I don't
think they have a good understanding of what we do or how we do
it, and maybe we haven't presented that well to them either. But
they think that in being an N? we're doing more the physician role
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than the nurse role. . . . Even though we probably have more nurse
practitioners in this building than any other hospital in the country,
there is still misunderstanding by administration and nursing
administration about what we do and who we are.

Staying clinically focused and clinically driven is identified as the
heart of being a nurse practitioner; otherwise NPs “are not dif-
ferent from the clinical nurse specialist.” Yet tension exists when
NPs are unable to add or combine the other role competencies to
ensure that they will be set apart from “the physician assistant
medical model.” As a result of these various discourses and the
tension perceived, NPs may even experience the dichotomy of
identities as being split and straddling two worlds. “Gretchen,”
who held the title NP/CNS, described her role as spending 60
to 7o percent of [her| time as an acute-care nurse practitioner
and the other 30 to 40 percent of her time as really wearing the
CNs hat, a time allotment she deemed fair. She related multiple
examples of her participation in informal and formal educational
initiatives with nursing staff and students, the development and
implementation of support programs focused on the spiritual
and sexual needs of her patients within her subspecialty of prac-
tice, and the initiation of and participation in research projects
prompted by questions arising from her clinical practice. Yet she
acknowledged that she still feels schizophrenic.

Gretchen recognized that the advantage of having the NP
hat attached to her name allows her to create opportunities not
heretofore afforded. For example, she was able to initiate a joint
paediatric-adult clinic for paediatric patients transitioning to
the adult sector within her subspecialty, and the identification
of research questions that “really came out of wearing [her| NP
hat.” She acknowledged that she would not want to give up the
ability to manage the patients’ symptoms in a timely manner or
the procedures through which she can attend to the patients’ and
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families’ issues and worries in a way that is different from the
physicians. However, Gretchen worked with a team in which she
perceived that members saw her only as an assistant to the phys-
ician, assisting with physical exams and performing procedures.
As a result, she felt like an NP as opposed to a CNs, although she
also acknowledged that being an NP had been a good fit for more
than five years. In the following, Gretchen reveals the ongoing
dialectic in which she is engaged and the unresolved turmoil:

But am I wearing my cNs hat or am I wearing my Np hat now?
What is it that I'm doing in all of this? Part of me feels it’s more
the cNs role. So if I get going with the [new| program, work with
them one-on-one, is that the cNs role or the NP role? I'm just
struggling with that right now actually at this point in my career.
But in some ways I am always doing the medical piece too. . . .
And where do I want to go? What do I need to do to feel comfortable
going to work every day? . . . Maybe I'll be able to really integrate
the nursing piece, the cNs piece, with this other piece. I've struggled,
no, really gone out of my way, to really maintain and develop some
skills in terms of research and some other aspects of the cNs role.

So I've really tried to wear two hats basically at the same time.

But I think I've gotten to the point where I'm not sure that I want
to continue in the acute-care nurse practitioner piece of it. Or, if I
do want to continue, how should it look? . . . So I don’t know if it’s
just me or if other people struggle with this too. Do I need to look

at the role a little bit differently and see how I can be happier in
that role?

Gretchen believes that when she finally chooses between the NP
hat and the cNs hat, the tension with which she has been living
will be released. However, there is a fallacy in this assumption.
The tension experienced by all NPs in being pulled to be more
is a central tension about the expression of numerous obligations
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involving confrontations of disparate viewpoints. These differ-
ing expectations for practice give rise to clashes of intentions, in
which NPs, nursing management, physicians, staff nurses, and
others assign motivational aims to the other(s) from their own
respective understandings. Gretchen is striving to reconcile dispar-
ities she cannot escape. Both individual and collective work must
be done during this transitional and transformational journey.

Do NPs have to choose one or the other hat? Must they live with
the tension forever if they choose not to give up either? Perhaps
not. A title, and the understanding of what the title means, even a
negotiated meaning, is transacted within the politics of relation-
ships. NPs working within their various communities of practice
are not self-contained entities. In any community, people grow
and develop within larger contexts — historical, social, cultural,
and institutional — with specific resources and constraints. How-
ever, geographical proximity to other NPs, the network through
which information flows, the presence of a job description, and
even belonging to a particular organization is not sufficient to
relieve the tension of living with a polarity of opposites. Further,
the Nps” individual responses to their conditions hinder or facili-
tate the transition through the time of being pulled to be more.
Just as NPs gradually experience an inner transformation as they
journey from being adrift to being an NP, some NPs embrace the
tension created by the two constitutive practices of the “cNS hat”
and the “NP hat,” and learn the delicate balance of combining
both to work toward the larger quest of being more.

This is not to say that communities of practice are exempt
from creating supportive and nurturing environments that are
sensitive to this transitional and transformative process. How-
ever, NPs need to continue the journey in order to find a way to
reconcile the tension experienced at this time. Some NPs use this
tension as an opportunity to continue their journey in search of
the perfect fit.

235



If T had my choice I would love to be able to able to have time to
develop in-services and then do a couple of teaching sessions on the
floor to help keep the nurses current with what’s going on with

their patients. Then I could satisfy needs of other staff members as
well, and hopefully indirectly then provide better patient care. And
although I mentioned before that research intimidates me because I've
never done it, I would certainly like to work with somebody on their
projects and maybe that would open some windows for me. They
would be opportunities that I would like to see happen. So I dream,
and if you don’t have a dream you're not going to get anywhere. . . .
You know, you learn so many things that you tend to go in one way
or the other before you really decide what you want to do and who
you are. And so I don’t think I'm at the end of the road in terms

of expanding my role. There’s so much more to who I am as an NP
that has yet to be explored.
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| |
Chapter 5

Being More

With new opportunities for learning and an ongoing dialectic
engagement, NPs may continue their journey, through being
pulled to be more to live the experience of being more. In being
more, NPs undergo another inner transformation, in which they
gradually unify the various advanced nursing practice role com-
petencies such that increasing the level of participation in any
one competency does not dispense with any of the others; on the
contrary, the requirement to participate in the other competencies
is increased. Why do some NPs experience this transformation
while others do not?

