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ABSTRACT

The purpose of this study was to present the issucs and the paradoxes swrrounding
odvanced nurse specialisntion (ANS) and education. This study was conducted in two
ports. Part A examined the prospcetive experiences of 13 registercd nurses (RNs) who
were advancing in an arca of specialisation; they were working in o specialist area ol
ptuctice nnd studying in a course specific to their specialisation, Two rounds of
interviews were compieted over six-month intcrvals. Parl B examined the data gathered
from a focus group intcrview and follow-up fecedback from 10 nurse executives as
stakcholders. The intersubjective data from this group of nurses expanded on the
political, cconomic, and social complexities surrounding the same phenomenon of

interest.

A methedological framework of inlentional phcnomenology (Croity, 1996, 1998;
Husserl, 1960, 1973; Moustakas, 1994} and critical phcnomcnology (Croity, 1998) was
used. Such an interpretive approach enabled exploration of the issues from a muktiple
perspective. The triangulation of data sets obtained from Parl A and Part B captured the
meanings and understanding of the phcnomena expericnced by nurses involved in ANS
. and educlzition. QOverall, the deconstruction of the interviews in Parl A and Pant B
enabled a reconstruction of the multiplc realities of ANS and cducation. The "analyzing
approach" (van Manen, 1990} was used for the purposes of dsta analysis. The data sets

were stored, retrieved and analysed with the use of The Ethnograph computer software

program.

The findings in Part A identified the nature of ANS and edueation by RNs who were
cxperiencing ANS. The core theme of 'moving toward ANS and education’ showed
the noematic textural quality of the phenomenon, This included the naturc of the

" competing forces that the RNs faced, This required the RNs to set personal goals, to

. sustain a level of tolerance related to change in the work place, and to negotiate with
stakeholders, options that were conducive to their practice and study. The RNs told of
the rewards and limited rewards of being an advancing speciulist, when they succeeded
in becoining a credible practitioner and ofbcing muliiskilled and versatilc as specialists,
They maintained an ideology about advanced practice that was achicved by ensuring

best practice, or by doing nursing research, or both,



Five sub-themes emerged metaphorically as the way through the Jabyrinth. These
themes provided the noetic siructural characteristics about the phenomenon. The first
sub-theme described how the RNs had the freedom to clioose ANS and education.
This included the way that they reasoned about the choices they had. They took
reflexive sction, problem-selved, and, comparcd and rationalised organisational
activities in the face of the nursing shiorlage to enable them to advance. The second
sub-theme related to their knowing through experiential learning and advancing., As
consumers of education, the RNs were described in tenms of the cust associated with
their advancement, which was ofTsel by the education gained, and the enlightcnment
felt. They identified with the transportability of their prior knowledge as an advancing
RN, the need for nurse credentialling, and responded favourably 1o the use of
technology. Hoswever, they were disappointed by RNs, other than current advanced
specialists, who failed 1o share knowledge with nursing colleagues in general. The third
sub-theme outlined how the RNs wanicd 1o maintain their interdependence of
practice as advancing specialists. They wers enterprising and wanted 1o connect with
other specialists, particularly those within their professional nursing organisations. In
so doing, it was important for them to maintain a sense of personal integrity. Therelore,
they were mutually responsive to colleagues about nursing care issues. However, they
expected to be acknowledged by colleagues as well as family members for their
advancement as specialists in return. The fourth sub-theme described their need to be
profiling, requiring them to be able to visualise and situate themselves as advancing
specialists. That is, they persevered with their sludigs and practice and created
opportunities for their likely advancement. Furthermore, they felt a nezd to develop a
nursing profile that was self, as well as publicly oriented. The former was achicted by
being scll-praising of their current advancement; the latter, by focusing on the nced for

~ the ecommunity and colleagues to view nursing as a legitimate and worlhwhile
prolession, rather than being undervalued in spite of the workload that nutses and the
advancing spzciglists had. The fifth sub-theme described how vulncrable the RNs felt
but at the same time, liberated becausc of their progressive self-assurance and in'ﬂ.uc:i;me
aver others because of their advancing practice. They exjoyed the challcnges' that they
faced, were open about their ambitions, and able to move on once they had reached a
plateau relevant to their practice. At this stage, they continued in advanced practice
because they had discovered a pathway that best suited them. This was rcaliscd as

meeting the crossroads.



Part B findings emerged from the stakeholders as three intersubjective but discrete
themes, The [irst emerged as the debate about the stakeholder and employer concerns
regarding the phenomenon of interest. From their point of view, the advanced specialist
was of enormous benefit 1o them and the profession. However, the stakehelders as
cmploycrs, were coneemed shout the recruitment, retainment, and opporiunity for
promotion of RNs as advanced specialists, The second theme emerged as the solulions '
that describe the desired pathways for ANS. The stakeholders desired a pathway that
enabled them 1o facilitate advancing RNs during their practice and studics, and one that
the profession would support. Nursing should take an integrale approach to ANS and
education. It was optimal that joint specialist programs between all health care facilities
and education providers including universily schools of nnrsing, be pursued in order to
maintain ANS that could provide advanecd care lo an increasingly complex population
that expected an acceptable standard of care. In order to meed the increasing demand for
advaneed specialist RNs, it was necessary to provide a speeialist clinical program in the
hospital setting in which the BN worked. The stakeholders indicated that RNs who
wanted to advance [urther into master or doetoral programs should be able to gain
advanced standing [or their hospital bascd clinical program into a nursing school within
“ the univemsity setting. Finally, based on the stakeholdets’ reflections and shared
experiences about the phenomenon of interest, a philosophy of nurse education that is
able to uphold the increasing value of specialist practice for RNs was considered
necessary. The dilemmas that each of the stakeholders had themselves faced as
advancing specialists, resvited in a rewarding experienee along with career

advancement for nine of the 10 nurse execulives who participated in the study,

Ovcﬁll, moving loward ANS and education is a continually dynamic process in which
the beriefils to the majority of participanis in this study were attainable. However, the
recruitment and retainment of advancing specialists remains uncertain because life of
RNs tc;day is less stable than it was, There is no one pathway for advancing specialists
to take that is based on a lincar progression. Globalisation had created greater diversity
in society, whereby the majority of the RNs and stakcholders embraced the diversity
_while a few did net because of the turmoil of contemporary competitive life. This could
“leave many RNs [eeling disenfranchised by change and more specifically by the nexus

= between commodified health carc and education.



As an outcome of this study, the recommendations are that a merger of all advanced
clinical programs, which are offered by a hospital or agency, should be undertaken in
collaboration with private and public agencies, and in collaboration with university
schools of nursing. Secondly, course fees should be detailed as an up front fee by an
agency that is a quality endorsed education provider for specialist nurse programs,
rather than the fees be subsumed in a contract of employment for the specialist work
and education that a RN undertakes. In the case of the consultant, rural, or outer
metropolitan nurse, the RN should apply for external scholarships from his or her
professional organisations. Fourthly, in the case of RNs who undertake a research
project as a part of their course, the agency or hospital employer of these RNs should be
funded to support the employment of additional relief or casual staff to supplement a
reduced patient load for the advancing specialist. This should be for the period that the
advancing RN is undertaking a research project specific to the specialisation, with the
understanding that the project is part of the RN’s study program. Finally, it is
recommended that graduate nurses who wish to advance in an area of specialisation,
should compete, validate, justify, and show performance that can be measured against
monetary rewards by gaining national competency standards or credentialling through
the advancing specialist’s professional organisation. In turn, the hospital or agency
should have an on-going review of specialist practice in departments of a hospital where
external auditors, through the accreditation process, can adequately reflect on the

common expectations of health care standards nationally.
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CHAPTER ONE

The Issues Surrounding ANS and Education

~ intraduction: The Researcher’s Namative

v

Not so lzng ago nursing had simple divisions: charge'nurses, registered nurses
{RNs) and enrolled nurses, There was the choice of working in an acute tca(;}!jng
hospital t;r a non-teaching department such as a private hospital, nursing home or in the
community. Specialisation was limited to double or triple cerification. There was one
graduate quulification, the apprenticeship model for between three and fo.ur ycars,
depending on the range of experiences offered by a training hospital. Textbooks were
once limited {o medical literature or to Maggie Myles’ book on midwifery. Experienced -
RNs gfl:nerally wore a white uniform with some form of protective clothing, usuaily in
the style of a starched apron and cap or veil. |

Then everything started gerting complicated. Hospital departments changed
services owing to the change in health demands. Some hospitals merged because they
were required to compete for the health dotlar and area of specialism. Hoj:'_lspital mission
statements or codes of practice became tailored specific to match the re]ié,ious domain
or center of excellence offered to the consumer, By 1975 nurse education in Australia
had started to transfer fo the university sector,

Today nursing is hardly recognisable as the same profession although nursing

_,:__‘lhe.ory is still reflective of human caring (Watson, 1979; 1999) and unitary humanism

(Parsc,'1992; Rogers, 1980). Politically, unions, including the Australian Nurses
Federatict: have been undermined by the government of the day in favour of wotkplace
agreements. Today's collective bargaining requires nurses to consider all aspects of

nursing that the profession can agree on as an acceptable remuneration package. Many



have part time employment, while others work double shifts, are overworked and
feeling stressed because of inereasing hospital bed tunover with decreasing staff ratio.
Some nurses may be immobilised by the extent of choice while others may relish it.

Some nurses have chosen not to advance in their practice. This may be associated with
the recurring shortage of nurses {(McMitlan, 1999}, so lha{l'; nurse might choose not to
continue with his’her cducation in a specialty because employcrs do not have cnﬁiugh
general nurscs lct alone specialist nurses,

The nurse of today could well be myst;fj'led by the choices s'he has to work in
Iareas of specialised practice. For those nurses who choose fo advance, there isa
_ prolifcration of courses they ean study provided they are prepared to pay for the
privilege. Directly associated with the commodities of cducation and health care is the
boorﬁing need for the credentialling of advanced nurse specialists (Pellctier &
OfDonoghue. 1998). The education choices include the chpicc of university ot
institution, mode of study, duration of course, and cost of course. The choice is difficult
when one course may be considcred betler than ancther in a frec market economy.

With so many issues arc at stake, nurses and those involved in planning future
directions in nursing need to make sense of what is happening to the profession in

relation to ANS in parlicular, Itis this issue that provides a starting point from which

this investigation begins.
Background to ANS and Education

1t is problematic for the nursing profession that the shaping of disparate
:specialised areas of practice has not been systematically planned. Advanced nurse
practice (ANP) roles evolved after the turn of the 20™ century when graduate courses
for nurses were offered by hospitals (Bighee, 1996). The four main roles that emerged

during this era includsd nurse anaesthetists, nurse midwives, clinical nurse specialists
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(Hamric, Spross, & Hanson, 1996') and, fnurc reeently in Austrafia, nurse proctitioners
{Chiarella, 1998). The 1970s and 80s saw a plethora of ANP specialisatiuns such as
stomal therapy, cﬁti_gfll care, rural and gerontological nursing cmerge, and more
recently, the informatics specialist (O'Bricn, 2001). Itis also problematie that there has
been a Inck of clarity with the use of the term, advanced nurse practice. The term
relates to a number of advanced practice roles such as clinical nurse, clinical nurse
consultant, clinical nurse specialist, or nurse practitioner {Attrill, 1988; Ball, 1999;
Chim‘cll'é, 1998; Dunn, 199;; Woods, 1957). It is possible that this confusion is
associated with the role of the nurse as the advancing specialist relevant to this study.

Confusion bas a]ls:o arisen because education and health care ate increasingly
viewed from a political perspective, as commodities (McMillan, 1999), and that health
care professionals, including nurses, are expected to embrace the ideology of
consummerism (Parker, 1999). Furthermore, because of the rapid pace of societal
" change, health care critics advocate the need to debate and re-examine the tensions
surrounding ANP and education (Bethune & Wellard, 1997; Hemiric et al., 1996; Parker,
- 1999; Russell, Gething, & Cenvery, 1997; Scott, 1998). Educational programs are
significant to the proft;ssion because courses designed for nurses in the workplace
€MPOWET nurses to bri:ng about needed changes in the way that they provide care |
(Mason, Costello-Nickitas, Scanléﬁ'& Magnuson, 1991), However, research on the
deterrents and motivational factors that impact on nurses who parlicipate in continuing
edhqgtion is necessary because ofthe fragmentation of generalist to specialist nurse
practice tfairweather & Gardner, 2000} and the lack of clarity in whose interests the
need for participation in education lies (Kristjanson & Scantan, 1989), These tensions

have an impact on the growth and direction that nurses and the profession desire to take,



The aim of this'study is to question how nurses deal with the confusion
surﬁ)unding the ever-chﬁnging nexus between nurse specialisation and education. More
" significantly, I wish to examine the impact of ANS on the nursing profession in general
~ and the specialising nursc in particular. Whilst the literature argues for an increasing
need for speclahst nurses, only two studies were found on the topic of ANS.
anveather and Gardner (2000} examined the delineation of reles of specialists and
generalist nurses working in the critical care setting and Ball (1959) examined the
experiences of the advanced practicing nurse who also worked in the critical care
Seﬂing. However, neither study explored the education issues surrounding ANS, Nor
 did the authors explore the issues of specialist roles and practice from other specialist '
groups of nurses. Mt is the endeavour of this study therefore, to examine all aspects of
ANS and education so that an overall picture of the current phenomenon can be
ascertained. This includes the social, political, economic and philosophical, as well as
the educational issues that contextualise the modern nurse's experiences,
‘Notwithstanding the growth of coﬁsumer education, the development of nursing
specialties is & paradoxical phenomenon within health care institutions across Australia
and internationally. Continuing education and refresher courses for nurses for example,
have in the past been considered necessary to ensure nurses keep abreast of current
p;actice and skills, Currently however, there is a move toward seamless credentialling
with registration of nurses across Australia between the States and Territories, but also
the development of nursing professional groups and organisations to credential its own
practiiioners (Hamric ct al., 1996' RCNA, 1996).
There is also a pcmeptwn frum both thc nursing profession and society of the
need for increasing spemahsatlon (Sheehy & McCanhyD 1998) owing to the ongoing

"

changes primarily set by budget driven governments and increasing hea]lh care
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demands set by a knowledgeable society. As en outcome, the nursing profession has
embraced an improved clinical career path (Adrill, 1988) for nurses in Australia. This
is not enly because of the development of nursing knowledge and research over the last
50 yc'ﬁrs world wide, but because of the consumer’s more recent demands for equitable
health care (Sheehy & McCarthy). This is significant to nursing.

There is no doubt therefore, that the increasing number of n'.éalth courses including
those for nurses to specialise at the post-registration or postgraduate level (Richardson,
2000, September 13, p. 36) is multi-factorial and that the idéological and changing
political events influenving ANS and education requires constant critical review in order
to make sense of what is appropriate for the nursing profession, Like thi evolution of

society, nursing too is evolutionary and brings with it a rich tapestry of tradition.
Problem Statement and Key Research Question(s)

In 1993, the Royal College of Nursing, Australia (RCNA newsletter, 1998)

claimed nurse specialisation would significantly influence the future of pursing. The

implication is that the pursuit of specialised nurse practice would enhance the credibility . -

and status of nurses as professional health care practitioners. Since then, there has been
an enormous increase in certificate and diploma awards offered by universities (Bethune

& Wellard, 1997), hospitals and professional organisations. In this thesis, I term these

- institutions as education providers.

I believe that it is important that we undcrstand the experiences of nurses who
undertake advanced nursing studies because their stories wi']‘l' inform people of some of
the predicaments that the advance specialists experience, and offer insights into the
nature of this phenomenon. The key question for me became; What is to be made of the
concem by me, nurses and nurse stekeholders, who sense problems associated with the
demand for advanced nurse specialists? My position as a coordinator of advanced

[



specialist programs over a number of years in the uni:rcrsity seclor triggered this
concern because I have had many discussions with nurses and stnkeholders who confirm
my views that there are anxietics and problems surrounding ANS, To ﬁnswcr this, the
initint research question posed to RNs who were advancing in a specialisation became:
What is your lived cxperience of being an advancing specialist who is underiaking
;dvanced nursing studies?

However, this question is asked in the context of the ongoing need for recognition
and legitimisation of nursing practice (Scott, 1998) and the political and professional
enhancement of advancgd practice (Chiarc]la,l.l998; Hamric et al., 1996; Russell et al.,
1997), and this needs to be addressed in this research. Moreover, the commodification
ofknowicdge (Stewart, 2000), health services, and tertiary education has required health
" care professionals, including nurses, to adjust to the ideology of consumerism (Parker,

1999) in order to care for an increasingly complex patient population {Pelletier &

Donoghue, 1998),

Itis évident therefore, that the issues surrounding consumer health care for nurses

_ is problematic because there are many inté_;r\ests to be served in the delivery of spélcialist

nurse programs. It became clear to me th:}fﬁ e research question to the RNs who were
" advancing in Lheir practice would not clar";irfy all of the above issues. Therefore, a
second research question asked nurse stakeholders including executive managers,
clinicians, researchers and educators about their understanding and experience of ANS
: .and education. This question became: "What are your expectations of the work
practices of nurses who have earolled or underiaken an advanced speciaity course of

study?

o
bormt



Pmpaxe of This Study

1 .
X s

The pi.:rlpose of this slucy was to identify the issues associated with ANS and
_ edlict;tion. Identification of these issues could chplain the impact ol ANS and education
" ".i\:m the iﬁdi\i}:ﬂual nurse, as wel! as the nursing profession. A deconstruction of the
_ilmél;iews from those who lived the expericnce of concemn, including myself as the
researcher {Fontana & Frey, 2000), enabled a reconstruction of advanced nurse practice
that related to the transformting {Watson, 1999) and multiple realities of ANS and
: ._:gducntion. By using this approach, 1 attempted to re-contextualise and re-define the
madem era of nursing that is embedded in reductionism, history and tradition
(i-lendrick_s—Thomas & Patterson, 1995),

Pan A of this study focused on the conv_grs'ations with RNs who had direct
participation in and knowledge of nurse education programs. Part B of this study
focused on the conversation with a group of nurse executives as stakeholdets, who
albeit indirectly, were politically and economically involved with the RNs who had',»“
underiaken ANS and education. They themselves had undertaken speciabist practice in
the past, Their experiel_ir}ces added to the analysis of the data. Both paris offered a

‘reconstruetion of ANS”that emerged from the social theorising of ideology (Creswell,
1998).
’ Phenomenology was used in Part A and Part B to describe the lived world of
* advancing nurse specialists’ and stakeholders' experiences, views and attitudes about
ANS and education. From their experiences it was possible to deconstruct and
reconstruct the issues surrounding the phenomenon. This was inclusive of researcher
biases and humanism (Fontana & Frey, 2000), which in turn provided a deep.:nnalysis
(Denzin & Lincoln, 2000) rather than mere description of the phenomena associated

" with ANS and education. The data in Part B, while discﬁrsiue, added to the



reconstruction of the phenomenon where there were multiple realities (Denzin &

Lincoln).

e

Aims
1. Undertake a deconstruction of the microstructure (individual perceptions) of
advancing nurse specialists and stakcholders using phenomenology,
2. Undertake a reconstruction of the macrostructure of ANS and education through

" reflection and hermeneutic circling (Agger, 1991, 1998; Crotty, 1998).
" Objectives

1, Reveal ﬁm experiences and interpret the meanings of ANS and education through
the life-world of those nurses who experience the phenomenon of interest,
.2, Explore the tensions, confusions, conllicts and contradictions of ANS and edueation
experienced by specialist nurses and stakeholders,
. 3, Triangulate qualitative data to construct a view for nurses and stakeholders of nurse

_specialisation and education.
Significance of This Study

| Arguably, the issues surrounding advanced study and specialisation bascd on the
ir-ldii.ridual’s circumstances and experiences are numerous and complex, but this is why
AN S and education needs to be investigated; it will enable the profession to take a more
" defined approach, In these times of increasing community suspicion about the validity
" of the plethora of university lével courses as well as in other tertiary sectors, there are
more reasons than ever to conduct an authentic and reasoned argument for and against
the pursuit of ANS and education in Australia, The reasons why a nurse chooses to
undertake a graduate specialist course and the way in which s/he experiences the

phenomenon is essential,



The reality in the current Australian context is that there is an abundance of
courses offered nationally for nurses who wish to undernake specialist studies, The
profession is fundamentally supportive of the direction taken to address the need for

. advanced practicing nurses across a myriad of specialties. The national review and
evaluation of specialist nurse education in Australia (Russel, et al., 1997) was recently
commissioned by the Department of Employment, Education, Training and Youth
Affairs (DEETYA), currently the Depariment of Education and Youth AfTairs
(DETYA). This review lists the existence of at least 65 broad band nurse speeialties
and subspecialties (p. 14). The assumptions here are that all course offerings are equal
in structure and quality, desired by all speeialty and professional interest groups,
improve the delivery of health care provided by nurses, and raisc the profile and career
opportunities of nurses. However, the reality is that there are many inconsistencies such

" as entry requirements, recognition of prior learning, standards and duplication of
cowrses, and choices of specialties (Clinton, 1997). Dozens of private providers of

. .postgraduatc study, such as the NSW College of Nursing Education and the National

. Institute of Health Sciences in Canberra have entered the education market, many using

- disﬁmce e:iucation to make courses available to any nurse, anywherc. This has several

potentially detrimental effects. Many formal and informal graduate courses throughout 7
Australia are being converted from the Higher Education Contribution Scheme (HECS) /
to payment of up front fees. :Differences in the capacity of students to pay, and
education providers to charge fees raise concems about equity and about the viability of
many postgraduate courses,

Arguably higher education graduate programs ate a means to increase career

opportunities and reu._rgrds, but they are happening througj} formal and informal

- pathways so that no one system can readily assess the performance of nurse graduates
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from such a wide range of courses, Furthermore, the needs of stakeholders (such as
nurse educators, managers, clinicians and researchers) are potentially conflieting
(Andrews, Gidman & Humphries, 1998). The irony is that enrolment in postgiaduate
nursing eourses since 1993 to 1999 have scen a negativc growth rate of -9.0%
(Richardson, 2000, p. 36). The question needs to be asked, Why are we immersed in
such repid course devetopment if nurses are not enrolling in them?

Issues revealed by those nurses who expcrience advanced practice are not widely
researched and articulated within the Australian context. Therefore, the information
that emerges from the data that are reflective of the current tensions of ANS and
_ education will influence debate, reseacch and practice across disciplines (Fox &

Prilleltensky, 1997). Furthermore, an explomtion is required in order to undc__rsland in
- whose interests ANS and education serves. More specifically, this study benefits all
nurscs because gencralist nurses are commonly required to position themselves in
advanced practice to ensutc a fitting career path (Russell, et al., 1997). The RN is likely
to bencfit by considering Iliis:her options in light of consumer knowledge, and trends in
the health and education sectors.
The wider community will benefit from the research because specialist education
.' and practiee by health care professionals such as nurses, inl-]pacts on the delivery and
quality of health care, There is an expectation that nurses should provide advanced
* practice in order to care for patients with complex health problems, as well as provide
community heallh eare access to rural, minority and high risk populations (Hanson,
1996), Apart from this, members of the community ofien expect specialist advice when
they seek knowledge related to their health, take ill or are hospitalised (Joel, 1998).
Such specialist advice will include that from the advancing practice nurse even if his/her

education may be flawed.
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The collection of multiple sources of data is significant to this study because it is a
sﬁnlcgy to achieve meaning, understanding and critique in the form of discourse
{Crotty, 1998) about the social phenomenon of interest. Advocates of data triangulation
- {Denzin, 1989; Janesick, 1994; Silverman, 1993; Streuberi & Carpenter, 1995) suggest

that a range of data from fieldwork add validity and reliability to qualitative research

 because participants and researchers can ensure more meaningful problem solving. This
. being the case, it is expected that this study will enable the separation of any emotional
expressive facts from the advancing nurse speeialists and nurse stakeholders to result in
an enlightened account of any conflicting issues (Habermas, 1984, 1985, 1987)
swrounding ANS and education.
| The interpretations from advancing nurse specialists and stakeholders will
illustrate the social issues involved and, therefore social significance of this
phenomenon to the nursing profession. Therefore, in terms of the personal, social,
. economic and political factors, this study will be able to identify the conflicts of intercst
and contradictions that nurses regulatly face. This sociological phenomenological
analysis will distinguish the micro and macro social issues (Dines, 1993) consistent with
the characteristics and current demand for advanced specialist nurses, thereby clarifying

any potential practical benefits to the future advancing nurse and stakeholder.
Definition of Terms

Advanced Nurse Specialisation Programs. For this research ANS programs
in;lude clinically based programs that are offered to Registered Nurses (RNs) or
' Régistered Mental Health Nurses (RMHNs). These courses may be conducted in the
internal or external mode of delivery and be available to nurses with a Hospital Based
Diploma (I-fBD), Bachelor of Nursing (BN) or equivalent degree. Graduate courses that

are conducted within the hospital setting and enable the nurse to gain advanced standing
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with & university program are inclusive of the eriteria. This is because it is possible for
some participants to have sought advanced standing to undertake o university program
based on their recognition of prior leaming (RPL). The criteria for RPL requires a nurse

| to have a minimum of 10 years cxperience in a relevant field of nurse specialisation, to
. he wofking at a senior level (Level 1.8 or kigher) of nursing practice, to have made a
significant contribution to the relevant professional nursing organisation, or able to
prove histher ability to underiake graduate studies.
Advanced Nurse Practice/Specialisation. Advanced nurse practice/specialisation
refers to any nominated area of nursing practice that pro\;ides care for a specific patient
- population such as acute, community health, critical care, emergency, gerontology, high
dependency, mental health, midwifery, oncology, orthopaedic, paediatric, palliative
care, petioperative, and rural/remote nursing, for example. |
An Advanced Practice Nurse. An advanced practice nursc is a RN (with a BN or
equivalent) who has a minimum of one year’s experience as a graduate nurse and is
~ enrolled in an advanced nurse specialisation program, This nurse is employed as a
Level 1, 2 or 3 nurse, and practices within any health care setting in Aus(rzﬁia. An
advﬁnced practic;e nurse i3 inclusive of a RN (with a HBD) who is considcred an experl
in the area of specialisation by virtue of hisﬂ'_ler RPL. Furthermore, for the purposes of
- this study, the use of the term advanced practice nurse (APN) is synonymous with the
. advanced specialist nurse (ASN), which is defined by the National Review of Nurse
Education (Russell, et al,, 1997, p. xiii} as one who is “...prepared beyond the level of a
nurse generalist and authotised to practice as a specialist with advanced expertise in a
branch of the nursing field”.
Staxehoider: Executive-Nurse Educator. The nurse e&ucator, as an executive

stakeholder, is an expert nurse who is employed as a RN, and is a coordinator of stall’
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development of & teaching hospital (or equivalent}, or is employed as a university
Iécﬂmr within a faculty, department or school of nursing in Australia. This nurse is
usually involved in the hiring or promotion of RNs within the clinical settings,

Stakeholder: Exectitive Nurse Manager. The nurse manager, as an executive
stakeholder, is a nurse who is employed as a RN, and is an Executive ‘Officer/ Director
of Nursing, or Nurse Researcher, or Clinical Nurse Consultant/Manager (or cquivalent)

of any teaching hospital in Australia, This nurse manager is usually involved in thp

hiﬁng or promotion of RNs within the clinical setlings,
Thesis Structure

This thesis comprises eight chapters, with an additional list of appendices (A-Z})
that support my reflexivity, audit trail and findings of this study. Chapter two discusses
the rationale for underiaking a triangulated qualitative approach, crystallisation of the
method of choice relevant to the interview data for Part A and Part B, and the
melhodology used for both parts of the study. Chapter three describes the ontelogical
approach to this qualitative inquiry and the rigour pertinent to the methods for data

- colection, Chapter four discusses the recruitment and characteristics of the pariicipants

. in Part A of this study, followed by the core thematic {indings. Chapter five describes

three of the five sub-thematic analyses associated with the core theme. Chapter six
.descrihes the remaining two sub-thematic analyses associated with the core theme.

| Chapter seven discusses Part B of the study including the recruitment of and
characteristics of the stakeholders, strategy of the focus group interview, and the
thematic analysis. Chapter eight outlines the limitations of the study, recommendations,

and integrative notes relevant o both parts of the study.

{t
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“CHAPTERTWO

' T_h'e.Rationale for Undertaking a Triangulated Qualit:ative Approach

' ':'_Inlroﬁu_clion

| This research utilises a “new generation research approach” (Streubert &

- Carpenter, 1995, p. 242) where different methods are tiangulated. Thesc comy <ean

...unorganised group of research methods that sha.re common beliefs about the goals

and purposes of scientific in#estigation" (p. 242). In this study, two interview methods
were triangulated: the interview data gained from advancing nursing specialists (Part A)

mth the interview data gained from nurse stakeholders (Pari B). Both data sets (the
rebeated face-to-face interviews with advancing specialists, and the focus group
interview with stakeholders) were analysed using Crotly’s (1996, 1998), Husserl's

._ .'.(1948, 1960, 1970) and Moustakas's (1994) intentional and critical phenomenology
(Appendix A) as a theoretical and methodological framework, which enables

_understanding by conscious reflection and critical phenomenology.

The purpose of this chapter is to deseribe the process by which the methods and
methodology applied in this study were adopted. This includes an overview of the
problems associated with using a single method for data collection and a discussion of

_ the strengths different methods of data collection bring to a phenomenological analysis.
The final part of this chapter describes hou{ two methods were triangulated to arrive at a
" critical approach to complex phenomena i:ssociﬁted with ANS and education,
The Néw Generation Research Applied to This Study
. A qualitative but mixed methods approach was underlaken to interpret the
'essences_l(consciousness) and discourses surrounding ANS and cql!ucalion because no -
| single method met the requirements of the researcher, which were to explore multiple "

truths surrounding ANS and education. Such an ontological appfﬁach enabled the
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discovery of new knowledge surrounding the odvancement of specialist nurse practice
. Vo

hS
. -
. T
and educatian.

From a theoretical perspective, the rescarch data related to Parl A were guided by
the Husserlim scientiftc philosophy of intentionality (Crolty, 1998; Habermas, 1987,
 Husserl, 1948, 1960, 1970, 199%; Kim, 1999; Levinas, 1973; Moustakas, 1994; van
"Manen, 1990). This required a commitment to reflexivity and self-insight on the part of
the researcher so that the taken-for-granted experiences relevant to the phenomenon
‘could be examined and re-examined (Koch, 1995). However, I soon found that this
approach wa; limited for the topic I had chosen because I could not fully capture the
p'oliliélal and economic constraints experienced by individoals living in 2 postmodem

waorld (Foucault, 1965).
g
The second analysis (Part B) addressed this problem by using Crotiy’s (1998)

version of social research that examines phenomena from a critical phenomenological
perspective that is discursive. This is based on Habermas' intersubjective and practical
understandings (Appendix B) about a social issue {Crotty, 1998; Habermas, 1981, 1984,
1985, 1987, 1999; Habermas & Seidman, 1989; McTaggart, 1991; Outhwaite, 1994;
Watson, 1999; Wells, 1995; White, 1995) whereby the participants are subjected to
critique, and the problem ", ..is characterised by mutuality of expectations rather than
one-sided norms™ (Crotty, 1998, p. 143). Thié discursive approach enables people's
-yviewpoints about specific phenomena to be mutually understood and is emancipatory in
intent. Furthermore, this form of communicalion forces a better argument about a
problem that is resolved by common agreement (Crotty).
Limitations of Using a Single Method .
Arguable, there is no one correct methodology that is able to satisfy a specific

- scientific inquiry (Habermas, 1984; Morse, 1989; Streubert & Carpenter, 1995). Tt was
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reasoned, therefore, that the study of phenomena that arc complex, where multiple
realities are inevitable, and where multiple truths may present, required a combination
of data gencration methods and analysis to reveal the comprehensive nature of the

. “phenomenon of concem,

From my point of view it was dilTicult to examine multivaried facters including
human and non-human factors while using a single methodological approach such as
hermeneutic intentional ph;nomenology. Therefore, an interpretative description of
what was discursive for nurses facing advancing specialisation was considered

. necessary, However, the simple intcipretation of the phenomenon would be limited
because interpretation eould not on its own, provide an overall picture of all possible
Factors lh;t irnpacted on these nurses. The examination of human factors such as those
involving nurses, patients, and other health care professionals along with non-human

" factors such as the physical environment (including clinical or educational institutions

\1Ln which nurses, patients and other health care professionals exist), (herefore, required a

fresh, multi-faceted approach.

Intentionality in Husser]’s (raﬂscendcntal phenomenology is imporiant in the..

' e_xafnination of phenomena such as ANS and cducation. Knowledge of the subjective
world is based on human experences that are conveyed through language and are in all
consciousness. It is the understanding of the conscious experiences undertaken by
nurses as individuals (Jasper, 1994) in this study that provided Lhe subjective

. understandings of ANS and education, However, there remained one significant
problem with this single phenomenological approach. Whilst the phenomenon could be
explored using this conseiously subjective approach, it was conceivable that other
.factors from oulside the individual’s experiences that s/he may not have contemplated

or felt, was possible. To overcome this dilemma therefore, I tumed to the develepment
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of postmodern notions that were pervading the range of interpretive methodological
uppmac’hes (Lowenberg, 1993). 1concluded that the phenomenoﬁ of concemn could

I_equally be explained using a postmodem approach whereby the social world, in which

nurses live and work, could be examincd. In short, a postmodem critically discursive

approach was triangulated with the phenomcnological siudy. |

In this study, triangulation was underiaken to more fully explore the single
phenomenon of ANS and education. This exploration encompassed the ! unan factors
of two disparate groups of nurses; advancing nursc specialists and senior nurse

" execulives, as well as the non-humnan factors such as technological advancements that

- are assumed evident in nursing,

Triangulation Applied in This Study

The issue of triangulation has been an exciting development in qualitative
research since the 1970s when Norman Denzin first identified the four basic types of
triangulation. These included data triangulation, investigator triangulation, theory
triangulation and methodological triangulation (Janesick, 1994; 2000). Kimchi, Polivka
and Stevenson {1991} also make mention of two other forms of triangulation, namely,
. mul-tiplc triangulation where more than twe types of triangulation are used and, analysis
tl-ia;ﬁgulaliun where the same data is analysed using two or more analyticat approaches
for the purposes of validation. Fanesick (1994) recently added a further type of
triangulation to the list, referring this to “interdisciplinary triangulation™ (p. 215) so that
other disciplines such as education could lift out from under the inﬁuence and
dominance of psychology which was ofien seen as the only means of understanding

human lived experiences.

More recently, however, Richardson (1994), Stake (2000), and Janesick (2000)

described triangulation as a crystallisation process. This process offers an alternative
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description about the nature of madern qualilative inquiry because v;friuus disciplines
.are incorporated as a part of multifaceted qualitative research designs (Janesick). '.Thc
simiﬁcancé"ﬁf crysfallisation is that it is viewed as a research design th.at is inclusive of
many disciplines such as sociology, arl, music, anthropology, psychology, nursing and
educatio;. Similarly, Watson (1999} suggests that the discipline of nursing is
"becoming transdisciplinary" (p. 22) rather {han being displaced by the dominance of a
medical hierarchy. In doing so, nursing is reconstructing itself by creating a new view
of nursing care and healing that is crystallising as a future modet of practice that will be

imbued by all health care practitioners.

Description of the Crystallisation Process Relevant to This Study

Phencmenology that included an intersubjective critique from nurse stakeholders
comprised the two methods of choice to investigate the complex phenomenon of ANS
~and education. Methodologically this may have created a problematic framework for
me because using multiple paradigms could have distorled the findings. However,
Morse (1996) posilts that it is the prerogative of the researcher to decide which method
- triangulated or otherwise, is essential for a study, or whether it is possible that the end

product from a single methodologieal approach can be teken a step further,

'I_herefore, I chose to embark on iriangulated, qualitative methods to examine

_ multiple pereeptions of reality, In doing so, I was able to create a new generation

" research (Streubert & Carpenter, 1995) study using a combination of interpretative,

contextual and socially critical theoretical frameworks,

Part A: Phenomenology as a Method
Modem Philosephy, Qualitative Methods and Phenomenology
The 1800s and 1900s have seen a continued diversification of the philosophical

and scientifie approaches to understanding and knowledge attainment. Philosophical
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movements comprised a new form of modem logic and the term phenomenology was
first coined by an 18" Century German mathematician J.H. Lambert to describe the

seience of sppearances (Scrutori, 1995). This in & way was the beginning of what was

 considered knowledge that was subjective in nature. Howcever, 48 a psychologist rather

than a philosopher, it wes Brentano (1838-1917) who pursued truc subjcet matter.

Brentano purported his understanding of matter that was subjective, to be empirical

rather than interpretative in nature. Even though this was reflective of the positivist

scientific paradigm, Scruton indicates that this was the first time that subjective
knowledge began with the individual case: this being the first person knowledge.

This earlier development of modemn philosophy is arguably the foundation of
what is now wel established as inductive or intepretive approaches to\.qualitative
research, However, Morse {1998), van Manen (1990) and Denzin and Lincoln (1994)

suggest that the field of qualitative research docs not “.. have a distinet set of methods

hat are entirely ils own” {p. 3). The latter authors support the way that qualitative

researchers that are from the human disciplines, use a varicty of approaches, methods

and techniques, including phenomenology and discursive analysis, This being the case,

_it is reasonable to suggest that phenomenology in particular and qualitative research

" methods in general, are always cvolving, Therefore, there is not necessarily one right

way to conduct qualitative rescarch. What is agreed Iiowcver, is that a method that is
qualitative in nature is able to provide new knowledge and insights about a problem
{Creswell, 1998},

Phenomenofogy had its origins in the European philosophical tradition, emerging

from the philosophy of a laf\e 19" century German philosopher and mathematician,

Edmund Husserl. It was thought that the description of phenomena by the abjects of

experience would provide philosophic knowledge of what constitutes the reality of lived

existence in the world (Creswell, 1998; Crotty, 1996; Lowenberg, 1993). This reality
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was embedded in what Huss1e_rl termned ‘intentionality’. His search for the foundations
of knowledge per se was bas‘c:d on the assumption that beings had a conscious
- awareness of experiences that afforded slrucl.urc in being and accounted for the

“description of what is reality. As Levinas (1973, p. 40) stated, “intentionality is for
| Husserl, a genuine act of transcendence”. It.is the act_of' intentionality that is the very
cssence of consciousness and knowledge. “Intentionality is what makes up the very
subjectivity of subjects” {p. 41).
Contemporary Phenomenology
- The term phenomenology has been used widely in research. However, confusion
prevails as to the use of phenomenology as a movement, as a philosophy or method that
can be used for research purposes. In one of van Manen's (1990) earlier writings, he
| indicated that phenomenology was not really a method but “more a reflective grounding
in a deep sense, to provide for the possibility of the phenomenon of concern” (p. 173).
By 1997 however, his re-examination of phenomenology as a form of inquiry tells a
different story; that phenomenology is a inethod that proceeds from “epistemology to
application”... [and] ““from mcthod to meaning™ (van Manen, 1997, p. 350).
Furthermote, he tt.:.lls us that “phenomenological human science is discovery oriented, It
wants to find out what a certain phenomenon means and how it is experienced” (p. 29).
In other words, during phenomenological writing, lived experiences that are ofien
conccaled and invisible, become transparent and visible through language.
However, despite what van Mr-1en (1990) defines as phenomenology, he indicates
how phenomenology is a kind of questioning by an author that permits a rigourous
interrogation of a phenomenon, This interrogation includes that:
® various levels of questioning are required;
¢ there is a re-writing or re-thinking about something that is not well understood;

» the construction of meanings has depth that creates a sense of the whole;
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¢ cerlain truths are laid bare; a search l'or.lhc ontological differences in human
experience is captured;
. ﬁhcnomenology demonstrates the capabililics of an author to see and show
" phenomena in a way that s/ic is oricnted;
" new undcrstandings that belong to being are permitted to be gathered and
viewed in the end as collective thinking.
This description remains comprehensive and readily justifies phenomenology as a
method chosen for this study, as well as providing a methodological framework.
Phenomenology in Nursing
In nursing, there has been recent criticism about the way rescarchers have

conducted phenomenological rescarch that has supposedly evolved from the traditional

~ European interpretation into a North American perspective (Caelli, 2000; Crotty, 19%6).

Crotty questions researchers who have radically adapted phenomenclogy to their own
ends because the common core of European phenomenology is overlooked. What

Crotty implies about nurse researchers in particular is that “they have avidly embraced a

- form of phenomenology which developed around them and which appears to serve their

purposes well” (p. 24). They are, therefore, unabie to justify phenomenology from its

original intent, which was to describe both ihe object and subject of a phenomenon. As

. is evidenced in this study, I have taken heed of this criticism and embraced the

Husserlian tenants of phenomenology that has its origins in Europcan philosophy.

Caelli (2000) agrees with Crotty’s (1996) analysis but indicates that a clear i

" delineation exists between the North American and traditional Europcan philoso‘:'.:'ﬁliies

and styles of phenomenology. She explains that the pre-refleetive expceriences of

-individuals and the universal meanings of individual experiences arc not sought by the

‘North American phenomenologist. Rather, the North Americon philosophical approach

has been to focus on participants’ lived expericnce that is evident within o culture, such
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as nursing, and not within the context of the universal external conditions. She points
out that there have I;een at least three levels of phenomenological European approaches
most 6ﬂcn used by researchers. These may be deseribed as consciousness that is
. intentional (Husserl, 1948, 1973), on being that is exisiential and founded on the pre-
reflective accounts of life-world phenomena (Croity, 1997; Heidegger, 1954, 1962) and
thirdly, on the primsey of perception (Merleau-Ponty, 1964) where perceptual rather
" than intentional conseiousness is the foundational mode of experience. Mueh of

Merleau-Ponty's philosophy is similar in intent to Husserlian phenomenotogy; the
difference in essences lie in Husserl's interpretations that are afliliated with language of
.knowledge while Merleau-Ponty’s perceptual forms of expression is affiliated with
painting (McTaggart, 1991).

Researchers have not only adapted the above approaches, but also approaches
from other prominent French philosophers such as Michel Foucault and Jean-Paul
Sartre. These European philosophers also advanced slight variations that have non-

_ 0
discrete interpretations of what constitutes phenomenology. The slight variations are
ﬁonsidered postmodem and existential in nature respectively (van Manen, 1990),

Whilst the North American approach is culiurally embedded and therefore
different in approach, it is no less valuable and meaningful and has been particularly
appropriate for the health sciences (Caelli, 2000) because it provides an interpretation of
phenomena that is reflective of North American culture. The same .t\':"q_uld be said in
defence of Crotty’s (1996) criticisms that nurse researchers have adapted

- phenomenclogy as a hybrid research method within the Australian context,

This study of ANS and education has been developed in light of Crotty’s criticism
that nursing fails to acknowledge universal truths that describe not only the what (the
object) that is experienced, but the way (the subject) phenomena are experienccd'. This

is the fundamental reason why I chose to undertake a larger part of this study using the
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traditional European approach, At the same time I do not wish to negate the validity
_and worth of North American and Australian qualitative rcséarchcrs who use varianis of
; phenorﬁenology s a research method per se.
A Focus on Husserlian Transcendental Phenon;::no]ogy

This study has embraced the traditional European philosophy of Husserlian (1931,
‘1948, 1960, 1970, 1973, 1999} phenomenclogy. The reason why I decided to go back
to the earlier traditions of phenomenological research, and in particular, Husserlian
intentionality was bccause ol the assur_@lion that participants recruited in this study
~ were consciously aware of their mtenlto ':advancc in a chosen area of nurse
specialisation. In addition, they made a conscious decision to choose an education
program that was reﬂcé'ijve of their specialisation. Thus intcntionality is a major
theoretical ramework for enalysis specific to this study.

Whilst the information about ANS and cducation was gleaned from the nurses
* who were the respondents of this study, the way (the subject) they experienced the
phenomenon was based on their social, morzl, political and economic conditions of
existence, The choice of Husserlian phenomenology was made in order {o bring to
consciousness the experiences of the nurse that is in primordial original form. Husser]’s
- approach emphasises a systeq'!atic and disciplined methodology that uses data based on
‘the canscious reflections of the participant’s subjective acts and their objective
comparisons (Moustakas, 1994). This included both the contextualisation of the object
and the subject of the participants® life-world existence.

This was the first of two quite disparate qualitative methods used for this study.
Fundamentally, the goal of qualitative research is to interpret and understand the
difTerent worlds of others. The phenomenological approach in Parl A was the initial

approach used for this study. These findings were collated and expressed in some

semblance of order using thematic analysis. The second approach in Part B enabled me
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to further review the phenomenon of cuncer; from a postmodern perspeclive, using a
phenomenological but discursi;c analyiical approach. Thig form of analysis is
relatively new territory.
Part B: A Postmadern Critical Phenomenological Method

Introduction to Postmodemism

In the light of this study, ANS and educafion may be scen as an ideal and not as a
pathway that is of real benefit to the individual, profession and sociely as a whole. A
postmedem approach was adopted for the second phase of this study to question this
ideal, Postmodemism is an 2xtension of the modem period in history that takes the
critical approach o an ideology or understanding about phenomena that no longer secm
tra.nsi:na.rent (Irvine, 1998). The approach attempts to re-contextualise and re-define the
médem era that is embedded in reductionism, history and tradition. Nurse education for
one, remains embedded in tradition and has been institutionalised by accrediting
gﬁyenuncnt bodies (Hendricks-Thomas & Patterson, 1995).

From a critical perspective people worldwide find no realistic rcason to vest hope

. in a world that is good or gelting better (Lemert, 1997). As Lemert suggests,

postmodernism is about {he researcher questioning the inevitable changes experienced
by society and with it, the global realities of modem culture which may not atways be
for the better. He therefore asks, “what is to be made of the world-concern that
precccupies people outside the cloisters of privilege who believe the waorld is not what it
used to be?” (p. xiii). In light of this study, a similar postmodemn question could be

asked. For example, what is to be made of the concemn by me as a researcher, nurses

and nurse stakcholders alike, who sense problems associated with the demand for

advanced nurse specialists?
Postmodemism covers many disciplines and emetged in the 1980s as a

complicated term that has been pursued mainly in academic circles (Klages, 1997),
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Even 50, postmodernism since the 1970s began as a set of ideas or an enlightened
reaction, or critique of Lhe conditions of the world that has multib.lc meanings {Creswell,
_ _1998). Creswell further suggests that although it was a period of universal
- eﬂlightenm’ent, the primordial intent was to highlight the negative conditions that
prevailed since the latter parts of the 19" Century and to show the imbalances of power
and struggles often felt by individuals, Learning to understand these conditions allows
open discussion and possible discourse from those people or groups who may have
. considered themselves marginalised or from those who continue to werk and live with
contradictions such as nurses, doctors or any other health care practitioner.
By using intentional phenomenology and critical phenomenology, I was permitted
another means to erystallise the deconstruction (Fontana & Frey, 2000) and
' reconstruction (Denzin & Lineoln, 2000; Outhwaite, 1994; Watson, 1999) of the
phenomeﬁbn of concern. In other words, intentional phenomenology provided an
understanding of people who invested in nurse specialisation while posimodem
discourses evident in critical phenomenology offered insights of people such as nurses
who felt marginalised, sceptical and critical of ANS and education. The freedom to
“4yrite about a phenomenon that is eritically and socially motivated enhances the
phenomenological approach that may be interpreted by some critics as merely
descriptive in analysis,
From another critical perspective, postmodemism Lhat is qualitatively discursive
- in nature may reveal @ move away from obsolete roles which do not reflect the
" specialisation, sophistication and autonomy of modem nursing (Watson, 1999). Watson
is passionate about a redefining and reconstructing of nursing that providss a delivery of
health eare Lhat is harmonious with other heallh pmfessions such as medicine,
However, she appears to have an idealised view here because she emphasises an

“emerging erder in the midst of chaos, for all nurse practitioners” (p. 104). This
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suggests Lhat the negative conditions experienced by nurses may not neccssarily be

interpreted as destructive, but observed es a paradigm shifl that is enlightening.

.Resean:h needs to be carried out to see if the paradigm shifl to an “emerging order” is as

positive as Watson believes it will be.
The triangulated approach used in this study, therefore, provided me with the

added capacity to undertake a sociological critique of the phenomenon of interest, Both

: negative and positirs issues are examined and discussed in the theratic findings of this

study.
Postmodemnism and Critical Analyses

"The critical approach to philosophical thinking, writing and research had its

_ beginnings from the Frankfurt school in Germany afler World War 1 (Stevens, 1989).

N

- (Critical theorists during this time provided discourse analyses on the development of

capilalist societies where the taken-for-granted conditions and traditions of democracy,
bureaucracies and employee-employer relationships required exploration with an open
and critical mind (Murray & Ozanne, 1991). Discourse analysis involves an
examination and exposure of the current sociocultural, political and economic condition
of modem seciety that can be extremely oppressive (Fiske, 1994; Wells, 1995).
Rese.;rchers who embrace this methodological approach are interested in

critiquing forms of domination and oppression that may be experienced by silenced and
W

‘marginalised groups in society. This may include the changing of activities and

relationships of leanicrs as consumers or clients of education, or courses as packages
(Fairclou gh, 1992) that are sold to clients. Other examples include changing |
relatioﬁ\ships between doctors and paliems. {clients), politicians and the public, and
health care professionals, employers and employees. Fairclough suggests that changing
relationships are discursively constructed. In this study, I decided to undertake a |

hermeneutic (interpretive) discourse that concerns the relationship of ANS to nurse
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education. The outcome of undertaking triangulation of data in this study resvited in a
search for an appropriate discursive methodological approach that could illuminate the

nexus bctweeﬁ ANS and education. A decision was made to use Crotty's (1998) critical

- phenomcnology to guide Pant B of this study. Crotty based this on Habermasian

discursive communicative competence.
Part B: Crotty’s Phenomenology and Habermas's Discourse
Habermas’s interpretation of knowledge is one that is “never pure, [and] always

founded in universal human interests” (Lemert, 1993, p. 414). Habermas speaks about

. different human interests such as technizal, practical and emancipatory. According to

Ulrich {1983), emancipation is fundamental to interpretation and understanding because

it is possible to interpret historical events “as processes of individual growih and social

" evolution” (p. 65). In this way it may be possible to re-interpret nursing’s recent

transition from the apprenticeship model of education to the tertiary model.

Onone hand, the move to a tertiary model of education that fosters theoretical,
professional and interdisciplinary knowledge, is a result of sociat evolution. On the
other hand, it is the result of individual growth from the time when nursing was
historically embedd;d in the care for the ill and insane, and necessitated a degree of
personal humility, suffering and subservience to all professions of the day. Hovrever,
whether the change to university education was through social evolution or personal
growth, both pméesse.s are founded on universal human interests. Jli

. . , /
This study of intersubjective experience and knowledge is__a__lse_-ba{sed on the

. premise that meaning enables people to empower themselves (Street, 1990). In relation

to nursing, Street argues that scholars perpetually write about nurses as being

' disempowered because they do not vaiue the development of oral skills as opposed io

written practices that are embedded in language. She adds that nurse scholars in

particular continue to claim that nurses resist the development of nursing as a cuiture
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based on written practices. It is possible (heref;zre, that nuree seholars may have

mi;ealculale{\tq?ursing's communicativc praetices because Street, and a decade later,

" Rolfe (2000} ;nd Walker (2000) claim that “...nursing is an oral culture” (Rolfe, p. 83).
Therelore, it is vital that these assumptions be rc-explored and that nurses furiher
examine and expose these scholarly views by “conslructing telling arguments or
critiques thmuéh conversation” (Street, 1990, p, 5) with a range of health care
clinieians, including nurses. !

Even though nursing is an vral culture, the 's%iéh(iﬁc culture however, fails to
embrace the narrative voice of daily conversation as empirical knowledge (Rolfe, 2000;

" Walker, 2000). Té overcome this disoourse,.the authors and Street (1990) suggest that
sociologists should challenge this status quo by affirming story telling as a research

. method Lhat is able to exprg:’i'; cultural knowledge embedded in nursing. As a result, 1

decided to use Crotty’s (1998) version of critical phenomenology based on Habermas':

communicative discourse in this study because it was one way of engaging in story
telling via the oral kmowledge from nurse stakeholders,

- Crotty believes that the adoptiqn of language as a research strategy has an affinity
to Habermas® critical theory. That is, hurna.n.kiﬁd is competent in the use of language
that is based on a shared understanding (Brand, 1990). What is common to
‘phenomenology and central to communicative discourse is that shared meanings are
competen'l!y expressed in language or conversation, and not exclusively on the written
word. The extension of Habermas’ theory however, is that communicative action is
motivated by the individuals’ ability to reason (Brand)., This presents as an analysis of
rationalisation from a social perspective that focuses on *.. the intersubjective
' achievement of shared understanding” (p. 14).

Overall, the tenels of Habermas® social theory and more specifically

communicative competence (Brand, 1990; McCarthy, 1990) are based on a scientific

LA
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inﬁuiry that is socially critical and emancipatory. Even so, White (1995) suggests there
have been meny modifications to Habermas® theory becnuse there is no single coneept

' thai remains straightforward. Habermas’s conceptual framework is made plausible
" however, because the concepls are interrelated and generate ...more coneeptual, moral,
~ and empirical insight than altemnative approaches™ (White, p. 7).

A triangulated phenomenological approach therefore, provided a deconstruction
and reconstruction of the phenomenon of concern.  This permiited me to uncover any
distortions and constraints that may impede individuals (Stevens, 1989) or groups in

_their work and lifestyles. Habermas (1987) himself refers to his communicative action
as Lhat which advmceﬁ Husser}’s phenomeno-logical analysis. This communicative
action refers to a collective consciousness that is identified by the narrative of historical
events and social circumstances. The collective consciousness in this study is in Part B,
the focus group of nurse stakeholders.

Summary and Rationale for a Qualitative Approach

The desircf"to make sense of ANS and education requires 2 qualitative inductive

: appro.ach to analysis because little is understood of this phenomenon from those who
have lived i_he-,phcnomcnon of concemn. Intentional phenormenology that is interpretive
(hermeneutic) and critical phenomenology that is discursively communicative and
_ intersubjective, are appeopriate to this study because of the rapidity of change. These

" changes ineluding the technological revolution, demands for fnite health care resources,

_and the corperate world of educ.ation have arguably led to a situation where people may
find thernselves in transition or in a tenuous situation. )

_I have endesvoured to understand and interpret both the affect and cffect of ANS
and education on individuals and groups. It is important that the endeavour of this

study is not the identification of the specific social changes per se, but the lived
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e_x_periénces of advancing specialists and stakcholders who live snd work within a world
that is socially contextual and changing.

| The tensions of ANS in particuiar, are distorted by the consistency of socictal
change, cducational marketing, enlerprisc work agreements, and technalogical
advancemenis that add uncertainty to all health care professionals {Parker, 1999) and
_punicul_arly. the eareer oplions for nurses. These latter issues constitule the contextual
* nature of ANS and cducation s a nursing phenomenon. Therefore, a deconstruction
| where the participants’ and researcher’s social biases are laid bare (Fontana & Frey,
2000) and a reconstruction, where the historical material values (Denzin & Lincoln,
2000; Quthwaite, 1994) relevant to advanced practice, were underiaken to understand
the nature of this phenomenon,
Chapter three will extend”this discussion further by relating the methodotogical
choices to the research design appropriate for this study. 1n addition, adiscussion of the

audit trail in order to maintain the rigour required for a qualitative study is provided,

<l
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CHAPTER THREE
The Theoretical Underpinning and Methodological App_ruaél'__nl_ to This Study

| ._Iﬁl-l‘ﬁ_rluction ' i"

My input as a rescarcher intimately invelved in a phenomenological postmodemn
study required methodological explication and reflexivily so that authenticity and
v_alidity was assured as much as possible. The cutcome of my methodological approach
demonstrates how and why I adopted a particular ontological approach, methodologies
end methods of data collection. The purposc of this chapter therefore, is to discuss the )
.lheoreﬁcal perspective relevant to this study, methodology, and the rigour primarily |

associated with Parl A of this qualitative inquiry.
Phenomenology as a Postmodern Theoretical Perspective

Knowledge that is interpreted v~ries in clarity from individual to inldivi:ﬂual
(Tucker, 1998). According to van Manen {1990) phenomenology is sometimes used
“,..when the descriptive function is emphasised, [and] ‘hermeneutics’ when the
emphasis is on the interpretation” (15. 26). Even so, whilst the theoretical perspective

.:"r.:,onceming description and interpretation may differ, both are founded on the
epistemological framework that is based on subjectivism (Crotty, 1996). Neither the

" concept of phenomenology nor of hermeneutics call things into question nor predict

: ~ outcomes, but simply present things as they are (Crotty, personal communication, 4"

December, 1996). This study about nurses who undertake advanced practice is oriented
to a human science that uses phenomenology to present what a certain phenomenon

means and the way (emphasis added) it is experienced (Crotty, 1956; Moustakas, 1994;
van Manen, [990). According to Crotty phenomenological nursing research hos had an

over emphasis of phenomena that is solely based on the individual self as object. Crotty
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believes Lhal the endeavour of authentic phenomenological inquiry is to seek *.,.an
" intentional analysis that embraces both object and subject ....i.¢. on their being-in-the-
world and their being-with-others” (p. 125). This view mirrors Moustakas' (1994) view
. that being-in-the-world as the “object” is considered texiural in content rather than
contextualised, and is described as a phenomenon that stands alone. The “subject” on
the other hand, provides structural content that is contextual, and refers to their being-
with-others.
I chose to take this theoretical perspective because this study is in keeping witlh
* Crotty’s emphasis. That is, there are two main phenomenological foci. The first is that
of the “object” in this study, which relates to the experiences on _indiviclual advancing
nurse specialists and stakeholders on their being-in-the-world that provides an
interprefation of ANS and education. The second phenomenological focus, the
“subject”, relates to the way that nurses experience ANS and education within the
) conlexf of the social, moral, political, economic and personal conditions of the day.
In carrying out such a phenomenological approach, I am convinced that
Moustakas (1994) f;.nd Crolty (1996, 1998} have similar theoretical perspectives of what
. constitute genuine phenomenological studies. These reflect my own perspective, There
is in general, agreement that human understanding and meanings are an outcome of
human experience and that the object and the subject are studied so that phenomena can
be viewed in their entirety. To take this view a step further, it is argued that the
.separation of subject and object in qualitative research actually weakens the results
because a researcher is limited in constructing theory that is relevant to a phenomenon
(Minichiello, Sullivan, Greenwood, & Axford, 1999). In this study for example, a study
of the experiences of nurses that ignores the subject or contextual issues surrounding
~ ANS and education; such as the way that nurses experience work place agreements,

education programs, and the health care system in which they function, would offer
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Iimited depth of analysis to this study. This is because the way nurses may reflect on
being-with-others, wél]'?lld not be analysed.
- Similar to Crott;'.’. ‘.'iéi.vs. Moustakas (1994) describes one's being-in-the-world
" ‘as noema and one’s being-with-others as noesis, In my vicw, both are central to
understanding the theoretical perspective of Husscrlian (1948, 1973} transcendental
phenomenology. Moustakas® explication of what is noematic and what is noetic assures
" me that I am able to glean the evidence of perceptual meanings that constitute reality.
| “The noema is that which the RN in this study cxperiences, that is, what sthe “sees,
touches, thinks, or feels” (p. 69) and the noesis is the way in which the what is
._ _expeﬁenced, that is, how s/e (hinks, rellects, feels, remembers and judges. My
argument therefore, is that Moustakas and Crofty imbue noeses as those experiences
‘that are able to “...bring into being the consciousness of something” {Moustakas, p. 69)
and ultimately, provide the telling experience from pariicipants that ic intentional and
ablé to support mcanings that are real in relation to the participants in this study. I
therefore contend that to study the noema (the object) alone would only provide a partial
textural view of the phenomenon. It is ultimately the noetic inlluences shared by the
RNs that would deseribe the social, contextual, and therefore, structural experiences of
ANS and edueation.
Together, the object that is noema and the subject that is noesis afford the
intentionality of consciousness to which Crotty (1996, 1998) and much earlier, Franz
. Brentano (1838-1917) and Brentano’s pupil, Edmund Husser] (1859-1938), espouse.
That is, every mental act constructs meaning and is essentially intentional whereby the
world is made intefligible (Levinas, 1973; Scruton, 1995), 1 believed that the nurses in
this study would be able to consciousty reflect on both the object and the subject
bccause they were currently living and experiencing the phenomena surrounding ANS

-and education.
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The issues of object and subject were aligned with my assumptions (Appendix C).

* - As1waspersonally involved with the interviews and data gathering, the explication of

. my assumptions was carried out to clarify my personal value systems and to
"acknowledge areas of personal power, biases and degrec of subjectivity that I felt
.required periodic review during both parts of my study. At least 12 basic assumptions

. relevant to my study were considercd. Scme were adapted from Kinchcloe and
McLaren (1994). The explication of my personal belicfs above reflccied the Husserlian,

" Crotty and Moustakas objecl/subject phenomena. Each statement incorporated the
object [hat is textural experience and is then contextualised to include the subject, that is
the humen experiences with others in society. My assumptions acknowledge what |
believed was Lhe significance of the obj:_;lpi.ll-;subjcct nexus that is intentional reality.

':Fur(hermore, the explication and period:ifc &fenal to my assumptions from the onset of

_ identifying the problem statement was nccessary in order to maintain focus on the
research problem statement and how I would reflect on my developing thematic
analyses (Appendix D},

One of van Manen’s ({990) approaches to analysis was incorporated as an
additional guide to the underaking of this study. Keeping cognisance of the
Husserl/Crotty/Moustakas framework where both object and subject were
contextualised, the ‘analyzing approach’ suggested by van Manen (1990) and adapted
from Streubert & Carpenter (1995), resulled in the following four steps as a guide for
analysing the data;

1. Tum to the nature of lived experience by orienting to the phenomenon, i.e., keeping
.. focused on the question and explicating all assumptions listed.
2, Explore the phenomenon by generating data using personal experience, consulting

| phenomenological literature and searching the existentiatism (nuanees) and

deseriptions from the parlicipants,
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3, Reflecton the data in order te isolaic and glean thematic statements that arc
iinguistic descriptions of events,
4, Writc up the findings by varying the examples, writing and rewriting.
Q\
Therefore, in undertaking what may have appeared to some to be an eclectic approach
to this study, I belicve that a theoretical perspective that is noemaltic and noelic in

analysis, provided a eritical inferpretation of the phenomenon of ANS and education.
Method of Data Gathering and Analysis; The Interviews

Questioning from an interpretive paradigm is open-ended. This allowed meto
"utilise my listening skills during the interview process (Creswell, 1998; Denzin, 1989),

- During the conversational interviews (Gubrium & Holstein, 2000) with each RN in Part
A of my study, ] anticipated a series of probing questions that could be drawn from the
responses from one single open-ended question. This single question was posed at the
beginning of the first of two rounds of face-to-face interviews with each participant, No
specific prompts were orchestrated and the conversation with each RN foflowed
spontaneously. Further inquiry on my part included non verbal cues such as a nod or by
_ _' saying, “tell me more.” This linc of inquiry continued with the conversationat flow and
progressed, based on what the participant wished to say.

In short, additional prompt questions drawn from the first round of interviews
with each RN was not planned because I wanted the conversations to evolve naturaily
(Eggins & Slade, 1997). However, what evolved, as a result of the preliminary analysis
of the first round of interviews was a list of review questions (Appendix E). Therefore,
prior to commencement of the second round of interviews, cach RN was informed that [

had a list of questions that were drawn from his/her first interview with me,
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The opening question to cach RN for the second round of interviews some six
months later was simitar lo the lrst. However, il was slightly altered to reflect the RNs’
progress in their studies. The opening question asked of cach RN therefore became,
“now that you are ncarer completion of your sfudies, tell me about your experiences and
decision to engage in this program of study, and how this has impacted on you.” I then
introduced the list of review questions as the conversation permitted during the
intervicw.

The list of review questions ranged between 10-20 questions specific to each
participant. These questions proved to be advantageous because they were trajectory in
intent (Sandelowski, 1999), participant sensitive and afforded further reflection,
clarification and expansion on issucs raised in the first intervicw. As aresult, [ was
more confident that I had gleaned as best I could from what each RN believed was |
worlhy of discussion. It is this level of questioning that adds rigour to & qualitative
study (Beck, 1994; Sandelowski, 1993; Silverman, 1993; Thome, Kirkham &
MacDonald-Emes, 1997).

One parl of the rigour required in qualitative research pertains to an iterative
approach during data gathering and analysis {Grbich, 1999; Thompson, Lecander &
Pollio, 1990; Thome ct al., 1997). [ considered that the scheduling of a second
interview with the same RN six months later would allow me 1o review and compare
each parlicipant’s transcript for any variance that was considered either unseliable or
acceptable evidence. The reason for doing so was fourfold; a) to capture any
“experience-distant perspectives” (Benner, 1985, p. 9), for example, when participants
were offered or gained a promotion between the time of their first and second
interviews, b) to capture any “phenomenological variation” (Sandelowski, 1995. p. 181)
over time, for example, when a parlicipant reviewed her progress in her studies and

decided to defer her enrolment, c) to capturc a change of status position between the
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interviewee and interviewer (Silverman, 1993), for example, me being an unknown
rescarcher lo a participant to me becoming a parlicipant’s mentor, or d) to capture a
change of life-style circumstances, for example when a participant moved housc or had
to deal with the death of a family member during her advancement.

The siz months spacing between the first and sccond interviews with the
participants in my siudy was also underlaken because phenomenological data is
inhcrently retrospective (Sandclowski, 1999, van Manen, 1990). The authors suggest
that individuals cannot rcflect on an experience that they are currcnily experiencing.
Mindful of this, and knowing that the ﬁNs in my study werc currently experiencing the
phenomenon of interest, I undertook the longitudinal approach. This strategy allowed
for the possibility that some participants would complete their chosen program of study
by the time of their follow-up interview, and therefore, able to reflect on thcir
advancement retrospectively. In effect, three of the 13 participants did complete their
study program on or prior to the time of their second intervicw. In all, each RN and I
had the opporiunity to reflect on our [irst interview (by revicwing the transcript
together) and to draw on this interview prior to and during our second conversation,

As the sole interviewer in both parts of this study, my role as a listener was
considered essential to ensure neutrafity (Ahern, 1999), Maintaining a relaxed and non-
threatening approach during the interviews, parlicularly if and when a RN wished to
confide in issues that were sensitive in nature to them supporied the notion of neutrality.
This enabled me to gain the confidence and desired trust between the interviewer and
interviewee. Furthermore, any anxiety I experienced focussed on ‘being-at-ease’ and
accepting of statements that a participant felt was queer or unusuul. The imperative was
to ensure non-dominance over any participant, This latter perception was most likely
related to the fact that six of the 13 parlicipants in Part A and &l stakcholders in Parl B

had had prior contact with me from a professional perspective. The concern here was
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the participant’s possible discomfort in sharing storics (hat may be secret in nature or
too sensitive te reveal to an already known identity. However, my initial concems
proved to be ill founded on the basis that the padicipants volunteercd to participale
knowing that a prior rclationship had already cxisled between the partics. This in fact
proved to be an additional and positive iccbrcaker.

It is possible that from the participants’ perspective, the intimacy of facc-to-face
interviews may cause some feelings of discomfort or self-doubt, paticularly if the
nature of the phenomenon is sensitive to them. Howcver, van Manen {1950} suggcsts
that increased awareness, moral stimulation, thoughtfulness, and a sense of liberation

" are positive outcomes as a result of participant involvement in interviews of a
phenomenological nature. This proved to be the case with every parlicipant in this
study. Each voiced their appreciation and opportunity to be heard and understood, and
most of all valued for their contribution as likely co-authors of the study.

In a second example of neutrality, I was concemed that one participant advancing
specialist did not feel obligated to undertake her planned second face-to-face interview
with me. Her interview was scheduled on the same day following a rigourous seminar
presentation she gave to nurse colleagues. Whilst the seminar bore no relationship to
this study, I was concemned that she might have felt an inordinate amount of anxiety that
related to her seminar presentation. Ioffered this participant a deferment of our

interview but she was happy to proceed,
Maintaining a Phenomenological Audit Trail

To ensure continued rigour in qualitative analyses and check for any potential for

bias, co-coding' with a panel of experts (Janesick, 2000; Streubert & Carpenter, 1995)

! Cocoding: Thank you to my colleagues Drs Adrian Morgan and Yvonne Hauck for their support as co-
caders in my study. Both are experienced qualitative rescarchers.
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proved fruitful. Two nurse colleagues with expertise in qualitative rescarch were given
a weék to separately enter their coding of two of my RN interviews. These were sent (o
each as hard copics. My coding of these segments were not revealed to cither colleague
at this stage. A meeting over a funcheon with my ealleagucs was convened a week [ater
to verify and discuss our coding. As a panel, we confirmed my reasoning and
interpretations with randomly selected code words from two participant excerpls.
Consensus was achicved, for example, with code words including “public prafiling” and
“critical reflection™. Each colleague had created *collaboration with others” and
“collaborative relationship” based on the same participant segment, These code words
were similar in meaning to what I had coded to be “public profiling”. In anather
segment my code word “critical reflection” was interpreted by my colleagues as
“reflection: critical appraisal” and “reflective practice” respectively. Whilst there is no
claim to an exact match of word use during this part of my audit trail, the language and
meanings nevertheless were considered by cach of us to be similar in context.

To ensure validity of qualitative data that is truly reflective, collected and
; analysed, it was nccessary to demonstrawe an open and systematic approach to my
interview data as no onc method can be used for all types of qualitative data (Burnard,
1991). A journal {Janesick, 2000; Rodgers & Cowles, 1993; Streubert & Carpenter,
1995; van Manen, 1990) that incorporates a diasised chronological log of cvents and
personal observations (Appendix F) enabled me to reflect an the events and execute my
rescarch strategies for the duration of the study. At the same time, this assisted me in
generating an audit trail of events that minimised the potential for bias (Ahem, 1999,
Morse & Field, 1995) such as favouritism for one RN over another, For example, [ was
aware that I might have favoured a RN working and studying in the perioperative
setting because of my interest in this area of specialisation. Keeping an andit trail of my

reflections maintained my awareness of this potential for bias.
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Included in the audit trail was the cancellation of the sccond intervicw and
withdrawa] of data from the [irst interview with a participant, namely “Isabelic”. The
data was excluded from the study because fsabelle revealed prior to scheduling of a
second interview that she was not currently corolled in a course of study, but had
completed advanced specialist studics some ycars ago. Onc of the inclusion criteria as a
participant in Part A of this study was that s/he must be currently enrolled in a specialist
nurse education program. A sccond jnterview with Isabelle, therefore, was not
conducted and the participant withdrawn framn the study,

Each participant was posted a personal letter of thanks for their participation
{Appendix G} at the compietion of the first round of interviews, At the same time a
typed copy of the first interview transcript was either posted or handed to each
participant prior to the scheduled second interview, This gave each RN a minimum of
twé-wecks or more to read, preparc for, and offer any feedback, such as lack of

A
aulheq:tic'itf, inaccuracy of interpretation, sensitivity of information given, typing errors,

é.nd oil';;ér any additional comment if so desired. All 13 participants returned verbal
feedback to confirm for accuracy of their first franscript (Appendix H). Five ofthe 13

RNs, namely “Brenda”, “Carla”, “Fiona™, “Helen” and “Qlive™ highlighted typing
errors while Carla and Olive communicated their sensitivity of revealing their partner’s
enrolment in a specific university or naming lier own place of specialist experience
resﬁectively. Olive drew my attention to a segment of our conversation that was
sensitive in nature, and indicated that I should exciude it from the data. Alsa, Olive
corrected two words that I had transcribed to read 'instability’ rather than ‘invincibility’
and 'change!, rather than 'chance’. These transcribing errors on my part may seem

minor, but without a member cheek, can distort meanings and, thetefore, interpretations

that are truthful,



41
A third visit or postal contact followed with a copy of the second interview
transcript given to each Part A participant. Once again, a personal letter of thanks and a
written invitation to provide feedback or to voice any eoncerns they may have had was
forwarded to each (Appendix G). This was done to underiakc a member check for
framing of the interpretations (Beck, 1993; Janesick, 2000; Linealn & Guba, 1985),
Written feedback that required correclion of typing errors from the second interview
transcripts was gained from two of the 13 participanis only, namely Olive and Fiona.
Six RNs personally communicated to me that the transcriptions were accurate in
interpretation and offered no further written fecdback. The remaining five RNs oflfg.red
no confirmatory feedback following receipt of their second transcript. As with all
participants, each was pleascd to keep both transcriptions for their own personal
refereiice. All RNs expressed that they were pleased to share their accounts and valued
their contribution to the study. Nonc felt it a threatening or arduous expericnee, but that
the experience pave them the opportunity to talk with a colleague and to tease nut issues
that they may not have always considered worthy of discussion.
More significantly, it was discovered afler the second interview with Olive that
- the second side of the taped conversation failed to be recordcd. There was no cause for
alarm however, as I was able to refer to the list of prompt questions that I had prepared
prior to my second interview with Olive. The keeping of a hand written log of prepared
review questions {(Appendix E) that emerged from the first interviews with each
Hanicipant proved to be not onfy systematic, but in this case, forluitous. This action
also enhanced my ability to link content from the first interview at the time of the
second interview. I was able by process of elimination, to check for the content of the
conversation that I had unwittingly not taped with Olive. It was uncanny that the last of
all my taped 28 interviews partially failed because of operator error, This totalled some

19 minutes of untecorded conversation. On discovery of this incident, [ communicated
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to Olive what had happencd and scnt a hard copy transeript of what had been
successfully tape-recorded (45 minutes of conversation), with the addition of a briefly
written outline of the issues I noted that we had discussed. Oljve returned by post, an
extensive wrilten account of her perceptions based on the prompts and what she recalled
that she had said at the time of the interview. Her written namatives were added to the

{inal transcription and subsequently inciuded in the data analysis.
Preliminary Analysis of the Interviews

During my preliminary analysis of the _sccond round of interviews with the
advancing specizalists, I noted that some information from the first round of interviews
was not necessarily addressed in the second round. This is because it was not relevant,

already exhausted in description, or not considered an issue with the paricipant as a
| whole. However, what [ did difTerently at the end of the second interview with each RN
was to ask three set but open questions. The firsi iwe questions may not have been of
interest to the parlicipants but it was possible that asking about, a) their experiences of
the accreditation process of health care organisations, and b) their thoughts about nurse
eredentialling, would reveal a common understanding ahout issues relevant to nurse
specialisation. The third and elosing question allowed each parlicipant to share his/her
future plans in nursing and to add any other comments that they desired. On completion
of the second round of interviews, each RN was given a copy of his/her second
transcript to analyse and provide feedback before I undertook the final data analysis,

Apart from a review ol my deta by my co-coders, I went back to the parlicipants

at least twice (each with a copy of his/her first and second transcriptions) and to four
participants a third time to share in a review of my thematic analysis. Beck (§994b)
refers to this as a me;?'lbcr check., Two parlicipants only were interested in reviewing

my thematic analysis. This may account for the greater interest the RNs had in the
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concrete descriptions of their own experiences rather than the synthesis of my overall

thematic analysis (Sandelowski, 1993).

Coding of the Data

Coding of the interview data and thematic analysis shifted from my manual entry
into a small code book to the ¢leetronic medium once all interviews were completed. A
more detailed and expanded interpretation of each code word and theme as they
emerged, was entered into The Ethnograph v5.0 (Seidel, 1998) computer program and
tisted under ‘memos'. A detatled description of my interpretations with significant
synonyms and antonyms that were deemed to be useful at the time of writing up of the
tesults ol the study was entered progressively, Besides, a visualisation of the changing
*family tree' of code words and themes viewed in The Et]mograph could be retrieved as,
and when, required. [ was able to view, reflect on, and check for sequencihg and best
fit, The computerised 'code book' was automatically dated and updated as the data was
scanned for new or changed code words. At the same time, each code was linked to the
relevant participant identifier. For example, 'A 1' for Andrew’s first interview, or 'Q 2!
for Olive's second interview. This action allowed me to create, redefine, recreate or
merge code words with a degree of clarifying confideuce during the whole analysis until
the resting family tree with core themes, categories and sub-themes finally evolved.

Further rigour was undertaken by sceking discussion and review of my thematic
analysis and coding. The aim was te confinn authenticity of the data analysis (Beck,
1993, 1994; Streuberl & Carpenter, 1995), This additional member check was
eonducted over the telephone soon after completion of the seeond round of interviews
with two paricipants, namely Andrew and Helen. Bath ugreed to offer constructive
criticistn of my thematic analysis, This was underigken by telephone at their request. A

meeti.ng with Helen was improbable as she lived some 400 kilometers away., We
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discussed some of my coding and confirmed that code words such as 'bcing collectively
invisible’ and ‘being rejected’ were not what she would have imagined but plausible
nonetheless. Much discussion took place concerning how she compared with the other
participants. It was nccessary to clarify with Helen that [rom a phenomenological
perspective, the study was not based on comparisans with others but of life expetiences
that was relevant to cach. However, the code words that I discussed with her were
deemed plausible and relevant amongst all participants.

I requested that Andrew verbally critique i interpretation of the dialogue from
our interviews. In doing so; I suggested that he tell me if and when he [elt that sﬁline of
my code words, themes and supportive narratives were plausible to him. During the
proeess, Andrew listened and made response to my interpretations of at Ieast 50 of the
73 code words that had emerged [rom the data. Andrew was positive and somewhat
elated with the interpretations and indicated that eredibility was evident, He stated that
“it reatly provides me with an understanding of what [ do” and fcit a detailed sense of
the whole.

In conclusion, & consensus about the authenticity and accuracy of all first round
and second round interviews was reached. Further validation of themes and code words
that emerged during my data analyses by participants that voluntecred to undertake a

member check, was achieved,
Validity/Trustworthiness/Inter-Rater Refiability

In qualitativé inguiry, the explanation of tmustworthiness as against validity and
reliability is documented (Beck, 1992; Carr, 1995; Lincoln & Guba, 1985; Morse, 1998;
Sandelowski, 1993; Sircubert & Carpenter, 1995; Whittemore, Chase, & Mandle, 2001).
Creditability or the truth-value of the data gathered from the interviews in this study was

achieved when each RN was able to confirm his/her transeript as an accurate account of
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the conversational intervicws that took place. The interpretations in the form of
transcripts and written or oral feedback were believable, recognisabic and the
pariicipants were able to relive the experience.

Auditability is achicved by the listing of themes and codes thal are subsumed by
the meanings derived from the data. In addition, an extensive audit trail of my decision-
making comprising my p'crsonal reflections, fournal :_l__nd logs inthe form of ficld noles
was maintained as an audit trail of why, whal, how and when themes emerged
(Appendices D, E, F, & H). Transferability or [ittingness is afforded when a reader or
others from the same or similar disciplines accept the narratives as plausible accounts of
the phenomena under examination. Moreover, the namvatives can be applied to the real
world or the findings fit into another context. The use of co-coders for example
demonsirates this.

O Lastly, confirmability is gained when the reviewers of this thesis are convinced
that auditability, creditability, and fittingness are achieved and that the data is
fundamentally free from bias even though it is considered value-laden. My explication
of how I maintained bracketing and the sciting aside of my assumptions during the

study provides evidence to substantiate my asserions of confirmability,
Saturation of the Data

Reaching saturation of the data is yet another issuc that [ took into account; that 1
" had undertaken an exhaustive account of the phenomenon under investigation {Talbot,
1995). Indication of saturation in this study was evident afler review of the first round
of phenomenological intervicws and belore seheduling of the sccond round of
interviews. No furlher code words were being created. In cffeet T had reached the stage
when my search for further code words resulted in the collapse and integration of code

words that had already been defined and the ereation of significant themes, For
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example, when the participants urged that they should maintain ‘credibility’ of practice
or when they 'fantasised' about advanced practice, or when they believed others were
'hypocritical' about nursing, or described 'paradoxes' that were incongruent to their
understanding about ANS or education, the codes were collapsed to link with my
original code of 'idealism'. The code 'idealism' emerged in each interview, whilst the
four codes mentioned above were scattered disproportionately throughout all 13
interviews.

This may also be viewed as a process of clarifying code words, segments or
meaning units (Colazzi, 1978; Denzin, 1989; Diekelmann, 1992; Giorgi cited in
Moustakas, 1994; van Kaam, 1966; van Manen, 1997) which is a common style.
Furthermore, the process equipped me with the flexibility and freedom to be creative
during coding of the data and to conceptualise themes that were effectively more
concise in the number of codes, without loosing meaning.

The frequency with which the codes and themes occurred in successive interviews
and until no further information could be found, provided further evidence of saturation
of the data (Streubert & Carpenter, 1995). The Ethnograph program was useful in this
endeavour as the numerical frequency and sorting in alphabetical sequence of codes and
themes were automatically archived and retrieved in an easily interpreted spreadsheet
(Appendix I). Furthermore, the number of segments that related to each theme, sub-
themes and code were easily calculated. This provided me with a sense of confidence
that there were many supporting narratives from which I could select and at the same

time, demonstrate saturation of the phenomena.
Using Critical Reflection

Maintaining a critical perspective prior to proposal writing, during the data

analysis and finally during the writing and rewriting of this study enabled reflexive
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bracketing. This critical precess enabled a continual and evolving review, return and
ultimately fingl revelation of all possible faceis of the phenomenon of interest. Ft also
cnabled me lo maintain rigour in further probing of issues to conceive as best possible,
individual conversations during the data analysis. For example, I maintained a log of
weekly readings in the national newspapers for the duration of the study, These
newspaper articles, journzlistic reports and reflections were read and gathered from ‘The
Ausiralian’ and 'Weekend Australian' newspapers and the clippings logged on a weekly
basis into an exercise book for periodicat reflection. The arlicles comprised a mix of
philosophieal issues relevant to the current political, saciological and life-style issues of
theday. Theseincluded, but were not exclusive to, issues on medical infallibility of
health care services, family law issues, university education and learning, globalisation
in the work cnvironment, technological advancement, and matters pertaining to the
nursing shortage. This log of arlicles hcighlcnc_gl_ my awareness of current national
sociological, political, economie and psychological issues that may have impacted on
any of the participants duning the data collection.

It was important that [ did not work within a vacuum, but ultimately be aware of
any jssue that may have had relevance in terms of the contextual nature of the
phenomenon under investigation. Not only was I more aware of what was known or
said publicly, but mote observing of the subject that is contextualised. Whilst this may
be seen by some to negate the act of bracketing that is phenomenological reduction
(Scruton, 1995, p. 253), “[a]l] refercnce o what is susceptible to doubt or mediated _by
reflection...was.. .excluded from the description of every mental state” (p, 253) at tlllc
time of coding each phenomenological interview. In other words, my eritical approach
was placed in abeyance at the time of interview with cach of the 13 RNs and focus

group of stakeholders, Any genuine interaction with a participant during a taped
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conversational interview required entry into his or her subjective world rather than

maintaining a personal critique of what was being said.
Reflection in Action

Reflecting on myself as well as others during the data collection and even more so
in the analysis, enabled me ta gain useful knowledge and insight that I might not have
olherwise thought possible. 1 was able 10 mobilise and focus my attention on what
Hirschhomn (1991) describes as common “triggers™ such as *...anomalies,
contradictions, and metaphors™ {p.122) when carrying out the inlcrviews. The sharing
of other’s experiences relating to advanced nurse practice and education proved to be a
source of leamning for me.

What became cvident during the data analysis in particular, was the consistent
manner in which I reflected on and interpreted the RNs' conversations. This in tumn led
me to consistently check the meaning of each code word as it emerged. As aresult,
developed a protocol for quick review of ongoing analysis. While doing so, [ kept a
number of memaos to reference my thoughts and why I armived at a code word. A small
hand-held memo book of code words that listed each new word in alphabetical order
and under each parlicipant’s name became my chief reference source. [ also gave each
pasticipant a pseudonym for purposes of privacy. In doing so, I sequenced the
pseudonyms in alphabetical order in the memo book that also rellected the timing of the
first to last interviews in chronological order. Such a systematic process enabled me to
quickly view all documents or files subsequently entered and stored in electronic form
or in hard copy. As for the memo book, I was able to easily skim through the memos
and check for recurring and developing lhemes that included a bricf extended meaning
of each code word. Iused this memo book to maintain accuracy and consistency of my

entire data analysis.
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Lastly, a hand-drawn mind-map of each code word and ultimately, themes, were
sketched at poignant stages an a white board during the data analysis in order to make
comparisons with previous mind-maps. Maintaining a mind-map as I changed code
words, metaphars, or themes provided a schema of where [ had come from and what
had changed. This further enhanced the elarification process and audit trail of events
until finally I had reached the findings 1o Part A that fermed into a thematic

reconsiruction (Appendix J) that was (itling.
Reframing of the Methodological Approach

I made a significant change in the process of analysis soon after transcribing the
focus group infervicw with nurse executives. I initially intended that the data from the
focus group interview with the senior nurse executives would be combined with the
face-to-face interviews with the 13 paricipant advancing nurse specialists,. However,
soan after transcribing the focus group interview I sensed a dissonance in meanings of
the data, For example, the nurse executives focussed their conversation on ways of
recruiting, educating and retaining advancing specialists, rather than on how RNs in the
workplace experienced ANS and education. While the nocmatic {object) undecrstanding
about the phenomena of interest was the participants® focus in both parts of my study, it
was the noetic (subject) textural understanding that differed. It felt wrong that both
forms of interview data could be cotlectively collapsed into respective themes that
shared fittingness.

The phenemenological method shared by Husser], Crotty and Moustakas was in
keeping with the individual interviews in Part A of this study, as the one opening broad
question allowed participants to speak for themselves and not be influenced by others’
discussionss. In so doing, they were able to reveal that which was their experience and

to describe the noetic way it was experieneed in the world, This reconciled with the
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object/subject framework that is based on phenomenology as a rescarch method. My
interaction between individuals in the focus group interview on the other hand, resulted
in @ more struciured and consequently more formal response compared to the individual
interviews. It remained open in naturc, but more concrete in responses, perhaps beeause
of the use of a semi-structured interview guide (Appendix K). This rcsulied in a more
concise and collective view of issues that predomninantty focused on the exceutive
nurses’ concemns about the compromises in the work place and the problems associated
with stafling of nurses undergoing ANS and cducation. The economics of lime was
also a significant factor to consider for the focus group, and the meeting was rightly
scheduled to a rigid timeframe compared 1o the individual interviews with the
advancing spectalists. It was at this stage when I reasoned that the focus group
interview could not be conceptually integrated with the individual interviews.

At this stage of the data collection I decided to place the focus group data in
abeyance until after ] had completed all scheduled second round interviews six months
tater with cach of the nurse specialists. This also necessitated consultation with my
reseaich supervisors to negotiate an appropriate rethink and p(.:ls:sih]c change of strategy.
Iindicated that since the rereading and reviewing of the transcripts, I belicved that the
data from the 13 nurses participating in advanced study and practice was in keeping
with the method of Husserlian intentionality (Husserl, 1948, 1973; Levinas, 1973; van
Manen, 1990) es initially intended, However, 1 was perplexed by the focus group
interview data. This data bore little resemblance thematically to the RNs® interview
data, but lent best te the critical edge of professional nurse practice and health care
policy. The focus group data from the stakeholders was indicative of Crotty’s (1998)
phenomenology that is aligned to Habermas’s (1987) intersubjective communicative
aetion. Therefore, the decision to use two paris to this study was made. In short, I used

the focus group data for Part B of the study rather than combine it with Part A.
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Change of Writing Style

Prior to the writing up of this thesis, I believed that to keep true to my mission of
maintaining a critical phezomenological approach, it was best to write in the third
person. However, on reflection, | was convinced that the phenomenological data during
the post analysis period should be written in {irst person because of my closeness to the
data. It felt natural fo write in first person because of the shared interaction with
participants and conncetedness to the topic that was context dcpcnd;:nt and value-laden,
As Seidman and Wagmer (1992) reason, truth and knowiedge from a postmodernist
perspective is not universal but context dependent, From this viewpoint, the power for
the participants to speak as they see it, and for me to listen and interpret the phenomena
of coneern was made plausible by writing in f{irst person, rather than writing in third
person. Moreover, the writing in third person has traditionally been considered an

empirical approach whereby objectivity rather than subjectivity, is::-j..ralued.
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CHAPTER FOUR
The Textural Core Findings of ANS and Education

Introduction

This chapter illustrates the textural core findings of 'moving toward ANS and
education’. These findings cmerged from the participants involved in Part A of this
stﬁdy, which described the object of a phenomenon that is continually changing.
Therefore, the RNs senscd the feeling of moving as they advanced. Explanation of the
data collection, recruitment and description of pariicipants, the interview characteristics,
the cthical considerations involved and the methed of transcribing of interviews precede

the discussion of these findings.
Recruitment of Part A Participants: The Advancing Specialist RINs

A stratified purposeful sample (Llewellyn, Sullivan & Minichiello, 1999} of
advancing specialist nurses currently enrofled in a graduate program was sought, These
nurses were recruited from areas of specialty practice. Thirteen RNs {iwo men and 11
women) were rectuited as parlicipants. Each RN volunteered to parlake in the study
because s/he responded to two staggered ncwspaper edverlisements, one with a feature
article (Appendix L). All were invited fo talk about their experiences because they met
the selection criteria; they were currently working as a RN, enrolled in a pregram of
study relevant fo ANS, and volunteered to articulate their recent experiences as an
advancing specialist. In addition to the two newspaper adverlisements, displays of {liers
. on metropolitan hospital and university notice boards (Appendix L), and the snowball
sampling technique {(Liewellyn ct al.} were uscdi._ Five RNs were recruited from the
"West Australian’, four from the 'Sunday Times', Ionc from a hospital or university flier,

and four from the snowball effect.
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Each RN made initial contact with me by phone. Confirmation of currency of
cnrolment in a study program that reflected an arca of ANS in which they werc already
practicing was obtained, Nine nurses voluntecred from the metropolitan arca of Perth
and four from the regional area of Westemn Australia (W.A.). Contact details were
exchanged and a consent form (Appendix M) and demographic questionnaire
(Appendix N) posted to each. In the case of one regional participant, the forms were
sent via e-mail. The scheduling of the first interview was tentatively confirmed at this
slage.