Wenger (1998, p. 176) told the story of two stonecutters who
are asked what they are doing. One responds, “T am cutting this
stone in a perfectly square shape.” The other responds, “I am
building a cathedral.” As Wenger pointed out, “Both answers
are correct and meaningful, but they reflect different relations
to the world.” The difference does not imply that one person is
a better stonecutter than the other, as far as holding the chisel is
concerned. At the level of enactment, both may be doing exactly
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the same thing, but each stonecutter’s experience of what he is
doing and his sense of self in doing it is different. This differ-
ence is a function of imagination.

If NPs’ journeys are viewed from the perspective of this
analogy, they differ as a function of the imagined vision of the
perfect fit for which each initiated his or her respective journey.
Given that each journey and way of being is different — not bet-
ter or worse — each NP may learn and understand very different
things from the same activities, and journey to very different
places, both personally and professionally.

Wenger (1998, p. 176) viewed imagination as “a process of
expanding our self by transcending our time and space and
creating new images of the world and ourselves.” In this sense,
imagination is looking at the NP role and seeing the possibility
of the perfect fit. It is an NP envisioning quality of care for her
patients as “one-stop care for individuals . . . that includes health
promotion as well as tertiary-level care . . . and being provided
outside the walls of a large tertiary-care centre because not all
clients necessarily like coming to hospitals for their care.” It is
an NP hearing about a health care issue in his or her own set-
ting, knowing that issue is experienced by thousands of patients
or nurses around the world, and then partnering with other
professionals from around the world to find creative solutions
through the sharing of expertise. It is an NP envisioning the
use of her artistic talents to research and establish an art ther-
apy program to help ease her patients’ suffering. It is NPs seeing
themselves as “being able to work with patients and staff in the
same moment.”

Wenger (1998, p. 177) said that imagination, used in this con-
text, “emphasizes the creative process of producing new images
and of generating new relations through time and space that
become constitutive of the self.” It involves a different kind of
work of the self — one that concerns the production of images
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of the self and of the world that transcend or reach beyond direct
engagement. Rather than being a purely individual process, it is
anchored in social interactions and communal experiences. “It
is a mode of belonging that always involves the social world to
expand the scope of reality and identity” (Wenger, 1998, p. 178).
“Being able to be creative with a group of people,” noted one
NP, “goes a long way in terms of feeling happy in my job and
growth and satisfaction.” One NP used an example to explore
the meaning of being creative in her role, what she described
as problem-solving with others and identifying issues that are
significant for patients and families that others have yet to rec-
ognize or explore. Unable to help families who turned to her
for advice on how to best manage their loved ones’ fatigue dur-
ing cancer treatment, and because there was little research on
this health care issue, she presented to members of her inter-
professional team the idea of engaging in research to address
this problem. Over the course of several months, the group
generated potential research questions and ideas for moving
the project forward. The NP then used the national oncology
organization to search for an opportunity to work with experi-
enced nursing researchers: “I became a co-investigator on the
project — and that’s fine because that’s how you learn — and
I obtained a scholarship from the Oncology Nursing Society, a
novice researcher mentor award. . . . So we've done two stud-
ies in relation to fatigue with this population. It’s gotten to the
point where we've developed a brochure on healthy lifestyles
in patients with cancer and I've included a section in there on
how you manage fatigue.”

Imagination as anchored in social processes is evident when
NPs identify the Athenas in their personal and professional lives,
individuals who are the wings beneath their feet, or when they
describe the joy, satisfaction, and sense of being empowered and
enriched when working in open and receptive “can-do” and
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“why not?” environments. Then again, imagination is stifled,
disconnected, and ineffective when NPs work with naysayers
and obstructionists or practice within “top-down” or “follow
the rules” environments.

Imagining one’s practice as a continuing history is difficult if
one lives with the fear of replacement. Conceiving new develop-
ments, exploring alternatives, or envisioning possible futures is
problematic if one does not have a sense of belonging to one’s
local community of practice or to the broader social system in
which one operates. If NPs do not perceive that they have power
over their own energies or the capacity to inspire self or others,
their imaginations may become narrowed and diminished. How-
ever, the imagining of who one is, what one can become, and
what one can do helps to prevent the NP from being only that
which has been imagined by others.

In being more, NPs discover how they grow again in their
understanding of what nursing practice is and what their prac-
tice can be. They even begin to have a fresh view of others in
their roles, and this recognition brings about a new valuing. This
is illustrated in a well-known quote from Marcel Proust (1999,
p. 803): “The real voyage of discovery consists not in seeking
new landscapes, but in seeing with new eyes.”

Part of the growth process and maturation of being in this new role
was, by working with others in a new way, I learned about valuing.
So, for example, I learned more about the respiratory therapists —
who they are, what they come to the table with, and what attributes
they bring to the situation that we're working together in. It’s sort
of that whole re-education about the value of other professions. . . .
And so that first experience of working outside that [nursing]

box . . . [I saw] that there are different ways of doing things, and
that one way is not always the right way, and no one person has
control, and you can’t have control over everyone else either. It was
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just to see how much value we all have and that we all bring what
we're experts at to the game, and then we have a much better game.

In this time and place of being more, NPs continually experience
new ways of “building on their nursing practice,” “always try-
ing to get to a point to be ready to test new waters,” and “setting
new directions and new horizons.” Being more is about imagin-
ing how to use all their accumulated knowledge and experiences
gained through a lifetime of nursing to constantly further this
nursing role. It is about imagining a role that is not just clinical
but also an advanced practice role that sees “clinical nursing in a
bigger, broader sense” and provides the “opportunity to integrate
so many different aspects into one practice,” many of which have
been developed during previous career paths.