The aim and purpose of the study, along with the interview process and
information that would proteet their privacy was detailed by telephone and outlined in
the consent form. The maintenance of anonymity and confidentiality and the right as
participants to withdraw from the study at any time were communicated. The
participanis kept a copy of the consent form and returned a signed sceond copy of the
f'onﬁ to me, aleng with the completed demographic questionnaire with agreed
pseudonym. Both forms were received personally or by post and filed under
alphabetical order and comresponding pseudonym. For example, the first round of
interviews was filed Al (first interview wilth Andrew), Bl and so on, o O1. The seecond

round of interviews was filed A2 (seeond interview with Andrew), B2 and so on, to 02,
Staging of Part A Interviews

The collection of data involved first and second round face-te-face or telephone
interviews with 13 ENs. These appointments were staged over a five-month period.
The first commenced in August 1999 and the last with Olive was completed by
November 1999 (Appendix H). One RN (Nola) failed on two occasions to tum up to a
mutually scheduled interview. Idecided not to pursue this participant any further and to

simply let things be, cven though Nola initially contacted me in response to a hospitat
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flier. This resulted in 14 interviews being conducted and audio-taped. Aq this stage of
the data collection I had received five additional responses {o the newspaper
advertisements, the majority from RNs working in the rcgional arcas of W.A. However,
none of these respondents met Lhe inclusion criteria.

At the conclusion of the first round of interviews, all but one of the 14 participants
confirmed that they would be available for a second interview in six months time,
Isabeile was not sure when her family would take a job transfer from regional north to a

" south-west town in regional W.A. It was agreed therefore, that she, rather than I, would
make contact again in approximately May, 2000. By August 2000, Isabelle contacted
me. She revealed (hat she did not meet the inclusion criteria as a pariicipant. Even
though she had completed a graduate diploma in child health, she was not currently
enrolled in an ANS program. 1was glad to hear from her and we both confirmed that
our first conversation would be omitted from the data analysis,

The second round of interviews commenced in March 2000 and completed three
months later in June 2000. The undertaking of the first and second round of interviews
resulted in a total of 27 interviews (13 repeat and one single), totaling a little more than
27 hours of taped and later transcribed conversations. The average time frame between
the scheduling of the first and second interview with each pariicipant was six and a half

months,
Interview Characteristies

The first round of interviews included two telephone and 11 face-to-face
interviews with participants. Of the 11 face-to-face interviews, six were conducted in
the partieipant’s home or place of work and five in my work office at the padticipant’s
request. The average length of timne taken during the first round of interviews was 64

minutes. The duration of the interviews ranged from 41 to 90 minutes. The average
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length of time taken for the second round of interviews was 58 minutes. This was
slightly fess in time frame compared to the first round of interviews. The duration of
the interviews ranged from 30 io 70 minutcs. Of the second round of interviews, three
were condueted cver the tclephone, and 10 face-to-face. Two of the 10 face-to-face
intervicws were conducied in the parlicipant's home; three in the participant’s work
ofTice, and five in my work ofTice, onee again at the parlicipant’s request.

The time frames mentioned above take into aceount the recorded times of the
conversations only, Time taken in the recording time plus the additional diseussion
time with each parlicipant averaged one hour and 36 minutes for the first round of
interviews and one hour and 28 minutes for the second round of interviews. This is
mentioned because the warm up times and interview closures often prompted extended
interactive discussions that werc relevant to the ease at which the participants and I were

placed.
Ethical Considerations

Consent to undertake the study was sought from the Edith Cowan University
(ECU) Committee for the Conduct of Ethical Research. Permission to gain access and

invite voluntary participants to discuss their experiences relevant to the phenomena was

. subsequentiy obtained from the Head of School of Nursing at Curlin University of

: Technology in Bentley, W.A. (Appendix O). This was considered neeessary because
part of the fecruitment strategy was to display flicrs on the School’s postgraduate notice
board to recruit likely participants, However, to ensure against inadverlent bias or
condlict of interest it was decided not to recruit participants from ECU and make contact
with the Head of Schoot of Nursing and Public Heaith at ECU because of my afliliation
with the university as a staff member, Potential participants from ECU or otherwise, on

the other hand, were recruited through the newspaper advertisements. Permission to
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display fliers of the advertisement in a variety of hospitals was also sought from the
excﬁutive nurse educators of four metropolitan, and one regional hospital, namely, Sir
Charles Gairdner Hospital, Hollywood Private Hospitat, Mount Hospital, Fremantle
Hospital, and Geraldton Regionat Hospital (Appendix O).

Participants were reassured that their involvement in the study was voluntary and
that they could withdraw at any time without penalty, Security of ali data including
audio-fapes, transcriptions, field notes, computer diskettes and hardware was
maintained, My personal computer remained password protected and kept in my
private residence. The remaining data were secured in a locked filing cabinet next to
the computer, The audio-tapes will be kept for five years after completion of this study
for audit purposes and if any participant wishes to review his/her conversations with

me. After this time has elapsed, the audio-tapes will be erased.
Transcribing the Interviews: Using The Ethnograph

Use of The Ethnograph v5.0 (Seidel, 1998) is a software program that provided
for a thorough analysis of complex data because of its powerful search and retrieval
abilities (Russell & Gregory, 1993). It enhanced my ability to confidently collate, store,
code, retrieve and statistically review the frequency of data when and as required. In
addition, memos were stored and retrieved via The Ethnograph based on the date of
entry. All code words could be sorted relevant to their frequency, alphabetically, or

both. These functions and more were beneficial in handling the large quantities of data.
Description of the Participanis

The demographic data indicated Carla and Judith had less than five years but
more than two years of nursing experience. Ofthe remaining 1§ RNs, Linda and Olive
had five to 10 years, Helen had 10-15 years, Eric, Fiona, Karen and Megan had 15-20

years each, and Andrew, Brenda, Diedre and Gail had greater than 20 years experience
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a5 a AN, Diedre had a master degree in nursing, ninc had a minimum of a bachelor
degree or postgraduate diplema relevant to nursing, and three a hospital based diploma
award, Of the advancing nurse specialists, five were undertaking a master degree, four
a postgraduate diploma, three a continuing education program, and one, a bachelor
degree. All except Olive were studying par time. The range of specialtics in which the
RNs worked, studied or both, included men's health (Erc & Andrew), women's health
(Diedre), learning disabilities (Brenda), intetectual/physical disabilities (Gail),
midwifery (Carla), community nursing (Diedre), rural/remole area nursing (Helen),
complementary health (Gai!), mental health (Olive), oncology (Eric), critical care
(Fiona, Karcn & Linda), health service management {(Andrew), emergeney (Andrew &
Fiona) and perioperative nursing (Judith & Mecgan).

At the time of the scheduled interviews and between the first and second
interviews, all pa_ljlicipanls remained in nursing work. Some gained a promotion and
others changed enrofment status in their ficld of study. Andrcw. was Lhe [irst to be
interviewed. He was cnrolled in a graduate diplema in men’s health and"ﬁy the time of
his second interview, was enrelled in a master degree in health service management
while working as a Level 1 (first of ive incremental levels of nurse employment in
W.A). Healso accepted a promotion as a Level 2 nurse in the emergency depariment
(ED) of a metropolitan hospital. Andrew was in the early stages of his coursework |
studies through a Perh university.

Brenda was the second RN to be .intervicwcd. She worked as a nurse consultant
in special education while undertaking a master degree relevant to (he educatioIn! nzeds
of children with lcarning disabilitics. Brenda focused on individuals with aiteniional
disorders such as attention deficit disorder {(ADD) or attention defieit hyperactive

disorder (ADHD). She was at the proposal stage of her rescarch studies lhmq;.;'i; a Perth
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university, Carta wos enrolled in a postgraduate diploma in midwifery threugh a Perth
university, She worked in a regional hospital as a Leve! 1 nurse. By (he time of her
second interview, Carla had withdrawn froin her studies cven though she had completed
holf of her progeam.  In the meantime Carla accepted a promaotion (in management) as a
Level 2 nurse in the same hospital,

Diedre was enrolled in a mental health course run in the distance education mode
by the Health Depariment of W.A. She worked in dual nursing roles. The first as a part
time consu hil]'l.lt.:.ill'l the rural/regionai scetor as a woman’s health private praetitioner, the
second as a Levc:i 2 nurse coordinator in a regional hospital. By the time of her second
interview, Diedre had accepted a promotional position as a community health nurse
manager {equivalent to a Level 4), being responsible for the delivery of health care
within a regional health service of W.A. She had also completed her contiming
education course relevant to mentat health. Eric worked as a Level 3 clinical nurse
specialist in the oncology depariment of a metropolitan hospital while enrolled in a
master degree program relevant to men’s health and oncology. He was at the proposal
stage of his research studies conducted through a Perth university, Fiona worked in a
regional hospital asa Level 1 nurse while enrolled in a master program in
emergency/eritical eave nursing. She was near completion of her master by coursework
studies through a Perth university. |

Gail was enrolled in an instructor’s course in healing touch. This course was run
in the Australian State of Victoria where a private education provider of complementary
therapies was situated. The course catered for membets of the Holistic Nurses
Association and required up to two years full time study or equivalent to complete,
Enrollees were required to attend part of their studies on campus at the Victorian centre,

Gail had already undertaken prior studies specific to compiementary heaith and wishcd
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to practice as a complementary therapist on completion of hrer current instructor's
course, She othenwise worked as the community nurse (Ei]lliVaIcnt to a Level 3 nurse)
in a metropolitan centre of Perlh that catered for individuals who had a severe physical

-and/or mental disability such as muscular dystrophy or spina bifida. Helen worked as a
remotc arca nurse {cquivalent to Level 2) in the north west of W.A. She was cnrolled in
an advanced health assessment, shorl education course oflered by the Silver Chain
Nursing Association. She completed her course by the time we had our second
interview.

Judith was enrolled in a postgraduate diploma in perioperative nursing and
initially worked as a perioperative nurse in the regional area of W.A. as a Lclvcl 2 nurse,
and later in Ilhe metropolitan area as a Level | nurse. By the time of her second
interview Judith had accepted the lower level of employment in order lo gain varying
experience in a large metropolitan theatre suite. She was near to completion o her
course through a Perth university, Karen and Linda were both cnrolled in a master
program relevant to critical care nursing through a Perth university. Linda worked in
the intensive care unit of a metropolitan hospital as a Level 1 nurse. By the time of her
second interview, she gained a promotion as a Level 2 clinician in the intensive care
unit (ICU). Linda was at the proposal stage of her research studies undertaken through
a Perth university. On the other hand, Karen, who had vast clinical experience in the
ICU had gained employment as a research nurse (Level 3) in the same hospital. By the
time of her second interview, Karen was in the beginning stages of her research study.

Megan worked as a senior level (equivalent to Level 3) perioperative nurse in a
melropolitan hospital and was cnrolled in a bachelor program, majoring in health
promotion through a Perth university. By the time of her second interview, she was

near to completion of her degree course. Olive was the last RN to be interviewed. She
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studied full time for a postgraduate diploma in mental health nursing ihrough 2 Perth
university. She did this while working as an agency nurse in the general medical
surgieal settings of different metropolitan hospitals. By the time of her second
interview, Olive had completed all requirements to successfully graduate from her
course.

1t should be noted that four of the participants had dual specialist rolcs, Eric
specialised in oncology with a focus on men’s health while Andrew worked 2s an
emergency nurse with a converging interest in men’s health. Diedre continued work as
a community nurse while consulting in her own practice, providing a service that was
oriented to women's health. And lastly, Gail worked as a community clinical specialist,
caring for people with physical and intellectual disabilities while advancing her
knowledge, practice and expertise in complementary therapies. Such exampies of dual
roles and experlise did not affect the data ana[ysi‘s but demonstrated the contextuality of

the phenomena switounding ANS and education.

The Thematic Findings

Overview of Core and Sub-Themes

The core theme 'moving toward ANS and edueatiou’ with subsequent sub-themes
emerged from the RNs’ critical reflections ahout the phenomenon of interest. These
reflections (see sample in Appendix P) were embedded in all themes. It was through
these reflections via the interviews that a de-construction (Fontana & Frey, 2000) of the
RNs’ lived experiences was realised, In the final analysis, 73 code words peraining to
the pattern and levels of core and sub-themes emerged (Appendix Q; R; S). All code
words were based on the tzken-for-granted knowledges of others that I inductively
interpreted and understood as the RNs' everyday interactions (Crotty, 1998; Tucker,

1998). Based on the themes, a reconstruction of the phenomenon was made possible.
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The collation and analysis of the themes contained an overlapping of ‘nested segments’
for many code words. This was because | viewed the natratives and subsequent

meanings as contextual and not always recopnised as discrele catcgories,
Moving Toward ANS and Education: The Competing Forces

The extemnal competing forces that the RNs in this siudy faeed included the nature
of specialist nursing work within a bureaucracy. The internal compeling forees they
experienced were related to management decisions that the RNs faced while working in
their area of specialisation, and when wotking with other health care professionals.
Both forces impacted on them being an advancing specialist, and more specifically, on
them being able to acknowledge and influence the delivery of a standard of health care
that was acceptable to them. The external forces comprised for example, the state and
federal health care systems, tertiary education systemn and the orpanisational changes
taking place relating to federal and state industrial policy. The RNs in this study felt an
obligation to respond to these issues as they presented in their work. The intemnal forces
comprised the everyday contacls, management decisions, and exchanges that they faced
while advancing, either in their place of work or in their home, For example, stafling
restructure by nurse management or decisions relating to home and family issucs, were

detrimental to their advancement.
External Competing Forees

The recently implemented enterprise bargaining agreement (EBA, 1998) for
public health scctor nurses at the time of the interviews was revealed by the RNs as an
external compeling force. The EBA embodicd the terms of reference under which the
nursing profession’s state industrial award was negotiated. As aresull, the RNs in this
studv felt that they needed to be mindful of the impact of their requesis for incremental

salaries that were associated with the rising health care costs that the community was
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required to sustain, For example, advanced specialist nurses needed to be mindful of
nursing’s ongeing industrial demands that in tum, impacted on the constant balancing of
resources in terms of costs that their managers were expeeied 1o deal with,

Similarly there was s requirement for regional nurses to negotiate an award
rcievant to the nature of their work. It was imporiant that remete arca nurses should be
involved in issues that concerned the nurses’ industrial award because health service
managers wished to spend as little as possible, including accommodating the rising

salaries for nurscs:

There's individual agreements registered for individual health services
across the state now. And yes we [the nurses working in Albany] have
different needs than perhaps to say, Geraldton. Geralditon has different
requirements. And it's a step in the right direction but you da need to have
strorg people to negotiate. Because the healih services managers want ta
spend as little as passible [Fiona 2],

At the same time another cxier. } competing force emerged when the RNs
thought that they might be able to deliver an acceptable standard of carc to the
individual that was cost effective. The suggestion was that the advancing specialist
should think of new ways of delivering care that was cost effcctive. Ensuring care that
was cost effective was a competing force that was constantly on their minds, .Whilc 11
of the participants had had previous management experience relevant to their clinical
practice, one RN admitted that he was unable to relinquish his "bean counting” skills

now that he was working as a clinician:

Well we were assuming that we were thinking as nanagers should think...,
Clinicians should think of the most efficient way of delivering or the safest
way of delivering their patient care...But ot what sort of level of priority you
put it L am not quite sure. I still do have same managenient, you know, some
bureaucratic thoughis on health care and some very strong beliefs in what
should and should not be allowable through the public health cure system
[Andrew i},
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A further competing force was socicty’s demand for health care based on a
niedical modet of care. It was well understood what eflect the role of the Australian
Medical Associalion (AMA) played in thwarling nursing's professional aspirations
(McCoppin & Gardner, 1994). Even though the nursing profession was gaining some
respect by the public, a biomedieal model was not always in keeping with how nurse
specialists in the emergency depariment {ED) for example, could focus on a preventive

model of health care, cven if they wished to:

. 0f course the medical model still rules. [t seems that society wants it that
way. You listen to the current debate abotit the health care and the funding
af ather projecis around the metropolitan oreo. Though the community says
I don't want this (comniunity projecis), we want more hospitals, we want
more of this medical model of care. But they don't know this, They don't
realise what they are saying. it's a place for people with tobacco and
alcohoi related disorders to come in, have their problem fixed so they can
return to their nasty behaviour that they were doing before! fAndrew 1].

The health care system also presented as a compeling force when the RNs cared
for individuals who had private health insurance. The RNs felt an incquily within the
bureaucracy because people aceessed health care based on whe could afford to pay for
private health. As a result, at least four of the RNs felt that they were required to accede
to what they had relatively little influence over, particularly when a patient accessed
private heallh care based on a priori of eonvenience. From Andrew’s perspective, the
private patient was mere concemed about the convenicnce factor of choosing when and
where s/he could receive elective treatment; not on how well the nursing or medical
staff of a particular hospital provided carc. Privatised health carc was considered a
competing force becausc the public did not acknowledge the care that nuescs gave, That
is, it was felt that the publie ncither understood nor appreciated the mix of nursing staff
that worked in a chosen hospital, let alone value the advanced specialist RNs who were

employed by the hospital.
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Cu.ﬁu also revealed how private health care services impacted on the nature of her
- work. Bhe vicwed this as a competing force because midwives as specialists had little
influence over the nature of their work because of the small number of privately insured
midwifery patients that l.ived in the outer Perth regions where she worked. The hospital
had a bed altocation of 20 private midwifery beds and a complement of midwifery staff
_ to meet that demand. However, there was oficn an imbalance when midwives working
in the facility wished to utilise their dedicated midwifery skills. This was the norm
when the majority of hospital beds was more oflen than not, accupied by non-matemity
patients. As Carla saw it, this scenario occurred olten because there were very few
privately insured pregnant women residing within the hospital’s region, thereby creaiing

an ungder utilisation of the allocated 20 midwifery beds:

It gets me a bit cross becouse we don't elways have maternity patietits oh
our ward. We've got 20 beds, two birth suites, and some times the need for
private moternity in the X region, isn't very high. The need for private
insurance type patients, I think X hospital has the lowest number of in
private health insurance in WA. And WA has the lowest number of private
health participants in the whale of Australia. I guess you cowdd say it has e
the lowest catchment. Sometimes we might have only five potients on the
- award out of 20, and four will be medical-surgical patients. And so the
midwives have to work looking afier those potients [Carla 1].

Brenda’s experiences of external competing forces were eix:lcrnal to the hospital
setting. She felt the tensions between health care professionals“like herself and
politicians at the state and national parliamentary levels. ﬁrenda helieved that it was
necessary to detenmine the terms of referencﬁ from which all health pmfcssionalé ;':ould

.. pursue treatment modalities that were acceptable to parents of children with ADHD, to
all heaiil» professionals, and to the community at large. Fundamentally, the competing
forces between health care professionals and politicians were divided between a

pharmaceutically or sociologicatly based treatment modality for children who had a
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learming disqbility. Brenda believed that ifa medical model of disease failed to
acknowledge the social issues relevant o the management of children, the variations in
behaviour found with an individual with ADHD could have massive ramilications on
the healih status of the individual. Furihcnnoﬁ:, the labelling of such conditions could
léad to an inapproprate diagnosis that failed 1o acknowiédgc an "intentional inhibition
-dysregulation” (Brenda} in preference to labelling a child with a set of symptoms that

could be gretiped as indicators of ADHD:

I know that Senator Chris [pseudonyrt], when he was the minister for
education said to me that this is the single biggest public heaith issue facing
Australia today. It will be for the next 30 years. And the probiem is they
[members of the steering committee] actually have no policies. And what I
Sind fascinating is, and I'm actuatly minning a petition through the
constitutional committce of the West Australian gavernment, they were gob-
smacked to find out that back in 1995, the Commionwealth Disabilities
‘Services, this is their calendar from the Conmmonwealth, this September, it
was considered a disability in 1995! [Brenda 1].

Once again, the competing forces were apparent because nurses like Brenda felt
that she had little input or influence over an area ol health care, in this case, mental
health services, that was of increasing concem to society. As an advancing specialist in

- the field, Brenda was disturbed not only by the increasing incidence of mental iliness in
society, but also by the increasing incidence of youth sujcide that could be linked to
children suffering with ADHD, therefore, her interest in rescarching the topic. At the
same time, she was aware of the heightened interest and growth of public expenditure in
complementary health therapies for individuals with a leaming disability. This may

_explain the move by parents with children with ADHD to seck an altemative model of
health care, All in al, Brenda questioncd the adequacy of a health service that was
unable to satisfy the current demand for mental health care in general. However, even

though Brenda expressed her opinjons at the parliamentary level, to have influence, she
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needed the support from all nurses to support her on the issue. She féf[ that this was not
forthcoming.

| Diedre also was fraught with extemal issues of control over'patienl care {hal was
decmeﬂ competing in nature, For example, her practice included the taking of pap
smears from women who requested women's health services in preference to the general
medical practitioner. She was limited in her practice and found this a souree of
frustration because of the perceived “ownership” of medical skills by the physician that
were universally (medicare) funded. "We are forbidden to have provider numbers f'm;_r-_-,
our pap smears to go to the laboratories, beeause again, it’s being blocked by a very
..slmng force, and again for fear that we might take away the patients" [Deidre 1].
Not withstanding such an injustice, Diedre explained how her taking of pap

smears had to be checked and ratified by external forces that generated competition for

services rendered fo women in the community:

They involve people like me fcommunity nurses] who live in rural areas,
and I mean, also perhaps those who are in the metro area. Anyhow, it just
gives the patient a choice [when a woman consults a nurse or a doctor on
women 's kealth issues]. Getting back to the pap smears, we are now
aliowed to apply for our credentiols in taking of pap smears, providing we
have the iraining and expertise. And providing that the laboratory that our
pop smears go to, docs quality control on us, ond we get the resulis back to

- make sure that we have endo-cervical cells on our pap smears, That's what
it all boils down to reaily {Diedre 1].

The nature of these eompeting forces also undermined I:Ielcn_f__s'pmctice asa
rural/remote area specialist RN. Her nurse managers and subsequently, the members of
her community expected her to provide a service that emulated a voluntary component
oI: care. Helen had to compete for a fee for patient service given that there was a town
doctor who visited from another town to her town for appointments and used her ofTice

as 8 consulting room, one day each week. Helen was annoyed and felt it an intrusion of
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her Iirivncy, not only as the sole full {ime health ﬁmfessional of the town, but also as a
community member. However, she agreed Lo routinely relinguish her office space that

was also a room in her home that she and her husband sharcd. Her office combined as a

clinic room for a negotiated fee when the doctar visited cach week on a Wednesday.

This practise however, was unfair because the visiling doctar was ablc to claim a
medicare rebate for services rendered while Helen was denicd a rebate even though she
provided similar treatment to the community members in the doctor's absence.

This system of medicare rebate for scrvice by differing levels of health care

practitioner placed Helen in a vulnerable situation over which she had Jittle or no

. control. Any community member who received treatment by her was not required to

pay the medicare schedule fee or any fee at all if she as the remote area nurse rendered

the treatment. It was on a voluntary basis that the town folk were forthcoming with a

8

fee for her service.

Lthink that they're (the conmunity) very aware because they just don't give
nte any money, or they give me very limited.. like I syringed a guy's ears the
other day. Like he hadn't been for you know 100 years, and he wos a
Jarmer and was just at full harvesting, he had to get it done, And it took me
ages because although he put some oil into his ears to soften the wax, it only
saftened the first couple of millimeters, sa it was still quite hard. So it took
me a good haur and I think he could have watked out with his shirt quite
drenched becouse he also had a bit of a neck injury from the day before. So
he couldn't bend his neck very well, but they were willing to give me like
330! You know like another lady came in, and I am lucky if I get 35 from
her and I would really expect more from her fHelen 2].

Another external competing foree included the diversity of postgraduate courses
available to nurses though the tertiary education system, The range and types of courses

seemed competitive to the RNs because they needed to spend much time and encrgy in

+ selecting a course that was best suited to their area of specialisation, For example,

Linda was surprised by the reaction by her colleagues in the ICU. “They were not
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--agtounded that she was completing a master degree, but astounded that she was

.. eompleting it in nursing.. On the other hand, it was equally astounding to Linda to lcam

that her ICU colleagues were underlaking graduale stedics in disciplines other than in

| nursing:

The majority of people have their nursing degree and I think it's about 50%
c:  have got iheir cervificate or graduate diploma...I think there's ubout four or
five of us that are doing masters but I am the only one that's doing it in
nursing. Everyone eise is doing it in health management and healtit
science... {Linda 2],

Linda reconciled however, that the nursing profession not only had to compete with
other {raditionally feminine occupations such as teaching and social work, but with
other wide ranging career clioices that were open to university entrants. These included
for example, policing, commerce, mass communications and the Defence Force
Academy, to name a few.

Karen also raised the issue about postgraduate programs specific to the ICU nurse.
From her long experience in the field, she was doubiful of the rigour of some
postgraduate specialist qualifications that indieated a nurse was able 10 practice as a
speciatist in the ICU. In her opinion, some couid not function as a specialist even
Lhough they had a §pccia1ist qualification. This was a competing force because a nursc
that was employed as a clinically advaneed ICU nurse based on a qualiftcation that was
supposedly endorsed and recognised by the profession, was thought to be a competent

-advanced specialist in the ICU:

But we've got peaple who have said ‘oh yeah I've got a posigrad dip in
ICU". But when you ask them 1o do something or take the most basic
patient and they con't cope with it but they do have that qualification [Karen

2.

This prablem was compounded because current nursing staff in the ICU “;rhere Karen
worked did not have a postgraduate clinicat qualification in eritical care nursing. Both

issuesﬁgmerged as competing forces and resulted in jealousies amongst the staff:
i
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Oh other people who are jealous of them, the staff who don't have {postgrad
gualification] ...! mean they mdy have been in clinical positions for years
but they haven't done the academic training and they can’t see the overall
piciure. I mean they can't see the benefits ¢f it at all, which is u hit sad
[Karen 2.

 Internal Competing Forces

Internal competing forces emerged because of nurse management decisions or
patient care decisions that the RNs experienced in the workplace while delivering care.
These forces were intemal in nature because they were daily decisions made by
managers and clinicjans in the workplace. The RNs had regular experience and insight
into these forces. For example, Linda revealed that ICU nurses were requested by
management to undertake higher duties in the ICU if they had a posigraduate degree
rellevam to [CU nursing, She believed that some nurses refused to underiake advanced
studies in critical care just to avoid having to undertake higher duties. In.other words,
to guarantec that they were not required to undertake higher duties by nursing
management, Linda perceived that some nurses made a conscious decision not 1o do
further studies as an advanced specialist in critical eare nursing.

Linda feit that a reason why some nurses, unlike her, might have sieered away
from ever contemplating advanced studies in their ficld of work was because of unfair
menagement decisions that the advanced specialist should undertake higher dutics. To
het, it was a reasonable cxpectation that a nurse should engape in additional
pmlfessiona! qualities such as deparimental leadership or participation in hospital
teaching seminars once s/he had gained a higher qualification. However, the additional
responsibilities added to the pressures to what was already perceived as a heavy clinical

workload:

And you get this in any job, you know some people do more educational,
more higher duties than others. Like I think in the medical reaim if you
don’t publish a paper every so often or whatever, then you loose your -
position [Linda 2].
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Equally disconcerling to all RNs in this study was the compzling force betwecn
nurse ma.nngerﬁ and nurse clinicians in general. The RNs percejved that management

was unsympathetic to the ongoing work of the advancing speeialists and the resultant

'resignation of nurses in general from their jobs, For example, Carla vacillated between

the positive and negative impact that management decisions had on the nursing stafTof
the day. She was bewildered by her management's changes of direction such as staffing
mix. The ramifications created nurse redundancies, two of which were Carla's senior
colleagues. However, in the end, Carla reconciled that the nursing management's
decision 1o restructure was beneficial, Her colleagues benefited from the competing
force. "We had an issue where basically they were told that the campus necds come
first, the ward needs come second and individual needs come last" [Carla 2].

In another example, it was annoying when the RN worked closely with another
health worker such as the doctor, but was required to compete with team members to
adhere to an adopted standard of care. Judith experienced competing forces in the
perioperative setting. She was responsible for the perioperative management of surgical
patients in a major regional hospital in W.A. and was appalled at a particular surgeon’s
demands to pursue elective surgical procedures without waiting for a routine patient
safety check, Judith felt that she needed to confront the surgeon's raised verbal
demands. He failed to ackn;:wled ge her concemns for an adequate patient safety check,
documentation and operating room processing that was in accordance with established
hospital protocol. In her position, Judith managed visiting surgeons from Perth who
came monthly to provide specialist services for the town’s community such as
gynaecological and plastic surgery. There was one general nedical practitioner who
was the sole surgeon, but it was one or two of the visiling surgeons who displayed

communicative requests that were unreasonable and therefore a competing force:

(%
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1just told them to leave my office. 1 nican, it's not as if youi have to get into
a screuming match with them, that's not the point. 1 beliove that if you are
going to become the advocate to your patient, you need to cover alf your
bases... So if that surgeon comes screaming out to you, yoit can go, ‘hang
on @ minute, your next patient is here. 1 will just sort ot this isswe Jor you
and the patient will follow on’ {udith 1].

Examples of other internal forees cxperienced by the RNs included time
management and their motivation to undertake ANS and cducation, These forces, for
example, emerged while Fiona worked as an ED nurse in a large regional hospital. She
was studying as an extemal student. Her time management skills and motivation to
 keep focus on her studies and work impacted on her ability to function as an advancing
spcbialist. This pressure was a competing force that readily impacted on hur mativation

and thereiore ability to pursue advanced practice:

It's dreadfull ... find the biggest problems with external siiedy no matter af
what level, is time management and motivotion. ft's very difficult, {mean |
have a lot of other issues that go on with my life. I work full time. We have
a farming praperty and I have two children who are 11 and 13 ctrrently
[Fiana i}, "

From a family perspective, Fiona’s home situation worsened some six months
later during the time of her second interview. She was dealing with her father’s death,
as well as the building of a new family home. She spoke of these personal intzmal
competing forces that affected her progress cven though she was mind(ul of her ability

to prioritise:

Not fcoping with non-work related issues] very well, You have to aflow in
the last couple of months I've hud some extremely difficuit personal isstes fo
deal with, M've had the prolonged iliness and death of my Father and other
extertal issues to deal with, also building a house. You know priorities as I
think I mentioned in the past are different when you are studying externally,
I'made a decision very early on in the semesicr that [ would shift the focus
off what f was doing uniil [ had got time to do it {Fiona 2],
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- Other participants experienced competing forces, which also related to close
family members. Helen was serving as the one and only nurse in the ruraj arca. Her
family did not fully understand and appreciate the additional management role she
undertook as a rural/remote arca nurse. During the first interview, Helen revealed that
her management role was far greater than her actual elinical miising refe. Not
withstanding this, even more insidious internal competitive matters were evident when

she first began as a remote area aurse:

The way I did things and how 1 felt things should be dore. And there was
great opposition. Terrible things happened the first three months, Very,
very, terrible things happened. But it was just the settling period, The
Beansmill [psendonym} conminity wasn't very supportive either. And even
with my family funnily enough. My Father and my husband were very
unsupportive and the two main people in my life, well they felt thar I didn’t
do anything all day because they saw it as, I didn't see many clients, and
therefore I didn't do much. And they conldn’t understand what I did [Helen

1},

The competing forees were most felt beeause her home interfaced as her office, and
consulting room. Her clients often called for her services out of normal day hours and

felt that her husband Yacked any understanding about this!

I have had o few calls and 1 had oae guy who was pallintive. Iwas seeing
him quite regularly for only a few days. You know much to my hisband'’s
absihite disgust, He can't understand how anyone can ring we up in the
middle of the night for an ear ache, but how can ! explain it? It's like that
all the time. All the drunks even annoyed him but how can you explain that
you hove it all of the time when you are working in a busy emergency
department fHelen 1},

Competing forces about other family maters from 10 of the participants were also
evident. For example, while Karen was advancing as a specialist in eritical care; very

little had changerd now that she was underiaking her master studics:

Thot was really difficult acivally. When I first started back studying I would
say to the kids and Dong (husband, pseudonymy} that there is something that
T'wanted to do for me, And I realised that the kids are getting older and
doing their own thing and therefore there wondd be times that they would
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have to help, Of conrse it rever happens (wry chuckie). So it wus very
hard, trying to work, trying fo study, trying to manage a family. And they
stilt expect you to be the same as we were before. Especiully with my elder
Son who was also studying here at the time and his attitude was, ‘vou think
your studics are more imporiant than mine becuanse you're doing the higher
qualification. ' Which wasn’t the case at all {Kaven [},

In summary, the compcting forces that the specialist nurse faced were bath
externally and interally situated. These forces caused them duress, impacting on their
advancement. The internal forces included other health care professionats such as the
nurse manager and doctor. The external {orees comprised official governmental
systems such as medicare and industrial organisations, and the plethora of postgraduate
programs. These were perceived as the larger part of the bureaucracy in which the
specialist worked. A competing force may have impeded a RN’s degree of success but
was inlcrprcl':nlzd in this study as collcetive forces that arose from the cveryday situations
in which thc':";idvancing specialists found themsclves. These forces werc socially

embedded and describe the textural object that is interpreted as ANS and education.
Healismn: ANS and Education as the Ideal

All bui onc of the participants had an ideal view of what shaped ANS and
education. To them, it would be an ideal to the profession and society if all nurses
pursued contiuuing or posigraduate education in advanced practice. All nurses who
currently gained a university education as a RN were idcally able (o carc for paticnts
with health problems surrounding chronic illnesses. Furlhermore, it was possible that
all nurses had the opportunity 1o advance and rescarch issues that impacted on the
community. As a consultant, Brenda for cxample, was passionate about her arca of

specialisation and shared an idea! view about nurse cducation:

...! would say to nurses that want to get ahead, that this (ADHD and mental
health) will be the public heaith issve for the next 30 years. And if anybody
wants to get up tie ladder, this is an area that I would concentrate on,
Becanuse anybody whose going to have an impact on chronic life-style
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problems and an impact on the draining of the public health care system, if
your have an answer 1o it, thon you are going to be in demand [Brenda 1.

Similarly, Diedre viewed that the professionalisation of nursing through education

would sec nurses taking praduate and specialist cducation of their own volition:

..the biggest chunge that we can see and that one of the good things about
having nurses with degrees fis thatj they start out with education as very
ntueh part and parcel of their profession. And they continue through
hopefully looking at education as essential. And that could be written into
JDFs and it witl be in the future, you know the acadenic qualificetion, so
that's & good thing about them starting ot their profession ... {Diedre 2.

Karen's ideal in terms of specialist nurse education was that nurses in general
were more aware of issues and therefore, aware of change in their praclices because off
nursing research outcomes, Nurscs were happier to decide on issues that required
change in practice. Ideally, all stafTin the ICU for example, was willing to change from
being unhappy about the shift work, to being happy about working 12-hour shifls rather
than the usual rotational eight-hour shills. Nurses who changed practice that was
founded on research and based on results conducied in their hospital and clinical setting
werc happier to make changes. From her perspective "we (ICU nurses) gencrally are
very very unhappy, [but] Ithink that by doing things like research into 12-hour shills
and various things we can hope to improve that” [Karen 1].

Megan shared an ideal that nurses like her could be competitive when nepotiating
a salary that reflected their level of skill. She understood that this was not always
achievable but nevertheless, an ideal she practised because it was in the best interests of

the professional nurse, particularly in her specialism of perioperative nursing:

1 think ta get well renumerated yout have to go scparately because there's no
organisation, to get well remnerated you can’t have it across the board,
Becatse some places fusi say financially that they cannot afford to pay
nurses mf a reasonable base level. Ideally we shauld be in cuterprise
bargaining across the board and everybody in fine with the aptions of going
above that for private negotiations. It's like practice nurses, they negotiate
their own employment package with their doctor and I think same work

-plaees actuaily. Instead of just saying "ol it's not the award, you can't do
it." That's archaic, 1 think if you want to keep that nurse for whatever
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redson because they're very good at such and such, or you know, whatever
the reason, you should be abic to negotiate and say "this Is what we will
offer you as a confidential bargaining tool” {Megan 2].

Fantosising

Most participants fantasised about what ANS and education could be. Under the
rubric of ideatism, four code words including ‘fantasising', being credivle', Tliving with
hypocrisy' and living with 'paradoxes as they arise' emerged as issucs (hat the advancing
specialists dealt with. These issues added 10 the textural understanding and meaning of
ANS and education. Fantasising about what ANS should be, or what a nurse did in
order\J practice at an advanced level, was a thought process thal went beyond the ideal.
Examp!es included having a private practice, mentoring others, reversing the stigma
attached to nursing as a lowly profession, deing a Ph.D, kecping a clinical focus asa
specialist, having a clinical rqlc model, having staff who embraced change as a positive

value, or patients being grateful for the most basic of offerings that a nurse provided:

If I do my teaching with human touch rnext year, there'’s not a big market in
that as yet in Australia. But there is u market for nie to travel and teach af
anather pluce. Not possibly all the time but five times a year, do weekends
or something like that. So I see myselfas being o human touch instructor
and running workshop groups and things over here around healing touch
and complementary therapies. [ would like a private praciice. [wonld like
to have us ail go more to a health-orientated area than the sickness model,
freally would. God [ would. Energy wark I think is great for heuith
professionals {Gail 2.

FHove teaching...to shave my knowledge with people and teach them. And
not just teach them because 'oh God it's my job!' It's basically for theni to
be able to walk oway and say that I did learn something. I renicmber
reacding one of my assignments. f read somewhere where it says, as a
precepltor or as a feacher, it is the most honewrable thing to be asked 1o
actually teach someone in the nursing profession. And whatever youi teach
them, they've octuolly taken a part of you with them always {Judith 1].

Credibility as a Specialist

Being credible as a specialist was a quality that the RNs adhered to as a RN. For

exampie, seven RNs believed it was imporlant that any clinical research should be done
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by clinicians such as the advanced specialists, and not by the Level 3s and 4s (Karen)
who were usually placed in senior management positions of a hospital. Similarly, if an
advaneing specialist in the ICU took the position of a Clinical Nurse Specialist
(cquivalent to 2 Level 3 RN) then they must maintain a clinical focus and be a mentor
for the stafl. Furthermore, they must provide bedside care rather than undertake
management issucs that removed them from the bedside (Linda;. Linda was adamanl
that a nurse employed as a CNS should be primarily available to staff for his/her ¢linieal
advancement in the department and not working elsewhere to attend meetings or doing

other more administrative and managerial duties;

And what I'want to do is study in the clinical arena. And although I think
there are a lot of very good Level 3s out there, [ don’t think they're very
good on the clivical front. And they never seem to be in clinical ... ... They
are abvays, well which is not necessarily their fault, bt their title is Clinical
Nurse Specialist and so if you ask them o questian, they shauld at least be
able to tell you where to get the answer. And I faund that they are not able
to do that {Linda 1].

Maintaining their eredibility as an advancing specialist was also assured by heing
professionally responsible, that is, by underiaking further cducation that would advance
them in their area of specialisation. This was the case for all panicipants in this study.
Furlhermore, having a foundational degree as well as a higher qualification that was
reflcctive of a specially, and that the qualilication was rigourously assessed (Judith) was
considered best. Similarly, Megan discussced credibility in terms of voluntary
continuing cdueation [or all nurses. In her mind, a nurse was not eredible if his/her

knowledge was not updated:

I think it feontinuing education] should be linked to registration because a
lot of nirses will not underiake it, because they den't have to. And they just
wani to go te wark, earn their moncy and come home. Bt yau cannot be up
to date if you're not up to dute, I mean you've got basic nursing skills but
the way of drugs, technignes and things change over the time, you really
should be up to date... ..the difficulty is actually classifying it. Whether you
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are actually reading a few journal articles like if you actualtly read your
ANJwhen you get it once a month or whether a lot of people just put it in
the pile and that's about itf And you wonder how many people actually read
it} It's substantiation of that. You can have a canversation and pick up bits
of iformation from a colleague but one, is it correct? And two, did you
hear them corvectly? And like in a lot of the American magazines they do
have CE poiwts linked to registration of practice and you have a
questionnaire that you fill out and send off. Just the act of these simple
questionnaires, they take five minutes, but the fact that you have read i,
done the guestionnaire and sent it off, you get two phuses of your learning
te go info your brain and it might actuatly stay there {Megun 2{.

Living with Hypocrisy and Being an Advancing Specialist

Hypocrisy in the work place was an emotive issue that impacted on the credibility
of the advaneing speciatist and the profession. All of the participants prided themsclves
of being non-hypocritical and not wanting to work who they belicved were deceptive
about nursing practice. All wanted to maintain an ethical code of practice and that any
management decisions that affccted all nurscs should be just. For example, 11 RNs
were critical of an organisation or a hospital, whilc onc KN was also criticai of him for
having adopted management practices in the past that he felt was hypocritical, For
éx ample, Andrew was critical of how insensitive and therefore, deceptive he was toward
his clinical counterparls who were over-stfefbilcd, particulariy when as a nurse manager,

e reflected on how he made decisions about the staffing mix and their working hours:

And [ was caught up in due process and on reflection, probably not very
happy about the way I dealt with things......Well, | joined a cink of bean
counting I guess, and smonber crunching, and I probably took it on with a bit
of fervaur amd divorced mysclf from the clinical arena. So thercfore,
professionatly, I probably did a bit of a disservice to nursing. { know it was
something that I stiil befieved in, but perhaps { went into a few things they
were heartless {Andrew I},

Furthermore, the RNs in this study Tell that their judpement to take on a particular
specialty or course was right for the professien and right Ter them. If for any reasen that

the organisation in which they worked did not agree with their decision, then it was e
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hypocrisy of the responsible person or (e organisation that was probleratic, not them,
For example, Dicdre was scathing of her deparimental senior manager’s miscalculation
about her advanced continuing education course in mental health in which she clected to
enrol. It was deceiving that her line manager viewed mental health care was outside the
realm of nursing and therefore out of the reaim of her practice as a community nurse.
Her manager questioned the need for her to undertake advanced studies in mental
health, As aresult, Diedre was offered no supporl by her manager such as partial
funding to underlake the course or time ofT from work to attend a two-day tcaching

session:

Yes Idid fenrol]. But they fManager, Regional Health Authority) weren't
sure that this course f was studying had mirch to do with my job (chuckies).
And that's rot funny. ‘What's it got to do with nursing they said? So |
persevered anyhow. I knew it had a lot to do with mersing [Diedre 1],

In another example, Judith was aghast at the hypocrisy of some nurse eollcagues
who claimed 1o be professional perioperative nurses but failed 1o follow the standards of

practice in the operating theatres:

..there's also things like they [perioperative nurses] don't even follow their
own policy really, like counts. "You don't have to count that because it's not
a big enough incision, You don't need to count that, you only need to count
this, you only need to count that." F have a probiem with counts, I
someihing goes missing, how are you going to jusiify it? “Oh you only need
to count 5 urteries, you don't need to count the other 15" But 100 bad if
you need 8 or 10 arteries 1o come out [Judith 2),

Living with Paradoxes as they Arisc

Paradoxes arose when the RNs expericneed inconsistencics in nurse practice or a
conflict of intcrest while advancing., The many variations in nurses’ attitudes that
generated conllict impacted on how nurses, including the advanced specialist, should
act or what nurses should value. This was particularly relevant in the hospital scltings
and felt to be too fluid to be casily reconciled, Neverihcless, some RNs deseribed somic

of the inconsistencies they faced by revealing how nurses working in the elinical areas
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oflen remaincd sceptical of any management decisions that had a dircet impact on their
elinical practice. These decisions included the employment of a credentialled nurse
compared to a non-credentialled nurse, the need to be multiskilled as an advancing
specialist, the discrepancy in pay compared 1o other professionals, and the

implementation of a nursing research study that investigated current nursing practice:

So many people were against it. We have taken on 60% of the staff who can
do {2-hour shifis and the remainder could continue with their other options.
But we've gone from having not being able to get any staff to work in ICU to
now we fave a waiting list of over a year ...... That is definitely a draw card
...... there would be a lot of very very angry people if it's not brought in.
Because they love them becanse you sce the people that are againsi them,
the short shift people say that they are too tired, they haven't really got the
time. They're too tired ta he working 12 hour shifts. How could they deliver
safe and good quality patient care? Bt the 12 hour shift people say, but we
are less tired, working a late/early you knaw, I'm not so exhausted. You
know we get all these days off. We come to work, we are enthusiastic you
know we are bright and we had a good rest and all the things that were
identifted, all the issues like late before days off, early afier duys off, three
or four consecutive nights, late/fearly shift. They've all gane with I.2-hour
shifts! The people that work these shifts all these things that they have
hated have disappeared now. So it's really interesting {Karen 2],

Each RN was overwhelmingly supportive of multi-skilling in their practice. All
believed that the skills they continually gained as a nurse and as an advancing specialist

placed them in a better position to advance in a specialisation:

[ have a background in child heaith and definisely in the conmunity, and
warked in family plauning as a family nurse practitioner, I guess I have to
say that | prefer women's health, And probably wity I call myself a ntirse
specialist in women's heaith as well, because f can combine child heaiil,
women's gencral health, health promotion, as well as sexual and family
health {Diedre 1],

Hewever, some pereeived thal the movenient from general fo specialist nursing
would actually narrow their skills, Tn the oncology sciting, Eric lived with the paradox
associated with being multiskillcd.. Expanding his knowlcdge and skills in oncology
nursing, men's health, as well as nurse management and rescarch tefl him in a quandary

as to hiow he was placed with his clinical colleagues on the ward:
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...But again I think that the best core worker in that area foncology] is the
nurse. And I do helieve that we need miultiskilled nurses in this area. And !
Jeel that my worst part of iy skills, is | feel I'm too muitiskitled and at the
same tine, it can conte over as though he doesn't know what he's talking
aboui because he's in too many sreas, And in a way I understand this,..}
Just think I feel it's something I'm interested in, and that's the opportunities
that I had, It was mere of a clinical nurse consultant role, you know, there
was some counselling, there was some supporting, there was somie patient
care. There was some clinical teaching. So this whole mixed bag of stuf],
Aud that's what [ really like to do... ...I da believe thot we need multiskifled
nurses fn this area, fhowever] .1 feel that is wv warst part af my skills, is I
Jeel I'mi to0 multiskilled .. [Exie |]. - .

Meanwhile, other RNs said that it was hmri:bcr.nployah]c being multi-skilled and
Lhat having cxperienced greater diversity and flexibility enhanced their confidence to
pursue their goals. From Judith's perspeetive, perioperative nursing as a specialty
included an extension rather than a narcowing of knowledge and skills. "It's a
marvelous profession for diversity, I mean what other job can you get the diversity that
you can in nursing” [Karen 1]. Ia addition they felt that they were inore versatile and
therefore more desirable if they sought employment as a speeialist, especiﬁ]ly in the
rural areas. Even so, Gail felt doubtful in an earlier stage of her career about being a

multiskilled specialist because the paradox remained:

{t used to worry me back in the old days, the fact that I'wasn't encapsulated
in something, It did use to worry me. I thought [ was too diffuse and
whatever, but not any more. No, I'm really happy with that, That's
probably something that's come out with all the education that I have done.
That is I will pick what I want from each one and if I can't be put into a box,
I can’t be put into a box [Gail 1],

In another cxample of living with a paradox as it arises, Fiona identified the
remuncration for nurses and the inequity between nurses’ pay scales compared to other
trades people or when nurses gained a promotion. The paradox was that while she was
advancing as a master prepated critical carc nurse working in the ED in regional W.A.,
the possibility of a promotion or remuneration to reflect her advanced practice would

not be achieved:
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..we have got an anomaly in that if someone goes to a level 3 position, they
tend ta rake on a management role or clinical manager and they actuaily
lose money becanse they go back to day time hours. And they couid be
getiing paid less than whar you know......Jt doesn't scem to be going
anywhere, They have tried, The health departinent is very resistant to pay
out any more money because we do form such a farge part of the wage you
kmow the health budget, They have addressed it in terms of offering salary
packaging across the board now that gives you some financial gain to those
that need it, but it still doesn't address the bose-line issuc that an efectrician
will get paid 330 an hour and a Registered Nurse will get paid $19. That to
me is inequitable. And it's diffieult to justifyy maintaining skill levels and
committing vourself to lots of extra work [Fiona 2.

In summary having an idcal view enabled the RNs (o illustrate any further
phenomena surrounding ANS and education. Some were passionate about their arca of
specialisation, so much so, that they felt that their education and practice would be of
benefit to the profession, the patient, and to themselves. As a result, they fantasised
about the naturc of ANS that in turn allowed them to visualise whal they believed they
wouild be doing in the near future as an advanced specialist. For them, this ineluded 1hc
key issue surrounding ANS and education, however, il entailed that they nust maintain
credibility as a specialist and professional nurse. In so doing, their shared fantasies
revealed the hypocrisy and many paradoxes between the ideal and the reality that they

encountered.
Links to ANS and Edcation

The links that made it possihle for the RNs to move toward advanced practice
related to best practice initiatives, how cach was able to implement health preventive
- measures, and the requirement for research to be underiaken relevani to their specialism.
[|!I__ Furlhermore, the manner in which the RNs established their long-lerm goals was a

significant link that cnabled them to move toward ANS and education. Having set

personal goals was relevant to their chosen eareer pathway.
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Best Practice a5 a Link to ANS and Education

Best practice in this study was described by the participants as those *delivering
better care becaus.c you are questioning what you are doing and why you are daing it”
(Andrew). The fostering of best practice initiatives included the motivation that a nurse
exhibited to achieve higher standards of care, such as nurse credentialling, the
undertoking of research that reflected the need for change to nursing interventions, the
wide experience a nurse had as a community nurse, and when the advancing specialist
questioned theit’s and other's practices. Megan, for example, belicved the
implementation of voluntary credentialling could be an effective method for the
advancing specialist to validate their skills, and at the same time enable him or her to

question their own and other's practices:

...they fnurses] practice and some peaple I think are questionable in their
practice. But other people pick up the pieces or the slack and they've never
committed a bad practice that they are questioned, But they too are not
maintaining good practice. And { think credentialling will be a voluntary
thing. So it won't pick up these peaple anyway because they won't
veluntarily ask to be credentialled. But T think it will go ahead and I think it
will be a tool to say "look, T am credentialled, this is how good fam.” It will
be some evidence to show you how good you arc, when an paper...people
look identical, but one's credentialied and one's wot. You can actually suy
this is why I am so good fMegan 2],

Health Prevention as a Link 1o ANS and Education

Issues raised in relation to health prevention and health promotion emerged (rom
six RNs whose specially focused on community nursing. [ acknowledge that the
participants in this sludy represented at least 12 differcnt specialty areas of nurse
practice, nevertheless it was coincidental that the remaining non-cominunity advancing
speeialists in this study did not allude to health preventive practices. At least four RNs
{Brenda, Diedre, Gail and Helen) highlighted the importance of health prometion as parl

of their every day practice:
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1 think where I come from with my nursing is a wellness aspect and u heulth
promotion aspect. And that's one of things that Ricky Buy had in their ad
was that it was geared toward promoting and supporting independence aud
the concept of wellness as opposed to a disease base. That's where I se¢
complementary therapies as making a big difference {Gail 1},

I do feel sometimes that there's more management in this job than there is
nursing. But what is community nursing? ['ve spent a good part of today
stressing out over @ word processor projeci, a stress article (o put in the
Minniup Matters [pscudonym/| becausc [ feel stress is a very big issue in onr
community. And because I have got some really good information but its
not displayed very well. 'm spending a lot of time actually doirg it up
really neatly and making it look goad and I am planning to put in one every
week fHelen 2],

Nursing Rescarch as a Link to ANS and Education

ANS and education Iwa.s unequivocally linked to the undertaking of nursing
research and incorporated into nursing practice. As one RN indicated, "the rescarch you
conduct will in the long-term help nurses and help the patients in these arcas. So that is
really moving on into the future” [Karen 1. All but tvo RNs found that the use of
nursing research enabled them to synthesize their current nursing practice, speeialist and
research aspirations. For cxample, Olive indicated that there was a need for further
exploration of issucs relating to young girls in particular, who became anorexic, while
Brenda feit that she needed to collaboratively rescarch the leaming difficultics of a
population that suffered from a drug dependeney. Andrew and Eric pursued rescarch

into men’s health in the ED and oncology respectively,

Well only the current research that 've got at Swells {psendonym], wiich is
foaking at aggression. The two arcos are qualitative and quantitative. So
loaking at the quantity of oggression coming through the depariment and
reasons wity it might be developing. Awnd the effect it will be having on the
staff out there {Andrew 1.

Furthermore, because Eric and Olive felt passionate about research specific to

their areas of specialty, they thought it was necessary to make changes to their practice:

I like change, as long as the ehange is for the better, but 1 think aisa with
evidence based practice all of those soris of things, you need io test theory
in practice and you need to look at the best results and the best evidence for
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your practice. And if you don't lack at trialling and hypethesising I don’t
think you know yon are going to find what's most appropriate as an
intervention in different areas. I think you have got to try us long as it is not
harmful to patients in the process...I think thar nurses have a big place in
research. Ithink that the liaison between acudemies, clinicians and
administrators is important {Olive 2].

In another example, even though Fiona was not quite ready to tackle a research
proposal at this stage of her master hy coursework studies, she nevertheless identiffed a
i

project that she had iu mind. This was linked to critical care nursing in the ED:

Oh I've got one in mind, I'm going to do something with the telephone
odvice down here, telephone trials, and I want to do an evaluation or
something on that, yeal...a mother who rings from a hundred kilometres
away and says "I've got an asthmatic child, whot can  do?" {Fiona 1}

wenbecanse at that stage the hospital had turned iis focus onto ollowing

“clinfeal nurses some non-clinical time to facilitate quolity management
projects, research. Yau know minor research activities and f thought f
could do something with that {Fiona 2].

Carla however, had a quite difTerent view about research in nursing. Carla was in
her second semester of midwifery studies. She felt that she was struggling with the
relevance of rescarch, in panticular, leaming about qualitative research methods as a tool
and sensed a division between midwifery practice and rescarch that was reflective ofher
speciatisation. Rather than a connection to research, she felt it was fragmented and not
relevant to matemnity eare in the hospital. It was possible that the nature of her chosen

program was not what she first envisaged:

1 mean, I've done three years of research already, one unit per year as an
undergraduote. And a lot of that was covered there, And you uctuaily do
use problem solving, I just doesn't seem the same... ... Himm, helping
someone whose got a problem with breast fecding, while it's useful to know
the ins and outs, the alternatives, the new research on breust feeding, ! can't

see how learning about qualitative research helps you help that woman
[Carla 1].

Long-Term Goals and Links to ANS and Education

Setting long-term goals was important because each RN was able to anticipate the

outeomes of their research interests or cducational pursuits as they moved toward ANS
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nmi cducation. As one RN told me about being a generalist nurse compared 1o én
ndvanced specialist earing for patients, *...their pliysical nceds were the needs met and
for me, that wasn't enough. [ needed to expand my care. I nceded to expand in the way
that I necded to pravide for more of a holistic approach” [Qlive 1. Knowing this and
identifying their projections, the RNs alluded to the gains they made in their chosen
carecr pathway. At the same time, all but onc RN identificd their arca of specialisation
as a career pathway for lhgm. Morcover, the majority of RN5 were partisan to research
in nursing. The undenaking of a rescarch projcet was an integral part of their goal.
They had either found their niche or were ablc to visualise fruition of their idemtificd
clinical research problems, provided they had the collabarative support from other

research experts: \ i

...one thing made me think about rescarch, you know, was why are we doing -
this. And the other thing was niy alternate goal, where F want 1o go in
nursing, is I really want to be a Clinical Nurse Specialist or Consulitam,
whatever you call it in ICU. And the criteria for that is a masters [Linda 1},

In summary, the establishment of long-term goals enabled the RNs to reflect on
their progress. Even so, not all experiences of advancement for them were predictable,
However, being mindful of where their studies in advanced practice would lead them,

offered those RNs who had set Jong-term goals, a sense of personal hannony.
Reflecting, Rationalising, Balancing and Negotiating Opiions

The RNs reflecied on experiences that empowered them to conlinuﬁlly rationalise,

“and negotiate their stidics, work, and careers in order to balance their lifestyles. They

~ sought the options available in order to specialise and make a decision to continuce Lo

pursue ANS and cducation. Carla however, withdrew from her studics because the
balancing of her lifestyle became too difficult. She rationalised that her course fees to
underiake her university midwifery progrom was burdensome for her and her parincr,

They were planning on gelting married soon, Even though she acquired a small
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scholarship to ugl';ist her in her studies, it only provided a quarier of the total amount
payable,

Other RNs shared common experiences. The main concerns the RNs had when
rationalising and balancing career options refaled to family matters. These included; a)
division of family responsibilities; b) exclusion of recrcational interests; ¢) management
of finances to pay for a course; d) minimisation of shilt work to underiake sludies; ¢)
the need to stop night duty; [} deferment of studies when changing jobs; and, g)
balancing time taken lo tmgjﬁzl to classcs, work or clinical scssions, The latier was
because of the required attendance at clinical practicums or seminars, and was
particularly true for the rural counterpart because of the greater distances travelled. This
oflen necessitated accommodation arrangements and separation from family, as well as
the appointment of 2 reliel nurse to continue expected work commitments.

All but one RN chose to study part time as opposed to full time so that family
responsibilitics were manageable. Olive was the one exceptien. She studied fufl time
and worked agency shills as and when she required additional moncy, supplementing
her income with an ‘Austudy’ ﬁllowance. Howevcr, Olive told me that she had no
financial overheads and had already paid a substantial amount toward her morigage.
Therefore, she felt financially secure before deciding to embark onto postgraduate
studics. Furlhermore, she felt betier able to st_ii.dy full time compared to other advancing
specialists she knew ol because she did not have e added responsibility for the care of

children. In short, the biggest obstacle for a number of RNs was the constancy of

having to pricritise and negotiate study over child rearing, family activities, as well as

the pursuit of personal interests and activities for those who did not have any children.
Four RNs who were undertaking master studics as an advarcing specialist had one

or more preschool child or children of ptimary school age. Brenda told me how she was
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inancially well healed, neveriheless, as 2 consultan{, working from her home, she cared
far her three teenage children who were in need of her continual supervision owing to
their spccialis; care needs, As her husband sai_d to her, "well, you know, you have
always been intercsted in that sort of thing, and as long as you do it part time and it
doesn't interfere with the children” {Brenda t]. Dicdre on the ather hand, continued to
rationalise her travel between home and warkplace because of the hundreds of

kilometres she would otherwise have to travel on a daily basis:

No I don't fdrive hame each night]. I come up (from Angel fo Bussel)
Monday and go home on Thursday. It's too far and over 100 kilometers and
it’s the wrong time of the day. It (travel} just adds two hours to my day!
...... 1 needed to keep some time for my exira commitment, that was
negotiated too!... ..I would have mentioned it in my letter of upplication.
And 5o in the interview it came up, so I was able to negotiate that. And the
position wasn't exactly full time. In fuct it was negotiable as well, I don't
think | would have applied for it if I wasn't aware that I could discuss these
options with my employer {Diedre 2J.

At the same time when balaneing family matters, cach RN rationalised not only
what course best suited them, but were also prepared to negotiate with their employer,
their work options. Ten of the RNs either applied or thought of applying for assistance
from their employer to underlake advanced practice and study. "Well really there's
plenty of money out there if you are prepared 10 you know, just apply and funir;;zrd your

CV" [Karen 1]. In addition, they were prepared to negotiate a position and salary that

they believed ithey were able to fulfil:

The clinical nurse position. Normally when you get promoted you start aff
with the lower increment so | hove gone to the boss and said, "well what are
You gaing to pay me then?" And she said, "well what do yoit mean?” And I
said, "well you know, you could payme 1, 2.3 or 4." And she said, "well
would normally pay you cne.” But I'm saying, "yeah well Fim open to
negotiation.” So I wrote out a few pages of why I thought I should be paid a
little higher. And I dropped it in so [ am waiting for a reply [Andrew 2].

As another example, Helen negotiated employment and funding for a relief nurse

because she wished to take time to attend four study days:

!
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A typical examiple is that I've got field assessment study days coming up in
Novenmtber over at Y country hospital and it's for four days. And we are
looking at getting relief. Well lo get o relief at a nursing post is probably
Sour hundred dollars a day if you are looking at relievers coming in. And
yott have still got to take on bourd their travel tinte and where they are
coming from and how many days you car actually afford on nty budget.
Now my budget was 5700 in surpius and we could afford to have someone
for virtually two days or one and a half days because it was about half a day
on a Friday {Helen 1].

In summary, the movement toward ANS and education meant that the RNs
rationalised and balanced their family concems as well as their work and study options.
They were able to rationalise why other nursing stafl that they worked with, were under
duress; perhaps because of the excessive work-load or loss of life on the oncology ward
for example. Furthermore, they were motivated to view their work positively and were

keen to underiake further study and research. . }/
Succeeding and Moving Toward ANS and Education

Succeeding in ANS and education provided both tangible and non-tangible gains.
For example, seven RNs thought that a non-tanpible gain included being successful
owing to_ their enhanced theoretical knowledge. On the other hand, six RNs thought
that a tangible gain included the offer of a promotion. |
In the main, the non-tangible conceptualisation of 'succeeding’ and what these
RNs perceived as success were the most occurring cvents. For txample, four RNs'
perceived that success included being challenped and empowered by the additional
* responsibilities that being an advanciﬁé specialist afforded them. Furthermoare seven
. RNs succeeded hecause they negotiated employer support for undéf;;king additional
studies. Similatly, Eric fell "nourished” as an advancing speciali;l; and both Andrew

and Eric {elt that they had succeeded because they achieved their progressive

_educa\ional goals to integrate men's health issues into their respective specially areas.

a 2%
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Other non-tangible cvidence of success was revealed when eight RNs talked about
communicating af the same lévcl ag their leclurers or managers or when five participanis
were invited to parlicipate as an executive member of their special interest group.
Succceding also cntailed the undertaking of research in their arca of interest ér when
seven RNs fold about doing rescarch that was specific to the pro fessicn and community.
Eric also felt suceess when he was able to work in a multicultural environment. This
ensured that his fanguage skills could be utilised.

Nursing work away from the constrainis of a medical model of care an.d!or
maintaining a wellness aspect to their care proved to be successful and rewarding for six
oflllhe RNs. Brenda, Eric and Karen felt that they succeeded when they effecied change
in management styles or improved working relationships with medical practitiopers,
More importantly, being acknowledged and thanked by other stafl in their depariment
for clfecting change that stafl were initialiy resistant to but now embraced was
encaﬁsulatcd as success by Andrew, Eric and Karen. Success was about being able to
- gein the trust of community members in the rural areas as well as the acute setling,
being conlident with (he use of technology in the ICU, or confident with the need for
data storage and communication purposes while working in the regional and community

nurse settings:

As I siarted off, { get a lot of personal sotisfaction otit af achieving and
passing at the end af the day...I enjoy the achievement factor and one day I
guess Twould like 1o have a Masiers, and...o PhD, That would be a
wonderfid thing to have, Why nurses dan't go off and do it?......But fam a
believer in gaining knowledge, and I enjav the achievement factor; the
suiccess, the successfil feeling of passing I guess and achieving... ... see my
{ecturers a lot more differently... ...and [ feel there is much more of a
wellness on a level plane, It's more than lectureristudent, it cotild even be
like fatherison, ar mentor {Andrew 1.

...the most satisfving thing is to meet someone at the door that is crivicaliy
ill, to be able io stabilise them with my own ¢fforts before the doctor arrives.
To be able to suppart the family in that process as well and then to send
them off to the ward knowing that I have done everything I possibly could 1o
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help them along their way. Now, that doesn’t always happen, but certainly,
that to me is the best thing. You know the hahy that's got a chest Infection
and mum's beside herself. You know to that level, you know thut they will he
Jfine, and that'’s good, And that's why 1 stay nursing becanse of its interest

W [Filona 1].
Yeah, 1 feel working in intensive care, I'm a fot more confident. 1 feel |
know what [ an doing, which { conld manage hefore. | could look after a
patient very well, but now that greaier wnderstanding there is a bit to be
able to communicate intelligently with the medical staff and far more
teaching of medical staff and junior siuff. Everything just seemed to fall into
place, my understanding of what wus going on, how drugs worked. I gained
an awfil lot really.....it's just that when the consuitants usk and the
registrars ask about the cffccts of drigs and you are answering it und the
registrar doesi't know the answer. [ mean it’s very good...the wuy they look
al you, with respect, it’s very satisfying inside us well fKoren [].

Being Rejected, Gaining Rewards and Limitation of Rewards

To illustrate the {extural understanding of success, three l‘uﬁher codes emerged,
that is, ‘being rejected” and being offered a reward’, or conversely the timited rewards'
gained as an advancing specialist. Rejection was identified when a RN for example,
was unable {o negotiate her work-load and specialist experience with management to

{ undertake extra visits to other depariments of the hospital, As a part of her educational
(g\} expenence as a perioperative nurse, Judith felt rejected when she negotiated to seek

additional competencies relevant to her specialism without success:

In day surgery 1 octuolly asked 1o spend a day doing day surgery once a
Jortnight to just keep up my scope work for endoscopies and colonoscopies
and got shot down because they needed the theatre nurses upstnirs because
they are very shart. I'don't understand thot... {Judith 2].

Four RN felt rejected when their application for interview or promotion was not
‘approved by an employer or when they were refused a CN position even though they
had more than fulfilled the job description compared to other CNs they worked with in
their setting or department. Feelings of rejection were also evident when the RN

experienced conflict with senior management or when Erie, Judith and Megan
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witnessed and attempted to deal with poor stalf communicolion. Furthermore, when
scniplr' management required them fo implement specialist skills to meet service needs
i

before Ui"c':jr had actually graduated from their coursc, two RNs felt used and rejected
because it was not recognised or rewarded in an addifional payment. Less tan gil_:__lc
feelings of reieetion was felt when five RNs reported that their nursing collcaguc;wcrc
disinterested in them for specialising. Furthermore, when other nursing staff were
disinterested in attending conferences, were not professionally oriented, or failed to
provide them with their personal support and eneouragement, they felt rejected. In all,
their colleagues did not outwardly acknowledge their struggles or progress toward ANS.

In terms of rewards for underiaking ANS and education, these were few. Other
than when Karen obtained funding to attend a conferenec, the benefits the RNs gair;;';;f
were limited to non-tangible rewards. For example, Gail felt rewarded when she gained
additional secretariai support to compilc her community nwrse documentation. Fiona
{elt rewarded when she was able to find work easily because of completion of her
emergency nursing course, and Megan felt somewhat rewarded when management of |
another hospital approached her becausc she had the perioperalive expertise that the
hospital desired. Other non-tangible rewards resulied when Karcn obtaincd a research
secondment within her hospital while advancing in her master studies. This added to
Karen’s enjoyment of nurse specialisation that she felt offcred cnormous diversity
\;ithin nursing practice that no other job eould offer,

The limitation of rewards remained an issue with the RNs in this siudy because at
least two parlicipants believed that nursing in general was a demanding job with litile
prestige. More significantly, any tangible rewards such as elevation of their salary for

the extra studics and wotk undertaken, was not forthcoming for Andrew and Fiona.

-Moreover, three RNs in this study feit that they were spending significant amounis of
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money to undertake study for little reward. There was a need to Ygive up cverything”
(Carla) to work and pay for advanced nursing study, and “you arc never rewarded for all
the overlime 2 nurse docs, just promises that you ean get off carly another day” (Carla).

At least five RNs however, identified the burden of eost to nurses in gencral if
they underiook ANS and edueation, but made little mention of the extra financial
burden to them. These RNs cither took the opportunity to seek schelarship funding or
chose a course that was competitively more afTordable for them. Three others
mcanwhile, ncgotinl.cd employcr suppord such as leave with pay while Fiona negotiated
paid travel and accommodation expenses related to her ANS and education. These
initiatives assisted them financially to undertake advanced studics specific to their area
of specialism, offering them some reward, b;: that it was fimited.

One RN thought that gaining a master in nursing was the most thal could l;e
cxpected of an advanced clinical specialist because it would give a nurse the
authorisation te negotiate a work place agrcement. However, based on the cyclical high
demand for nurses by hospitals, both Andrew and Fiona questioned the reaiity of having
a clinical master degree cven though the profession desired the master prepared
specialist nurse. Fiona in particular felt ambivalent about the need for a clinical master
degree in critical care because there was no incentive or reward. There was litile
support or encouragement from her work cofleagues in the rural arca. Even her Director
of Nursing of the haspital was unaware and did not acknowledge that she was
undertaking external studies in advaneed practicc. Furthermore, she was underiaking
studies in her own time while working full time, caring for her family and aetively
contributing to her speeial interest groups such as the Australian Nursing Federation

(ANF) and the Australian College of Critical Care Nurses (ACCCN).
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Fiona was also critical of & Perih teaching hospitat in which she undertock a 12-

93

month contract to complete the hospital's critical care course befare continuing with her

master stedivs. She was required to accept a lower rate of pay for the duration of the
course. Notwithstanding the ahove issucs, she was also convinced that there would be

no promation te a Leved 2 position available for her in the country, once she had

compieted her master of critical care nursing in the ED:

So the issues of fiving weren't too bud but I did feel quite resentful ubout
that because you kuow the requirenicnts before you could be wccepted were
a niinimum of a Level 1/5 or 1/6. And [ know it wus a trade off to go buck,
yau knaw, that all that study would be done as a 173 jevel, But we are part
of the ealevlated FTE and in my course particularly, there were several
people who worked in the intensive care unit of the hospital concerned and
there were other people that had been nursing for (u long time}. {was
probably the oldest that had been mursing far same time, but certainly there
were well-qualified peaple that if you know, who would deserve clinical
positions if they had come up. So their expertise was being obiained very
cheaply. And [ find that that's another frustrating thing about posigraduate
education and that it's probably another litilc one of my soap boxes is that
there is no incentive for people (o do the extra work. You don't get
nionetary benefit......I'm ambivalent, bit [ dow't know whether masters level
clinical nursing at masters level is ever going to take off in a big way...but
there is no incentive at all to do higher education especially like people in
ny situation where I am, for want of a better word, stuck in the rural arena
Jor quite some time. Our positions for promotion are Limited by percentage
basis, you know, rumbers of clinical nurses to number of RNs. Once they're
Jilled, that's it. So I will be a masters qualified level 1 RN if a clinical nurse
Jjob doesn’t come up in my field, And that needs to be addressed 1
think......Jt is hard work, let me tell you, it's bloody hard work to try and
study here without much support, without much encouragement. You know,
peaple say "ok look, you are doing your masters?” And the first question is
“why?* And their second question is, *well you know, what are you going to
do with it at the end?” But there's nothing froni the other end saying "well,
if you get your masters, you could look into these jobs”, there's nothing like
that {Fiona 1],

In summary, suceeeding as an advancing specialist came with its rewards, limited

or olherwise, The rewards however, were non-tangible in the main, but nevertheless,

personally satisfying. The tangible rewards of suecess while advaneing werc considered

to be difficult to realise.
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Exercising Tolerance While Moving Toward ANS and Educution

RN éxperiences that were contradictory in nature werc ubiquitous. Simitar to
other health care professionals, the RNs in this study lived with contradictions cvery
day of their parental, working, studious and rccreational lives. Nevertheless, the
noc.matic dcscriptions of the RNs' experiences were significant to them because they
impacted on their advancement, For instance, three RNs felt that they necded to
exercise tolerance toward their employment as an advancing specialist at the Jowest
level (Level 1) of nursing practice because it was simply a means to an end to becoming
an advanced specialist. They could not always expect a higher incremental level of
employment. At the same time, other RNs felt that they needed (o be tolerant of the
alterations and changes in the workplace that were related to the nurse’s career structure
and subsequent levels of employment. In their wait, they wclcomed the recognition by
the profession at last, of clinical practice compared to education or management
positions for nurses. As a resuit, the RNs had shown tolerance because they had waited
for the opporiunity to take a higher level as a specialist RN when the opportunity
prevailed.

Furihermore, the RNs believed it was necessary for them to be aware and tolerant
of the changes taking place in relation te the widespread demand for advanced
specialists. From the RNs’ perspective, these included the demand [or midwives and
emergency nurses, expertise required by RNs in business management, the need for a
focus on gender health issues such as men’s health, and the neeessity for evidence based
practice, particularly in the critical ease setting, They believed their awareness of*
current demands for expertise would ensure the most appropriate course of study for
them was undertaken. The RNs continually re-examined the relevanee of what they

were doing and at the same time were mindful of the downsizing of the nursing



95
workforce owing to the increasing health budget. As a result they were understanding
and showed tolerance of management decisions made by exccutive nurses, and z}b!c to
consider the balance of funding issues refating to nursing stafT underiaking continuing
education courscs or ANS and education.

Three RNs also exercised tolerance toward nurses who did not wish 1o embrace
change. Alter all, "there are leaders and followers” [Eric 1] in nursing, Each RN in this
study aspired to being a leader in nursing. Their aspiration as a leader required them to
show tolerance toward other collcagues during their movement toward ANS and
education, They were cognisant of the fact that for a variety of reasons, not all nurses
wanted to advance in an area of specialisation [ike them,

Further specific examples of many other contradictions the RNs faced revealed
their degree of tolerance. Being tolerant of other nurses who labelled indigenous people
as too dilTicult of problematic {o care for calied for additional olcrance becausc it was
contradictory in terms of nursing care that was supposedly holistic and culturally
sensitive. In this cxample, Brenda's tolerance prevailed because other nurses had a

limited understanding of indigenous people:

How does the nurse who doesn't understand ADD understand the difficulties
that mother has in going and buying the groceries, getting them home,
getting the meat and the vegetables, coordinating them at the same time,
gelting the children 1o the table because at the end of the day, those
children’s nutrition is going to be enhanced or it's going to be destroyed. So
a nurse is trying to get good nutrition and the mother's niore thun likely 1o
say here's 20 dollars, go and get some KFC, but if the nurse understands the
difficuities in the organisation and the timing and everything, she can spend
some time {Brenda 2],

From the rural and remote area specialist perspective, the RNs were tolerant of
other health care professional issues while working in a multidisciplinary setting. On
the one hand, Diedre was intelerant of the medicat doctor who made little effort to

contribute to the decision making of a muitidisciplinary heaith care team. On the other
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hand, she exercised tolerance toward rural doctors who gave little of their time tr; l\_l_lt:ﬂd
muliidisciplinary meetings because as private practitioners, they were busy health c.n\arc
professionals and were not paid for their time, Similarly, Helen was intolerant of
community people who paid iittle or nothing in a fec for her serviees. However, she
was welcoming and tolerant of members of her rural community when they used her
home to take a shower or borrow some clothes beeause people belicved that the

rural/rernote arca nurse should have an open house and surgery:

it was an MVA, and he came in at night. He showered in my shower
which is very typical...And I gave him a pair of my husband's socks to put
on because ane of themt had disappeared. He somehow lost his shoe on the
way. No ke put his sock around one of the bloke's armt or something, to stop
the bileeding or something, so Iie got a pair of miy husband's socks which I
got back three months later I think. And I don't know ifit's via the
comniunity or something else, but this is sort of the very colloguialism type
of things that go on, And my house is often used for breasi-feeding. You
know I'm a breast-feeding clinic anyway and o5 an onte-natal clinic. I aften
do that in niy room, you know we wsually do that when the doctor's here
because I've gor time out [Helen I].

Furthermore, as a community nurse working in the metropolitan area, Gail was
tolerant of the volunteer disability 'carers’ who werked along side her non-professional
health carers. She ireated them as colleagues. However, she was intolerant of the
attitude of nurse colleagues who dismisscd them as being unprofessional. The earers
required much subporl from her as the professional health carer, and she was
appreciative of volunteers beeause they readily cared for people who suffered
significant disabilities. In addition, Gail supporied the cuftural shifl from nursing work
in the hospital setting to her work with volunteer work as a speeialist in the community,
These circumstances identifted Gail’s and Helen's acceptance and tolerance of other
helpers who were not always familiar with work in a professional environment.

Exercising telerance toward the beginner leamer in a specialist area of nursing

practice was also a conientious issue amongst 10 of the RNs in this study. For example,
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Mepan suggested that many stalf working in the operating theatres were unable to
uecuralelly predict the rate at which a nurse leamed while working in the operating
rooms. Some RN in this and other areas of specialisalion were intolerant of beginners
' ﬁho did not learn specialist skills quickly. As an advancing specialist herself, Megan
was mindful of dealing with the many strong and conflicting personalities within her
specialism, She cxerciscd tolerance toward the new perioperative nursc because she
had a greater awareness of the global issucs such as educational advanccment that
included an understanding of health care policy and change management. As a result,
an advancing specialist was able to see the bigger picture and be motivated to
implement new leaming strategics that enhanced perioperative nurse advancement.

Similarly, Olive exercised tolerance over the uptake of her student role as a

registered nurse, and postgraduate nursing student working in the mental health care

setting. She helieved that a degree of tolerance was required to deal with any conflict
that arose in the work place, such as the attitude of some staff that was ambivalent
toward students like her. Exercising this tolerance, pursuing staff who provided her
with the learning that she felt that she needed, and being pro-active by dealing with
personality corflicts that arose between staff members and her in the work place, was
necessary. Doing so enabled her to negotiate learning opportunilics with staff in her

new leaming environment:

As a student to me it was a little bit strange initially because 1 felt that I was
back in a rele that was unfamiliar to me or that a role that T hadn't been in
Jor so many years. Working as a student was, I wasn't sure how [ should
perform that role, how much I should do. Whether I should sort of push info
the regisiered nurse role because I am a registered nurse but f wasn't a
registered mental health nurse. So I just tried to take any opportunity |
could to do what I could without being too pushy [Olive 1],
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Tolerating Contradictions and Making Changes

Almost all .of'lhc parlicipants not only excreised tolerance, but also realised that
being invelved in change in the work place was mutually beneficial. They were
supportive of change even though they and their senior nursing staff experienced daily
contradictions in the workplace. To get ghead in critical care nursing for cxample,
Linda and Karen necdced 1o embrace change. Furthermore, Olive believed that ehange
in mental health practices from a custodial framework to a primary care approach was
appropriate and the pursuit of cvidenee based practice in the specialism snpporied the
need for change.

Onec RN considered his mlc was being a “change agent” [Eric] who took
additional personal risks {o actually effect change that was considered ynnecessary by
many of his working colicagues. For cxample, Eric questioned his linc management of
inadcquate communication te staff on the ward and the perceived collusion by some
" senior ward staff members with (he oncologist about patient treatments, This practice
was to the detriment of ali staff in being able to share information about the
multidisciplinary care of the patient who had cancer.

To take this a step further, Cric indicated that he teo had changed as a result of his
advancing practice. During his second intcrview, he was able to reflect on how he had
changed since his first interview. He reealled (he state of flux he was in at the time of
his first conversation and how disjointed he felt working in his new appointment as a
clinical nurse specialist. The changes over the ensuing six months as a specialist had
resulted in the diminishing of his ¢linical role. He was satisfied that the
multidisciplinary sharing of information had improved since he instigated change to the

patterns of communication between nurses and doctors on (he oncolopy ward., He was
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subscquently able (o focus on nursing research in oncology as well as the nurluring of

stafT in the oncology department:

And  fecl that that role is stowly being eroded, the one of the safe, care and
nourish role. Not only the patient, but the care givers ure my other concern
in my particular vole. It is the impact of all this stress on the
emplayees,..and in the weck there ave heen two or three very traumatic
deaths. There are two other imwminent deaths on the ward. Now the
sickness rate (of nurses) hus risen again. There is a lot more bitckiness on
the ward. There are some angers that are being throwi: round by some staff
biaming others for the way they have been practicing. The staff has been
working two or three hours longer that they normally should do, and they
are not going to get paid far it, So all in all, the stressors orc on. We are
no longer thriving in this environment, It's like trying to survive, and | feel,
that fluctuotion is u direct result of hewith care is unable to cape with
sickness around thew, and { really want 1o kind of promote more af this well
being. Being able to help yourself before you can help others {Eric 1],

Interestingly, all but one RN in Part A of this study expressed a desire to improve
the channels of communication between all health care professionals within their
specialties,

The need to change their course of study midway through their specialty studies
was identified as another significant factor that related to the phenomenon of interest.
Underiaking a specialist program in nursing had given some RNs heightened awareness
of where they were heading and therefore, re-examine the direction they had taken, and
ﬂ-:eret'ofe, make changes. Two RNs, namely Andrew and Fiona, decided that a change
of course of study such as business management or emergency nursing as opposed to
- eritical care nursing was possible for them. Similarly, Gail identified that taking a

different direction in her nursing fmﬂ‘ a pure community nursing perspective to -
including complementary health studies was an appropriate chenge to make, For 12
RNs, the change they made in including studies that had an increased focus on
management issues such as health service management and strategic planning as
-opposed fo undertaking a purely clinical role was enlightening. This added to their

goals and ideals of ANS and education. Brenda was the one exception. Her
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conversations fa;cused on her eollaborative research project and not on any studies that
included health management issues. Brenda’s goal was o keep focus on her research.

Six RNs {Andrew, Carla, Dicdre, Eric, Fiona and Gail) supported agreed changes
to departmental policies. For example, a change of procedure manuals away from the
list of nursing tasks to a compilation ofr .nlrinciples such as occupational health and safety
or environmental f‘aﬁtors was a change for the better. Change that embraced the review
of departmental strategies and policies, as well as discussion of issues that would
improve interdisciplinary I:u_?al!h care practices such as workplace prioriti: s and effective
people skills, were supporléd by the participants even when not by other rurses working

in the same specialty:

But people don't see that and they don't like change. They don't realise the
benefits of change and 1 just can't understand. Ireally can’t ......Ok it's just
a movement forward, I mean people don't undertake change unless they are
poing to benefit from it,..So there are tremendous bencfits and I think that
you have got to keep an aper. mind about change and not, this is the trouble
with 12:-hour shifis,' You know older staff are poing, 'oh too bigger change.'
They can't see that it's got enorntous potential, it's got enormous benefits,
and I think that again it comes down to tunnel vision I think [Karen 2].

Changing patterns, I thitk it is a challenge for health professionals to
embrace change but I think with increasing knowledge and increasing
evidence based practice it would be good to embrace some of the new
strategies and therapies that are being seen to be effective in treating

. people, So Ithink that's important. I think that in X Hospital with one of

the areas that [ worked in they were looking miore at primary care and
moving away from the custodial care in one of the wards. And I thought
that was good [Olive 2],

Conclusion

In conclusion, the core theme of moving toward ANS and education described a
phenomenon that was socially textural, The participant RNs who shared their lived
experiences, revealed insights that identified many external and internal competing

forces, the latier being encountered on a regular basis,
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Idenliy, each parlicipant would have liked to focus on being crediblc as an

advanced specialist prﬁctitioncr. cven though they had to do this while living with

" hypocrisy ond f;aradoxcs that made them feel a grealer awarcness of the strugglcs that
they had to endure while odvancing. Overall, ANS and education was viewed as a form
of best practice whereby the RNs sct long term goals in order to achicve advanced

- status. As advancing specialists, they reflected, rationalised, balanced and ncpotiaied

“theitwork and learning options, maintained the will to succeed even though they ofien
felt rejected By peers, and gained limited rewards that were mostly intangible in benelit.
Ultimn‘lely,l these RNs exercised tolerance ébout the many contradictions that they faced
while advancing. They embraced change in the work place, particularly if change

i

impmﬁed the communication pattems and sharing of knowledge between all health

Carers,

o




102

CHAPTER FIYE
o Sub;Thematic Findings: The Way Through the Labyrinth
- Freedom af Choice, Experiential Knowing and Maintaining Interdependence

* Introduction

' \\ This chapter outlines three of the five sub-themes that emerged from Part A of this
study, Collectively, the five sub>-thenies describe the subject of ANS and education; the
way that the RNs structurally advance as speciafists. This is metaphorically deseribed
as 'the way through the labyrinth of ANS and education’. The three sub-themes
discussed in this chapter reveal how the RNs in this study continue to advance in their
spevialisation, ascertaining their freedom of choice when undertaking advanced practice,
theilr way of knowing through experiemtial fearning, and the way that they maintain
:’nrer_degeﬂdeuce while advancing. The sub-themes illustrate the contextual nature of
ANS aled education, adding struetural meaning and understanding to the textural

. (object) interpretation of ANS and education described earlier in Chapter Four.
Freedom to Choose ANS and Edvcation

) How the RNs eﬁrciséd the freedom of choice in underiaking a course of study
was vitied in context. Whilst ail the RNs in Part A of this sludy made a conscious
decision to practice and study in an area of specialism that rellected their identified
. expertise and interests, their choices were sometimes limited, On the one hand, Diedre,
Fiona and Helen ehose to study and work based on their geographical location. This
was because of the inordinate distances required to travel to sttend an on-campus
) | ct::ﬁ.rse. O the ﬁtller hand, three RNs preferred to undertake a short course, no more
- that an academic semester in length, in o\.\der to add to their skills as specialists. Helen

Ho

“for example, did not necessarily want to do a course by distance learning, She preferred
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the face-to-face leaming style and therefore, sought a short coursc that offered such a
medium rather than o distance education package that was gencrally longer in duration.
_ Similarly, Fiona preferred the on-campus style of learning but conceded that a distance
package was warkable considering the distances she would nced to travel, thal was aver
800 km to Perth and return. Conversely, Linda chose a distance leaming package
because she was able to schedule her own work and study program from the
convenience of her home, and at the same time, study at a time that suited her,

Secondly, six RNs classified the professional or global recognition of a university
based course as important to them beeause they were likely to be universally
échlowledged and therefore, in a better position to seek professional employment
overseas in their area of specialisation. However, even though Carla chose to enrof in a
university-based course in midwifery based on the same premise, she feit “battered” by
:iher coileagues. Her colleagues indicated that she should enrol in a hospital-based
midwifery program even though the only Perth hospital running a midwifery program
" was taking its last intake of students. Unconvinced, Carla enrolicd inte a university
midwifery course to cornmence studies in 2000, She believed that she was_hatler off
pi'ofessionally if she did a university course, but at the same time, 'reliev!éﬂ that she
could retort fo her colleagues that she no longer had a choice but to enrol in a university
based program.

Andrew thought that providing nurses with the choice to underiake higher
education was because the profession wished ail health care workers including nurses
like him, to “gain more knowledge and be up to date”, Furlhermore, Carta felt that she
also “needed to have a degree in business and economics, as well as clinical
knowledge” because of the requirement to not only manage patients, but to manage stafl
within a health care system or hospital that was a corporate business. Karen also

viewed that the introduction of management skills in addition to clinical advancement
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within the program for ANS was advantageous for her. There were wider ehoiees in
caurse content that included management and communication (heory relevant to
Karen’s critical care nursing course. Furthemmore, Karen felf that because there was
such a diversity of nursing specialty courses altogether, she had many choices open 1o
her as an advancing specialist nurse.