But [being an NP] is also about being able to bring all of the
experiences that I've had throughout my career, being able to work
with a variety of people, being able to make a difference at the
bedside, and also being able to do some of those other advanced
practice roles — being able to go to conferences, present, publish,
do research, mentor colleagues, being able to interact with different
people, different organizations. I think all of those things are really
critical, for me, to the NP role. Because you have to not just make
a difference at the bedside, but you have to make a difference to
the staff that you work with. I think you need to influence the
physicians that you work with, and you need to influence the
broader nursing community. Maybe you can’t do it all the time
with other demands, but at some point you need to be able to say,
Okay, I need to put energy into and contribute to moving nursing
practice forward. And it’s neat because the NP role allows me to do
everything, has the potential to do everything, if you want to go
on that road.
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In being more, NPs reconcile the dichotomy of being NPs and
cNss. They “blend the c¢NS component with the NP compon-
ent . . . to make a true advanced practice role.” Undeniably, they
struggle to juggle or balance their time, but time and workload
create the tension, not the sense of being split. These NPs have
one identity made up of many components, in a mixture that is
unique to each of them, just as others’ identities are unique to
them as individuals.

Perhaps the NP who has made this reconciliation is most similar
to Janus, the Roman god of gates, doors, doorways, beginnings,
and endings. Janus is most commonly depicted with two faces
looking in opposite directions and has frequently been used to
symbolize transitions such as the progression from past to future,
one condition to another, one vision to another, one world to
another, and adolescence and adulthood (Hamilton, 1940). Hence,
this figure has been representative of the middle ground, or in-
between time and place, reminiscent of Aoki’s (2005, p. 318)
image of “crossing” between East and West, a “generative space
of possibilities, a space wherein . . . newness emerges.” It may be
that these NPs find themselves as part of “a story of unfinalized
hybridity, of unceasing attempts to bring together disparate parts,
respecting their otherness . . . but believing in a harmony among
these parts” (Frank, 2004, p. 105). Perhaps, as Stuart Hall (1990,
p. 223) stated, “there is the recognition of a necessary hetero-
geneity and diversity . . . a conception of ‘identity’ which lives
with and through, not despite difference.” Perhaps NPs’ renewed
identities, as Hall describes identity, “are those which are con-
stantly producing and reproducing themselves anew, through
transformation and difference.” (p. 223)
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Being an Advanced Practitioner

Below are three NPs’ stories. These stories bring forth each NP’s
unique practice and the work in which she is engaged, based on
her imagination of what it means to be an advanced practitioner
and thus who she is as an NP. What is illuminated through these
three stories, both explicitly and implicitly, is that being more in
being advanced practitioners gives meaning to these NPs’ practi-
ces and renews their sense of identity; they have discovered the
perfect fit during the transformation to being more as experi-
enced through being an advanced practitioner. All advanced
nursing practice competencies are viewed as inseparable and
mutually constitutive, and their complementarity gives the Np
role its richness, dynamism, and uniqueness, all of which are also
beautifully illustrated in the three representations of two hats by
the illustrator Tom Phillips. Ultimately, NPs identify themselves
as encompassing all of these competencies and are seen this way
by others in their communities of practice.

FIG. 4. Hats 2. Courtesy Tom Phillips and The Folio Society.
The first story concerns “Jenny,” an NP working in a critical-care

environment. Her designated title is NP and, despite numerous
battles such as unemployment, workload demands — “in reality,

243



the clinical component is 99 percent of my job, but part of the
difficulty is that nobody knows that there’s another 25 percent of
my job, even though I keep telling them over and over again” —
bedside nursing resistance, and lack of administrative support, she
believes that she has finally found the perfect fit in being more.
For her, an NP is part of the big umbrella of advanced practice
nursing in which ¢NSs and NPs must work together, albeit with
a different division of workload. Jenny and the program’s CNs
identify day-to-day issues that frustrate them or which they see
as problems that have global impact on the program. Having
completed several research projects and having published and
presented at national or international conferences at least once
each year, Jenny has established that research, in partnership
with the CNs, is now an integral part of her role.

For example, Jenny and her colleague perceived that there were
unnecessary delays in endotracheal tube (ETT) extubations, which
resulted in an increased incidence of ventilator-associated pneu-
monias, prolonged lengths of stay in the intensive care unit, and
increased costs to the health care system. Jenny noted that, “an NP
doesn’t have a zillion hours to develop proposals and go to Ethics,
and so we worked together.” Both were involved in the literature
review and research proposal development, but the CNS wrote the
formal proposal and research ethics application. Jenny approached
nurses in the clinical area to “to help out with data collection, to
try to bring them into thinking about nursing research, maybe
get them excited about it and want to be part of improving prac-
tice.” Both provided education to the unit staff on the benefits of
early extubation based on scientific and local evidence.

Jenny and her partner subsequently undertook a post-extubation
evaluation and found that they had made a significant improve-
ment in timely ETT extubations. Early extubation also reduced the
use of sedatives by half, thus saving the system $ 15,000 annually.
As aresult of the success of this clinically-driven research project,
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Jenny and the CNS became involved in improving the unit’s pain
assessment and documentation, and developed research propos-
als related to oral care and diabetic management, the latter project
being an outcome of Jenny's participation on a hospital quality
assurance committee for the practices of insulin and diabetic man-
agement. As a result of embedding nursing research, education, and
quality management activities into her practice, Jenny observed:

The nurses see me as a role model, and maybe I've even been a
mentor to a few nurses — because we have had probably about 10
nurses in our 1cU actually go back into the master’s program because
they actually want to do this role. And they see me as somebody who
has some knowledge who they can approach to ask questions or who
they see as being able to facilitate their learning as well. I love to do
one-on-one teaching at the bedside with them, and a lot of times it
happens when things are happening with their patients and they re
getting orders for this and that and sometimes when they are new or
less experienced, they don't always feel comfortable asking physicians
because they’re scared or it’s a power thing, but they feel comfortable
saying to me, “Well why exactly are we doing this, what is the
reason and what is the outcome hopefully going to be?” So it makes
you feel good about yourself as a nurse and as a person to be able to
do all these things, as well as have hands on all the time.