Similarly, Megan chose a health related undergraduate course rather than a
generic nursing eourse. She decided against undertaking a nursing degree because she
felt that the partial “Americanisation” of the content in the nursing undergraduate
conversion degree was not for her. Parts of the coursc content, parficularly that relating
to nurse theorists, failed to equate to Austraian clinical nursing practice. Instead,
Megan chose fo study a non-nursing degree in health promotion while working as a
perioperative nurse. Her horizons and choice of employment relevant to surgical
knowledge that she accumulated over the years, together with a degree, would enhance
her choices and therefore, secope of wark in the immediate future. In addition, she had
“the choice to quit and the confidence to go.elsewhere” because her expertise made her
rea_diiy employable. Megan afso indicated that choosing an advanced specialist course

. f . . :
rather than remaining a jieneralist nurse, was preferable to staying in mainstream
I

. nursing. This was despfi,fe the fact that a nurses’ specialist knowledge and experience

f
were narrowed by doir{g 50}

- And I see that that’s the way it should go to encourage more nurses to

actually remain in nursing. 1think you sub-specialise and whether you sub-
specialise even further is debatable if it's too narrow or whatever. But it's
like when you start going info your nurse practitioners or advanced practice
nurses now they're even becoming more specialised, more specific and fo
me that's the way it should be... [Megan 2],

Thirdly, three RNs (Fiona, Judith & Olive) chose to enrol in the same university

in which they had undertaken previous undergraduate nursing studies. Having known
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the academic stafl; that the institution was vi;blc, and that the university was situated in
théir home state was-beneficial to them. For example, Judith sought distance education
perioperative courses from universitics on the Eastem seaboard of Australia such as
Deakin and Queensland uniqusities, but was pleased when she discovered that the
university she graduated from in Perth had a new postgraduale perioperative course
available. Shec dispensed with her earlicr optiors and enrolled in the latter to undertake
her postgraduate diploma course relevant to ANS and education. Judith perceived a
greater freedom of choice, provided the choice of university offered an advanced
perioperative program.

Fourthly, the choice of nurse program for Diedre and Linda was associated with
the affordability of a course. Linda chose to take a HECS (Higher Education
Contribution Scheme) funded course as opposed to an up front fee-paying course

because it was “cheaper”, Linda made this choice because she was not required 1o pay a

large sum at the starl of her course. She had previously experienced the hardship of

‘j':iaying up front fees when she undertook her advanced dipioma in critical care nursing

in Canberra. Meanwhile, Diedre was pleased to find a course that suited her needs,
However, as a community rural nurse, Dicdre was taken by surprise but at the same

time delighted when she discovered that the fees for her course would be fully funded

by the Health Department of W.A. In contrast, the remaining participants did not allude

to the cost of their course(s) as an overarching factor that compromised their choice to
undertake ANS and education, They were aware of the cost of self-education and the
added value to them as specialisls.

The choice of ANS and c.ducation was also the result of an indirect cost benefit
analysis, Three parlicipants felt that the costs were significant. For example Diedre had
to secure leave to do a course, Carla had to reduce shifts so that she could study and at

the same time earn an income, while Fiona had to cease shilt work all together. When
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Fiona was enrolled in her hospital-based eritical care course, she was required her to
work and study full time. The underiaking of this eourse resulted in Fiona bejng
'5cﬁmtad from her husband and children for 12 months because she had to work in a
city hospital. She was also required to make additionsl payment for a'écemmedati;n in
the hospital in which she worked. This was a considerable sacrifice, which she made
because the pestgraduate diploma course that she had recently completed now
;niculated with a critical care master program that was offered by distance leaming.
This suited her because she lived and worked in a rural town of W.A. Furthermore,
Fiona could now choose te undertake her master studies in critical care nursing as a pari
time student.

Karen, like Fiona, also regretted having to make the choice to work and study full
time to underiake a postgraduate diploma course in critical care. Both felt gui]tf for
choosing advanced studies to the detriment of continued rearing of their children. By
the time they had completed their diploma studies and advanced onto their master
studies however, both felt compelled to continue studies part time and work fuli time
because they feli a strong commitment to ANS. Both werc now progressing part time in
their master studies. Therefore, at this stage of their master degree, they felt a greater
freedom to choose when and how they advanced.

Brenda had the freedom to choose a master by research rather than upgrade her -
éfudy to a Ph.D. She was adamant that the purpose of her master by research studies
© was to pain an understanding of the research outcomes in terms of the participants
involved, and not as a means to gaining a higher award. Conversely Carla [elt little
freedom of choice in her program because students in the only course available locally
to her, were required to pass a rescarch unit before advancement into the practical
components of their midwifery program. Carla cared little for the research component

of her course but looked forward to the practice components on successful completion
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of the research unit. It was more an obstacle because if she failed in the research unit,
her progress would be delayed. Furthermore, she would be plaee in an untenable
position because she would have to pay the same amount again to repeat the unit.

Finally, Linda was offered a choice of activity by her employer because she was
underiaking master studies in criticat care. Rather than attend the usual monthly study
day for stafl in her department, Linda was given a choice of activity such as data
' collecting or an aétivily that would facilitate her studies toward her master thesis, The
frecdom to choose an activity that better suited her studies was beneficial. The indirect

result was (hat she felt that she gained personal suppori from her employer.

Reasoning as a Way of Choosing

1l

Within the tensions ofien felt by the RNs who chose a course of study or work or
both, the participants reasoned why they chose a particular course, Their inclination
toward reasoning illustrates the ways that the RNs justified the choices that they made
in pursuing ANS and education. These choices were aligned to what they perceived as
being the current role of the nurse, the enjoyment of being a specialist, and conversely
the difficulties of being an advancing specialist,

The role of the nurse. Seven RNs believed that if the profcssion did not expand
the role of the nurse into the nurse practitioner role for example, then the advanced
specialist nurse would continue to practice within a medical model mthe:'f.rtlhan within a
preventive health medel of care, For example, as a nurse working in the ED, and with a
keen interest in researching men’s health issues, Andrew was concerned that the
management of men's issues would not be suited to the current model of health care.
This was because men ofien did not seek health care until the onset of disease had

occurred. Andrew felt that he could expand on his knowledge of the patient's health,

iliness and disease processes because he could provide a greater educational role by



108
relinquishing his purely clinical focus as a elinieal speeialist in the ED. Andrew
reasoned that took every opporfunity to assess the male patient in the ED for lifestyle
behaviours, thereby informing the patient of appropriate preventive strategies.

Eric and Diedre shared similar sentiments. Both focused on their role in the
preventive health of men and families and women and familics respectively. Eric felt
that he had matured since our first interview and saw opporiunities opening for him and
to position himself better as a specialist in men’s health and cancer care. He was seiting
himself up to meve laterally to his preferred educational role as a specialist men’s health
praetitioner. In so doing, he reasoned how he could create a therapeutic framework for
men who suffered from cancer by being a more effective listener for cxample,
Similarly, Diedre delivered a service to women in the rural soutll:'n of W.A. Beinga
mature female, qualified in women's health, Diedre provided women an alternative

"practitioner to consult with other than the traditional male doctor. She felt that the

. d(:JCIOI' in whose practice she worked, had a vested interest in working with a community
 nurse ryqnsultant like herself because the doctor’s patients preferred 1o consult her on
matters relating to women's health such as child health. In her role, she functioned
interdependently as a consultant, therefore, the joint practice agreement with the doctor
was opportune for Diedre. However, her role a3 a nurse was compromised because her
practice was dependent on the establishment of a medical doctor's practice that
permitted a practice based on the current medieare rebate system.

In addition, Brenda aﬁd (ail reasoned why nurses in general could and should
embrace a greater preventive health role. In their role as specialists working in the
community, they nceded to adequately assess child deve!op'mem so that awareness of
future ehronic leaming problems could be described to patients and parents, and that
complementary therapies lor older people in aged care facilities in parlicular could be

utilised. For example, both RNs pushed for more preventive care relating to nutritional
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therapy or sromatherapy because health professionals in hospitals for examplic,
practiced little preventive health care, Brenda believed that the sociological care of the
individual was the "soothing of the soul of the patients that hclpc.tl:l their neurobiology".
Furthermore, & nurse in her position could "drive the bus" when it came 1o hcal.th
education. During her management of children with a leaming disability, Brenda was
able to make an impact on a person’s health because she had both the physiological
knowledge and the developmental knowledge surrounding child development.

Conflict relcvant to their role as advancing sbceialists prevailed. From the RNs'
experience they reasoned that preventive health measures were a signifieant role that

they practiced, but difficult to implement fully:

...5ome come fo a female practitioner as f am. It's advertised that [ am a
registered nurse, that I'm irained in sexual, family planning, and health.
And I practice out of a doctor’s surgery. In actual fact I'm employed by the
doctor. And they are there for a pap smear. But that's what they are
booked in for, but mast of the time, they 're there not just for that, They have
other issues. They have come for discussians with a person who is a listener
and perhaps non-male. And perhaps being a woman os I am, and a little bit
more mature than others...[Diedre 1.

- I¥s the credible qualifications (having a master degree), because I really
Jeel the role I want to develop is a mens’ health educator role. It's not
actually available at the moment, so I think I need to get the information
and then push for it to be developed, preferably within the public health
service...And I feel this is the area that I can be of some real benefit,
Because I do believe that when I provide education to a man arotind his
health, tagether with 10 years of his own attempt to develop that knowledge,
it's far more successful than hitm having his heart attack, coming into
hospital, and then we try a treat him [Eric [].

I wanted somewhere that identified compiementary therapies as an effective
tool as well .. Whereas what I found with the registered nurses in aged care
and a lot of other places I have warked, it is a real closed off attitude...well
someone told me I was a witch if [ was going to do that sort of thing. And
that's a very personal stotement that [ didn't like. Closed-minded and a lack
of objectivity as far us I could see {Gail 2}.

The enjoyment of being an advaucing specialist. Nurse specialisation offered

many benefits to the RNs. The freedom to practice as a specialist, especially as a



110

rural/remote area nurse was one. Helen not only enjoyed the soeial involvement with

~ the community, but was able to make contact by direet telephone link lo an area doctor

~ whenever necessary, She considered herscif forlunate compared to many other remote

area nurses who did not even have a landline telcphone let alone a mobile phone at their
disposal. However, she {elt that she was not a "truc” remnote area nurse because she was

not totaily isolated. When she felt any doubt about a client, she was able to consult the

" \\3:.';4 doctor {rom the next town some 120 kilometres away by phone. The irony was

Ihat while she admitied that she sometimes contacted the doctor for advice
unnecessarily, she preferved the choiee because she had backup if anything was to go
wrong with a client, such as a complicated delivery of a newbom. Overall, Helen
enjoyed the autonomy of practiee but within the safety net of a team approach that was
mutual and included the contact with a medical doctor.

Similarly, the role of the nurse in the ICU was enjoyable or completion of a

postgraduate course in critical care nursing. For example, Karen reporied that her

course fostered greater personal knowledge and therefore, confidence to be able to

communicate with doctors more intelligibly. The outcome was heightened mutua}
respect of the two health professions working in the ICU. In addition, Linda enjoyed
work in the ICU because the nurse had the power of “control” over the patient and
patient events. Furthermore, her joy as an advaneing specialist was not solely based on
having controf over the patient but more so on the challenge I:Jf actually predicting
patient outcomes,

The enjoyment of the advanced role as specialist related to the increased level of
autonomy as well as to the increased respect with the medical team and with it, the

increased confidence to nurse patients:

Yeah, I feel working in intensive care, I'm a lot more confident, I feel
know what I am doing, which I could manage before. I'could loak afier a
patient very well, but naw that greater understanding there is a bit to be
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able to communicate intelligently with the medical staff and far more
teaching of medical staff and junior stafl. Everything just seemed to full
inte place, my understanding of what was going on, how drugs worked. |
gained an awfil lot really {Karen 1},

Difficulties of being an advancing speciafist, Most RNs described difficulties in
their work and application to study. Whilst 10 RNs stated that they enjoyed the
challénge of study and appreciated the added responsibility that came with that
challenge, they also experienced ﬁ_-ustration and disappointment. Most RNs for
example, felt that a coursc was worlhwhile doing, but only if the theoretical content of
the program was applicable to the area of specialism and reflected their specialty

(J prgntice, and that the benefits of completing the course justified the fees payable to
undertake the eourse, For example, there was a difficulty of paying large sums ol
money in fees when Carla found that she could not maintain full time work and study.
Daring our first interview Carla indicated that the course required her to reduce her days
of paid work in order to gain supernumerary rnidwif_'ery practice of at least two days per
week over two semesters.

For seven participants, the difficulty was not in finding extra funding by gaining a
scholarship, but through having to continue the regular payment of life style neccssities
such as mortgage payments. Carla was the most recent graduate of all the paricipants,
and found it pé’i‘licularly difficult. At the time of our second intervizw Casla had
withdrawn from her midwifery studies. She had already paid approximately $3000 of

“the $8000 course with no likely outcome of practising as a midwife. On withdrawai
from her course, Carla returned the $2,500 scholarship that she gained from the health
department to enable her to undertake her midwifery program.

Other difficulties arose when some RNs discussed how .some nurses did or did not
survive work in the operating theatres. Megan felt that non-advanced specialist nurses

"can be their own worst enemies" and often failed to support each other. For example a
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diathermy plate dislodgment from the paticp; or contamination of a sterile ficld by a
murse had lead to difficulties in collegial relationships. In Megan’s cxpcricﬁcc, instead
of solving ineidents such as this, as a group, seme rurses relinquished details of an
untoward event to a visiting anaesthetist or surgeon, with the intent to discredit a
colleague. As an advancing specialist in the operating theatres, Megan felt that this type
ol behaviour was unwamanted, and therefore, always mediated as a proup’s mentor
- whenever collegial relationships becone tenuous. She knew that there were better ways

ﬁf rectifying conflicts within the depariment,

Megan revealed other difficulties when working in the private health care sector,
particularly when and how the nurse treated the visiting surgeon differcntly compared to
the public hospital counterpart. Megan felt that when working in the private sector she

_had a closer relationship with the consultant surgeon. This afforded a greater teamwork
apbroach on decisions that were made during surgery when she and the surgeon worked
for example on an elective case such as a hip replacement. Mepan was cognisant and
tolerant of the private surgeon’s request for a “no-teaching™ environment whereby
nursing or medical students were ofien not permitted into the operating theatre. Megan
felt that this practice however, severely limited advancing experience as a perioperative
nurse in her hospital. The cizumstances were the opposite in the public sector where

' leachmg per se was an expectation, The difficulty arose wiien a perioperative nurse,

unlike Megan, was not adaptive to this role in the private healih care sector:

In the private sector it is very limited. There is no medical teaching and you
could do some nursing teaching but some surgeons don't like it because they
say, "l have enough of that in the public sector. I don't want learning
during these cases thank you very much.” So you've actually got to be very
careful about how you teach and how much support you get. If you support
them well and things like that they don’t have a probiem. But if you just lefi
{the surgeon or anaesthetist) floundering, they get that in the public sector
all the time and they will just not put up with it in the private. And because
they're part of our customer as well as the patient, you sort of have to listen
fo them to sciie degrec {Megan 1].
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Comparing, Global Reasoning and Raticnalising Organisational Activities

All the RNs com "d“?d the relationship between health care practices and

education to illustrate reasons why they chose to pursue specialist praetice. On the one

hand, twe RNs referied to global reasoning when they respondéd 1o policies and issues

t. that reflected their understanding of the bigger picture of health care practices. On the

other hand, eight RNs rationalised their organisational policies and activities in order to

justify their doily work as advancing specialists,
Comparing

The choice to undertake advanced specialisation made some RNs feel that they were
not accorded professional respect in comparison to other health care professionals, For
example, one RN believed that nursing notcs remained invisible compared to medical
notes when patient documentalion during triage in the ED was carricd out. As aresult
there was little evidence that identified nursing activities such as when a nurse cheeked

- or monitored a patient, provided nourishment, or simply offered support while the

patient was waiting for test resulis:

. but you know in 2 weeks time, there is a letter coming back and they

- would say well 1 was left alone in the cubicle for 2 hours in pain and that.
And 50 you pulil the notes and there's the triage bit. The doctor's written ail
their bits but there is no mursing documentation to show what the nurse is
doing to the patient regularly or you know, shown that they have provided
Jood and drink to the patient ar whatever {Andrew 2],

Simiiarly, the comparison was made between nurses who provided care based on
a medical model of care with those who delivered the more “nourishing” (Eric)
psychological care to paticnts, For example, Eric deseribed how alarmed he felt that
nurses he worked with in the oncology sctting felt at easc when they provided the
physiological care to the patient, His nursing colleagues had adopted a model of carc
that they tiwught most appropriate because it was “more technical, had paramecters,

was measurable and tangible® (Eric), therefore, safer to apply, compared to the
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nourishing ond psychological model of care that the nurse could give. The nourishing

role was not quontifinble therefore not easily recognised or assigned. This resulted in

. his stoff moving awny from the provision of nourishing care in the form of greater

emotional support for the patient;

What I do fecl working in this particular areq is an acute oncology /
haematology arca, we have a lot of clinical expertise (physiological medicul
knowledge) which we feel safe with, because it’s very safe. The blood count
is this, we're going to now do that. In the areas that we kind of moved away
Jrom is the stable support, nourishing role, when the answers are not there
[Eric 1]. :

In contrast however, the medical model of care was not such an issue to thasc
working in the community, For example, Diedre described how she was able to

maintain 8 community focus in her area of specialty compared to the medical model of

it

. care:

W,
"y

-.community health doesn't run in our medieal model, it goes on the
primary health care principles so we adhere ta those strictly, even down to
the team meetings that we make sure that we are adhering to the primary
health care principles. And it’s you know, second io everything that we do.
So we are very much not in the medical model [Diedre 2],

Comparing one critical care course over another was detailed. For example, as

- an advancing ED nurse, Fiona had undertaked a critical care course that included

coronary care, intensive care and ED. Fiona described how pleased she was to be able

~to readily respond to a patient who had a cardiac arrest while she wos learning and

~ working in the coronary care unit. On sighting a patient in cardiac arrest in the

‘coronary care unit, Fiona was able to apply her specialist ED skills with acumen, She
was experienced in advanced resuscitation methods and therefore realised that she was
able to apply her skills no matter what critieal care depariment she worked in. She
was happy as an outcome of the comparison:

Another participant RN compared her area of advancing specialisation in mental

health to that when she practiced s a general surgical nurse in a major teaching
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hospital. She described how she was able lo provide holistic care where before, this "
was not possible. She pondered why she remained & surgical nurse for five years and
subsequently realised that she needed more auionomy, less routine and greater

flexibility in her work as a nursg:
!

Pve actually started a postgraduate diploma in nursing and in mentaf health
and I'mt really enjoying it. Ifind it very interesting. Prior to that I have

"worked in the surgical environment, particulurly colorectal surgery. And !
Jound that it was very busy, at times inflexible and { felt that [ was
developing a routine and that I needed to have more autononty ond more
fexibility in my practice.....f know it's very cliched to say I like people and
1 like te talk with people, I like to lcarn about people, but to u certain extent
in general nursing, where I mean there isn't sufficient time fo communicare
with people in any detoil. Consider attribution fuctors such as linited time
and inadequate staffing, these are factors that impede holistic care, I really
believe thot. In the word that F worked in it was extrenely busy. There was
very little time to actually communicate with patients and to get o know
thasze patients as people and help them in ways that they really needed help.

8o it was like their physical needs were the needs met and for e, that
wasn't enongh. I needed to expand my care. I needed to expand in the way
that I needed to provide for a more of a holistic approach [Olive 1].

: Global Reasoning: The Ability to Gauge the Bigger Picture and Choose ANS

Global reasons for choosing ANS emerged as a) the professional snobbery
within the health care sector that nurses must embrace further teniary education, b) the
community’s expeetation that a focus on a medical care can repair the health status of
the individual rather than people adopt to a preventive model of health, and c) the
economic changes in society such as work place agreements that arc based on
productivity and outcomes that “keep driving people” (Andrew). Furlherrnore, five
RNs reasoned that the government of the day failed to address the high incidence of
suicide relevant to mental health and men’'s health. Three of these RNs felt that the
government's view of suicide as mainstream health rather than as a key health issue was

fa

seen as an international embarrassment.
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“Six RNs reasoned that they were aware of chan ge in socictal values that had

. impacted on the way that they provided car‘lj: For example, consumer choice betwesn

; public and private health services was unstable. Furthermore, the disirust by fevel 1 and
2 nurses in gencral of hospital managers and lertiary academics, that one was unable to
see the "higger picture” were indicative of the participants' reasoning that were globally

oriented:

it is because they (nurses in general) don't understand what people in
higher levels are doing. They don't understand what's going ou oui there.
They don't like academics, they don't believe that they're in touch with
what's going on in the clinical areo. They don't believe that the level 35 and
4s kmow what's going on in the clinical areas. Therefore there's a reduction
in faith and it's not uniil you get out of the clinical oreas, the lower positions
that you are forced ta look at the bigger picture and you become aware of
what's going on [Karen 2].

The only thing I would say is the most confounding factor is sociely because
20 years ago... You know there was a place for everybody in seciety. Now
what's happening is, we've got neon signs, we've got mass marketing, we've
got buy, buy, buy, we've got output, output, output, we've gat tougher time
Jrames, we've got incredible conformity levels and that is impacting on the
vulnerability within a pariicular group of people. And it's going to get
worse, because we actually have taken the human-ness out of life.
Everything is to do with time. Time is money, and the individual, there's
nothing left [Brenda 1].

' Rationalising Organisational Activities

Choosing ANS and education resulted in the RNs rationalising their activities
speeific to their area of specialisation. They understood compromises and accepted a
need for Fhange in nursing practices and the implementation of new standards of eare.
For example, as an ED nurse, Andrew believed that an on-going review of practiees and
standards in departiments of a hospital was necessary, Furthermore, external auditors
through lhe accreditation process should conduct these because internal audits were not
necessanly adequately accomplished or reflected the common expectations of heallh
care standards nationally. Similarly, Helen thought that there was a need for the rural

and remote area nurse to generate, adopt, and apply comprehensive documentation of
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patient care to ensure safe practice. Even though nurses often described the amount of
documentation as loathsome, it was necessary in view of the greater transparency of

-health care practices and therefore, accountability of all health care workers.

Overall, Eric thought il was necessary to maintain nursing within a burcaucracy
because it was cuﬁplex as an organisation. Even though work for him in a bureaucracy
as an oncology specialist was sometimes frustrating and limiting, it was within a
bureaucracy that excellence of health care te the consumer could be monitored and
therefore, maintained,

In the ICU and elsewhere, Karen felt that therc was a necd to identify clinical
indigalors that were reilective of a department’s care by mursing and medical staff. The
negative media portrayal of a principle hospital in Western Australia recently, had

- major ramifications on the credibility of its staff. The political involvement and grief
that was felt by the staff of this facility was overwhelming. Therefore, clinical
.indicators were g requisite to cnsure visbility of a public health care service.

From an individual perspective, Linda rationalised that gaining a promotion and
teking on a coordinator role in the ICU required many non-nursing decisions to be made
that were important for the overall running of the department. She realised how much
non-nursing work she must do as a coordinator to ensure the smooth running of her
department. For example, she was required to ensure the plumbing was functioning
properly and deal with the engineers when the system failed in her department. She

- must ensure a reduction in cross infection in her depariment, Similarly, Megan thought
that there was need for a staff mix of ‘independent’ nurses and *co-dependent’ nurses 1o
work in the operating theatres, Even though she worked independently as an advancing
specialist, she compromised that a successful operating suite worked better if all stafT

worked co-dependently as a team,
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Being co-dependent would be quite conducive o OR nurses because you've
got to work as a team if you need them. Techunically, I mean theoretically
you should aciually work more cohesively as a teamn. If you've got too muny
independent workers warking together it's a lot harder 1o get them to work
together. Dut the independeni workers are often mare up front, tiore

_ gquestioning ond are morc of a leader ype in a ieam. So you really need a
" blend of these types [Megan 2},

Reflexive Action, Problem Solving und Interview Reflections

The process by which the RNs chose their work and studics as advancing
specialists was evident in the way that they acted upon their decisions to achieve their
goals. Their decisions and subsequent actions were based on what the RNs considered
reasenable and therefore, the best course of action for them to take. Their decisious
" were not intcrpreted by me as the Heideggarian pre-reflective or being in the world, but
interpreted from the Husserlian perspective of conscious thought that is intentionally
reflective rather than pre-reflective. Being reflexive and taking action in this study
related to the RNs’ thoughits and actions as opposed to any actions that were based on
fiction or even forced upon them. Their reflexivity was accentuated by their problem-
solving approach to issues as they arose while advancing, and by their review and

change of thoughts and actions between their first and subsequent interviews with me.
Reflexive Action

The RNs were reflexive in their actions because they analysed and reviewed their
advancement, during and between interviews, 5o that they could add structure and
meaning to their practice (Gubrium & Holstein, 1997). Three RNs were reflexive as
.active members of an organisation while four RNs approached specific organisations to
maintain an awareness of health issues that were of particular concem to them. For
exaﬁlple, even though Andrew claimed he was a "cheque-book" member of a number of

professional organisations such as the Emergency Nurses Association and the Royal
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College of Nursing, Australia, he reflected on how little, membem of the nursing
frofession had communicated to the public on health carcissues. The public necded 10
be aware of what the nursing profession had to say aboul health issues, Therefore, he
spoke with a reporter to ensure cerrent professional issucs such as maiemal outcomes
and midwifery education were discussed and reported in the media. Similarly, Brenda
was passionate about adults who suffered from ADHD. She reflected on how little
nurses and the public knew about the problem. Therefore, she did “door-knocks” and
visited nursing management stafl in a large hospital. Her action was o share
.in formation about a disability that was most likely to be encountered by health
professionals working in the hospital. She wanted to ensure that all healih care workers,
particularly nurses, were aware of the prevalence of the condition so that they could
intervene or inform patients of the problems associated with the condition and advise
* " people of the resources available if patients with ADHD required assistance.
Furthermore, she lobbied the AMA, the judiciary and the Institute of Sport for example,
ahout the enormity of the social problems related to people with ADHD, Asan
outcome, she was invited to wrile a program on the intemet for those who desired
reliable information about the condition. This she undertook,

Other RNs reflected and took action based on their concerns about public mental
health issues, or on their choice of action as a nurse, or as a student. For example,
Diedre pendered on the increasing incidence of women she atiended to who had
postnatal depression or stress. Her response was to seek a short mental health course of
" study that wouid enhanee her knowledge and skills to deal with this growing health
problem. From a counsclling perspective Helen reflected on how she sought advice
afler she counselied a teenage female client that manifested a personal conflict of

interest:
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It's the Council for Remote Area Nursing Association. F've got a 1800 hot
line, you know counselling line which you can ring...Jt's « crisis line for the
remote area nursing nurses. And I only rang it the other duy because one of
the counselling I did, this was probably my worst case. It was the fuct that
had a 14 year old girl who was actuatly in my netball club who had come up
because she was on the pilf and...it was all very awkward you know this gir{
was my peer in my netball club and she was also a client and a junior. And
1 just found it, it wasn't a role I was used to and I felt..d didn't know if I had
done the right thing. But [ felt very stressed by it afl fHelen 1].

From a student’s perspective, Judith found that she was in need of a sound
foundation to her new work as a perioperative nurse. She refllected on how she had few
“suitable role models working with her, Her action therefore was to seek a self-directed
learning package to ensure appropriate beginner progress and achievement of standards
before she enrolled into a postgraduate program in her specialty. She also revealed that
she leamnt mostly by reflecting on her practice at regular intervals. This aclivity was
taught to her during her undergraduate days. She now incorporated reflective practice
as an effective means ol critiquing and changing her practices as an advancing

perioperative nurse because it improved her work behaviours, '
Problem-Solving and Making a Choice

Three RNs, namely Brenda, Eric and Megan referred to how they instigated a
problem-solving approach to their nursing care, They believed that health care workers
including general nurses did not embrace a problem-solving approach in the broadest
community sense. According to Brenda, this may explain why other health care
- workers other than the nurse were dealing with the increasing chronic lifestyle problems
sucﬁ as mental illness, leaming diflicultics and diabetes related to poor nutrition.

Megan felt that the ability to problem-solve was a prised specialist skill;

- You have to assess people on a different wave in that some people are
organised, they have the problem-solving skills, they have deductive
problem-solving and they are inguisitive. Those people survive very well in
the operating room, If they don't have those skills, they can struggle for up
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to 12 months and they're never really happy unless they move into an area
which is like more ward orientated {Megan 3],

Intcrview Reflections

During the data collection for Part A of this study, I undertook a trajectory of
interviews with each RN in order to identify any possible ehange in the RNs’ thoughts
and subsequent actions, given the six month time frame. The change in thoughts was

revealed by the RNs' own admission to their change of heart or mind. They referred to
their transcripts and on what they thought and said during the first interview and how
their thoughts had changed at the time of the subsequent interview. For example Carla
reflected on how negatively she spoke about the attitudes of hospilalised private
patients, She believed that they were hunrcasonab]y demanding of her time, care and
attention. In the subsequent interview, Carla indicated that she facked understanding of
the private patient. She described how both she and the private patient were berefl of
information that was kept secret and not assessed or worse still, withheld from hospital
notes, She understood that the demands set by the private patient was not necessarily
‘the patient’s fault. She needed io explare her involvement in a system that required her
' to review her practice, |

Similarly, Eric reﬂecteq on his first interview and indicated how unsettled he was
in his new jﬂb and settling with his family in a new city. He fclt that he had hf‘d poor
guidance career wise and that he was in a state of flux, Six months later hc:Jwev;I:, he

was much more focused on his research studies and was better settled in his job:

Ah since we last met and reading the transcript prior to this interview I can
actually see how much I have changed and kow much circumstances have
changed. Things seemed to have caimed down but ot the time ! do recail
that I'was in a lot of flux, very poor guidance, very poor advice. And still
attempting to settle into the culture at work here and also settling in Perth
and a lot of settling in process, family wise, wark wise and socially. And I
can seg how it came ont in the conversation, That's why I said earlier it
(work) was disfointed {Eric 2].
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In anoth_e}r exampie, 2 RN told of the need to increase practicums so that students

 like herselfcould gain sufficient exposure and experience while working as a student in

. tﬁe mental health seetor. At the time of the subsequent interview however, Olive had
changed her view because the amount of exposure and with it experience, proved 1o be
substantial, "l suppose maybe towards the end of the course I feel that I've had a

substantial amount of practical experienee. Perhaps that's because I fecl more familiar

- with the area now than I did then” [Olive 2].
The Reality of ANS and Education

The reality of ANS and education emerged when the RNs considered an ideal
_pfactice in nursing and the impact of the nursing shortage on their career aspirations.
The reality of nursing practice that was ideal concerned them. The RNs® felt that they
needed to be pragmatic about the v/orld of nursing in which they worked as advancing
specialists. Their pragmatism reflected their approach to their work that enabled them -
" to continue in their specialisation. One RN even identified survival techniques that

enabled her to pursue specialist practice and studies.
The Reality

The RNs had to face multiple rcalities_ including remuneration, staffing and
workloads. To most ql'thc RNg, the reality felt was that th.e majority of nurses, along
with other health carers, such as the physiotherapist, would not be able to negotiate a
fair work place agreement as specialists, if they had to. More specifically, the nurses’
EBA at the time of the first interview was topical and had widespread media coverage
. in W.A. Therefore, during the data analysis four of the RNs referred to the EBA
.-\‘proccss. These RNs believed that they were asiute enough to derive an individual work

place agreement between them and their employer, but in reality, they felt that the bulk
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of nurses generally would be disadvantaged. Andrew, Fiona and Megan favoured a
work place agreement, Two had been suecessful in negoliating such an agreement,
However, all three RNs suggqstcd an EBA was {he best means of industrial bargaining
as it wes achicved on a colleclive basis, thereby protecting the interests of all RNs.

an relation to nurse specialisation, the reality was that there were no! cnough
midwives "to run a roster to provide adequate cover in an eight bed maternity ward"
{Diedre} in the rural area of W.A. Nor would a rural/remote area nurse like Helen have
‘a problem in gaining work as a nurse, even if she did not have a degree innursing. For
example, Helen's RN registration from a hospital-based diploma sufficed because there

) were so few nurses who were attracted to work in the rural areas.

Furthermore, the rcality of health care for Andrew for example, was that the ED
catered for patienls who were reactive 1o a major illness such as a heart attack or renal
failure. Similarly, Linda felt that in reality, the ICU catered for much sicker patients
that a nurse must have expert qualifications fo be able to look after them. In addition,
Diedre believed that people in the rural community did not get their needs met even
though the statistics demonstrated high rates of "co-morbids™ when compared to city
statistics. For example, vehicle accidents were higher, the suicide mte was higher and

_young families failed to seek preventive health care because of the longer distances
travelled to access the relevant health care professional. Similarly, Brenda felt that the
_rising number of co-morbids was evident within the community and needed to be

_. addressed and could be addressed by the nurse.

Eric felt that the reality of acute hospital resources were finite but insufTicient.
The insufficiency was problematic for nurses when in reality there was an on-going
need to orient new nurses to the oncology area for example. There were simply not
enough resources in terms of experienced staff like himself, who were alreadv over-

stretched to orient a new nurse. The reality of resources available for the rural nurse
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was also finite. For example, Helen was unable to draw on her remote area health
budget to fund repairs to her surgery precinct, bearing in mind that the surgery was the
only medical centre in town that serviced the community. The parking area in front of

the surgery was in a state of disrepair that it was hazardous for patient parking.
The Nursing Shortage

All but one RN was coneemed about the reality of the nursing shortage. So
desperate was the situation in the ICU, nurses were being recruited from England. In
#ddition, because of the shorlage ol midwives in the rural areas, the remote areas, and
nurses in the operating rooms, the opportunity for the paricipant RNs to gain work was
easy. However, there were not enough nurses like them to provide advanced specialist
nursing eare that the population needed, In reality, the shortage preeluded ane RN from

"being able to obtain any leave from work as a rural/remote area nursc. Olive felt that
- the eurrent working conditions, the shorlage of nurses, and the health care system

_ together were considered to increase the stress on the young nurse:

I am also very concerned about the nursing shortage or the so-called
shortage. And I believe it is real for us now and in my previous
management job I did see anotier gavernment document that crossed my
desk, and which predicted a nursing shortage of 15 hundred, this is
statewide, by the year 2000, and I saw tiis document 5 years ago. And it
predicted a 15 thousand shortage by the year 2020 {Andrew 1].

Pragmatism and Survival,
X
|\

The RNs' pragmatism enabled them to keep a balanced view about the realities
that they faced as advancing specialists. For example, during their advancing careers as
a specialist nurse they were pragmatic about the need to "not get too worked up about
the feelings of urgency" (Andew) when a priority one patient entered the ED. Some
nurses showed undue anxiety that had a negative impact on others in the department,

For Diedre, the practicality of employing casual staff in order {u constantly balance the
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number of staff let alone the mix of staff required in the regicnal 'i"io;pital was & second
example. Thirdly, two RNs felt that like all consumers of edqcation they should pay to
complete their studies even though it was expensive, Furlhermore, if one was serious
~ about it, money was not an option when it came to extending one’s career as an-
advanced specialist.

While Helen indicated that she survived with what she had in terms of limited
equipment i1t her surgery and advertising materials refevant to health promotion and
public health issues for her community, Fiona voiced how she had to come to terms
with working full time, She told of how she survived to reduce her level of guilt
associated with not being able to attend social activities for example with her two young
pre:;choul children because of her full time shifi work commitments. Even so, Fiona
was pragmatic about the need to prioritise her studies. Nothing had changed since the
-first interview with Fiona because she indicated that fitting in study for her masters was

simply but pragmatically, one of the list of things that she would dn:

T'would like to be able to spend more time with my children......l regret
having to go back to full time work and I do say I had to go back to full time
work when my son was 14 months old, and I have worked full time ever
since. I've missed out on a lot of the, what I consider, reasonably important

" milestones in their lives, I still feel guilt when I can't get to things that are
impartant for them or events that happen and I can't organise jo take them
to, because I am not available. That's something that I will have to come to
terms with myself. Iunderstand fully {Fiona I].

Sub-Theme 2: Knowing; Experiential Learning While Advancing

a For the majority of RNs, gaining knowledge by virtue of their practice and formal
education were the methods by which they felt that they leamed and subssquently
* practiced as advancing specialists. Each RN's learning experiences and therefore,
- knowing, was professionally focused. Furlhermore, their continuing education was an

integral part of their educational and professional development and therefore, leaming.
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.

This pmfcssionﬁl development was derived in relation to the RNs' time of life or siyle of

life or both, The majority of KNs valued experiential learning because their new

.._knowledge was able to vzlidate their credibility as an advanced praetitioncr. Their

stories included the uplake of new, changing, different or uncXpeEtcd knowledge.

All the RNs believed thﬁt continuing education was implicit, and that all should
continue in their learning as a RN. As consumers of education, they felt the ncccssit}
f;ar nurse credentialling, the limitations associated with nurse education at the
undergraduate level, and the increase in technology as being complimentary to their
advancement. Even though there was a cost to their advanced professional education,
the RNs felt enlightened that their knowing had increased because of their experiential

?-I‘c.:aming. On the one hand however, there was a perceived prior knowing that the RNs
brought with them as an advancing specialist, but on the other, there was a paucity of
-h}uwledjﬁé""shadng between practitioners and in parlicular by non specialist nurses.
“This had a detrimental impact on their learning with non-speciafist nurses. -

The RNs gained knowledge via the different educational processes that each RN
experienced included, a) a formal university course that was more than 12 months in
duration, b) a continuing education or short course where the duration of course varied
_ﬁ'om a few dgys to weeks,.and, ¢) any ssécialised vocational work where the nurse
gained skills and knowledge that were applied in the work place or area of advanced
practice while delivering patient care.

Helen was certain however, that the best way to achieve experiential learning and
knowledge was through practice alone. Similarly, Andrew suggested that a formal
university program relevant to a specialisation that a nurse had previously practiéed for
two or more years was not absolutely necessary because he was able to adequately
provide patient care in the ED. Andrew’s experiential leaming and knowing was based

on his vocational experience alone that was gained while working at the hedsi&e. Other
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RNs however, told of additional perceptions concerning their experientinl learning and
knowing. They preferred the formal theoretieal and clinicn! education availshle,
| The underioking of a forma! eritical care eourse meant thal Fiona became more
' assertive with the medical stafl because she was comfortable with all the lines and
patient “plumbing”. Being enrolled in a critica! carc course enabled her to gain not only
formal knowledge, but also experiential knowing in the JCU and coronary care units, as
well 8s in I.He ED. Similarly, studying with a group of nurses who were enrolied in the
same course and concurrently working in the ICU, Karen experieneed joint ]earmng and
knowing while studying with others. Studying jointly rather than in isolation was
perceived better in terms of problem-solving issues as they arose and with the security
of others. Moreover, Olive believed it was necessary that at lest two years experiential
leamning should be gained prior to advancement into an area of specialisation. This
entailed experiential learning and knowing as a generalist nurse following initial RN
registration.
Advancement in an orea of specialty such as mental health required a degree of
v practical experience as a RN because if Olive wished to advance, she would nced to .
consider her research interests, In addition, a minimum of six months in a SPEC[E;"RR-
£t such as the ICU was necessary so that Linda was able to “look after the sicker ;:Inie_nt“
| * {whilc underiaking postgraduate studies in critical care. From Fiona's pempective,

leaming and understanding had advanced lollowing completion of her formal eritical

care nursing program, and even before tontinuation into her master clinical studies:

I found myself, I was a lot more assertive with medical staff that you know -
what I wanted to have dotte and a lot more comfortable with the patient and
a lot more confident about the patient [Fiona 1].
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Professional Edvcation

. Hﬁth RN realised ot an early point of their nursing careers that they necded to

- know nore about what they werc doing while practicing as a clinician. They regarded
professional education s a continual and expetiential process of learning and knowing,
This educational proccss in tum was recognition of their altainment of specialist
knowledge. In other words, the RNs przed sclf-cducnliu_n as a natural process thal was
a means of advancement in their chosen specialist area(s) of practice,

In essence, professional education was primarily a personal belief in the building
of their nursing knowledge. Secondly, their studies were simply a way of putting an
academic level to their acquired knowledge, Fundamentally, teriary study expanded
one’s citical thinking. Furhermore, it “is a way out of feeling in a flux or being
dysfunctional.. [as a clinical nurse}...and it also enables you to get a job" (Eric). Eric's
perception ‘telated o theilatlainment of a master degree. The majority of RNs thought
that a degree at master level would give them the credibility to practice as a professional
nurse while Eric believed that undertaking "research is the next step to true
professionalism,"

Karen felt that underlaking a postgraduate diploma or master in a specialty was
* more acceptable than worrying about being eredentialled because of the ongoing need to
update the assessments of ever changing skills, Conversely, Carla sensed that some
research components of her diploma course that articulated with a master by research
progrant, would not benefit her because studying as a "parlicjpnnl observer” in research
for example, bore little resemblance to the immediate antenatal, delivery and postnatal
care of mother and baby. All thc RNS concurred that the education program they

selected shiould bear relevance to their area of specinlised practice and that "there is

nothing better than theory and practice to make a good mix" (Fiona).
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Different models of education undoubledly resulted in their professional
development. For example, since registration as a nurse Gz-lil had underiaken various
graduate courses that were not necessarily refated to nursing but nevertheless,
considered experiential. Prior to this study and since registration as a RN, Gail did
horticulturat studies and cuiturally specific aboriginal education through Tertiary and
Further Education {TAFE). In addition, she did a conversion degree in nursing,
postgraduate gerontological nursing studics and specialist complementary health studies
. that were generic to any professional health eare worker, Gail added that if she "does
not fit into a box then jt’s not an issue”. That is, she believed it unnccessary to be
“encapsulated” into a traditional nursing specially such as gerontology nursing or
disabilities nursing. Besides, three RN believed the underiaking of short courses was
| an efTective method of leaming once a generic professional degree was attained. Gail

peréeived nursing education as being “conventionalised” and interpreted education to be
"bigger than any big box". Gail's eclectic approach to professional education broadened
‘her experiential knowledge relevant to ANS and education,
| In contrast, advancing and stedying in a specialty, two RNs felt thai they needed
to seek the most appropriate course and program that would suit them. More
significantly, the remaining RNs believed it imporiant to study in a specialty that was of
interest to them, Once a program was selected by a RN, eight belicved that they should
manage to pay for hisher education while five RNs felt that they should complete their
studies in their own time Even so, nine RNs told of how they received financial or work
related support to assist them in their advancement. With the culmination of the above
I‘ﬁctors, the greatest satisfaction Judith felt on completion of a program was directly
proportional to the amount of effort that she put into a program that she was capable of
doing, Furthermore, when working in a busy department or clinical setting such as the

operating theatres, Judith believed that she needed to be self-disciplined, while Fiona
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and Helen felt that they were continuously well motivated to underiake their chosen
program. Otherwise, "it would be very hard to do” (Fiona).

From the rural perspective, the lack of a suitable supervisor to underiake a master
degree in research or the rearing of a young family in Fiona's case was of eonecm. Asa
commﬁnity nurse Dicdre also had educational coneerns as a lone practitioner. She
needed to schedule and attend annual updates through the family planning elinie in
Perth. She also needed to gain greater knowledge about diagnoses doctors and other
practitioners made in relation to people with a mental i¥Iness. She had no time to
underiake another university course because she could not aﬂ'or&l the time from work to
undertake a lengthy university program relevant to mental heafth, Therefore, she looked
for a suitable short course and distance learning package that was offered through the
health department. She took her annual leave to undertake study {ime and used her
accrued additional days off (ADOs) to attend the week’s practicum of the course that
she had selected.

Similarly, Helen described how self-directed leaming packages such as the nurse
practitioner program could place pressure on rural nurses because she was busy when

“working as the sole practitioner in rural W.A. These courses were lengthy and required
greater continued commitment, Therefore, she found advanced professional education
in the form of a self-learning package served as an altemative learning tool. Evenifa
course was not accredited, Helen found that the information was of value and more
impertantly kept her updated. Furthermore, because she helieved that theré was a need
_td do at least one course per year, Helen undertu-ok short courses rather then a degree,
The short courses such s life support or health assessments provided her with current
update of skills that she believed she needed to review,

Four RNs claimed professional education was a challenge to them. 1f Qlive

continuously challenged herself, she felt that she was learning. All indicated that either
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formal or informal professional education of some nature should be underiaken by
adw;rllcing clinical nurses, gven though nine RNs indicated that some nurses
unfortunately, would always see it as a waste of time. Megan always questioned the
validity of a nurse's skills and knowledge in this changing world without any
professional education. She suggested that continuing professional education should be

 linked to nurse registration becausc many nurses refused to undertake continuing
education of any sort. The majority however, indicated that professional cducation
through a formal university course was for them because of the greater acceptance
_ intemalionally.

After having donc a critical care course and with the rclevant clinical experience,
Linda believed that she took a short time io be able to independcntly care for an
intensive care patient that for example, had a ventricular assist deviee. She had never

..'-had the opportunity to manage such a patient before. Furihermore, once cight of the
RNjs had taken the opportunity to enrol in a course they believed that they had feamed
so much that they would never fook back.

In summary, professional education was viewed as experiential learning and
knowing that was on a continuum for these advancing specialists. Their continued
studies was the way that the advancing specialists pursued their professional
development. As Brenda claimed, "nursing education needed to be redefined because
‘the physical side of nursing has never gained respect.” Furthermore, the outcome of
continual professionat education in general and of tertiary education in particular, "we

will see quality nurses emerge™: i

Weil 1 think it has to come to that becayse it's a dcve!opmema'." learning
curve for everybody. Nurses are no different fron everybady else. You

can't take the practicalness out of it and you can't take the intellectual out of
it. The problem is that they never really gave, and I have done botl things
(HBD and tertiary nurse education), enough credit or respect to the
physical of it. So now it's being redefined in u sense. And I think with that,
you'll start to get back the quality of nurses that have that more nurturing
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than the technical, which is another problem too, There Iy a place for both,

But I think it should be valid and allowed that peaple can be both and be
equally qualified {Brenda 1].

- Consumet Education

Consumer education was felt by thé RNs to be well entrenched as a product of
society even though it came at a cost. As a consumer of education, 10 RNs equated
themselves io being a customer, clicnt or a purchaser of intellectual property that
included educational programs or materials or both. In addition, as consumers of
- education by postgraduate students in Australia generally, and by nursing students in

paﬁicu]ar, the RNs felt that they were considered equal parinets to their lecturers/tutors
. in the Ieaming process compared to when they were first a nursing or undergraduate
student, As con.sumers of ANS and education, three RNs preferred programs that
~ enabled them to leamn }j#illgin a group environment because they were immediately able

to "bounce off” (Fiona) colleagues’ ideas and solutions:

And you krow their input is always valuable because they may see exactly
the same situation but view it in a different way. And you think "well I
haven't thought of it quite like that” and that gives yott more room to grow 1
think. Or to follow the tangency and yes, I think externally because even
though you can make opportunities if the same people are doing the sunie
topic within yoar own area, that's very difficult to organise [Fiona 2},

~ As evidenced by the choices they had in educational programs, eight other RNs
~ however, did not raise the issue about programs that provided a group learning
environment. All but two RNs pursued part or all of their studies as independent
leamers, without classroom centact, but on an external basis, Aparl from one

: parlicipant, the RNs supporied ANS education programs that encompassed
interdisciplinary education releva.nt to nursing, such as management. Consumer
education like a master of business administration (MBA) for example, was felt to

dovetail with interdisciplinary education including ANS and education.



133

Enlightenment

. _Being enlightened or feeling enlightenment was an enjoyable outcome of the RNs’
learning and educational experiences. They felt enlightened becausc studying as an
advancing spemallst broadened their mlcresl in nurse specialisalion beyond expeetation.
More significantly, their conlidence meradscd because they discovered new ways of
adapting and applying their field to health care and policy. As a result, they encouraged
others to take on studies. For example, one RN actively urged other nurses to undertake
ANS and eduecation. At the same time he provided other nurses with contacts and
continuglly shared information about educational opportunities as well as his personal
library with colleagues who might be interested in advanced specialist studics per se. A
second RN sensed enlightened when he was ready to forego trying o de everything as a
clinical nurse specialist. He discovered that he could narrow his studies relevant to
men’s health. Eric and Brenda in parlicular felt enlightened by their passion for studies
in their respective fields of advanced practice that was researeh oriented.

Another RN, Megan, revealed how her studies had broadened her knowledge even
ﬂlﬁher and where once she had little interest, if any in politics, she had now changed her
attitude. Megan's undersianding about politics, health eare issues, education and her
work as a perioperative nurse were inextrizably linked and she felt enlightened by her

" expanding knowledge relevant to her area of specialisation,
Credentialling

Credentialling in nursing was an issue under investigation by nurses in Australia
at the time of daia colleetion. The majority of RNs believed that credentialling was one
" means of developing and introducing a tool that was able to validate advanced practice
skills, Owing to their advancement in specialised practice it was possible that the RNs

would encounter nurse credentialling in their respective fields of practice. Six of the 13
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RNs favoured the introduction of nurse credentialling. Diedre was already invalved in
the credentialling process on a biunnual basis because she had a provider rumber in
conjunetion with an accrediled pathology depariment 1o obtatn pap smeats,

Andrew, Karen and Linda however, thought nurse credentialling was unnccessary
because the acquisition of an academic qualification over a specialist skills based
qualification was desirable and better accepted internationatly. “And I would rather say

to them (eolleagues), look just go to uni and don't worry about the credentialling, I
mean, what you gain from uni would be more accepted on a world-wide basis” [Karen
2]. Furthermore, another RN noted that Australian nurses were not required to becomne
credentiailed to be a professional nurse.

However, Eric, Megan, Fiona and Judith believed that specialist skills needed to
be credentialied but not enforced. Fiona admitted that she was not fully conversant with
the crcdgntialling of nurses but would encourage the practice of updating of specialist
skills for those who volunteered to undertake specialist credentialling, After all, Fiona
believed that forcing nurses to underlake credentialling would "cause resentment,
therefore, more nurses wil leave the profession”. Similarly, Judith felt that other nurses
migﬁt leave their area of specialisation because they would feel thegatened by not being
able to meet the required standards for eredentialling.

This group of advancing specialists as parlicipants was somewhat partial to nurse
credentialling, and expressed issues that needed 1o be seriously considered before they
or the profession decided to embrace the concept, Two opposing narratives were telling
about nurse credentialling as a possible tool for the validation of skills pertinent to the

advanced specialist nurse:

I think recognised skills need 10 be credentialled and I think advanced skills
need to be credentialled for the protection of the nurse. And also to identify
that a nurse has got these skills but as far as compelling nurses to get these
credentials I think we do a disservice to nursing by demanding & [Eric 2},
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I agree with it in principle because that way you can turn around and say
maintain this standard of practice and you can say [ am a better eniployee
because I am accredited because I have a) reached the standard and b) [
have maintained that, But the question is, it will take time, it's al & cost.
And is there going to be any discrimination? And the question is how
many?......J think it is a necessary process because not everybody will
maintain a standard. And to maintain a standard of acceptuble practice you
have to have an external bady assess it. Technically we should be
accredited for our practice, no ane comes and you know assesses our
practice! Perfiaps thot's where credentialling comes in {Megan 2].

Limi_led Nurse Education

Four RNs voiced concemn over the inadequacy of nursing specific health care
issue.s during their undergraduate nurse programs. For example, Brenda remained
concerned about the lack of focus on chronic life-style problems in undergraduate
programs. Even though chronic illness was a significant social issue, nurse education
still focussed on acute iliness that accompanied medical intervention and orientation to
health care. Brenda felt that the nurse could address chronic, sociaj issues with added
focus s an area of specialisation that warranted teaching and learning interventions as
well as collaborative research, Similarly, Olive had limited experience and knowledge
concemning mental health during her undergraduate program as a nursing student, She
felt inadequate with such a timitation of leaming experiences specific t¢ mental health

' nursing. To overcome this limitation, she chose to underlake a course and specialty in
menial health at the postgraduate level in the pursuit of in-depth knowledge and
practice,

Megan indicated how difficult it was to encourage nurses to atlend continuing
éducation days at her hospital, The nature of education offered was limited in duration
because staff would not attend unless they werte paid to attend or that attendance was
during work time, She found this attitude by some colleagues frustrating because there

.was no enthusiasm te parlicipate let alone attend a session that she had prepared for

them. As aresult, Megan Felt that nurse education had its limitations,
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Because of Helen’s work in the remote areas, the many graduoate or short courses
available were nol tailored to her specialty. The knowledge that she required in
| servicing the health care of her community needed to be broad but with an emerpency
. .foeus, such as managing n severe road crash victim and more information on
| pharmacology. She needed to search for available courses that would suit her
c'ontinuing education needs and at the same time be usefitl and relevant to her area of

specialty,
Using Technology

The use of a personal computer and the use of medical technology emerged as
tools that were described as beirg useful for eight participants during their practice oc
studies. The remaining five RNs made no reference to their use of either personal
computer technology use such as the internet or medical !ecl_'mology such as
implantation of surgical isotopes. However, this did not necessarily mean that these
RNs found the use of technology to be abhorrent. Technology to the RNs was an
excellent source of communication, particularly for the three RNs working in the

. regional areas. For the majority of RN, it was convenient as a resource leaming tool
and saved time by being able to use email or fo maintain a disk copy of documents
compated to the arranging of typing and posting of client documentation and memos.
Access o online medical seminars and the virtual conference for example, from
Toowoomba in Queensland to regional W.A. was fascinatingly useful. However,

' teleconferencing for Fiona was not as effective for the purposes of professional

meetings with the ANF for example. Some RNs felt that professional discussions
between colleagues ofien required a face-to-face approach to be cffectively considered.
Five RNs indicated that a large part of their research activity involved computer

technology and that problems related to their research could be easily and quickly
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communicated and resolved by communicating to their research supervisors by emaif
for example. Eight RNs indicated that they had a home computcr or a personal laptop
or désk-iop for work vse. However, even though one RN could not live without a
computer Diedre’s experience as a clinical manager over non-specialist RNs and
enrol.led nurses was the opposite. Very few nurscs were computer literate, particularly
those in the hospital rural/regional settings where she partly worked as a community
nurse. The nursing staff would "freak out" if they were required to use a computer in
the hospital. Similarly, Judith described the circumstances in the operating theatres of a
metropolitan hospital when computer technology was introduced for the purposes of

}(//’/];m;et:_[uml and patient data information, The nursing staff in the operating theatres in a

, large melropolitan hospital where she worked resisted the initial intreduction of
computers, Not ali nurses in her departme;m were computer literate, however, Judith
conceded that the additional time required to enter paticnt data and surgical details at the
time of the actual surgical procedurc was problematic for all nursing staif, including
herself. Furthermore, the resistance to the introduction of new computer technology in
the operating rooms was not necessarily related to a lack of understanding of computer
.technology, but more to a change in practice. This would take time to resolve. Even so,
there was frustration associated with computer technology when the system failed to

function completely or was slow to respond at the time of the patients” surgery:

Imean I can honestly say that I don't have the time sometimes to be sitting

on a computer and you kuow jotting in nmumbers. Sometimes you can't even

turn on the comprier because it won’t turn on. The screen won't work and

you hnow you can't log on and you can’t do this, and then when you do, it

takes forever and you just kaven't got time really. Imean you could be ¢
conneciing the diathernty and the suction and have that oll ready by the time It
that thing starts to go [Judith 2]. -

In summary, the theme of knowing; experiential learning while advancing

identified the way that the advancing specialist nurses actively gained knowledge
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relevant to their chosen field of practice. They accepted consumer education as a

responsible means of ndvancement, Some identified fimitations in their generic

_education to enable them to proceed to an area of advanced specialisation.

Fundamentally however, some RNs were enlightened by their continued pursuit of
education. Education for them was a natural phenomenon that was afso on a continuum.

It required some to achieve better outcomes by engaging in learning before embarking

" on a course specific to their specialism, such as ICU nursing. It was pertinent for them

to share knowledge between all nurses and between disciplines to ensure best practice.
These insights therefore, provided a deconstruction and reconstruction of knowing as a

resnlt of the RNs' pro/f!;s:'s'iﬁnal advancement relevant to ANS and education.
I
Sub-Theme 3: Maintaining Interdependence

~ Four categories emerged to describe how the RNs ensured an equitable level of

advanced practice (hat was interdependent. Working interdependently as health

o *-professional did not undermine their self worth, but enhanced their ability to effectively

communicate with other health care professionals, colleagues or community members, I
The RNs were able to maintain a level of interdependence while working and studying.
This involved their connecting and expanding with others, the generation of enterprising
activities hat in turn created further person.al or professional opportunities, and working

in collaboration that generated a working level of interdependence between heatth care

-professionals. In addition their desire to maintain a sense of integrity while working in

an interdisciplinary or multidisciplinary setting ensued as a constant personal need,

Further analysis of their level of interdependence identified how the RNs felt that

there were lost opportunities when nursing colleagues either failed to pick up on an

issue or drive an issue relevant {o their practice, Furthermore, the RNs® desire to

maintain their integrity was further highlighted by the subtle ways that each RN
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managed this desire such as mutualily in the work place, mutuality in their home, or

- when they were simply acknowledged by other nurses and by the public for the work

.~ that they did.

Interdependence

The majority of RNs independently reviewed their course options and paitems of
learning while some continually addressed their learning opportunities on a continuum.
The interdependence of leaming reflected their desire to undertake postgraduate courses

that were empowering in nature. Learning about complementary therapies as a

_ specialty such as meditation or healing touch for example were worth considering

because these enabled the nurse to be empowered as a professional. A specialist like
Gail was able to interdependently provide psychosocial care tailored for the patient.
i \ .
Helen suggested that her"inierdepcndencc gave her the opportunity to work with

other rural nurses in a busier fown on an annual basis, This was intellectually

sifinulating. She pained knowledge and shared skills with other health professionals

including nurses and doctors. As an outcome she updated her nursing knowledge as
well as skills. The preference for leamning with a group of peers in the critical care
course was a similar experience for Karen. Joint learning or learning interdependently

within a group situation was lively and therefore, socially interactive. Two more RNs,

" Megan and Olive, related to their interdependent styles of learning by questioning the

practices of other health carers or supervisors:

The biggest thing I had problems with were, I called doctors by their firse
name or if | don't understand something or, I say, "well why are you doing it
fike that?” I questioned their practice. And I don't have a problem in WA
with all the doctors that I have worked with, But they had never come
across anyone asking them, why were they doing that? Particularly a
aurse, it wos as though this hierarchical structure, nurses don't speak like
that. They don't question. And I had an argument with one of the surgeons
abowl, "ves you can use this” and he said "well why?" And I rattled off all
the stotistics why, And he sort of said he was under the impression he
couldn't because he had been told no he couldn’t. But it was the power
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drills and things, yot know, locking of systems-in, And after that they
actually started to treat me with a certain amount of respect, Bscause I
actuaily had answers [Megan 1].

Lost Opportunities

u,

Ev;&cnce of lost opporiunities was prevalent but varied as the RNs told of ﬂleir
experiences as they advanced in their specialisation. Some lost opporiunities were
through no fault of others, but due to their lack of action. For example, at least two RNs
failed to apply for a health department scholarship to which they were entitled, namely
| Carla and Olive. Both were disappointed in themselves for not investigating the
opportunities for financial support to underlake studies and were disappointed in not
applying for course funding in midwifery and mental health respectively prior to
commencement of their studies. Subscquent to course enrolment, both RNs applicd for
ﬁJnding during their studies and succeeded in gaining only pariial funding for their
» studies. Unfortunately, their earlier semester studies could not be paid refrospectively
. because they had to make agplication for full funding on initial enrolment of their
 studies. |

Another RN described a lost opportunity when she reflected how she should have
underiaken nursing graduate studies years ago when in Edinburgh. Career advancement
in elinical nurse education as ophosed to management or education in the ICU was not
recognised in the university at a time that Karen contcmﬁlated advanced practice.
Howcver, il Karen had lﬁe self-confidence to undertake research in nursing, she could
have had a Ph.D by now. Instead, she delayed her studies. Nevertheless, she was keen
to obtimise on future lost opportunities in the critical care sctting, She currently assisted
critical care nurses to embark on exciting research because if they did not, someone else
other than a nurse would come and take over the new clinical projects within the

hospital,
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A centoin degree of negalivity emerged during the interviews beeavse nursing
attitudes to caring for patients were distressing and therefore, a fost opportunity. For
example, Karen and Olive"ﬁ;:]icvcd that unlike themselves, nurses were unwilling or
unabz to adapt to change that improved on the way that nurses in the ICU or menial
health sétting could improve on nursing practice. These included their resistance to
~ edopt clinical indicators in the critical cart,; ?mmg or the rejection of therapeutic
iﬁlervcntions in preference to a custodial fc;ll'm of eare in the mental health selting. As
Olive indicated, change for the sake of change was not in the best interests of nursing,
however, because some nurses were set in their ways, Brenda and Olive believed that
other nurses missed out on more innovative ways to manage patients. F:urthermore,
their resistance stifled the RNs® drive to change practice because they did not have the
support of other nurses in the depariment.

There was also a lost opportunity because of the d.i;ninishing nurses’ role by
psychelogists and social workers, particularly in the mental health setting. Brenda felt
- that the nurse's role as the patient’s advocate was lost because the mental health ﬁmﬁle
of patients was categorised under the principles of mental disease. What was most
significant to Olive was that unlike her, many nurses did not see continuing professional
editcation as important. This precluded any opportunism afforded them and the

profession through further education,

Nurses’ advocacy on belalf of the patient has been taken over by
psychologists and social workers which are at arms length to this stuff that
is important to the patient. And I personally think of psychologists as witch
doctors becawse they don't inclide motivational stuff from a motor neuronal
perspective in their training. Psychologists are not fammous in this area of
looking at what motivates the human spivit and so they have this role and
then sociol workers take over the role of you know the nuts and bolts aut
there. And of course the nurse has been niore focused because of the cuts
.o the bedpan, on the biolagy and everything, aud in that process they have
lost their role as the advocate. Aud they are the anes wha are there 24
hours a day with the patient. Yeal so F'would say that it's been severely
eroded and of course that has alse broken down their advocacy with the
Jamily in the ongoing treatment of the patient becanse the social worker has
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:akéu on alot of that role too, And they really don'’t actuaily have the
training or the skills of understanding what wiotivates the hnman person to
fill that gap appropriately [Brenda 2]

Connecting and Expanding

Comnnecting emerged as the way (hat the RNs related to other nurses and health
care professionals while advancing in their area of specialism. This accurred when an
issue pertinent to their practice was raised. Expanding m];tcd to how they used their
connections in order to resolve common or isolating issucs that they felt passionate
about. The RNs endeavouiéﬁ to assoeiate with others rather than alienate themselves

and therefore, isolate themselves in the work place, Their expanding approach enabled

them to further extend their level of interdependence rather than risk curtailing their

" advancement through their education.

Connecting with other health care professionals including nurse colleagues
emanated from 12 of the 13 RNs because this enhanced their socialisation with other
nurses. Furthermore, their inclination to network with community services through the
Silver Chain or community newspaper for example on the topic of suicide extended
their health care initiatives to the community. Others like Andrew, Brenda, Diedre and
Knrenqnetwwked with a team of experienced nurse researchers within the university and
metropolitan hospital sectors in order to initiate research projects or further develop

their consultency.

I just bounced the idea off u couple of people; off a senior nurse in the
depariment, off the director ar the coasultant. And they said, yeal, it was a
great idea. And so I then took it to the department, through the demacratic
proeess, wrote out o drafl, yau know, just a one pager, and put it in the
communication book and got feedback fAndrew I].

Furlhermore, Diedre kept in touch with a nursing network because she could be

informed about nursing issues and senior nursing positions that were to be created or
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openly advertised. This worked cxtremely well when working in isolation, parficularly

in the rural sector.

.

Brenda had multiple connections owing 1o her invelvement in the Libcral Parly
and representation on a community advisory commiltec to raisc policy issues in refation

to motivational disorders and impuslivily,

dAnd part of the response of the petition...is the forming of a professional
ndwsory body, which has, Aboriginal Health, University of Western
Australia Graduate School of Education and Psychiatry, Paediatrics,
Juvenile Health, PMH and Conununity Nursing. And [ imagine that I will
be on that prafessional advisory conmittee...So while I'm doing a Masters .
of Special Ed, it's really from anurse’s perspective that I would see niy
role...... What I am trping to say is I think theres got to be some forum
where all nurses have to collaborate with each other, Because you see if
they don't do it at a government department level, how does a nurse who's a
specialist in ADD get across her stuff to a nurse who's in intensive care?
How does being in intensive care help the patient get through the night
when they are ADD? ...and so there has to be a point of collaboration
berween the disciplines within nursing because it takes ou the whole fife
span {Brenda 2],

Mcgan also told of how she was once encournged to speak at professional forums by her

tutor in her area of ANS and education, only to reveal that since that time she did far
more work of an educational nature than she ever thought possible. Besides, the

oppoftunity to participate in organisationat activities as an advancing specialist

_increased. Each of these activities was resourcefully expanding for them and setup a

level of interdependence that was managcable and realistic, Gail, meanwhile, was keen
;0 use the expertise from other health care services or facilities such as colleagues from
a variety of incontinence services so that she could direct her clients to an altermative
service, Better still, Gail felt that she was able to gain information that she may not
have at hand or was new to her.

The tangible concept of teamwork emerged because of the RNs' abilily to connect
and expand as health care professionals. Teamwork occurred when a RN worked as a

specialist nurse within a larger health care team os opposed to when a RN cared for
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patients on a ward. To the RNs, the tearh comprised varied health care professionals
such as henlth service managers as health policy planners, physicians, surgeons, nurses
and social workers, The nature of teamwork was the connection between health carers
where joint planning and action actually expanded their practice. Six RNs indicated that
teamwork in the form of team meetings, was an optimal part of their work,

Furthermore, it wos pleasurable for five of the RNs to work as a tcam member where
experlise was shared, health care was cohesive, health care targets were achieved,
primary health care services for the mentally il] better effected, and health care to
patients overall was complete. Working as a team and being interdependent as a

specialist however, was felt not to be the same as being dependent or independent:

Being codependent (interdependent} would be guite conducive 1o OR nurses
because you've got to work as a team if you need them, Technically, I mean
theoretically you should actually work more calesively os a team. Ifyou've
gof too many independent workers working together it's a lot harder to get
them to work together. Bul the independent workers are often more up
Jront, more questioning and are more of a leader type in a teom. So you
reaily need a blend of those types [Megan 2},

Being Enterprising

Some RNs felt that they were enterprising because they dealt with common
nursing or community social issues in creative ways that had a positive outcome. To
enable them to be creative, they did not necessarily view themselves as being ambitious

because of their advancement. Ii was more a case of being eager and spirited enough to

~_pursue an issue inferdependently but with a masterful degree of optimism and

confidence as they advanced in their areas of specialisation. Some RNs were
enterprising enough to negotiate a work place agreement like Andrew for example, that
enabled them to balance their studies or negotiate funding with their employer for
conferenice attendance, Diedre and Gail were prepared to either negotiate a balance

between their consultancy and work schedule or negotiate a time-share roster with an
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“on-call facility to cover fora communily service, Furthermore, Gail felt enterprising
because she pursued her aren of specialisation in human touch knowing that work in her
an:ﬁ of specialisation was limited in a smaller Australian city such as Perth. She Jooked
for opportunities that existed in other states of Australia with the possibility of
beginning a practice in Perth, However, she first needed to pass the instrucior’s
component of her course, which she was to complete at a later date.

Being enterprising also helped Helen to combine health care practices while
shopping with community members that she otherwise may not have had the
opportunity to communicate with, during her surgery hours, about life style issues.
Karen felt creative in id_entifying ways that clinical nursing staff in the critical care areas
could be able to focus on a research project that was combined with their work schedule

rather than the staff having to undertake clinical research in their own time:

The budget is fairly strained but the best thing to get pecple in the clinical
areas doing research to me is to allow them time, maybe one afterncan a
week that they could focus on. 1 know it's not much but then the expectation
is that they do some work in their awn time and I think that if you are geing
ta say to them, Gary (the Co-Direcior, Critical Care Division) conld
prabably negotiate to get iime off for them, certain staff members. [think
it's an expectation for higher levels but I think level Is and 2s, it might be
gaad. T have suggested to Gary that the people doing 12-hour shifts maybe
on a study day if they are interested, could pursue a research and that is an
option that could come {Karen 2.

Furthermore, another RN felt that she was enterprising because she openly
confronted staffl for mental health expericnces that would present as a limited
opportunity to access. Olive therefore, negotiated with the appropriate staff for speeific
community mental health experiences during her practicums, Otherwise, being less
than enterprising, Olive felt that she would probably miss out on sufficient community

...mcnta[ health experience. On the other hand, one RN indicated that she was determined
to openty demonstrate and be tested on her performance as an advanced perioperative

nurse. According to Megan, it was an entreprencurial way to say, "how good 1 am at
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_what I do" as an advancing specialist. Being open to achallenge and having the
confidence to negotiate engendered a trait of character that was felt to be enterprising in
nature, For example, Brenda attesied (o her enterprising ways as a consultant so that her

. message concerning ADHD was widely communicated:

..they {small business proprietors) kindly donarted their services and I went
into all the people that I shop with and that. T don't want your money, give
me a box of starps.’ So I had boxes of stamps being thrown ot me. And
then I just got another guy o give me all the envelopes. So they were just
mothers (with ADD children) deing this stuff. Se I've got 1100 peaple
(peopie to attend a seminar an ADD children with Christopher Green as
guest speaker). They broke the fire regulations, and Christopher Green
looked at me and said 'a few mothers!’ and that's how it started. So we
raised $17,000 [Brenda I].

Maintaining Integrity

. There was a strong personal desire by the RNs to constantly maintain a sense of
personal infegrity as a nurse in their area of specialisation. To enable this to occur it
was important for the majority that they had the support of staff in their depariment or
{hat an accepfable standard of practice was maintained. Three RNs told why they
reduced parl of their study load or why they withdrew lotally in order to maintain their
personal integrity. Fiona and Gail needed to review the emotional impact felt because
of a death in the family and when Carla experienced an unexpected death ofa patient,
before either RN was able to pursue their studies.

The stressors of life or cvents in the work place for the RNs at times were
overwhelming. They felt it was necessary to experience mutuality in the work place
and with family members, and to be acknowledged for their cfforis to provide nursing
care while andertaking advanced stadies. For example, work in the rural areas
demanded update of skills and knowledge and the maintained respect with members of

the community. Thus Helen adopted the practice of writing letters of thanks to key
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t;.ommunity members fot their support of the nursing and medical services, She also
conveyed letters of thanks to the shirc members in the local community news.

Another RN in the rural sector indicated that because she had a financial
 motivater in the form of a health depariment scholarship to complete her master studies
in eritical care nursing, she had a duty to the people that provided her with the
assistance to study. Fiona, at the same time, mainlained active membership of the ENA
to ensure update of the latest skills and therefore, credibility as a critical care nurse.

More telling was the sustaining of paticﬁt confidentiality. This encompassed a
RN's level of integrity that was readily challenged. For example, Helen was adamant
' {hat her immediate family members refrained from discussing clients who visited her

SUTEery:

Idon't taik to my family about it. They're disgusted actually, even my
husband gets mad at me for not saying you know, ‘who was it?' And I said
‘vou know if you really want to know you can go outside and have a look
wiat car but you know I am not at liberty to give you thet information.'! He
said ‘it’s only to take care' and then he stopped. ‘And when do I lmow you
are going to go down to the club wien you have had a beer or so and just
mention a name you know it's just not on!’ And I know mum used to even
say when I was living at home...she wonld soy [for goodness sake stop being
ridiculous!' But then again when we had peopic areund and mum wonld
say, ‘oh yes she's very confidential you won't get anything out of her" [Helen

2.

The RNs from the metropolitan perspective were equally desirous of maintaining
their infegrity. When Andrew discovered he had gained a promotion in his depariment
for example, that was adverlised externally, he canvassed the confidence of the stallin
him as a clinician before he agreed to take the position. He learned later that his

.. promotion actualy lifled the moral of the depariment, mainly because the nursing staff
learned that Andrew was successful in gaining a promotion as an internal applicant and
not from outside of the hospital, As a result, Andrew was pleased that the other staff
felt more confident about applying for a promotion as they were offered. Neveriheless,

having consulted his colleagues, his integrity remained intact. Similarly, Brenda was
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invited to publish an article in the United States of America. This particular article
however, miséd sensitive issues specific to Aboriginal health and leamning disabilitics in
Australia. For exa.mplé, from the Caucasian perspective, Brenda revealed that a claim
was made that the majority of Aborigines suffered ADD. In respeet of the Australian
Aborigines, she refused to publish the article because to do so would be disrespectful to
the indigenous population and of their way of life that differed from the Caucasian
perspective. She felt that any disrespeet for the Aborigines would undermine her
integrity as a consultant and researcher. ll':{

.
b

Mutuality in the workplace reflected the way that the RNs felt inclusive of other

Mutuality and Being Acknowledged

health care praetitioners, including their peers. They coﬁ‘;}idered other health care
workers as pariners so that they could share knowledge. This reciprocity was a sense of
mutual rcllignce on information that was of joint interest. As a result, they felt

: acl-mdwledéed for their parl of the exchange, which in tum provided them with a degree
of job satisfaction, Similarly, the mutuality was extended fo their lives at home with
their partner and family members. That is, seven RNs believed that they gained a
consensus from their partners when making decisions about their work or to proceed
with their studies. They felt that there was no doubt that the time spent studying and

| working impacted on them as a family unit, therefore it was vital that they h;d the

" mutual acknowledgment to hecome an advanced specialist nurse,

One RN recalled the mutuality between himseii’and ﬁi_s__[ggturers during his
‘postgraduate studies in men’s health, This afforded him 2n engoing mentorship that he
desited. Besides., he was paying a large amount of money to be studying, so leclurcrs‘
should nﬁt coﬁtinue with the pedagogical style of teaching for advancing specialists, At

the same time, he was considerate of the working relationship with his nurse colleagues.
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For example, there was a need to maintain a sense of calm and be supportive of nurses
working in the ED for example, owing to the levet of paticnt acuity and intensity of
~ work that the staff regularly experienced. Being an ED nurse, the RN had to dcal with
members of the public who were verbally or physically aggressive toward them because
some patients presented to the ED with complex soeial problems such as aleohol abuse
and domestic violence, Andrew felt that management staff in the ED had a primary
responsibility therefore, to safeguard and support the clinicians, Futthermore, cven
though Andrew was happy to negotiate a work pli:ce agrecment for himself, he ¢laimed
that the profession must protect the greater number of nurscs who may not be able to
negotiate a salary or conditions of service for them.
Mutualily was also linked to the way that some RNs believed that equal
' rccogﬁition of academic skills and clinical skills provided for a natural balance ojl'
stafling expertise in the clinical settings. The way that the balancc was mainlai;ed was
through open communication and the sharing of i:'lipow]edge during the delivery of care,
For example, Judith experienced work with surf;'guns whe valued her opinion because
they prescribed treatments based on her sharing ol knowledge of patient events,

Similarly, while in the operating theatres, the surgeon was accepting of information that

+ - Megan shared. Megan oflen guided the surgeon to select an orthopaedic implement that

was deemed statistically better for the patient over another. On the ather hand, another
RN referred to the natural phenomenon of the number of feaders and followers in
nursing, Eric felt that there were those who were enthusiastic to research, but it was a
matter of creating a balance and mutual recognition for the work that the skills based

nurses did:

There are various stages of people's experiences and skills and there are
leaders and followers. And I think that that's maybe a huge outer bland
statement but more specific to me I think there's an issue of we need to have
visions to be follawing, peaple guiding that vision, people supporting that
vision. dAnd also a lot of groonting and developing going on. So I think that
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in its own way if causes hierarchies that are not designaied. There are
certgin people that are naturally capable of being left to their own
stperviston who will enthusiastically research and study and be competent
at aff times fEric 2].

Yet optimal mutuality was only achieved between like-minded people. For
example, Gail felt that job sharing of her community nursing responsibilities with
-another colleague was beneficial, only because she and her colleague had similar work
patterns. The similar practices of two nurscs who were able to provide carc that was
equally acceptable to their long term clients was a point in question. Nevertheless,
Karen helieved that the doors opened for individuals who wished to pursue advanced
practice if they w;'i-e "prepared to give a bit of yourself." The decision to undertake
advanced studies in cli,itical care resulied in mutual recognition for Karen and Linda, for
example, when employer support to attend lectures and gain appropriate experiences in
the elinical setting was maximised. Furthemmore, peaple were willing to help each other
to care for patients in the ICU, and the continued teaching by all staff was felt to offer a
far betier environment in which to work. In addition, the arrangement of rosters
between the nurse and manager offered an added sense of mutuality for seven of the
RN,

Similarly, Megan felt that the perioperative nurse who advanced in hisfher area of
specialty required management skills to nepotiate differing experiences as a manager or
clinician and therefbre, opporiunities to advance. She felt that this demonstt%ated mutual
recognition by line management of her advanccement. In the miral sectors, the doctor
was open {0 a Helen's suggestions of health ecare manogement and scrvices in the
regional setting, In response, the doctor shared information and supplies of
phanmaceutical agents for example, because he was aware of Helen's nursing
boundaries regarding prescribing rights, or to Diedre's access to a health provider

‘number for patient services,
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_Further mutuality was felt by actively secking the rapport and therefore, respect,

3 of children and teachers in the community when Helen provided voluntary health
- .preventive sessions at the local school. Furthermore, Helen thought it best to advise
farmers about their consumption of ateohol when she attended to them out of surgery
hours fo seek treatment for a wound. She was concerned about their general health
status because they were inatientive to the adverse effects of alcohol consumption when
taking antibiotics. $he made it a mutual effort to treat the farmer at a time that suited
him, She believed that the farmer wae-ess Jikely to drink aleohot in conjunction with a
prescribed antibiotic. Therefore, both client and nurse were able to mainlain their

overall integrity and mutual respect for each other;

you know a lot of formers will come in after hours to have dressings done
or whatever and I feel well if  do that for them then I've got over then and
they'll have to do something for me. And it might mean that they are less
likely to drink with their antibiotics if I sort of put the hard word on them a
bit...Oh well if I give them antibiotics, I've sort of done something for them
maybe they can do something for me...(such as) reduce their alcohol intake
over the weekend while taking the antibiotics. Or you know, stuff like this,
you make it work for you...Yeah, well I don't think it's the intellect, I think
it's just a mutual agreement you know, it's very much bush nursing {Helen

2]
Being Acknowledped

Sustained mutuality in the workplace was conditional. The proviso was that other
nurses scknowledged the RNs for the extra effort that they made to advance in their
pfnclicc. The experience of mutuality was achieved if they were simply acknowledged
by others, parlicularly their peers or managers and to a lesser extent, by their patients.
As an outcome, Carla felt that she gained additional job satisfaction and was able to
provide é more appropriate standard of care, For Andrew and Brenda, the outcome was
that they felt greater involvement in the nursing profession because of their input into
their area of specislisation. Acknowledgment was in the form of peer recognition and

respect for nursing eare rendered in the department or community, being seen as a
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- and ultimately, her interdependence: ' N
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reliable source of information and invited to write an arlicle for schools and publish, or
being contacted by community leaders or lay people for advice. Being acknowledged

by menagement with an offer of funding support for their studies and a negotiated roster

. to reduee their workload without undermining their current coniract of service, were

additional factors. Four RNs were pleased when offered a promotion by their employer,
offered additional secretarial support, and when peers were genuinely interﬁslcd in their
research study. 1

“Other RNs found it satisfying when for example, Fiona found that otﬁer health care
professionais such as the social worker responded to her ideas as being useful,

particularly for patient services related to triage. On the other hand, it was significant to

. one RN when she was not only invited by a university to continue with higher studies in

a masters program, but also acknowledged by her paers for her excellent presentation

style during hospital education sessions. Furthermore, the invitation to atiend mectings

and write in the hospital newsletter was another form of acknowledgment thai realiscd

.and { find that doing the conrse, I've done a lot of lectures, lots of
presentations in front of a variety of peaple bt the thought of standing up in
Sront of a microphone...Oh, { will get better, because I had to do it at uni
and I used to be a nervous wreck. Whereas the last one [ did it was on
something lo do with dialysis and it was an hour lecture or preseniation,

. and I used powerpoint because I learned that, Of course nurses are always..
very impressed with that...and the girls wha organised the study day came

up and said, 'vou've got marvelous presentation style, you're so relaxed and
laid back when you talk ' Whereas before it was so damn hard whereas now
I enfoy doing it and you de learn a lot from doing presentations fKaren 1].

You know they go, "how long have you been in ICU?* And [ say, 'six years.'
And they go 'oh?!l' And I get you kmow the jaw drop...particuiarly with the
promotion nnow, They've said, 'did you get that?' And they don't mean that
as an insult, they just mean that they didn't realise the amount of experience
that I had. Now that tiey're all getting to know me, yes, a lot more people
are coming and asking me questions, seeking me out {Linda 2].



~ | | : 153

" Conclusion

This chapter discussed three of the five sub themes that emerged in Parl A. The

' tl'u"ee. sub tﬁcrﬁes identified the parlicipants'. choices in underta.king ANS and education,
" their ways of knowing and experiential leaming that they acerued during their studies,
.work and personal life styles, and how they maintained interdependence of practice as
. ~ they advanced in specialist practice. Cha]stcr Six continues with the completed

- reconstruction of the remaining two sub-themes that metaphorically describe 'the way

through the labyrinth',
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' CHAPTER SIX

- RN Profiling and Meeting the Crossroads

' '[r'it_m'(.luction

This chapter explores the way that the RNs balance their professional and
personal profiles, and how, while advancing, they meet a crossroad. These concluding
sub-themes were revealed when the RNs’ felt a fresh understanding about their
advancing profile and resultant pathway that they took because of their change in
direction, Arrival at a crossroad indicated the final direcl_tlion of specialism that the RN
embraced, These findings illustrate the concluding analysis of the movement toward

ANS and education in its entircty, by the participants.
Sub-Theme Four, Profiling: Visualising and Situating Self

The RNs revealed how they needed to balance both their professional and
. personal profiles so that their professional and personal lives were workable and
therefore, satisfying to them. By profiling, they visualised and situated themselves as
advanced specialists. This allowed them to create opportunities to pfﬁlgress in their area
of specialism, to persevere with their advancement while working in a bureaucracy, and
for a few, to recognise a difference in experience between the delivery of health care for
the privaté and public patient.
The RNs created a professional profile that emerged as a legitimate coliective
) profile. In other words, the RNs believed that nurses, other health care professionals
. _:.and members of the community visibly saw nursing as a profession only when
collective profiling was evident. For example, when nurses from all fields railied on
. health or industrial issues together, they gained media and public attention. Conversely,

being collectively invisible o the public was abhorrent to the RNs. For example, an

i
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individual nurse was rarely acknowledged in the media for his or work as a nurse. Their
public invisibility made them feel collectively undervalued, especially owing to the
etormous workload that all nurses endured. However, being collcctively vistble as a
specialist nurse ensured the RNs with a nursing profile that was productive. In other
words, the RNs' montentum 1o pursue advanced praciice was warranied because they
felt that they encountered public visibility as a professional group of nurses. Some RNs
in this shidy however, (cli ambivalent about nursing issues that were oflen problematic

to other nurses and professions but not {o them.
Creating Opportunities While Advancing

The RNs actively created and maintained an awareness of opportunities around
them to add to their nursing profile. Five RNs examined new ways of implementing
better practice while six responded to openings relevant to their area of specialism so
that they could better position themsclves for advanced employment. For example,
Judith told of how she wanted 1o teach perioperative nursing. She constantly reflected
on her prior practice and how she could do betier by undertaking advanced
perioperative nursing studies, She alsn took the opportunity to continue her studics
while overseas and at the same time be with her husband because his business often
necessitated periodic transfer of his work from one couniry to another. Examining ways
to improve her chances of being a teacher in the operating theatres and taking the

opportunity to transfer her studics while residing in a new country was a positive move;

This is a real challenge trying to do it this way (studying in the Philippines)
50 achieving my goal and finishing my postgrad studies are really good. My
nltimate is basically 1o be able to teach. P'd like to teach clinical and
theatre. [fwe actually go back to Port X, I ook a1 things and say that what
fappened to me, I don't know what's kappetied ta other peaple, so what
could have I done better...and Fthought okay this is what [ wani 1o do
fHudith 1],

1
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Owing to the critical shortage of nurses and of advanced specialist nurses, it was
opporiune that all nurses seriously reviewed work place agreements and nurse education
from the undergraduate level. Accerding to Andrew, the situation with the nursing
shortage was so bad, that it was timely that the nursing profession took the opporiunity

to consider a reversal of nursc education back to the apprenticeship model of practice:

. When it (work place agreement) was first introduced there was a lot of
slack that could be brought up. But I don't believe that’s the case anymore.
It doesn't stop people from continually examining what they are doing which
is probably what better practice is afl about. You kmow stopping and
looking at what yon are doing which can mean reverting back te what you
did 20 years ago because that model might now be the right one to operaie
with now fAndrew 2],

At least six other RNs created opportunities while they were working to pursue
their area of intercst. For example, Erie looked for the opportunity to move sideways as
an advancing specialist while waiting to progress his earcer in order to pursuc his
interests in men’s health. Eric worked with male patients who were being treated for
cancer. He waited for the opportunity when a role model or a sponsar for example
would trigger his move sideways. Instead of caring for cancer paticnts in general, he
waited for the opportunity to provide specialist care for men who [el] ill with cancer.
Being a nurse specialist in the hospital ward was one thing, but as a consultant, he
beiieved that he eould reach out to men in the commanity that generatly resisted any
preventive health care measurss. It was too late if they had already contracted a disease
such as cancer or coronary artery insufficiency. He wanted the opportunity to enable a
change of male lifestyles so that they could combat chronic or acute ill health before the

onset of a severe iliness such as cancer:

I'm jooking for the right way to go. But I don't think there is a right way. [
think I need to remain oper, look for the apportunity and perhaps vos know,
grow where I'm planted. Ihapper: to be here {oncology ward) at the
moment, so maybe this is where I need to develop and do the best I can. But
1 can see how doing the alcokol and drug misuse conrse, doing the men’s
health raining, I can now start to see that well these are some af the areas
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that I can now move along. I don't necessarily move up, I just secm to he
moving along (Eric 1].

Diedre valued her years of experience, experise and qualifications 1o promote the
health of individuals of the same gender as her. She found the opportunity to jein with a
male GP practice to provide a dedicated women’s regional health service as a nurse
consultant. "I'm a more mature lady, I've had the qualifications before | got here. So |
just nceded the opportunity to be there. Like women’s health...I’ve always had that and
donc that, so ] nceded the places". Similarly, since Olive had underlaken her studies in
mental health, she told how she took the opperiunity te make a "positive change” lo her
eareer while Gail seized the opporlunity 1o take on a consultant role to a wider
community of persons who were disabled. Instead of following a reactlive model to
disease and illness rclating to clients with spina bifida fo:r example, she ook the
opportunity to be proactive. As a community nurse consultant, she created simtegies to
cnable those with disabilitics to live independently with community nursing backup.
Gail stressed that she could visit patients rather than have them hospitalised. She could
assist clients in their home to jointly solve problems before their anxicty levels peaked
rather than allow them to be dependent upon medical assistance bascd within an
institutionalised framework ef care, such as a large teaching hospital or nursing home.

- From anolher pemspective, Karen took the opportunity to present a paper at a
national eonference wilh a view to publishing the paper as an article in a joumnal,
Meanwhile, Fiona revealed that she did a speeialist course of study beecause it was not
only fitting with the nursing profession’s desire to clevate the profile of ED nursing in

the rural area, but would also be the best opporiunity for a promotion.
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Perseverance: A Way to Maintaining a Profile

Four RNs persevered with their specialised work and‘:st:udics. They felt that
having the perseverance to continue with wark and studics would ensure them a
;:I-;Jrofessional profile that was pot only public, but also meaningful to them, For cxample,
Brenda wrote numerous leiters to parliamentarians or departments to spread jssues to
) //'he eommunity and 1o ather nurses surrounding her field of interest and practice. Her
” perseverance was remarkable because she continued to pursue communications within
the public arena even though she received liitle formal response. The writing of
numerous letters to organisations and parliamentarians resulted in just one supporting
response fram a civil servant. Furthermore, a senior nursing manager of a major
hospital she visited, showed a negative response to her expressed concems about people
with ADHD, Brenda was concemned that nurses working in haspitals were not aware ol
ADHD. Nor were senior nurses interested in knowing about ADHD and the relevance
to health care of individuals that were hospitalised.