The second story is told by “Colleen,” an NP who became tired of
being told by senior nursing administration that she “could not
have or do everything” in nursing. She was pushed to make up her
mind about whether she wanted to be a clinician, a researcher,
an educator, or a manager. Having wrestled with the question
What do you want to do? she finally decided that she was “just going
to have it all.” For Colleen, being an advanced practitioner means
doing everything, all the while being able to make more of a dif-

ference, one patient at a time.
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FIG. 5. Hats 3. Courtesy Tom Phillips and The Folio Society.

In her clinical role as a gerontology NP, Colleen has a broad
sphere of influence because she is called upon by every clin-
ical area in the hospital. She is able to generate questions about
practice that she then takes through the research process, using
the findings to implement changes that improve the quality of
patient care. Her clinical and academic teaching opportunities
also allow her to continually share with and learn from others.
For example, in her story of a project that involved the surgical
service — a project she described as “some really fun work” —
Colleen emphasized the partnerships she works hard to develop:

We try really hard not to be the people that come and say,

“Oh we're from geriatrics and we know all about care for older
people, and we're going to tell you all the bad things that you do.”
We really try to present it as a partnership with them because
they know all about their specialty and we know squat about it,
but we know about some of the issues that are happening and

the de-conditioning issues and these medication issues and all of
those things with the patients, so we're just trying to help put
this together.
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Having observed that the surgeons had a high usage of “less sen-
ior-friendly medications,” Colleen developed a partnership with
a pharmacist in an attempt to alter the surgeons’ prescribing pat-
terns. Although she had been a colleague with the pharmacist for
a long time, she noted that their relationship began to build in a
different way when she became an NP. As a result of using one-
on-one teaching opportunities combined with team presentations
at surgical grand rounds, they were successful in eliminating
the use of Tylenol #3 and Gravol, the two targeted medications,
enabling her to affect patient care in additional ways.

Subsequent to this successful educational initiative, Colleen and
the nursing manager for the orthopedics program engaged in a
retrospective cost analysis for the targeted drugs before and after
the teaching intervention period using the computerized medi-
cation records and discovered significant cost-savings. Colleen
was eager to begin her next research project, which concerned
Foley catheter usage and related nosocomial infection rates; this
involved partnerships with some clinical nurses and a few stu-
dent nurses. Colleen was replete with stories of how she made
a difference by calling on all the competencies required in this
advanced nursing practice role.

And then as an Np, when I'm doing consults, they’ll ask me
questions, whether it’s the nurses on the team or the social workers
in discharge planning. . . . When I first started as an NP we really
wanted our team to try and develop a geriatric assessment form

that was more interdisciplinary so that I wasn’t going and doing a
cognitive assessment and the occupational therapist was going and
doing the same cognitive assessment. We wanted to make it with the
understanding that it could be any of the team members contributing
to that. So we worked on this and now we've taken it regionally

and we're going to standardize it so that we are not repeating work
across institutions and we're helping to build trust in each other as
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colleagues. We also made a conscious choice to generate a problem
list rather than the diagnosis list, which helps us to focus on the
patient and their issues, and lets all the health care professionals
create or add to the list. Now we need to work on the discharge
planning based on the patient-centred list.

The third story is told by Grace, an NP with the designated
job title of NP/CNS who worked within a cardiology program.
Being more for Grace is about the ability to influence change on
many levels by being actively involved in all domains of prac-
tice. The advanced-practice NP role offers her the opportunity
to “do everything.” As a result, there are always new learning
opportunities with new challenges “to mentally turn [her] on,
to stimulate [her].” She is constantly stretched, but then observes
ripple effects not only on patient care, but also on the nursing
staff and even on the physicians. Being more is about “the whole
package of advanced practice” and, as such, is “just the perfect
nursing role.”

FIG. 6. Hats 4. Courtesy Tom Phillips and The Folio Society.
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Grace’s practice is built on a belief “that most nurses have
the knowledge to do a lot of things that NPs do; they can do a
lot of things physicians do, but what prevents them is that the
structure doesn't allow them to practise to that level.” Therefore,
she sees the NP role as a first step to expanding the role of the
staff nurse. The reader might recall Grace’s story about learn-
ing to remove arterial sheaths after cardiac catheterization as
described in chapter 3. Grace later recounted the evolution of the
performance of this procedure. Once she became confident and
comfortable removing arterial sheaths and managing any related
complications, Grace noted that the patients were required to
remain flat in bed for six hours after sheath removal, although
homeostasis at the site takes only thirty to forty-five minutes.
Believing this practice was a “sacred cow,” she initiated a ran-
domized controlled trial that assigned patients to two, four, or
six hours of bed rest and compared all vascular complications
across the three groups.

I had physicians whose only conception of a nurse in research was
the people who helped them with their research. Most of them in the
group had never heard of a nurse being a principal investigator on a
research study actually conducting independent research. . . . When
I presented my research findings, every cardiologist in the department
took time out of their schedule to come to my presentation and

they all asked questions. And there were staff nurses who came in
on their day off. Before I'd even started doing the research, I said,
“I'm not going to go through all this as a paper exercise. If this
shows that it’s safe to reduce bed rest, then we need to implement
the change.” And we all agreed as an advisory group that we would
implement that change. And the day after I presented the findings,
the change of practice went into effect. We went from six hours to
two hours, which is really cool. It was better for the patients and
decreased the workload for the nurses.
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At the time of the study’s implementation, Grace noted that
there was a large core of expert, experienced nurses who were
interested in learning to do the procedure. Grace felt that see-
ing her manage sheath removal made it easier for them to say,
“Well, if she can do it, I can do it too.” Although she supported
them, she requested they wait to lobby for the expansion of
their practice until after the trial; she needed to hold constant
the quality of sheath removal, so as not to bias the complication
rates. In the interim, she encouraged them to be involved in the
study and used this time to help them develop a proposal. The
results of the study fuelled their enthusiasm, and they argued
in the proposal that the time previously allocated to caring
for patients on bed rest could now be allocated to the sheath
removal procedure. Grace was physically present on the unit to
support the nurses in the management of complications aris-
ing: “Occasionally, they’d pull the sheath and the groin clamp
would come off and then the patient would re-bleed later. The
experienced nurses would always put the groin clamp on and
then call me and I'd come and say, ‘Oh, it’s fine. You've done a
great job. Just carry on.”