Another RN was equaily persistent. For example, Diedre decided she needed to
advance her knowledge and undertake a dislance ecducation course in mental health
because she was convinced that it was relevant to the current health of individuals in the
rural community in which she worked. Her employer however, was sceptical about the
relevance of a mental health course to nurses let alone, to community nursing,.
Therefore, Diedre was depied any employer suppert such as time release to attend an
nssessment refated to the course, scheduled in the city some 250 kilometers away. Even

so, the lack of employer support did not deter her from undertaking the eourse:

1 did (apply for support), but they weren 't sure that this course { wos
studying had much 1o do with ny job. And that's not funny. ‘What's it got

_to do with nursing?” they said. So I persevered anyliow. Inew it had a lot
to do with nursing {Didere 1}.
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The RNs' perseverance lo succeed as specialists was infrinsically molivated.
Diedre, Fiona and Judith were three RNs in particular who viewed their advancing
profiles as "intrinsically driven”. Even though Fiona had a nepative attitude because of
her recent family setbacks that impeded her progress, she kepl reminding hersclf that
she needed to continue with her studies. She owed it to the profession, to ilie
scholarship provider, and ta herself. Similarly, Judith told of her perscverance from the
perioperative nurse perspective. "You have to want ta do it because nobody else is
going to help you get there". This was an indictment of a specialisation that was berefl
of specialist perioperative nurses. According to Judith, her colleagues and (o a lesser
degree, management offered no encouragement for the perioperative nurse lo gain
advanced practice. In spite of this fact, Judith's perseverance was indicative of her

persistent profiling as an advancing specialist.
Nursing Care of the Private Paticnt

The profile of the advancing specialist was blemished or enhanced when the RNs
compared the way that they delivered care for the patient in the private health sector.
Carla, Megan and Olive experienced tenuous circumsiances that could have hindered
their advancement as a specialist while working in the private seclor. For example,
Carla felt despondent about working on the private ward of a co-located hospitat
beeause the expeetations of the public and private patient varied sipnificantly.
However, Megan and Olive felt that work in the privale sector allowed them to enhanec
their specialist profiles. As o perioperalive specialist in the private scclor Megan argued
that "in the nrivate sector you basically have to be able to do everylhing if necessary."
This requirement cnsured that the advancing perioperative nurse was able to apply
multipte skills such as positioning the patient, cireulating, scrubbing and assisting the

surgeon, as well as helping the anaesthetist as required, rather than employing a
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technieian as an additional suféicul team member, The down side 1o work in the private
sector was that there was no teamn teaching between the surgeon and the perioperative
nutse. Unlike perioperative work in the public secior, Megan was severely restrieted in
her teaching to new perioperative nurses during a surgical ease beeause the "surgeons in
the private scetor did not like it.” This minimised the learning opportunitics available {o
the nurse working in the operating suite and the teaching profile of the perioperative

nurse employed 1o care for the private patient.
Prolessional Profile

Professional profiling related to the manner in which the RNs shaped themscives
as a member of the nursing profession and presented themselves as a leader in his/her
warkplace. They discussed issues that were pertinent to their specialty through their
professional organisations and ensured hat the community was awarc ol the work
involved as a specialist nurse. Professional profiling that was public, was considered
vital because withont a nursing profile that was made public and effectively
co;ﬁmunicalcd to the public, information was oflen distorted in the workplace. Worse
still the media and the public as a whole could easily misrepresent nursing as an
unknown identity.,

Ten RNs referred to postgraduate nursing qualifications or involvement in nursing
research as the way to increase the profile of the specizlism and the: prolession. 1t was
helpful if an advanced specialist nurse had a master degree so that s/he could speak with
ather professionals on equal ferms. Eight RNs urged the cngagement of diatopue with
colleagues and other professionals. The dialogue through professional or community
organisations ensured that the public was made aware of health and nursing matters
through the visual and printed media. Letting the public ktiow about an issue that was

ol concern to nurses as a whole brought about professional credibility:



161

There's probably a lot of professionul snobbery or whatever that goes on,
and so by attending a tertiary institution, it brings on some professional
eredibility. To engage in dialogue with other professionals, is probably
quite important. It's probubly unfortunate that it has to be that way. But if
you want 10 be able to speak on equal terms with a nenra-surgeon, if it helps
you te have a masters afier yotr name and it helps to deliver a better
service, then you know, lets go for it [Andrew [].

Furthenmore, Judith stated that "we need 1o believe in our top people who are
uying to help the profession” and to do research because, as Karen said, if "we are
academically inclined, it will be a better profession all round.” Karen also indicated that
"rescarch was vital for the future of nursing and paticnt carg”. Any evidence of RN
profiling in the public arena was made apparent by wriiten publications and the ferdiary

qualification gained by nurses within a unjversity:

Well I'm publishing, I'm researching, I'm still seeing clients on a private
basis. I'm invalved in writing a chapter in a book for Mary Smith on ADD
and wamen and the special issues involved there. | have had a lot af
recognition in the last 6 months for my work [Brenda 2}.

The majority of RNs indicated that being involved as a member of a professional
organisation as they were, impacted on the way that they cared for patients as a
specialist. This was because they could pass on clinicai updates and other information
to their workplace. The RNs from the rural or community perspectives were no less
active in their professional profiling. Membership of professional groups for Diedre,
Fiona and Helen, such as the Rural Reference Group, the Emergency Nurses
Association, and representative of the Health Consumer’s Council respectively enabled
issues to be openly addressed within a public forum. For example, Helen was perturbed
when she learncd that members of her community were ill informed about a proposed
change of health care service structure. The public resisted the change, hut needed to be
made aware of all the facts before they made a decision. She enhanced her professionat

profile when she spoke in a public forum:
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It (the rural Council) meets quarterly. And I just sort of had a bit more

. information on MPSs (Multi-Purpose Service Centres) and how they work

" and are being set up throughout the State and you know, we (the peaple in
the township) were going to be secure financially and we were going to he

© better off. And Isaw at the end, like I got up and sort of pleaded with the
cormunity that you know, at this public meeting. 1 thought 'I cau't helicve

_i'm doing this, you know I can't believe I'n actually doing this! Where's this

" coming from?’ 1felt I'd sort of stepped ont of myself and become this person
that { never knew I actually was {Helen I].

" Being Collectively Invisible

There was a downside to the way that the RNs procured a professional profile that

- was made public. The RNs referred to the undervaluing of nurses and of nursing in

general as a profession, Not withstanding the arduous and sometime dangerous
workloads that nurses overall were expected to bear, being collectively invisible and
undervalued by the public or even by other nurses,.dampened their professional profile
as a specialist considerably. Being employed by another health care professional for
example did little to enhance the visible profile of the nurse, There were very few

specialist nurses like Diedre who was an aceredited private practitioner:

There is no other nurse in Western Australia who does thisi except a nurse
- in Mandurah, whose husband is a GP. And the only other nurses doing pup
smears are in remote areas, ond they’re employed by a health service. And
- the others, as I used to work in Perth, are employed by women's health
centres or by family planning. So, most of these nurses whe are doing what
Ido, are employed by somebody else fDiedre I].

~ At least nine RNs openly declared that Ulléy were invisible to the public as a nurse.
while nurses were employed in schools for example, Brenda felt that the school nurse
as a specialist did not use his'her child developmental assessment skills to identify and
refer children with possible leaming disabilities. From Brenda's experiences, it was the
principal of a school who considered these skills outside the realm of nursing practice.

The principat did not use the services of the school nurse, but devolved the
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responsibility to the parents, school psychologist, or medieal doctor if and when a
.téachcr recognised child misbehaviour was linked to a leaming disability,
 Other forms of invisibility of the nurse werc noted when no one in the community
understood what a remote area nurse did or because there was no prominent political
" nurse leader who could act as a mentor for other nurses. Furthermore, a nurse was
usually employed by someone else to enable him or her to treat individuals under the
national medical rebate system, while every day nursing activities such as provision of
i comfort, were not visible in the ED because these were not documented while the
patient waited for a medical diagnosis, The implications were critical to the profile of

the advancing specialist:

And we have had a number of instances lately where people have written a
letter with a concern regarding treatment so you pull the file out and look
and we look and there's nothing there that shows what nursing care has
been provided fAndrew 2].

From the metropolitan community nurse perspective, individuals with a disability
checked with their doctor rather than the community nurse. The judgment that was not
- considered by patients in the community however, was that the nurse might have been

the best person to deal with these matters:

Oh God I think nursing needs its profile elevated. I really do. Isee us, I see
nurses as making such an amazing impact on the kealth system and getting
no recognition and that's not even in a sad way. That's just the way il is.
The nurses that I taik to that go to work and do what they do. And the
people who say that the nurses are the best and really mean i, yet in the
real sense out there in the reol world, no it's not. [They will say], no 1 will
go and check with my doctor' {Gail 2], u’

" Being Collectively Undervalued and the Demanding Workload

Nine RNs described nursing work ovenall as undervalued by the health
bureaucracy in whieh they worked, by other professionals and by other nurses. For

examnple, the RNs felt that nursea who were not speeialisis were not involved in the
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running of a hospital. According o Diedre they did not understand the "bigger picture"
concerning the health care system. Afler all, both Judith and Linda felt that many

people still saw nursing as minimalist owing to the poor recognition of the skill level;

A lot of people see nursing, whenever I say it or telf someone that I am a
nurse they think that all I do all day is hand out tablets and give people 1
urinals or pans. And then if they find out that I'work in intensive care, all

. they think I do is write down observations, whereas for me nursing is both of
those with everything in the middle [Linda 2],

From Fiona's perspective nurses were undervalued, particularly when advancing
in a specialisation. For example, management obtained nursing expertise very cheaply
Whén the experienced nurse was employed at a lower incremental level for the duration
of a specialist praduate coursé. Furthermore, five RNs perceived themselves and nurses
overatl as undervalued in terms of remuneration for the workload they maintained, As

* Carla indieated, even a RN that studied and graduated as a midwife gainéd no extra
remuneration over and above the generalist RN, Meanwhile, other RNs in this study
identified the way that nurses undervalued other nurses. Three RNs believed that nurses
abused one another or in Eric's experience, competed between themselves for
recognition and aull}prity by other health professionals, primarily the doctor, "One of
the issues on the ward that was causing one of the most frustrations was individuals
having a good rappont with the doctors, getting the information required and
maintaining and using it against another member of staf" [Eric 2].

In temms of the nursing workloads, four RNs'::feIt that the long hours of work and
unpaid overtime were arduous, particularly for the advancing specialist who was
studying. Furthermore, excessive periods of being "on call" for Judith and the long
hours in balancing child rearing with full time work and study for Andrew, Fiona and

Karen, were indicative of how these RNs managléd a professional profile that nceded
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them to strike o balance and ofien undermined their advancement as a speciafist. Apart

from herself, Karen was concemed when she encouraged a colleague to undertake a

“research project, knowing that the nurse was expeeted to manage a busy workload:

Especially the giris in the burns unit are very very hard workers. And they
do this (research project) on top of their work. And they are keen and
whenever you osk thent to produce something they always produce it, but .
God they have tried so hard. But I can see that this girl's carotid
" endarterectomy, she's a nurse manager on one of the wards and she's so
. siressed trying to do this research plﬂ: trymg to maintain her manﬂgermf
load as well fKaren 2].

H
\
Legitimate Collective Profile \\

Some RNs supported the expansion of other specialists’ roles and felt encouraged
when their roles were extended beyond the generalist RN role, The extension of their

roles added to the legitimacy of nursing that had a collective and cohesive profile. One.

- example included the promotion of Andrew as an executive member of the ENA.

Through the EXecutlgge membership, an advancing specialist such as Anlrew was
éncou:aged to make public statements concerning nursing practice in general in the
visual and written media, Other RNs like Fiona, Linda and Karen befieved that their
collective profiles emerged when a depariment was recognisable by its staffing profile.
For example, the experience for Linda and others in the ICU was uplilting bccaﬁse other
"nurses seek you out". This added te the visible success and collective profile of nurses
who advanced in critical care nursing. And Fiona reportcd that the skill level of nurses
in her ED was considered high because file majority of stall had recently aitended and

completed a trauma course. This added to the collective profile of the de]ﬁMment:

* I have done two internationally recognised irauma nursing courses within
the last 12 months as well. One is the trauma nursing course fram America
run by the Emergency Nurses Association of America, And the other one is

. the paediatric trauma course and both of ther, 'm now a certified
" practitioner in this. But yes that's things that we have been doing. There
wasn't ¢ lot of tew information in those so perhaps we have got to the level
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where we are classed as (practitioners). And I say we because most of the

penple in my departmuont ave ih the simtlor skill Icvel and they have got to
!imf fevel {Fiona 2].

Final]y, the colleclive profile of lhe nurse was given ¢redence if one was a
. postgraduate student. This may have been lhe reason why the majority of RNs felt it
".compellmg to advance. Olive felt that "thercisa lo! more respect (by multidisciplinary
health carers) as a postgraduate student.” Meanwhile, two other RNs suggested that
they procured a collective profile by being politically aware or worked with politically
prominent figures such as the doctor in the Naltrexone Clinic, Six other RNs feit that
" their visibility and collective profiles as specialists was enhanced because they shared
- their knowledge with other nurses or included level I and 2 nurses in developing
research projects specific to their clinical areas of practice.
Conversely, Olive was convinced that because nurses were the patients’ advocates,
fhey alregdy had a legitimate collective profile. For example, as a patient advocate and
as the principal liaison person working wilthin a multidisciplinary mentat health setting,
the TUrse was Seen as a part of the team and therefore, visible and valued. Similarly,
: Knrerl and Judith respectively felt that medical staff in the ICU and the medical
- consultant in the operating theatre valued them becnuse of their advancing practice and

knowledge:

Oh I think that they know that they go to uni but { don’t think that they

realise that a lot of the staff actually go on further than thar. And os they’
always say you kiow...it was 16 of us that were on secondment from ICU at
one stage and the doctors’ comments were ‘well all of the best staff have :

gone and left tkr.tl’ unit and go elsewhere' [Karen 2].

JRRCR
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Pcmonﬁi Profile
Personal profiling was conceptually different to the way that the RNs maintained
a prdfessional profile, It was not about the RNs being ambitious, but more as
| establishing a profile that an advoncing specialist could adopt. The way that the RNs
sought a higher nursing position for cxample was interpreted as a personal achicvement
and therefore, a way of establishing a personal profile, Professional profiling on the
. other hand rcfel;rcd to the way that the RNs and others colizclively viewed nursing in
general and advenced practice in particular. The latter related to the visibility of nurscs
in the profession and the value placed on the nurse by society, health care professionals
and nurse colleagues. ’
In developing a personal profile, seven of the RNs believed that they were a
possible benchmark for colleagues with whom they worked. The RNs fcit that being a

role model or mentor actively cncouraged others to advance in their practice or embrace
. i
. . - i
change in practice. As an cxample, two RINs indicated that they would proceed to Ph.D

_ studies in the future because olher nurses had donc so. Meanwhile, other RNs
appreciated the acquisition of further responsibilities given to them as advancing
specialists. Six RNs revealed that nursing management had suggested to them that they
could épply for a higher position even before they had compieted their specialist studies.
Anolher RN's personal profile emerged when Eric waited for the opportunity to move
into nursing administration so that he could appreciate the culture in which he worked
and to understand the "bigger picture" surrounding hospital policy and health care
‘services. Afer all, keeping their options open while working in a large institut.ion and
maintaining a skill mix enabled three of the RNs to take on an administrative or in Eric's

case, a consultant role. More fundamentally, all but one RN describéd how updating
. P
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their skills and knowledge was a means to gaining a profile that was tailored io the

" specialist nurse:

[

1 just feel that my impact would be far beiter in a different role. I'm not
suggesting that I want to get away from patient interaction. I just think that
Jor me it's not a case of [ want fo get out of nursing. Idon't really see myself
as a nurse anymore, [ see myself more os an educator, counsellor,
supporter, change ogent and alse most impartantly somehody who

- nouriskes peaple....... And the one above me, the Level 4, the Director of the
Cancer Services, I think that is probably the best option to look at because
of the greater networking that occurs, The opportunity to be involved in the
politics of the hospital, the understanding of the actual culture of the area.
8o that's where my frustration is. It's the closing of being a clinician and
occepting that role {Eric 1].

A community nurse RN established a personal profile by accepting a position in

an agency that philosophically matched her bettefs. That is, Gail sought employment in

a service that supported a wellness orientation to care. Her area of specialism in

complementary therapies could be integrated:

I principally do the healing touch, which is energy work, I alse have
reflexology and aromatherapy. I've done massage courses. [ integrate them
as such. [use a bit of massage for principally the energy work that |
use......f would love there to be a lot more demand for it! I think where T
come from with my nursing is a wellness aspect and a heaith promotion
aspect. And that's ...one of the things that Reed Bay (pseudonym) had in
their ad was that it was geared toward promoting and supporting
independence and the concept of wellness as opposed 1o a disease base,
That’s where I see complementary therapies as miaking a big difference
[Gail 1},

Pride and Maintaining a Personal Profile

Pride emerged when the RNs spoke proudly about their work as advancing
specialist. Having a sense of pride as a specialist generated a personal profile that was
covert but demonstrated as a common behaviour appropriate for an advancing specialist,
Furthermore the way that they prided themselves was not always recognised by these
pariicipants and therefore, communicated the social complexity inherent of ANS and
edueation,

i
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More often than not, six of the RNs felt that pride, as a nurse was associaled with
the advocacy role of the nurse. For example, their mora) goodwill 1o others and patients
often demonstrated their benevolence that was considerate and rational 1oward others
rather than being cruel, unfecling or callous, Five of the RNs also prided themselves for
being self-molivating in order to advance in their area of specialism. Being motivated
m:llt.en:d to them. Itwas not about what a nurse should do but about what kind of nurse
he or she was motivated to being. None of the RNs wanted Lo work in a vocation or live
in a society of ruthless po-getters where they would only help people if it helped them.
Furthermore, they prided themsclves on how they continued their studies even when

family matters for example, look precedence:

I'm getting there, yes. Getting back to it fher studies]. This has only
happened refatively recently so this has been within the last month. So ir's
getting back on track and it's self-motivation, it's self-discipline and seif-
motivation [Fiona 2].

Seven RNs prided themselves because they not only motivated other nurses to
continue in their studics but also searched for ways to improve their own practice.
Mega.ni;lso felt pride because she had the confidence as a perioperative nurse to leave
her job for another if for example, no common resolution was achiceved or if she was
unable to collectively change undesirable practices such as poor staff morale in the
perioperative setting, Other nurses who did not have the courage to openly discuss
workplace confiicts with management like she did, could not consider themself as

praiseworthy:

{t's just that some and I'm very much an advocate ffor the new perioperative
nursc}, if you are having trouble in my work place, I ga somewhere clse
becavse different work places build on different refatianships depending on
wilo the manager is, who the key people in that area are. And a lot of
people think, I can't fust resign.’ They have that insecurity to do that. They
Just won't walk out and do something new whercas I'm if something is not
right, I just go, leave, start again fMegan 1],
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Many other eimnplcs of pride on:{!ll__l-._'frcd in the workplace. For cxample, whenever
some RNs assisted their clients to cnha.l;cc their health and sense of well being,
supporied and shared knowledge with other nurses and patients, applied perioperative
skills across a range of sub-speeialtics in the operating theatres, discussed retevant
research data about surgical implants with the consultant surgeon, or gave the consultant

doctor in the ICU the best answers to guestisns that related 1o patient treatments:

I ruean it's fust that when the consultams ask and the registrars ask about
the effects of drugs and you ore answering it and the registrar doesn't know
the answer. mean it's very good for your own fego]. The way they look at
You, with respect, it's very satisfying inside as well {Karen I,

Karen and Olive also felt pride because they were able to resolve conflicts in the home
as well as in their workplace. This was because their study program as an advancing
specialist in critical care and mental health nursing respectively for example provided
them with the added specialist knowledge and expertise. Meanwhile, Linda
experienced feelings of pride when “1 was told when I got the level 2 and that was one
of the areas that [ beat everyone on because no onc else (ICU nurse) was going for their

masters” [Linda 2].
Ambivalence

As a rescarcher, [ sensed times during the irlierviews that some of the participants
scemed ambivalent about issues that were of importance to other RNs but not to theni.
This was in contrast to their affirmations of pride. For example, I was alerted when
Brenda and Olive made little or no reference to the personal cost of their studics and
advancerment. Brenda in particular was so driven by her area of interest and
advancement that she pursucd her work regardless of any study related expenses such as
consullaney expenscs, eourse fees, travel 1o classes or meetings, or child care services.

She lived an upper middle class existence and eared for three of her own children who

W
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~were dingnosed with ADHD, Such ambivalence abaut this RN's own incurred expenses

however, wes in contrast (o her clients or people she knew in the community that
suffered ADHD, Brenda was concerncd aboul the parents of a child that was diagnosed
with ADHD because some parents were unable to afford private health care or seck a
private medical practitioncr, particularly whea no other altemative cxpertise could be
found within the public health care sector. On the other kand, Brenda was ambivalent
about the $2000 scholarship she received from the university shc was carolled in for
undertaking her master of special education by tesearch, It was “swcect” for Brenda, but
not really necessary. Similarly, Olive was ambivalent but more astutc about her career
advancement expenses. She feft that the cost of undertaking full timc studics for a year

was of no financial consequence., Olive was sensible with money and planned her

w;, expenscs accordingly. The remaining 11 RNs were aware of the costs surrounding ANS

and education but were concerned about the financial burdcn to other nurses in general,
to undertake ANS and education.

Another two RNs felt ambivalent abqpt pursuing their master sludies at all, one in
critical care and the ather in midwifery. This was because Fiona senscd that there was
no chance of a promation in her rural hospital afler completion of her masters and
because Carla progressively discovered that her midwifery course content was not what
she had expected. These issues altered their perception conceming the profile of

advanced practice and specialisation:

I'm ambivalent, but I don't know whether masters level clinical musing ot
masters level is ever going to take off in a big way. While Iwon't say that
we are stagnating, but there is no incentive at all to do higher education
especially Iike people in my sitwation where ! am, for want of o better word,
stuck in the rural arena for quite some time. Our positions for promotion
are limited by percentage basis, you know, numbers of elivical nurses to
number of RNs. Ornice they're filled, that's it. So, yes, I will be a masters
qualificd level I RN if o clinical nurse job docsn't come up in mv field. And
that needs to be adliressed [Fiona 1),
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And then this semester, it's been the research, and I don't know. [ don't
know how it's going to help me yet. I mean P more than half way through

the semester, and 1 feel that it's mare something that needs ta be looked into
later on in your career, if you want to go further and do your thesis [Carla

i

Sub-Theme Five: Meeting the Crossroads

Introduction

The culmination of living the phenomenon of interest terminated when the RNs
met a crossroads. IA crossroad was not when they initially decided to undcngkc
specialist studies, but when the RNs decided to either continuc or not {o continue in his
or her area of specialisation. As they met the crossroad, two major issues emerged for
them. Firstly, they revealed that they experienced feclings of being liberated, which
actually eontributed to their potential as advancing specialists, and secondly, they
upheld openness about the challenges associated with their advancing practice. Owing
to their openness during the interviews, the most positive attributcs evident by this
group of RNs unfolded. These attributes included the disclosure of their personal
ambitions and intentions 10 be a specialist nurse. For example, they felt that being
challenged in their practice and studics enabled them to clarify their status as a nurse
and subscquent decision to take an appropriate course af action. 11 was at this stage that
they acknowledged that they met a crossroad that was a turning point for them. The
tuming point occurred, when shey felt that they had reached a plateau in the workplace
ot considered that it was fime 1o move on, or hoth. |

Their feelings of being liberated also reflected how the RN5 gained increasing
confidence about their current position within nursing. Being liberated while advancing

gave them the urge to act as a catalyst to influsnce other nurses in their path or clients in



173
the community. This urge directly related 1o their aura of being liberated when they met
their crossroad. Their descriptions of being liherated however, did not come easily for
all. The reality was that some RNs felt vulnerable on many occasions during their quest
to be ehallenged as an advanced specialist nurse. This was in contras! to being
liberated. In essence, some RNs were either dispirited by their lack of potential for

promotion for example or were embarrassed by their perecived lack of knowledge,
Being Liberated

The RNs desired to lead in his/her profession beeause they were liberated by what
they experienced, Seven RN affirmed their advancemen in their specialism. Brenda
for exam'ple, met with international experis who invested energy in rcscarchl:!;ng and
discussing controversial issues relating to ADHD during a conference. Thisl inspired
Brenda to slarl writing submissions to political organisations about the issucs on her
retumn to Australia from the averseas conference. At the same time she was exposed 1o
such a velume of scientific literature on the subject than she never imagined, as a resnlt,
she envisaged other ways fo expand her consultancy reiating to lcaming and attentional
disabilities. For example, rather than arrange seminars to present inﬁm‘nation to the
public on ADHD issues, Brenda felt liberated enough 1o establish a book distribution

company and called it 'ADDvanced Publications',

.50 in the end I thought 'well no, I can't go on with this." So f left
[Learning and Astentional Disorders (LADS) conunitice] and thought well,
a way I could help them was o sec what books were around,” Because |
love books and that's where { had the contucts with people at this
conference becanse they had a big display of the books, and from there {
researched it all and that's Iiow ADDvanced Publications started [Brenda

1.

Eric felt it liberating when he realised that it was possible to deliver health
prevention, promotion and wellness interventions for men who required a lifestyle

change, He had experienced the aftermath of cancer treatments for his patients and
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suggesicd that it was all 1oo depressing for men once they seceded to an illness such as
cancer. In addition, a lecturer who was a consuliant and counscllffarin men’s health
inspired Eric. Expetiencing that inspiration was liberating. Bcif_\g liberated, Eric
believed that hic was now ready o take the initiative in promoting .wc]lncss in general or
wellness in men who were in the early stages of a disease such as cancer. As an

advanced clinical specialist, he had eome lo terms with being his own role model.

Futthermore, having a master degree would give him the tools to advance as a credible
r
I}

il'csearcher in the field of men’s health:

And I suppose really that's wity, it's all kind of hand in glove now and
realising that the Masters gives me the credibility. Of having a Masters it
gives me the tools for having done researeh. am already doing men's
health and management as well. So really in a way it's all combining and
all I need to now do is be patient, complere the course and the options, or
like I say, are open. Ididn't sec it that way befare......fond] I think that's
what I hove realised that there is no role model. So [ am going to have to
start being ny own role model {Eric 2},

Other expericnces of being liberated during their advancement emerged when
Gail and Olive, for exampls, described how they enjoyed the flexibility to diversify
their skills, when Helen felt autonomy of practice in the rural/remote area, and when
Judith used reflective practice as a tool to assess her own practice. Furthermore, Karen
felt fiberated when she expanded on her research activities from a critical eare focus to
projeets relevant 1o a range of patients that a specialist nurse cared for in the acute
hospitzl setting. More specificalily, having an eclectic and holistic framework of care to
het nursing knowledge and approach was better for Gail than trying to be
"encapsulated” in a mainstream specialism such as medical/surgical nursing or
gerontological nursing. Gail's holistic approach to patient care was liberating because

she was able to diversify her formal leamning expericnces to encompass complementary



175

health or education for not enly the Caucasian population but also for the indigenous

people of Australia.
Sclf-Assurance and Feeling Confident

There was no doubt that having the self-assurance and the confidence to continue
in advanced practice added to the RNs' feclings of being liberated. Al but Carla felt
confident about their chosen area of specialised practice. A number of RNs felt
confident that they would advance as long as they actively sought the metivation to
continue with studics or underiook resezrch relevant to their field even though it was
new territory to them. In Linda's case, s'he had the self-assurance to work in the general
ward even though her specialty practice was in the ICU. Moreover, as a perioperative
specialist, Mcgan and Judith felt that they could confidently work in a variety of
surgical sub specialties in the operating threatres.

Three other RNs felt self-assured because they could confidently care for a
critically ill patient. Their confidence dircctly reiated 1o the advancad course that they
were or had undertaken. For example, they understood the numerous vaseular lines and
medical treatments that the patient was going through and as a result, more asscrtive
with the doctors and able to s'pcnk with the doctors more intelligibly., Their confidence

had increased so much that they no langer felt the need to be subservieat. Al they

needed was (o take the opporunity when it arose to be a leader in their speciatism:

Tthink that the new way and I think the old way was the "role follower”,
nurse at Nelly's knees, that's how I'was told it was, and realfy mavhbe I have
changed, I don't need to be looking for that kind of a person... ... The biggest
change for me Is confidence that [ am doing the right thing, demonsiration
and practice, the things that I have already mentioned, the things that have
gone on here and my ability to get them done. Lots of enthusiasm,
motivation and support by people in the research and teaching area to
enconrage mie fo carvy en. Those things are probably, and also learning to
be my own person and keeping not 5o much negative but accepting that
some people will not change...{Eric 2],
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Yeah, I feel, working in intensive care, I'm @ lot more confident, [ feci !

- know what I am doing, vehich I conld manage befora, [ conld look afier a

~ patient very well, but naw that greater understanding there is a bit (o be
able to communicate imtelligemtly with the medical staff and fur more
teaching of medieal staff and junior staff. Everything just seemed to fall
into place, my understanding of what was going on, how drugs worked. 7
gained an awful lot really fKaren 1]. |

Furthemmore, four RNs indicated that they were more self-assured when they were
competent to practice in their respective specialisms because their skills and knowledge
were-cvaluated against the national specialist competencies. Clinical competence as an
advanced speeialist in the operating rooms for Judith and Megan, or in the critical care
areas for Fiona and Linda lor example, were measured aceording to professionally
established eriterda. These included the Aust;a!ian College of Critical Care Nursing

(ACCCN) and the Australian College of Operating Room Nursing (ACORN)

_ competeneics.

Being a Catalyst and Influencing Others

Being a catalyst and influcntial specialist was yet another way ihat the RNs
purged any doubts that they may have had about their advancing practice, They
influenced other nurses and clicnts in the community to uphold a standard of carc that
was an improvement on curreﬁt";practice. For instance, Brenda was a prime mover in
enabling parents to gain information about their child’s attentional disahility. She acted
as a catalyst to instigate an awarcness and review of government policy in relation to

children and adults with an attentional disordes:

.and they [the politicians] just looked at me as if { was a ding dong, and 1
said 'what do you wanl, is it money? What do you need?' And they said,
money, and I said "well money is fine, how much do you want, $5,000,
§10,000, $15,000?7* And (the health minister) said ‘o $15,0600 would be
nice,' So [ said fine and I left the meeting [LADS, learning and Attentional
Disorders Society]. So then what I did was I found out that their patron was
Christopher Green, the fame fram taming the toddler’...Sa in my normal,
very lateral manner, I rang him up and ] said, 'vou know you're coming to
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Perth for a meeting' which wos something to do with someone else, ond |
said look, Pve got a few mothers togother fat the Hyatt], would you please
conte just for an hour and tolk to some mums that have got some serious
problems?' And he said ‘well I reolly don't have time' i, fif f miss out on
hmd:_;' Pl tolk to them between 12 and 1.' And I said ‘well that will be
Sfine'...So then all I did was I turned around to the LADS and said ‘okay, 've
got Christopher Green coming for lunch, we're on track.' So then we did p
a (program) {Brenda I}.

Cther s like Megan, acted as a catalyst because she continued to influence
other nurses {o negotiate a salary in the private secior owing to their continuing

education. Andrew informed other nurses by example that they could advance as a
specialist by undertaking further study. Karen felt that she was influential over nursing
staffin her hospi]lal to because staff presented te her to discuss options for a potential
thesis, She readi:'];' su goested to staiT that they consider higher studies to advance in
their practice,

Meanwhile, others enjoycd being a catalyst because they not only influenced othet
nursés but five RNs believed that they were a role mode). This was because they had
the confidence to question their own and other's practices, to intervene if practice was
not to standard, and to resolve conflict in the workplace as required. Fiona felt that she '
influenced others and therefore acted as a catalyst because she shared the uniqueness of
her rural/regional experiences with her metropolitan counterparts via teleconferencing.
Judith felt influential as a role model when she sought the correct information from the
literature when asked a question by a colleague that she could net readity answer.
Furthennore, both Linda and Karen fell able to influence the doﬁlor in the 1CU over
patient eare while Diedre was able to aet as a catalyst when she influenced the hicad of a
universily school of nursing to include community nursing in the undergraduate

curriculum, At the same time, this was a liberating experience:
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Well...that's how I got my job at X university in the first place. And when
thay put the initiol ad in the paper for ihe clinical teachers, there was no
community nurse int there! So I divled the X university number, and I didn 't
know that I was talking to X (Head, School of Nursing at the time). She
answered the phone, and I said, 'Oh I'm a community nurse and | see your
ad in the paper, and you haven't got community in there.' And she said,
well, I think you had better come and see me.' And the long and the short
of it, I got a job. So, yes, I'm a bit passionate about community {Diedre 1},

Feeling Vulnerable and Emburassed

_Feelings of vulnerability emerged as the antithesis to being liberated. If the RNs
perceived a lack of knowledge or understanding about their specialism, they felt
vulnerable. Being vulnerable was not only perccived as a personal embarrassment to
some RNs but also lell one feeling dispirited about her advancing practice all together.
Feelings of vulnerability resulted from their reliance en managers with which they
worked. Fecling vulnerable also occurred when they wanted feedback about their
assipnments or when they encountered a difficulty in their practice. Helen for example,
felt embarrassed and therefore vulnerable because of her perceived lack of knowledge

as a remote area nurse:

I remember, ol it was a patient, a two year-old who had braken her arm as
her mother sort of helped her off her feet ot scliool... ...and her mother came
in and said ‘she had been screaming constamly for faur days, like every half
hour she'll scream. Sometimes she would scream for up to three
hours.'...Bwt | had rung the dactar and he had to ring me back, Sometimes
he has ta because he can't tolk ta me straight away, doing samething else
over there. And it; the nreantime, I sort of sent them down the streel, and
she woke and I was able to assess her praperfy when she goi back. And

' when she did get back I did, but the doctor had rung and then tald me, 'well,
you lmaow don’t just think abotit the arm. Check her ear nose ond
throat...Sort of it's likely to be something else.” Sometimes you focus too
much on the fracture...actually my cancern was that it had been on for four
weeks and the child was erying and it (the cast) already had been replaced
ance because it hod bacome loase. And I thaught maybe it was due to be
chhanged again. But because it got chonged earlier in the piece, they
decided to leave it til] six weeks. And I felt really stupid thot I hadn't
actually thought of that. Like ] should have doue o full assessment before
ringing him [Helen 1},
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Asa consultnnl; Brcﬁda fclt embarrassed at times because she also had a
knowledge deficit about her subject. This was because she had insufficient )
understanding on the subject of lcarning disabilitics because of the limited rcscarc}; into
the problem. Similarty, other RNs felt vulnerable because they were required to achieve
academic excellence as well as clinical excellence, did not have the pharmaceutical
knowledge that enabled them to be a safe practitioner in the remote areas, or when they
were viewcd by colleagues as non-specialists because they were multiskilied. I feel

that is my worst part of my skills, is I feel I'm too multiskilled and at the same time, it

can come over as though he doesn't know what he's talking about because he's in too

many areas” [Eri'c 1].

As an advancing perioperative nurse Judith felt vulnerable when the nursing
management in the operating suite for example, insisted that she organise and econduct a
surgical procedure for which she had no prior experience. Judith stipulated that she
needed to observe at least one laparoscopic cholesylectomy before she was able to
recognise, assemble, and use the instruments appropriately. Judith had neither observed
the operative procedure before, nor had any practical expericnce in this particular
procedure. She nevertheless felt vulnerable as an advancing specialist because nurse

management expected her to organise and carry out the procedure;

I walked into theatre one day and we were doing u laparoscopic
cholecysiectomy. | had never done one before, had never seen the
instruments before...my preceptor was actually placed in recovery at the
tinie and she asked to come in and assist me just for that one case and the
Level 2 said ‘no, you can stay out there.' And I pot there and the other girl
who was in the sanie position as me had only done one before and didn 't
have a clue. So Isaid to the Level 2, ‘can you help me and tetl me what |
am doing iere?’ And she said, ‘yeah, just put that there that there, that
there.’ (said rapidly). And Isaid, why? 'Becanse I said so and if you
question me again, you're not going to do it’, That was puiting it politely!
fudith 1],
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L Work os a midwife in the remote areas often left the RN that was also registered as a

midwife, fecling cqually vulnerable, Carrying out a vagiral delivery in the home

- without medical backup sﬁch as a doctor or withaut standard matemity hospital

i;E_.u_r_fat:iIitie;; was v;éry worrisome. For instance, Helen was concerned about the possibility

* ol an infant mortality and the devastating cfTeets this would have upon her as a midwife.
Similarly, Cg{l_a felt vulnerable because she had insufficient clinical experience as an
advancing s;.:;:‘tr:.ialisl in midwifery. She had abserved just two births in her first year 6%
her two-year, part time midwifery course, Her feelings of vulnerability were
compounded when other midwifery stafl' with whom she worked in the hospitai
undermincd the value and relevance of her studies that included the understanding and
application of research methodologics. The study into research methods was a part of
her course. Carlu felt even greater vulnerabiity and embarrassment as an advancing
specialist because she was unable to cxplain the relevance of research to the midwives

who worked in the same hospital as her. In the main however, the RNs' vulnerabilities

dissipated with experience or on completion of their studics.
Feeling Dispirited

Fiona was one RN who became dispirited when she learned that she need not have
undertaken an extra unit in researeh methods to complete her course. She had
completed two research units of study, only to discover via the university administration
centre on near completion of the second unit of study $hat she was not required to do
two research units of study. There had been a university administrative error. Fiona
._ need not have incurred the requisite course fees to do the second rescarch unit, nor

qﬁpcnd time and efTort involved in completing the extra unit:

Onie of the problems that consributed to my loss of interest for a while
earlier on this year was that I found ot after that I had done it thai 1
actually didn't have to do both... ... And that was quite disconcerting and
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quite, and actually set my approach and my attitude buck, 1 lost « lot of
motivation after that because there would be no further credit for it. [ did
pass it bui I didn't do it the justice that the unit descrved because I found
that out about three weeks before the exam and so that made it very difficult
because I thought well what's the point I have already done one. And f |
Jound that [ was quite angry for a while because the commitment that { had
put into it up until now and that....... Oh yeah { think probably, in actial fact
my motivation was doing okay until I found about this extra unit that { had
to do and that probably started the ball roliing {Fiona 2],

6 Not withstanding the above, Fiona was further dispirited because she felt that she
was not valued for pursuing advanced studies in critical cate nursing, No one else
working in her hospital was underiaking studies relevant to advanced specialist practice
and wondered why here efToris 1o advance her practice in the rural seiting was not

valued by colleagues:

1 had to think about that. I feel valued for the work I do in that [ believe I do
a gaod job clinically. But I don't think anyone values the fact tha I'm doing
a masiers. No, not at this stoge, and as I said, whether that's because this is
relatively unheard of, well it is unheard af. No one's doing any external
masters down here {Fiona 1],

Judith felt dispirited because of the bullying she experienced as an advancing
perioperative nurse. Early in her studies, she felt like leaving the operating theatres
because of the daily verbal abuse in the form of swearing and dominance that she and
others received by a senior hurse in the department. She believed that she would leave
this hospital and go elsewhere. Prior to our subsequent interview, Judith had lefl the

hospital:

And then we siarted the procedure (Operative Cholecystectomy), and I think
I'was flabbergasted by that stage and think I nearly contaminated the
drapes, whiel then bronght around the respouse of swearing at me and the
surgeon in no uncerlain ierms. And the surgeon just had this attitude with
her that we just looked at her and nodded. And just kept coutinuing which
was good for me because he just looked at me and went ‘don’t worry'. So |
was pretly happy about that, But this was a daily occurrence......I'm a
person who will actually confront someone and say, look, what's going on?'
But for some particular reason [ just withdrew und onc of my friends said fo
me, 'you have become very submissive, it's nat like you," It just wasn't worth
it. My life was miserable as it was at work anyway. I didn't want to make it
worse by having to deal with this woman you know every single day! [Judith
i
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Openness and Mecting the Crossroads

Being open about their feelings during our conversa!ior}ls related tu:.lhc way that
the RNs' disclosed their personal ambitions to advance in their spﬁcialisation. They
openly expressed. the need to be challenééd in order to achieve advanced praetice. It
was the challenges that these RNs {aced that actually propelled them to continuc in ANS
and educalibn. Furthermore, because they felt the challenges, they readily disclosed the
nature of their persenal ambitions, which in turn led them to meeting a crossroad. The
* crossroad was described as the RN reached a plateau that resulted in s/he making the

decision to move on as an advanced specialist.
Ambition and Being Challenged While Advancing

| Eleven of the 13 participant RNs mentioned that they were challenged, or needed
a challenge, in order tq continue advancing in their practice. Al! 13 RNs were driven by
the challenges they experienced as a nurse. For example, Carla considered undertaking
a course run by the Australian Institute of Management (AIM) within weeks of
withdrawal from her midwifery course, Nursing management had offered her the AIM
course because the hospital in which she worked required a nurse like herself with
private nursing experience, to be a front linc manager. This came with a promotion to
an acting Level 2 position. Carla saw this as a challenge because she would be invelved
- in administration and writing of hospital policies. Similarly, Diedre welcomed the
challenge to develop und write new policics, for example, for the health authority in
which she recently acquired a new promotional position as a regional coordinator,
The spirit in which 1he RNs insisted that they be challenged was also an example
of their unrequited ambitions. For example Eric was ambitious to take on an
‘administrative role within a large teaching hospital. During my first interview with

Eric, he was frustrated in his position as a clinical nurse specialist and indicated that he
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Yseems to be moving along ralther than moving up because hie has not yet found e
direction” in men's health. He was ambitéous to advance but was cither busy working
or studying, or in between the two. He was over committed as a human being at times. -
On l}rijt: one hand he rca!isc;J that he needed to spend more time with his wife and two
little children. On the other hand however, he suggested that if there was just one more

hour in the day, he would be able to kespond to all four challenges that included

spending more lime with his wife and children:

[ ahways feel I should be doing mure. f always feel that if only I had one
fonr ro kind of finish this off becouse I've got little children. They don't
warit to lrear abour my masters or my thoughts. They want Daddy to ga play
with them... ... fout] 1 think I need to remain open, look for the cpportidity
and perhaps you know, grow where I'm plonted. I happen to be here at the
moment, so maybe this is where I need to develop and do the best f can. But
I can see haw doing the alcoho! and drug misuse course, doing the men's
health training. | can now start to see that well these are some of the areas
that [ can now move along [Eric 1].

Six months later during our subscquent interview, things were changing; he

sensed his current role as a RN and specialist clinician in oncology was expanding;

I am starting to see tiar the word RN can be siretched as well. It can be like
a hase gualification to say, build onto something else. Bur yes ! still see RN
as o restricting title but I think if I keep going the way I am that where [
want fo go, it won't be an issue of an RN or noi 10 be an RN it will be a case
of something else will come along [Eric 2].

Andrew and Karen desired to underiake a Ph.D at a later stage of their cargers,
that is, when their children wcrel more independent. Both were advancing in a master
degree in health management and nursing respectively. A third RN, Olive revealed that
*a masters study would be a pleasant challenge” once shic had completed her current
postgraduate diploma in mental health, Olive already had in mind a research project
associated with adolesceut mental health. M¢anwhile, Fiena deseribed leaming as a
chalienge and achicving a master in nursing was an added challenge because so few

nurses in the rural sector actually had a master degree, parlicularly in emergency
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pursing. In comparison (o her metropolitan counterpart, Fiona believed that she already
operaied at the level of a nurse practitioner in the ED and would continue with her

master studies as long as the study remained challenging:

The opportunities in this area are not high in terms of challenging practice,
but let me clarify that. In the emergency arcna here, we operate well and
ey at the Tevel of nurse practitioner. We don't irave you know, on site
medical support, we have doctors on call. But they're not there, they're not
in the department all of the time. So thor gives us a lot of opportunity to
enhance otir clinical skifls our assessment skills and ali that sort of thing.
So that is very worthwhile. That is actually one of my big soap box issues
you might say......J think it will continue to be chullenging for as long os 1
can keep motivated to find challenges within it {Fiona f].

Another RN was driven by work in a highly technological environment such a.s
the ICU. To Linda, "the sicker the patient the greater the challenge”. Meanwhile Gail
identified her community work with the iniellectually and physically disabled person as
emotionally demanding, but immediately clarified her statement to ™...challenging is a
better word”, Similarly Diedre’s ambition was to be in private practice as a woman's
health consultant. She had reached this challenge and was happy (o consult part time.