Recognizing that the dynamic of a change in nursing prac-
tice often rests with physicians, “because if the physicians aren’t
convinced that it’s going to be safe then practice isn't going to
change,” Grace presented the research results and their program
change at an international medical and nursing conference: “And
so I had two very stats-related, safety-driven presentations for the
medical audience and then two more patient-focused ones in the
nursing sessions.” As a result of disseminating the findings at the
conference, her colleagues in several hospitals across the coun-
try changed their practices. The ripple effects were exciting and
personally satisfying:
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The neat thing was not only changing practice on our unit but
changing practice well outside that. And for a lot of physicians it
was something completely new to them to realize that a nurse can
do clinically relevant research that changes practice in a positive
way. And it was wonderful to see the ripple effects of that on the
staff. After that, when I was being introduced to the new staff on
the floor by the senior staff, they introduced me as, “This is our
nurse practitioner. She’s the one who's responsible for all the bed rest
research.” So it was the research that they were focusing on. One
staff member sought me out at a professional nursing meeting and
said, “I've heard all about your research and I'd really love to work
with you on nursing research.” And he said “nursing research.”
But when they can see that they can actually use this stuff and

be involved in it, it’s great to see them turned on.

These three NPs’ stories reveal that this search to be more through
being an advanced practitioner is associated with a personal moral
imperative of exercising their strengths in the context of close
relationships within and outside their communities of practice
in a transformative or empowering way. Rather than focusing
on the obstacles to their progress, they deftly go over, under,
and around them. They are not concerned with what nurses
and others should or should not be doing; instead, they are con-
cerned with how nurses and others can do anything they want
and need to do. They are transforming their own and others’
lives through their strengths and their intent to give others, par-
ticularly nurses, the tools to claim their strengths and use them
to live their professional lives to the fullest. Thus, sharing and
using power to strengthen others is a constitutive element of
their role as advanced practitioners. NPs demonstrate this vividly
when they make a public demonstration of recognition for the
Other’s perspective, thus validating, honouring, and valuing the
Other’s knowledge and skills. They challenge the power-over
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perspective by asking, “Why would you not include those who
have the knowledge and skills? Why would you not hold those
who do the job accountable for looking for the gaps, identify-
ing redundancies, and knowing how to find the solutions? Why
is there a need to tell bright people what to do? Why do we not
work together to solve problems?” They know their own limita-
tions — “Tam not super-duper,” “I am not a super nurse, because
again that's not being respectful of my nursing colleagues. We are
all there to provide patient care and we all bring something vital
and important to the care of the patient” — but imagine the pos-
sibilities in others. In this way, NPs identify themselves as nurses
without any extraordinary power and work hard to help others
find the power within. As a result, paradoxically, their power is
amplified, as is their sense of the possible. They may be inspired
to say as Morpheus does to Neo in the movie The Matrix (1999):
“I'm going to show you a world without borders or boundaries
— a world where anything is possible.”

Driven by a desire to always be more challenged and more
connected with the nursing profession, NPs in being advanced
practitioners continuously expand their communities of practice
through multiple and varied partnerships. They strive to make
more visible for nurses and others that which has heretofore
been invisible and silent, and they work hard to involve others,
particularly staff nurses, in every element of what they do. At
this point in their journey, having the opportunity to be pion-
eers means that they can lead the process of creating a vision,
the final appearance of which no one really knows, the divers-
ity of which is limited only by their own imaginations and the
imaginations of others. From this perspective, NPs acknowledge
that the results are out of their hands, since they are involved in
a mutual process they even invite and encourage. However, they
are open to the options available and involve themselves in creat-
ing the changes they intend without having an attachment to the
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outcomes. Barrett (2010) would refer to this way of engaging in
the world as power, defined as knowing participation in change,
and as such she would likely see these NPs as living power-as-freedom,
leading the change process from the perspective that power is
inclusive and unlimited, with outcomes frequently not predeter-
mined. Being an advanced practitioner enables NPs to achieve
levels of scale and complexity that give new dimensions to their
belonging. Interestingly, the Old French word pio(u)ner carried
the meanings “dig,” “excavate,” and “mine.” And pioneering
NPs in fact unearth rich stores and abundant rewards inher-
ent in being advanced practitioners. They find a greater sense
of personal fulfillment as nurses through their opportunities to
make a more diverse and broader difference to their patients,
families, and the nursing profession, and they discover more of
their own possibilities for being who they desire to be. Barrett
(2010, p. 47) might describe NPs, in being advanced practition-
ers, as “quiet rebel[s] with a pioneering spirit,” a perspective that
sees the pioneering journey continue to this day and beyond.
These last three NPs’ stories reveal that in being advanced prac-
titioners, NPs do more than participate in each of the practice
competencies. They engage in building and nurturing commun-
ities of practice that have the patient and families as the core
focus, and they develop partnerships that foster the growth and
development of others, particularly (but not only) nurses, to make
the best delivery of care possible. They also conduct commun-
ity-building conversations and negotiate new situations through
partnerships in projects, research, and teaching centred on patient-
care issues. Through their ongoing development of interpersonal
relationships, they pursue common enterprises in concert with
nurses, physicians, dieticians, pharmacists, social workers, and
others. As a result of engaging in shared activities, they create a
history of shared experiences. Through their efforts, they build
and expand the level of competence within their communities of
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practice, through these interacting trajectories. Consequently, their
identities and those of others are continually being shaped in rela-
tionship to one another. As advanced practitioners, they expand
the boundaries of nursing and open the peripheries to allow for
engagement with all those who work within these communities.

These stories also reveal that NPs’ imaginations come from a
place of stepping back and looking at their engagement “through
the eyes of an outsider” (Wenger, 1998, p. 185). By reflecting on
others’ experiences, they imagine the possibilities in the situa-
tion and in others; they see themselves in new ways and imagine
the “multiple constellations™ (p. 185) that could be contexts for
their practices. They explore other ways of doing what they do,
take risks, and create unlikely connections. In fact, there is some
degree of “playfulness” (p. 185) in how they engage in their work.
As several NPs observed, they are having fun in discovering being
more. Moreover, they are able to make visible and bring voice to
what they do through the day-to-day sharing of their stories and
explanations. By involving others in the processes of research, pro-
ject work, writing, presenting, and problem-solving, those others,
like them, begin to imagine “the present as only one of many
possibilities and the future as a number of possibilities” (p. 185).

Perhaps as a result of reaching out to their colleagues in under-
standing, NPs as advanced practitioners begin to feel understood
(Dickson, 1991). Through reverent attention to nurturing engage-
ments with their communities of practice, NPs create an opening
and emerge with the perception of being transformed. As Nichols
(2005, p. 10) noted, there is a strong connection between “rever-
ent attention to nurturing engagements and “feeling understood”
that strengthens the sense of belonging and sense of self:

If listening strengthens our relationships by cementing

our connection with another, it also fortifies our sense of
self. In the presence of a receptive listener, we're able to
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clarify what we think and discover what we feel. Thus,
in giving an account of our experience to someone who
listens, we are better able to listen to ourselves. Our lives
are co-authored in dialogue.

This way of engaging may be similar to what Reay and col-
leagues (Reay, Golden-Biddle, and GermAnn, 2006) referred to
as “cultivating opportunities grounded in Nps’ embeddedness.”
While embeddedness serves to constrain some NPs, it may also
facilitate action because it serves as a “means of stratification by
opening windows of opportunity” (Dacin, Ventresca, and Beal,
1999, P. 335). NPs use their embeddedness, or engagement with
others in their community of practice, as a source of opportun-
ity “to evaluate the potential success of specific strategies and
choose particular times and places to act” (Reay, Golden-Biddle,
and GermAnn, 2006, p. 979). In being advanced practitioners,
NPs continue to develop and apply their deep knowledge of the
system and its actors in order to select and frame arguments for
making changes within clinical practice, and they use their under-
standing of their communities to recognize and take advantage
of opportunities.

Now, NPs subtly remove system barriers and prove the value of
the NP role in richer and deeper ways (Reay, Golden-Biddle, and
GermAnn, 2006). In being advanced practitioners, they find they
can make more of a difference and “secure small wins” (p. 990),
working at the front line day by day and interaction by interaction.
Gradually they are seen by others as being more. Paradoxically,
in finding ways to fit the NP role into already established systems
and structures, they also change the system to accommodate this
new role and in doing so find the perfect fit for themselves. Once
they create and strengthen their connections in new ways, they
begin to recognize that the NP role will be relatively difficult to

disconnect or eliminate.
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Administration sees the ripple effect on patient care, the staff, and
even the physicians. I mean, some practices have changed for the
better because of the research we do on questions that arise from our
own practice. Nurses feel better informed. We hear that the patients
are happy with the care we provide. I think they know that they
would lose a great deal if they got rid of this role now.

These NPs’ stories illuminate a life in a process of a multiplicity of
assemblages, of connections, and of interactions. In being more as
advanced practitioners, NPs are not attached to an official struc-
ture, a rigid pattern, or an imposed or straightforward stream
of thought. They engage in what perhaps could be thought of as
“rhizomatic thought” (Holmes and Gastaldo, 2004, p. 261) — that
is, their lives emerge and grow in simultaneous, multiple ways,
without a beginning or an ending, and are in a constant state of
play, a process that may be fostered because they are pioneers. In
this way, NPs become capable of promoting the creation of new
concepts that allow for the emergence of alternative possibilities
for themselves, others, and nursing. They demonstrate an ability
to tolerate ambiguity and chaos, and do not rely on certitudes to
progress or develop new ways of being for themselves or nursing.
Their imaginations allow them to continuously become Other,
and they are willing to take the risks and face the challenges asso-
ciated with the metamorphosis. In this way of living their work,
they discover being more and find the perfect fit.

A transmuting sea star
Caught on a watery coil

In uncharted waters.

— Mika Yoshimoto (2008, x)
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A
Chapter 6

Breaking Silence and
Giving Voice

It is not easy to be a pioneer — but oh, it is fascinating!

I would not trade one moment, even the worst moment,
for all the riches in the world.

— Elizabeth Blackwell, Pioneer Work in Opening the Medical
Profession to Women: Autobiographical Sketches

(quoted in Grant and Carter, 2004, p. I1)

How does one end that which is only the beginning? This work
began with the question What is the experience of acute-care NPs? In
seeking to answer it, I have considered the influences that have
shaped my own perception of NP practice and the ways in which
they are understood in our society. I have tried to create a descrip-
tion of their transformational journey as the NP experiences it
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and to evoke some of its essential aspects. Through deepening
our understanding of the nature of their nursing practice, this
work serves to make visible aspects of the NP role as lived that
have heretofore been invisible. This way of knowing and under-
standing NPs makes it possible for NPs to use a different voice in
professional and social discourse, and for health care providers
and health care recipients to enter the conversation in new and
diverse ways; we can break the silence on who the NP is and how
NP nursing practice unfolds in all its uniqueness and complexity.

The NPs’ transformational journey of being and becoming
in this role is an attempt to create a context in which to proceed
with their professional lives. The journey involves, among other
things, being competent, confident, and comfortable with the
clinical management of their patients; having fun, doing well,
feeling good about what they are able to accomplish and how it is
accomplished; dealing with boredom; thinking about the future;
and struggling to maintain a sense of self they feel they can live
with. Their journey is about finding the perfect fit, the experi-
ence of which occurs through their engagement in practice. In
this sense, it is not only about navigating a way into the future,
but also involves being called to draw upon the past.

At this time in Canadian nursing history, the nature of being
NPs in acute-care settings is as much about writing a history as
it is about drawing a map. Yet, paradoxically in some respects,
this must be an uncharted journey, for the experience of being
an NP within this context takes its own shape for each person. It
is not as if nurses who choose to become NPs all set sail from the
same port and then reach a fixed destination, via a predetermined
route, using the same compass within a designated timeframe.
Their journeys come into existence moment by moment as they
are lived within their communities of practice. NPs’ daily practi-
ces, with their mixture of submission and assertion, are complex,
collectively negotiated responses to what they understand their
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situation to be (Wenger, 1998, p. 78). Their journeys are not
reducible to a single element such as power, satisfaction, competi-
tion, collaboration, desire, or economic relations. Just as Wenger
discovered in his work on communities of practice, how NPs go
about doing their work and who they are is a complex mixture
of power and dependence, expertise and helplessness, success
and failure, alliance and competition, ease and struggle, author-
ity and collegiality, resistance and compliance, fun and boredom,
trust and suspicion.

There is a shift in Nps’ relationships within each of their com-
munities of practice throughout the journey. This shift occurs in a
subtle and complex fashion. Yet all the while, the change gradually
uncovers the differences between the NP and traditional clinical
nursing roles, and between the NP and physician roles to which
they are also somewhat similar. Every newly constructed differ-
ence in how work is conducted as a result of their presence, every
new negotiation between physician and NP or bedside nurse and
NP, as well as every new merger of work activities brought from
the nursing and medical worlds, brings about a change in both
the ecology of the communities of practice and the NP’s sense of
selfin this role. As a result, NPs begin to see themselves anew and
gradually undergo an inner transformation. In addition, others,
particularly nurses, have the opportunity to see nursing in a new
way, as well as new possibilities for being.

The question that guided this work was intended to allow the
phenomenon to show itself. The paradoxical nature of hermen-
eutic phenomenological inquiry is that while there is a deeper
and richer understanding of the question, something of itself
must be held in reserve. The very thing that aims to uncover
what is hiding is that which restricts it (Moules, 2002). Instead,
the power of this work is found in its ability to have the ques-
tion live on, seeking never to be complete, just more deeply and
richly understood. The aim was to describe and find meaning in

259



the NPs’ lived experience; to that end, the intended aim has been
accomplished. However, in Moules’ terms, this inquiry is a “work
in progress,” and thus, in the truest sense, remains unfinished.

However, this understanding does not mean that there is not
a response to the recognition that occurs when something rings
true of what is said in the particular. Max van Manen (2002, p. 88)
asserted that understanding in the phenomenological sense has
the potential to sponsor more “thoughtful action: action full of
thought and thought full of action.” In other words, possibilities
for different ways of understanding and being with NPs in edu-
cation, practice, or research are planted and cultivated as a result
of bringing forth something new or recognizing that which has
been taken for granted. How may we attend to the conversation
in a helpful way and move it beyond the singular voice of instru-
mentation and economics? How may we support the development
of nurses as NPs as they undertake their journey? How may we
help them be safe without diminishing the vulnerability and
openness necessary for meaningful growth and transformation?
How do we create dwellings of boundless possibilities for NPs in
the acute-care context? Perhaps we should consider these ques-
tions from Heidegger’s definition of dwelling (quoted in Devall
and Sessions, 1985, pp. 98—99):

Dwelling is not primarily inhabiting but taking care of and
creating that space within which something comes into its
own and flourishes. Dwelling is primarily saving, in the
older sense of setting something free to become itself, what
it essentially is. . . . Dwelling is that which cares for things
so that they essentially presence and come into their own.

It is imperative to keep the questions open and expand the con-

versation. For example, given the new thoughts concerning how
NPs are assigned various titles and the influence titles can have
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on the enactment and meaning of the role for the NP, we need
to keep the discussion of titling in play at the local and national
level. Title confusion and lack of role clarity continue to pose sub-
stantial barriers to NPs’ full integration into acute-care settings
across Canada. Donald and colleagues (2010, p. 203) recommended
that to reduce confusion and facilitate communication, nursing
regulators across the country should consider agreeing on com-
mon specialty titles. However, we also need to engage in a deeper
and broader discussion that includes how titles, such as NP/CNS,
NP, and CNS/NP, impact role clarity and the NP’s identity of self.

This work has sought to humanize the NPs’ experience as a
transformational journey; now nurse educators and local admin-
istrators need to question what strategies best meet the changing
needs of NPs through the various transitional processes they experi-
ence. Questions and ongoing engagement in intimate dialogue
with NPs about what the perfect fit looks like for each person are
essential in creating a dwelling of possibility. For instance, what
supports are offered to the NPs in their institutions in terms of
mentorship, not only in the clinical management of patients,
but also in terms of the development of the research, leadership,
and pedagogic acumen of individuals in the NP role? What are
the teams’ strategies for incorporating the NP role? How willing
are the members of the community of practice to accept the NP
role, and what are their understandings of this advanced nurs-
ing practice role? How can we create an environment that fosters
imagination?

The visibility of the ways in which NPs make a difference —
while embedded in a moral imperative of caring and as integrated
with some of the traditional medical curing activities — raises ques-
tions concerning the structure of their practices. If the additional
time spent with patients and their families is more conducive to
holistic care — which is ultimately more healing for patients and
more satisfying for NPs — should their practices be restructured
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in such a way to afford that time? At the very least, the possibility
of NPs to transcend the binary opposition of care and cure, thus
opening a new space for being, as has been revealed by them,
should provoke the nursing profession to pause and reconsider
the discourse that has asked “Whither the ‘nurse’ in nurse prac-
titioner?” (Weston, 1975)

We need to acknowledge the NPs’ experience. Explication of
the nature of their journey also calls into question the tendency
to underestimate the complexities of taking on this role. All of
us, including educators, administrators, nurses at the bedside,
and physicians, need to recognize and acknowledge the profound
effect the transformational journey has on them. We also need
to recognize and acknowledge that their journey does not end
with the attainment of competence, confidence, and comfort in
the direct patient-care competency. To dismiss this knowledge
is to underestimate the power their experience has upon their
identity, their sense of belonging, and how they embody their
practice. Being disconnected, being uncertain, and being lost,
for example, are experiences that NPs have held in silence, in the
assumption that these are problems particular to the individual.
How many NPs have left (or could leave) this role as a result of
misunderstanding that these feelings are theirs alone? How can
we use this information to lessen their feelings of isolation and
help NPs to engage in a dialectic that will enhance the transform-
ation from being adrift to being NPs?

Answers to such questions as: Has anyone else felt like this?, What
is happening to me?, Is this normal?, and How will I know when I am good
enough? — do not lie only in the findings of this study. On the
contrary, every NP must undertake and learn from his or her
own journey. Nevertheless, the NPs’ transformational journey as
revealed here is important, as a place from which they can per-
ceive and understand their own experience. Initiating a dialogue
with openness to who they are and who they want to be, with
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an appreciation of the journey, can promote self-discovery and
development of the imagination.

The most important aspect of such questions may lie in the
search for answers rather than in the answers themselves. Heideg-
ger (1968) wrote in What is Called Thinking?, “And yet the question
may even be such that it will never allow us to go through, but
instead requires that we settle down and live within it” (p. 137).
This may be true for questions about being and becoming an
NP as well. All of us who work with NPs need to dwell within
the questions. We, too, need to focus on the development of our
imaginations regarding the possibilities for the NP role in acute-
care settings and the ways in which we can foster NPs in their
transformational journey.

Consider again the question: How does one end that which is only
the beginning? “A man went to knock at the king’s door and said,
‘Give me a boat.”” So begins José Saramago’s (1999, p. 1) simple
but intriguing short story The Tale of the Unknown Island, a fable that
carefully conveys the story of a transformational journey. An
unnamed man arrives at the king’s “door for petitions,” a door
the king neglects because he is waiting by the “door for favors,”
which are favours that others offer to him. Fortunately, the man’s
tenacity coincides with the ruler’s fear of a popular revolt, which
results in the king grudgingly granting the man a seaworthy boat
with which he can sail to find “the unknown island.” In the ensu-
ing philosophical discussion about whether such an island could
be found or even existed, it is revealed that the unknown man
is a dreamer, with bold imagination and strong will. When the
king assures him that all the islands have already been discov-
ered, the man refuses to believe it, explaining that man exists
“simply because there can’t possibly not be an unknown island”
(Saramago, 1999, p. 12). Having overheard the entire conversa-
tion, the palace cleaning woman leaves the royal residence to join
the man on his voyage of discovery. The two would-be explorers
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claim the boat, only to realize they have no provisions, map, or
crew. Whether the vessel ever finds its destination remains a mys-
tery, but several crucial lessons endure: (1) Follow your dream
and your dream will follow you; (2) If you don't step outside
yourself, you'll never discover who you are; and (3) When sail-
ing, there are more teachers along the way than you can ever
expect or predict.

Some NPs find the perfect fit for which they are searching in
being NPs. However, in being NPs they continue to live with the
tension of being pulled to be more. It is unknown whether the
tensions they experience will ever be experienced as an internal
call to continue their journey. Melville informed us in Moby Dick
that New Bedford at best is a point of departure, not a final des-
tination, and only exists in relation to the journey out. As such,
the journey out constitutes New Bedford as a temporary resting
point, a way station, from which one begins another journey.
Melville called on us to live “landless” and “shoreless,” to con-
tinuously journey out from safe harbours upon a voyage that is
open and for which there can be no final destination or end point.
There are some NPs who continuously answer this call and are
constantly challenging themselves to think about nursing and
health care delivery in new ways, to leave the comfort and safety
of what they think they know to be true about both, to imagine
what could be, and to act and relate in new ways. It remains a
mystery at this point where they will journey from here, but
their journey is not over, because for NPs who live the experi-
ence of being more, being more is about the constant search for
more. Some already imagine furthering their education in order
to bring more knowledge and ideas to their practice, while others
imagine a nursing practice that is more global. Perhaps for NPs
who experience being more, their lived experience is similar to

Geena Davis’s belief, as quoted in Morris (1999, p. 320):
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I view life as a journey. It's not so much having some goal
and getting to it. It's taking the journey itself that mat-
ters. . . . I don't think life is about arriving somewhere
and then just hanging out. It's expanding and expanding
and trying and trying to get somewhere new and never
stopping. It’s getting out your colors and showing them.

This book concerns the experience of NPs as pioneers in Can-
ada as they try to find a sense of identity while they negotiate
Canadian sociocultural values concerning the way we tradition-
ally deliver health care. The struggles that NPs experience often
involve issues of estrangement from hegemonic values concerning
nursing, medicine, and health care delivery in our society. It is
my hope that this book inspires openness and dialogue between
people within and across disciplines and the various health care
sectors. I hope that the book’s contents disrupt the current dis-
course that accommodates NPs only within the scope of its fixed
values. I encourage other voices to come forth as well in order
to share their stories, so that in breaking the silence, we can live
within, converse about, and reflect upon this other side of silence.

[T]hat one most perilous and long voyage ended, only begins a
second; and a second ended, only begins a third . . .
— Herman Melville, Moby Dick
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