The majority of RNs nceded to maintain a chatlenge rather than be task oriented,
Porcd, or dissatisfied “with the same routine day after day” (Megan). Megan not only
enjoyed the challenge of total chaos of imultiple traumas coming into the operating
theatres, but also referred to the use of "people skills" in the OR as a challenge,
parlicufarly when the staf{T was negative about their workplace. Conversely, Helen had
reservations about undertaking a project within a short course because there was an

assessable component to the program, However, on completion of the project she was

-+jileased with her achievement because the course challenged her to present information

oo

and feedback to her community based on her assessment of the community's nceds. It

was an enjoyable challenge because il was relevant to her work and she effectively
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communicated her achievement by presenting her findings to the communi_ly ghe served
via the communily newsletter,

In summary, these RNs’ ambitions together with their chalfenges ensured
achievement of their goals and advancement in their specialisation for six of the RN,
continued drive to underiake private practice for three RNs, and the pursuit of tesearch
in their chosen area of interest for seven of the RNs. Even though Carla did not fee)
challenged by her midwifery studies, as indicated eatlier, she had withdrawn from her
midwifcry program, but at the same time, revealed that she was stimulated and
challenged by the idea of undertaking a front line management course suggested to her
by her manager. The studies were relevant to nursing administration in the hospital in

which she worked,
Arriving at a Plateau and Moving On

When Fiona, Megaﬁ and Olive actually met a crossroad they discovered that they
had either reache:;a plateau in their nursing ca‘.rccr or that they were ready to move on
and out from their current workplace. That is, the prospect of moving into another area
of nursing practice allowed them to broaden their skills or scope of practice as an
advanced specialist. Similarly, Judith and Karen indicated that they must move on in
their specialty because up and coming nurses wished to move into their positions and
area of expertise. Therefore, they needed to consider underiaking further studies and to
advance even further in their specialism. In contrast, Fiona knew that she was in a state
of flux afler almost two-thirds completion of her master studies in critical care/ED
nursing. Fiona indicated that her opportunities as a clinician in the rural sector was not
as high in terms of challenging practice because of the nature of care and level of patient
.acuity compan;:d to ED nursing in the met-opolitan area. Rural emergency nursing was

]

1
broad and more’ fluid:
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«.even the most exciting work { think can become routine and I think you

need (o be able 1o look at it and say well maybe now [ should go and do
someihing clse for a while and then conre back and do this ugain [Fiona i].

Furthermore, Fiona questioned if a clinical master program in ANS would ever
"take of". She had reached a plateau because il was [ikely that the nurse practitioner
role that kad been recently introduced in two Ausltralian States, namely Victoria and
New South Wales, was whalt she really felt that she needed to adopt. However, the

move {o fegislate the nurse practitioner role in W.A. was in its infancy. "I think I have

" said it, the nurse practitioner role, because it's becoming an actuality, it's not just a

dream. [ think that this is what I am wailing for" [Fiona 1].
Megan was also at a crossroad. As a perioperative nursc, she qucstiong{,fd whete

her next challenge lay, Was it work in a new OR facility, work as a medical

representative, work as a manager or as a clinical educator in the OR, or something else

altogether? Her platcau emerged because she could not sec regular progress in her
career being made afier completion of her studies. Furthermore, Megan was unsure that
there would be any further challenges for her in the operating theatres. There remained
one challenge however. She challenged nurse colleagues who she felt had reached a

plateau in their careers and did not identify their carcer aspirations: i

I worked in the operating raom with X Hospital 9 years. [left beeatise I
needed a chollenge. You get fo a point where you need to change something
10 challenge you. And I'm very much a person thut I've reached a point, 1

o need a challenge, I've got to do it. [ enjoy a chalienge and I'it not going to

be just satisfied just doing the same routine day after day fMegan 1}

v Bt when I'ny working with peaple you fearn well for a while and then

you platean and then to consolidate that, and a fot of peaple get very
Jrustrated because they think 'm not learning anything more, 't not
progressing. They can't see this regular progress again and you've got 1o

say hang in there, you will begin shiortly. And that's what 've noticed in
fearming amyway. And at that plateau stage | have quite a lot to do with
people. [ sort of say, ‘well these are your strengths, this is how f see it.
How do you feel about it? What could we offer you ta help?' fMegan 2],



¢ " 187

Moreover, Megan did ot believe that she would be working in the perioperative
setting for the rest of her career. She was optimistic sbout her options reialing to
perioperative nursing, sueh as nurse education.

Eight of the 13 RNs were proponents of moving on in their nursing careers, ’."Each
described moving on as either & necessary thing to do at the time of reaching a crossroad
or simply a natural thing to do when a nurse continucd in his or her specialism. The
remaining five RNs were not as explicit, nevertheless, they would move on into an area

” of specialist practice rather than stay in nursing work that offcred limited or no
sdvancement. For example, Andrew, Brenda, Carla and Diedre enjoyed the challenge
of moving-on. As a result they pained either a higher position ut the time when the
interviews were conducted or when Brenda inereased her networking profile to pursue
her tesearch project.

The experience of moving on was an intentional and deliberate experience for
the majority of the RNs. For example, whilst Eric enjoyed his job over the tast 18
months, he anticipated that he would move on in his specialty afier two or so years in
the'oncology ward as a elinical specialist. Not only did he see himself working in a
large institution, but he could also see himself working in 2 much smaller but specialist
area, relevant to men’s health, Failing that he would take the challcnge 1o move on and
acivancc in a more administrative role os a director of services in oncology or cancer
care. In short, he saw an expiry date to his current speeialist job because he was able to

do his job with minimal challenge:

It's the closing of being a clinfeian and accepting that role. And then having
the courage to move on and have the more of an administrator role......I do
see myself moving on to miore of a director of services though, or a manager
of services {Eric 1}]......

Well clinically I'm realising now that......I'm no longer a clinical expert and
1 identified that the day I came into this job because f ant actually
surrounded by a lot of experts who want leadership and support for their
clinical practice. So rather than me being the hands on technical leader I
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am realising that [ need to be the hands off supporter for others (o be
technically oriented. So Iam realising it viow that I can actually let go of it
but stifl have a supporting role [Eric 2f.

Another RN also placed a time frame of four years in her curreni position s a

community nurse. Gail had worked in her health facility for almost eight months, but

knew al this early stage that there were other avenucs open to her to expand her skills

and breaden her scope of practice, parlicularly in complemertary health. Other RNs

were dlso quick to move on. As soon as Karen for example, had completed her

postgraduate diploma in critical care nursing, she soon found it boring because she was

confident of her knowledge and had already practiced in the ICU for more than 10

years. She simply wanted 1o accomplish more:

K]

Well you see, not everybody is like me. I'wiean I don't know what drives me
and it's that { want to achieve all the time. Iwant to leorn and [ want to
know. And I guess a lot of peaple are guite huppy to have the knowledge
and stay where they are. But to me if you acquire greater knowledge,
there's no reason why pou can't move on and accomplish more and more
fKaren 1}, N

Karen and Linda moved on into the rescarch pathway as specialist entical care

nurses in the ICU because it was intriguing, important for nurscs to do, and vital for the

future to give some direction to the nursing profession:

1 think actually doirig the course, the postgrad dip did enliance my clinical
skills, but once [ obtaived that knowledge, it was like, ‘okay, I have achieved
that now. Now what?' It was starting to become boring and I thought |
have to move on [Karen I].

Summary: Profiling and Meeting the Crossroads

This chapter discusses the finai sub-themes that resulted from a repeated process

of deconstructing and reconstructing the interviews specific to the movement 1oward

ANS and education. In essence, during the participants’ profiling, the RNs generated

both a professional and personal profile as advancing specialists. As they dcvtl‘..].oped
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such profiles, ljﬁcy alluded to the difficultics they faced as wcll a5 the challenges that
they accrued. How they gathered a profile was similar to each RN teating the workpiace

in order to identily whether colleagues, managers and the community valued them as

" legitimate advanced praclice nurses.

Once they established an acceptable profile, the RNs continued to advanee in their
specialisation until they mel the crossroads, The RNs in lhis.;study arguably
exl:aeﬁenccd a change of circumstances at this point of their cargers. The change of
circumstances culminated in their decision to move on as a specialist. Their decisions
enabled them to expand on their scope of practice, It was not until they met this
precipice that the majority continued to advance into a preferred area of specialism.
Thus, being an advarcing specialist was a shared experience that has been able to
inform other nurses and the profession of what it is like to pursue advanced practice in

the Australian context,
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CHAFTER SEVEN
Pan B Findings: Focus Group Stakeholders

Introduction and Overview y

A second level of inquiry was triangulaied in order to add further meaning and
understanding of ANS and education. This chapier discusses the discursive findings
surrounding ANS and education, revealed by a focus group of nurse exceutives who
were the stakeholders in this study. The purpose was to deconstruct and reconstruct
conversations about the phenomenon of interest. By analysing conversalions from a
group of nurse stakehelders who fiad a professional cﬁnccm about ANS and education,
it was possible for these nurses to provide znother perspective abowt the phenomenon of
interest. For all that, discussion of the findings that cmerged from Parl A of this study
could be synthesised with Parl B. To this end, it was possible to rcconstruct ideational
meanings about the world, interpersonal meanings aboat human roles, or human
relationships (Eggins & Slade, 1997) that arc a representation of a democratic reality.
This critical phenomenological approach pravided furher textural (ncomatie) and
structural {noctic) meanings surrounding ANS and education.

The reconstruction of the phenomena surrounding ANS and education was based
on interview data gleancd from a group of nursc cxecutives as stakeholders and not
from a group of advancing nurse specialists. Furthermare, the interview data was not
examined from an individual parficipant’s perspective as it was in Parl A of this study,
but from a group perspective. Dialogue from this group of stakeholders is onc way that
meaning about a phenemencon ean be eonstrucied (Faitelough, 1992). To this cnd, the
meanings were rellexively scrutinised (Patterson, 1997) and constructed by the

stakeholders and interpreted by the researcher.

N
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It should be noted that the data in this chapter is described in the third person.
This is because the interview with the stakeholders was more structured and direet in
style of questioning, Hence the data were sequentially and colleetively derived
compared to the interviews in Part A. This eombination of events lent itseif 1o a more
formal approach in presentation style,

The stakcholders eomprised a focus group of exeeutive or senjor fevel nurse
managers, educators, clinicians and researchers. By virlue of their position within the
nursing profession, these leaders were conversant wilh graduate nurses who advanced in
a specialty area of practicc, particularly as they were participants with a knowledge of
advaneed practice, and could thercfore, justify hisfer actions (Tucker, 1998).
Therefore, the assumption was made that these participants were able to make critical
judgments because they were obliged to structure sound and ethical standards of nursing,
management with advanced practice.

Qverall, a discussion of phenomena surrounding ANS and educatien from a
critical phenomenological perspective in this study provided an augmentation of the
Husserlian, Crotty and Moustakas phenomenological framework discussed in chapter
.two. Therefore, it was frem the ‘ironist position” (Rolfe, 2000) that the researcher
searched for multiple truths from two groups of participants involved in this study
because each was committed fo communicating their experiences with integrity and

good faith (Rolfe).
The Discursive Dialogue

Crotty (1998) and Rolfe {2000) suggest that nurses who are motivated 1o
challenge, defend and explain their beliefs, assess evidence and reasons or their beliefs,
judge argumenits, and come to a public and social consensus about phenomena, provide

a critical approach and therefore, a discursive understanding about phenomena. It is
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. argued therefore, that the nurse stakeholders in this study provided a discursive analysis

to ANS nnd cducali;n becausc they were requised, a8 [eaders, to be socially responsible
for the development of advanced nurse pructic.:;:' Their discussions during the focus
group interview explained the life world from their perspective, bui within the public
domain. As the rescarcher was to discover, the interview date {rom the focus group was
in many respects, different in meaning and oflen contradictory to the phenomenelogical
data in Pan A. For example, the stakcholders were empathetic toward RNs who
uhdcrtook ANS and education, whereby the RNs in Part A fclt that the stakchalders
cared liftlc about the way that they advanced.

Apger (1991) suggests that postmodem themes are driven by conservative political
interests and are not indicative of the empirical social world. Rather hey are

representative of communicative public life that is embedded in dialogue, discourse and

democracy. Therefore, an understanding of Habermas' theory of communicative action

end using Crotty's critical phenomenology as a guide enabled the rescarcher to
comprehend the stakeholders' discursive dialogue. This is because the stakeholders
were a) oriented toward reaching a modern understanding (White, 1988} o ANS and
education, and, b) ecommunicated new forms of conflict or incqualitics (Touraine, 1999,
White, 1988} that nurses like themselves, expericnced within the corporate world,
More to the point, postmodem researeh is fundamentally discursive and evolved in
the 1930s in response to the impact on the human eondition of the globalisation of
capital and communieations {Woods, Jeffrey, Troman & Boyle, 1997). More recently,
postmodem research was described as a way to overcome oppression (Traynor, 1997)
so that people could argue for echange that was just and led to the betterment of society

{Gibson, 1986). In brief, Crotty's critical phenomenology and Habermas’
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communicative action provided an intersubjective social critique and thercfore,
discursive approach to the phenomenon of interest.

Notwithstanding the above, there is much simifarity between phenomenology and
critical discourse as two methods of inquiry. For cxample, both methods are
interpretive in approach, th inquiry is valuc-bound and contextual, quafitatively
tnductive and deductive, and philosophically embedded in public life, social experience
and human subjcctivity. In addition, the aim of both methods is to subjectively
understand the action of individuals {Rolfe, 2000) or groups.

From the nursing perspective, Walson (1995) suggests postmodemism and
knowledge development in nursing is a discursive movement. To this end, Watson
claims that change within nursing praetice has moved (rom oppression to cmancipation
whercby the search for mééﬁing is derived from personl experience as a form of truth,
Furihermore, the social critigne attempted in this study, is seen to be useful in liberating
people (Stevens, 1989) such as nurses. Like many groups within a culiure, nurses may

be marginalised because of the global trend toward economic rationalism.,
Deseription of Stakcholders

A purposive sample of 13 parlicipant nurse executives was initially invited as RN
stakeholders, This was because of their senior or executive positions (equivalent to
Level 5 or Level 4) of cmployment within the nursing profession and within the
Australian context. They had a vested interest and profcssional obligation 1o ensure the
upiake of advanced practice by RNs. All shared the responsibifity for the hiring of
mursing staff. Each stakeholder was representative of a group of exccutive RN
managers, clinicians, educators and rescarchers from the Perth metropolitan area, and
from both the private and public health care scctors, The final number of stakcholders

{10} included five dircctors of nursing or corporate clinical directors (four public and
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one private sectar representative), four corporate nurse educators (two private and iwo
public sector representatives), and onc research nurse (public sector representative) who

had a joint appointment between a university and teaching hospital,

Table 1
Stakeholder Characteristics

Name: Position Specialisation Public Private
Fseudonym Sector Sector
Annette Corporate Director Midwifery/Neonatal

(Clinical Manager) Paediatric Health v
Carol Corporate Director  Operating Theatre

(Clinical Manager) Suite v
Cherric Corparate General/Mixed

Educator Specialisations v
Debra DON, Director General/Mixed

Clinical Services  Specialisations 7

(Clinical Mangger)
Gary Corporate Clinical  I[ntensive/Acute

Director (Clinical  Care v

Manager)
Heidi Corporate Hospice/Palliative

Educator Care v
Leisa Corporate General/Mixed

Educator Specialisations v
Martine Executive General/Mixed

Educator Specialisations ' ‘/
Pauline DON, Executive  General/Mixed

Director Specialisations v

{(Manager)
Sally Corporate Joint appointment:

Researcher University/Hospital v

Nine participants were female and one, male, As a matter of coincidence, this

ratio represented the current proportional distribution of maic to females based on the
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nurse population in Australia, All participants were professionally acquainted with the

researcher over the last 10 or more years bul not necessarily with each other.
Focus Group Research Questions

Five questions were posed to the group of stakeholders in order to clicii a
discussion conceming ANS and education. These questions wete used as sct prompts
. and introduced to the group as appropriate, during the focus group interview,
Approximately 14 weeks later, the same five questions were again presented so that the
stakeholders could offer any additional comments that they may have later considered.
This time the questions were delivered via personal email to each stakcholder
(Appendix T}, along with a copy of the completed transcription of the focus group
interview. This strategy enabled each parlicipani to clicit written feedback if s/he felt so

inclined.
Interview Lead-up and Process

The stakeholders were initially contacted either by telephone or face to face to
establish an expression of interest to atiend a focus group iulerview. They were briefed
about the purpose and nature of the study, including likely attendees and schedule, All
13 stakeholders contacted respanded favourably to aitcud the interview in a corporate
ineeting room within a university building. Each was formally invited by email some
six to seven wecks prior o a nominated date, to participate {Appendix U). 1t was at this
stape that each was provided written information of the proposed topic for discussion,
the purpose of the discussion, the time, place and venue; that the interview would be
sound recorded with their permission, and that refreshments would be served, The
meeting was scheduled for a maximum of 90 minutes owing to ongoing stakeholder

professional commitments. The researcher requested cach to respond by phone or email
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within two weeks of the formal email invitation, Eleven stakcholders responded in the
affirmative.

On the appointed day, 10 of the 11 stakcholders atlended the actual focus group

1" stakcholder apologised on the day after the interview because she

meeting. The 1
was indisposed on the day. The official meeting coinmenced at 1400 houss #nd ceased
at 1530 hours. Each group member was introduced to one another as they arrived,
offered refreshments, and handed a “Jetter of invitation and consent form™ (Appendix
V) by the researcher to read and sign. Two copies of the form were signed and dated by
bolh the researcher and stakeholder prior to commencement of the interview. Each
retained a copy for his/her own records.

Seating was arranged round a large oval table in a corporate meeting room. The
researcher was seated adjacent to a standard desktop voice processor, which was
centrally positioned. To ensure speech sensitisation, two additional small but flat
microphones were extended to each end of the table. The researcher was also equipped
with the focus group questions, and a pen and paper to fake notes as rcquired. However,
note taking was kept to an absolute minimum so that the researcher could foeus on the
natural {low of conversation.

Prior to commencement of the tape, the researcher once again verbally ensured
that any stakeholder was able to withdraw at any time without retribution, that the
session would be taped, and that any sensitive information withdrawn at their request.
Their name would be substituted with a pseudonym at the time when the researcher
transeribed the tape and that their participation would remain confidential, Their
participation as a stakeholder was te be informal and spontaneous, with minimal input
or direction offered by the researcher. The first five questions were read out to the

group (Appendix K). These were to be used to initiate the conversation and guide the
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line of questioning. A sixth and final question spontaneously evolved in order to draw
the interview to a close. The role of the rescarcher was to ensure that each participant
was encouraged to offer an equitable and worthwhilc contribution,

The taped interview commenced at 1415 hours and ccased at 1545 hours )
(Appendix H, lﬁlewiew P}. In summary, there was 90 minutes of lau_\;_:d conversation
and 30 minutes of informality, comprising a 15-minute briefand a ! 5-|£ninule debriel.
The latter was undertaken informally with three 1o four members who were not pressed
for time or desired further informal discussion. None of the stakeholders had any prior

_experience s a focus group research participant. RN

Focus Group Feedback and Follow Up .

At appreximately three weeks after the focus group interview, each stakeholder
was posted a hand written personal letter of thanks (Appendix W). At three months
afier the focus group interview, a post interview memo (Appendix T) with an attached
copy of the transcribed interview was senl via email 1o each focus group participant,
Names were coded using the first two letters of each participant's pseudonym. The

-s{ékehulde;m were invited to check their conversations for accuracy of interpretation and
for any data that they felt were too sensitive and therefore require omission from the
original transcription. In addition, a copy of the six original focus group questions was
listed at the end of each stakeholder’s copy of the transeription. Each was asked to
make further comments to these questions if they s desired, .

All responded that their transcription was accurate apart from typos, Three of the I
10 siakeholders offered additional feedback (Appendix X) via email in response to
questions one and three. One stakcholder added further clarification to a statement and
requested that the name of a hospital be omitted. All written feedback was added to the

original focus group transcription in The Ethnograph software program by the
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n:sean;hcr for the purposes of data analysis. The data from the interview was explored
to evoke ideational, interpersonal and textual meanings (Eggins & Slade, 1997)
conceming ANS and education.
M

The Transcriptions

Transcribing of the interview data was not difficult mainly duc to l:be quality of
recording and selection of technological cquipment. Even so, there wcr§: four oceas’ons
during (he interview when the discus:s;on was overly animated, resulting in muiTled
multiple comments or simuitmmuﬁ"eﬁugllter or both. However, reviews of the tape by
the rescarcher enabled identifieation of the overiap of participants in three of the four
animated vocalisations. This was beeause the researcher was not only close to the data,
but was able to maintain recall owing to the relative shorl time frame between the

meeting and transcribing of the interview. The use of quality recording cquipment also

enhaneed the process.
Analysing the Interview Data

From the researcher’s perspective, the data from this focus group interview were

obtained by an inferviewer who not only experieneed similar interactional roles as the
) participants, but examined the data from a socially contextual perspective that

encompassed critical reflections from a purposive group of RN execulives as
stakeholders. Insupport of using a focus group interview as ameans of data collection,
group interviews “...seetn more apprepriate when the researcher has specific topics to
explore and is not interested in private aspects of people’s lives” (Taylor & Bogdan,
1998, p. 115). With this in mind, the researcher attempted to pursue questioning from a
group ihat was representative of the public domain of nursing. However, this did not
eventuate because in order to come to aciosure of the interview, the researcher asked

each of the stakeholders about their personal experiences when advancing their practice.
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Whilc the questioning remained focused on the topic on hand, some stakeholders
not only voiced the uncertainties that many nurses faced, but also their own emotional
. sensitivity suné-ﬁnding the changing and somelimes arduous nature of nursing work and
advancement through education. In recognition of this dialogue, the researcher felt
reservedly confident at the time of the interview to ask each participant to respond to an
additional sixl.h and concluding question mentioned earlicr. This personalised
questioning allowed for individual reflections within a group, based on his/her personal
experiences as an advanced practice nurse. The results from this line of questioning is
covered in the theme namely, .‘personal philosophy® and is discussed later in this

chapter.
Characteristics of the Focus Group Data )

On final completion of the data analysis three themes and 27 code words (Appendix
Y) emerged with a family tree (Appendix Z). Tﬁis former appendix lists, categorises,
and identifies the frequency of the code words. The discursive themes emerged as
firstly, ‘the debate', which describes the stakeholder and employer concems about ANS;
secondly, ‘lhe sqlutions' (hat describe the desired pathways for ANS; and thirdly, 'the
_ personal rcﬂect!i:ﬁns' that outlines the personal philosophy that the stakeholders upheld
about ANS and education, These themcs provided a discursive understanding of ANS

and education, which in turn provided a reconstruction of ANS and education,
Introduction

The dala emerged as a discourse of the phenomenon of interest. These included:
n) issues that impﬁct on murses who undertake advanced specialisation,

b) solutions that describe a desirable pathway a nurse should take in order to
o pursue specialist practice, and,

. €) experiences that were reflexive of the stakeholders' ANS and education.
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Toééifler, these three themes complemented ihe analysis that from a postmodern

perspective, is considered a rational moral and political discourse (Outhwaite, 1994)

about ANS and education.
The Debate; Stakeholder and Employer Concerr:s

- Emp\l\;‘Jyer concemns and issues stronply supported two scenarios. The first was the
understanding about gaining mutual responsibility between the executive nurse and the
advancing specialist nurse. The second was the understanding of mutual responsibility
between the elinical agencies and the education provider such as university schools of

nursing,

1 am saying if I give them (advancing nurses) a hospital course, then I have
an obligation to submit it to your fthe wriversity] curriculum review and 1o
every other university's curricuitim review so that we do this in
parinership......(Debra).

Within the scenarios, the stakeholders feit that the clinical agency or hospilal should
be responsible for the validation and recognition of the advancing specialist nurse
clinical expertise as well as their knowledge. The university on the oiher hand should

target the academic rigour neé'es'sary to undertake nursing research:

This is an ongoing debate......Say for example, the critical care progran or
the emergency nursing program. Both of those in my mind provide a
clinical specialty base where people can learn the odvanced clinical skills
and the theorefical knowledge specifically related to that clinical specialty.
And they come out with a graduate certificate. For those who want to put

i o thatinto the broader nursing context, and the broader professional context

with more academic rigour and research, it articulates to allow them to go
into the masters progrom with...advanced standing.... Also os a hospital we
want to look at and actually try to establisk those links with al universities
(Debra).

Whether an advancing specialist nurse working in a hospital should be involved in
research or undertake a research project for example, remained a dilemma. The rhetoric

continued throughout the interview about the undertaking of research and the
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responsibility of the employer or the university to enable the RN to underiake a project.
The majority of stakeholders was concerned ahout the added demand that the “doing’ of

rescarch placed upon a nurse while advaneing as a specialist or once graduated. More
;igniﬁcuntly, the group acknowledged that there was a gencral but false perception that
~ all nurses should undertake rescarch. The majority of stakeholders deemed this an

unnecessary requirement. It was suggested that only those nurses who wished to

advance into a master by thesis program or Ph.D studies should undertake research.
Mutual Responsibility

All stakeholders indicated that they had a mutual obligation to the profession as a
whole and to the advancing specialist nurse in particular, to ensure that s/he is offered a
worthwhile clinical experience while studying. In order to maximise their effectivencss,
they believed that hospitals or agencies needed to have the resources such as
experienced specialist staff to suppori the advancing specialist (Sally).? Furthermore,
both public and private employing hospitals should collaborate to open placements
between all clinical facilities and interchange of students as negotiable (Pauline),

- particularly when only limited places are avatlable for advancing specialists in paliiativc
carc for example (Heidi), In so doing, the stakeholder, as an employer, should be
accommodating by allowing the advancing specialist to adjust his/her hours to fit with
their studies (Debra).

Some stakeholders suggested that hospital advanced clinical programs were hetter
able to supporl students because “they can pay them, making it much cheaper for the

student than going through the university structure” (Debra). This enabled the nurse 1o

? Letters in parenthesis are the names of each stakeholder's pscudonym, These include Annette; Carel;

Cherrie; Debra; Gary; Heidi; Leisa; Martine; Pauline; and Sally.
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work while studying. There were two parallels lo this suggestion. The first was that a
student may find it possible to cam an income nominating his/her own work schedule
by working a choice of shifls with a nursing agency and study in an area of
specialisation such as midwifery or mental health, This was evidenced in Part A whfn
Olive did just that, io enable her to advance in menta) health nursing. This choice
however, was dependent on the chasen arca of specialisation. As a serviee to the
community, hospitals can only offer a course that reflects their services, Not all
hospitals for example have an ED or farge operating suite that services a number of sub-
specialties such as plastic surgery or neurosurgery.

The second parallel was thet the majority of postgraduate advanced specialist
programs within an acute hospital such as emergency or critical care nursing were
known to be undertaken in collaboration with many universities in Australia. The
stakeholders feit that this directly related to enabling the advancilj_g specialist to gain the
.;appropriate clinical knowledge and competencies. However, olh‘;!r specialisations such
as onhopaedic or gerontological nursing could not be considered a priority in a large
hospital and therefore, not be oflered as an area of specialisation. Therefore, it was felt
that the prospective advancing specialist who chose a specialty needed to carefully
check the difference in costs to himv/her and that the area of specialty considered to be
what ¢/he desired or how the program arl_if:ulated with a higher award,

Furthermeore, the stakeholders supported the notion that they had a mutual
obligation to provide advanced education so that all agencies could benefit from
employing a new specialist praduate. They felt that RNs, on completion of their course
in a chosen specialty offered by a hospital or agency, were not obliged to work in the

" same agency in which the RN worked while advancing. In short, the mutual

responsibility needed to be shared between agencies. Furthermore, there was no
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requircment for the agency (o__i;lacc g bond on the RN such as the extension of
. émploymen( for example, for tﬁc salary, support and experience that an agency or
- hospital offercd an advancing specialist during his/her course of study. The nurse
should only be required to cater inlo a j(:;int contract for the expected duration of the
course, [t is thercfore, up to the potential graduate of a clinical specialisation to
investigate the quality and suitability of the clinical component of a course that they
wished 1o undertake, The nurse who intended 1o advance in an area of specialisation
offered by an institution should be preparcd to ncgotiate and understand any contract
that s/he may enter into for the purposes of advancing in an area of specialism.
Mutual responsibility or obligation from the advancing specialist perspective was
ot so tangible from the stakeholders' point of view. One stakeholder questioned what
the RN could offer the hospital, university or prefession in retum? To overcome this
dilemma, the stakeholders felt that the advanced specialist should take an “active role in
Ieadershi'p, [such as active membership of their professional organisation] mentoring
and encourage evidence-based practice” (Sally) and “'have the ability {o recognise the

need for change™ (Annette).

I think with the reducing skill base of these nurses, that we do have to work
in collaboration with each other to ensure that they ge! the appropriote
practice experience and that they then have a worthwhile experience while
they are studying. That when they come out that they can deliver good
quality best practice service wherever they work, And we have to look at
sharing those skill bases, whether it's public or private in which we da
already. It's a very infarmal agreement but I think...lt's made formal and
[that] it's a great experience and staff will enjoy it (Pauline).

Barriers that Impacted on the Moving Toward ANS

" The rhetoric surrounding the 'doing of research’ remained. Two stakeholders
thought that nurses in general were unable to interpret the research literature. However,
all agreed that the rescarch skills gained by the advanced or advancing specialists were

required to ensure the move toward evidence-based practice rather than continue with
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practice that had no legitimacy in terms of empirical understanding. Nursing has had a
long record of practice that is often cmbedded in ritualistic behaviours (McCoppin &
~ Gardner (1994). The irony here was that even though there was a global movc:gpﬁard
evidence-based practice, Debra felt that (he resultant changes in practice were very slow
because of the difliculty in specialists underaking ongoing research.

SufTice to say this group was concerned about nurses’ lack of research knowledge
in general. However, as indicated earlier, the majority of stakeholders did not believe it
necessary that all nurses including the advanced specialist should be expected to have
experl knowledge about the research process. The efimination of research activities was
seen on the one hand as a mutual obligation whereby the stakeholder could reduce the
already high workload placed on the advancing specialist. On the other hand, the group
required the advanced specialist to have an understanding of the research process and be
able to critique the research literature so that the hospital could invoke evidence-based
practice. The discourse remained contentious. All stakeholders were sdamant that they
could not foster genuine nursing research because the advancing speéialist could not do
research in order to contribute to evidence-based practice, until hissher wo*-load in the
hospital was redistributed to cnable them to carry out research,

Other barriers to ANS werc debated. For example, from Annette's and Heidi's
perspective, even if a nurse wished to advance as a specialist in a hospital or agency that
focused on palliative care or neonatal nursing, few clinical positions were available for

‘themn to negotiate the necessary experience, and therefore, gain the appropdate clinical _ '
expertise. This was further compounded when there were limited opportunities for the |
nurse once s'he had graduated and sought a promotion. In Part A of this study, Fiona
also expressed concems regarding her prospects of promotion in the rural setting, even

85 a potential master graduate in critical care nursing, She was not offered a promotion
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in hcfhospital. She however, was in the minority, Five other RNs'in Part A of this
study gained a promotion, even before they completed their studies. Bascd on this
study, the potential of promotion for the advancing specialist RN was opposite 1o what
the majority of stakeholders thought.

According to one stakeholder in the palliative care seiting however, there was
very little in the way of promotion. As Heidi stated, "apart from m_limmcn(...l have

asked that question in my area because of the setting being limited here and if I stay in

" the same specialty, there are very few positions that would cven come up.” The notion

of promotion was more encouraging however, from the private sector stakeholders. For

example, there was room for promotion of the graduate specialist because private
hospitals were not bound by the public sector restriction of a ceiling placed on level 2

Nurses:

They usually stay on in the area. We actually contract them to stay on in the
area. Nothing's legal and nothing is definite about that .. because they are
so rewarded while they are doing our courses, what we calf as clinical
advancement programs. They're camprehensive in-service programs, two of
which are articulating with X university, and several of those student
learniers have gone on to do [further] posigraduate studies. [ think they get

. a tremendous aniount of personal reward out of it. I think they do it from
their own motivation and incentive and I think in time they will get
promotion because of their increased...

Interviewer: Do they get a promotion saon after they have completed their
course at your hospital? Is there room for promotion?

Yes there is (Martine & Pauline together). There Is tremendous room for
promotion in our hospital (Martine), (focus group mixed comments and

laughter). We don't have a ceiling on clinical nurses like I believe you do in
the public seetor (Pauline).

The most disturbing barrier to promotion was the lack of influcnce the
stakeholders had and therefore the relative slow uptake by hospitals or agencies fo
support ANS and education (Debra). The stakcholders wished to offer advanced

specialist courses for nurses to service their hospitals, but did not have the funding nor
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the appropriate stail to develop let alone support a variety of programs, They were
cognisant of the need to generate advanced programs but did not have the influence to

.. gain the funds in order to make the required changes within the public health care
sector. This undermined an otherwise exponential growth and support for ANS and

education in W.A.:

Most people in leadership roles that is everyone in this room, that they will
want to be leaders of change. They want to be involved in it. They want to
start trying te shape the future. I think some of the frustration you are
v - hearing today is niore to do with the fact that unless you belong ta the secret
service club you actually have no influence. So you are warking within a
- vacuum. And that gets frustrating after a while. | wauld say, I think most of
us wonld (Debra).

- The situation was 1.0t the same within the private health care secior. In

cornparison, the private health care stakeholders believed that they enjoyed greater

~ decision-making and the nursing executive was able to ensure governance over which
areas of ANS and edueation that sthe wished to target (Pauline & Cherrie). The
ramifications however, were probably not evident. Decision-making within the private
hospital worked in tandem with the institution’s competing forces, such as patient
demand for a specialised service that was cost effective to the organisation, This may
not have been in the interests of the advancing specialist nurse and advanced nurse
education per se. On the one hand all stakeholders were supportive of the exchange of
advancing specialist nurses between the private and public health care sectors for
clinical experience, but on the other hand, the private stakeholder eould readily decide
to dispense with a specialisation based on the corporate economy of scale. As a
consequence, {he prospective advanced specialist nurse needed to be awarte of the
private hospital stratepic planning before deciding on an advanced course that was

either jointly or solely provided by the private health care sector:

{Change] is happening in both sectors, but I think the way it is delivered is
-perhaps very different. That perhaps you read abaut it in a memo ar hear
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about il afier. Whereas I think we fprivate seclor stakeholders] are much
more involved in that process and the decision-making (Pauline). (mixed
comntents by group),

But you know whether it's determined by shareholders or Federal

- government policy in terms of funding for health care, they have the powers
where they [the private heulth sector] say, 'we're not going to do that
anymore, we are not doing any heart surgery anywmore because we are not
going to get money for it' despite the fact that you [the public sector
stakeholders] have spent the last 10 years developing o pool of. specialist
murses in heart surgery (Gary).

In respect of the RNs in Part A of this study, the disempowerment by the
 stakeholders to provide sufficient expert stafF and at the same time, to fund programs in
ANS for the RNs could be seen as an equal source of frustration. Even though the
majority of advancing specialists in this study rationalised their organisational activities
and negotiated work and study options with their cmployers, the public sector
stakeholder was restricted in negotiating a better work schedule or a lighter workload
for the RN. Regardless, however, the stakeholder would overwhelmingly support ANS
and education for all RNs if they had the appropriate funding. In regard to work in the
private hospital sector however, of the two RNs in Part A, who worked in the private
health care sectors, neither was concemed about any potential or actual lack of supporl
for their clinical advancement. Moreover, they were prised by iheir employers for their

advancement as specialists and in return, were praiseworthy of the respective agencies.
Positive Outcomes of ANS: Benefits to the Organisation

All stakeholders supported the work achieved by advancing specialists because

. these nurses invoked numerous henefits to their organisations. Specialists were an asset
becal:llsc they were enthusiastic (Cherrie} and motivated to bring greater knowledge to
the workplace (Leisa & Sally), and actually searched for the evidence behind their

practice {Cherrie). They leamed skitls quickly compared to the non—speci.alist nurse
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working in the same area of specialty (Leisa), The majorily agreed that thc RNs' rapid
.uptake during {camning required less intensive preeeptorship by another staff member,
soving the hospital time and money. For example, because of the advancing specialist's
study program, they delivered hospital in-service programs based on mutual interests

and were able to initiate and develop stafl teaching packages. They were afso of great

‘benefit to the hospital because of their research base (Debra} and they oflen promoted

best practice {(Gary). Their knowledge and expertise impacted positively on the healih

_ care agency, the patient, the community and the profession.

...its really a guality initiative as much as anything because people in those
programs as was previously mentioned, really are involved in best practice.
They are looking at what researchers arc saying. They drive practice and
you will oflen hear the ancedotal comment, you know therc is a lot of
difference between a unit with a course and a unit that doesn't have a
course or an area that doesn't have a course (Gary).

‘The fact was that a unit or department within a hospital that ran a specialist coursc was

much better off in terms of attracting stafl, profiling of clinical indicators and cfffcting
best practice. The advancing specialist was also more [lexible owing to their broﬁdcr
understanding of nursing management and strived to improve on what nurses did
(Annette). Furthcrmore, if on completion of his/her studies the advanced specialist was
happy with the support they received whilst studying, then the stakeholder would be
fortunate enough to retain his/her services (Gary). Fundamentally the advancing
specialists were the same as all other nurses with a few exceptions. They were
considered to be the clinical leaders of tomorrow because they were *“critical thinkers
whe display more confidence in afticulating their views in a multidisciplinary setting

when the issue is complex and difficult” (Debra). In addition:

They also have quite a wide network probably outside their work
environment so that they have actually gat a lot of resources available to
them to learn more things and ta bring that knowledge into the work place
as well, But additionally too it might be that because they are mativated to
learn that they learn more quickly because they are into that learning frame
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of mind. It may be that further down the track they don't have to be
preceptored so closely so again the saving of time and money. There are

cost savings because you can actually perhaps draw back your supervision
" of these peaple before you would normolly do that (Leisa). :

~ Negative Quicomes of ANS

Cost and lack of individual interest. The positive outcomes outstripped the

" negative outcomes conceming ANS and education. As discussed above, the advancing
specialist was highly valued by all stakeholders. Even so, many stakeholders remained
sceptical about the phenomenon under investigation. For the purp?ses of this study,

lheilj_'scepticism was interpreted as a search for enlightenment that surrounds commen
unéi:'r?iandings and practices associated with education (Smith, 1993). As Smith
asserts, such enlightenment that elevates the political consciousness of people that
participate in professional growth and education decision-making is empowering. The
interview process in this study opened and confronted issues specific to ANS and
education that in reality, the stakeholders believed oppressive to those in the profession.

The stakeholders felt sceptical of the RNs as students, mainly for their motives to
advance, This was because it was felt that some RNs were just seeking a “piece of
paper...[because] it gives them an advantage in pursuing a career” (Cherrie). Similarly,
hospitals had io gamble on whether to give a student study leave or not. A nurse was
able fo leave a hospital as soon as s'he has completed a program (Carol), leaving
hospitals without a return investment. The question for stakeholders was how could this
nil return on educational investment be dealt with? The antithesis to this question is that
earlier, the stakehotders felt that the RN should not be obliged to continue in
employment in the same agency on completion of their studies? The answer according
to the majority of RNs in Parl A of this study was that they at least expectéd non-

tangible rewards for their advancement, such as recognition from their peers and from
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senior management. As indicated carlier, at least (ive of the 13 RNs in Study A felt that
they were neither acknowledged by their DON (Director of Nursing) for undertaking
advanced studies, nor supported by their peers.

A return to hospital based courses was a solution where one stakeholder (Debra)

_ mooted {hat the nurse carned a salary while studying, One Parl A participant also

. suggested the same possibility owing to the shortage of skilled nurses in the hospital
settings. This issuc is significant because the majority who felt that the needs of the
profession w - vital overshadowed individual judgment in this study. This could have
left some feeling disenchanted with the way that nursing education was headed. Even
50, the group of stakeholders did not support this notion. 1t was considered a refrograde
stép and would undermine the advancement of nursing as a true profession. It was
generally agreed that there should be a continuation of the merging of the universities
and hospitals or agencies to provide advanced practice for prospective graduate nurses
who wished to enter into a specialist area of nurse practice. The barrier to advancing
practice was the global cost of education and its impact on individual nurses and other

professions who wished to pursue advancement in histher career:

And it goes back to this money thing again. You know we have talked about
kow costly our posigraduate education is and therefore specialisatian if you
are going through the university system, and if one looked at it in the wider
commuinity, ane would say, "well what's imew?' I'mean it's expensive jor

" anyone, not just in mursing (Sally).

i
(K

P:_'omorional opporinnities, No less significant was the scepticism surrounding
“promotion for nurses who underiook formal education in an advanced area of
specialisation. Sally highlighted the rhetoric surrounding poor promotional

_ opportunities for the new graduate in an advanced specialisation:

But the biggest problem I think is that at the end of it all, there's nothing
extra for many of the nurses in terms of remuneration or even promotion,
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Because you know lo srap Me eareer structure and the flattening out of the
* salaries as people rise, so fitat they may spend a ot of money gelting thelr

qualifications and they take time off and drop salaries etc. And that svouid
be fine if at the end of it they could see promotion or you know like other
people they were even promoied while they were even studying, because of
the vaive that the cinplayer places on that. But they dou't get that and in

. fact if they get a promotion, their salary often drops because they lose the
shift atlowances and things like that. You wonder about the incentives that
there are towards specialisation....in terms of {their] needs (Sally).

However, this was clearly not the case for Part A participants. Five of the 13
participants who advanced as specialists gained a promotion during their studies or on
completion of their studies. A sixth RN was offered a promotional position even though
she withdrew from her midwifery studies. This was a tangible reward because gaining a
higher salary rewarded the six RNs. Nevertheless, promotion remained a contentious
- fssue when another stakeholder revealed that nurses in her department who had recently
completed a postgraduate program were purposefitlly held back from gaining a
promotion because “they have got a litlle way to go™ (Carol). In other words, Carol

suggested that the nurse with a postgraduate award in the perinperative setting in
particular had a false expectation that s/he should gain a promotion. Even though the
stakeholder believed that these new specialists had a sound knowledge base, they
required work experience at the more complex level of care before she would consider a

promotion:

One thing that hasn't been discussed here is that you may have a
postgraduate nurse whose successfully completed the course, but he or she
may come back inlo the workforce, but doesn't mean that they are any more
experienced. They may be broader in their knowledge and so forth, and
that's something you have to consider. And we have gor a few young nurses
that have in fact done posigraduate but they have got a little way to go. You
can see potential there and they are people wio want to go ahead and will
do something with it. But the expectation that they just step straight inta a
pronotianal role just because they have done it because in fhe.fm'efves we
are not doing them a favour (Carol).

And oflen you will find that people will do that because they dearly wani to
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get into a Specialty, but they can 't becanse of lack of experience or
knowledge and they will undertake this puth to give then a lead in. And the
other thing is that in some areas like theatre invariably in those programs
yait are introducing a novice more than you are an expert. So {f you
balance the iwo, you put the broader professional hat on, I think you should
Still support thent in the same way that you support the one that is there
(Debra),

The issue of promotion or remuneration [rom another stakeholder’s perspective
indicated that a nurse was required to become more competitive and be up front to
negatiate a salary based on his/her advancement. This again was evidenced in Part A.
Andrew, Deidre, Judith and Megan supported similar beliefs about competing for a
position. Any nurse with an advanced specialist qualification had the opportunity to
compete for a higher negotiable salary in the private sector. Howe ver, there was limited

"

opportunity for negotiation in the public sector because of the public sector award and

" EBA (1998) that was in line with the nursing career structure:

In the private sector you would have the ability if you wanted to, to put
someone on a work place agreeniont to pay them more money. And that
would be open to anybody and if they wanted to do it you know, ! could do it
with individual practitioners, if that's what we wanted o do (Cherrie).

Furthermore, once the advanced specialist had completed hisfher program, sthe
. had the upper hand if s/he wished to apply for a promotion in either the public or private

heaith care setting:

T'would just like to agree with Martine [private sector stakeholder] that a
lot of people don't undertake postgraduate studies for promotion, they do it
for their own self worth, And the issue is too that onee they have got a
certificate or a posigraduate diploma whatever it is, that in itself lends i,

. that if they do apply for a position where it is essential criteria or desirable
criteria, then that's the sort of thing that thiey have (Leisa).

Stakeholder realities-choosing with uncertainty. 'With the nursing shortage and
~ hurses choosing not to underiake ANS and education, the stakeholders faced a number
of realities. Those working in the public hospitals for example not only worked and

lived with the uncertainty of change refated to health care policy, but as Debm
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indicated, did not have enough nurses who wanted to do research because of the priority
on service delivery and resultant workload, Furihermore, " I think that the metropolitan
health service is going through a period'of major rethinking, except no one knows what
itis. Half of our memos say that they are poing o announce something in a minute”
(Debra). Furthermore, all stakeholders were required 1o compete between hospitals and
agencies for specialist nurses (Cherrie). Such circumstances even influenced one
stakeholder to include job descriptions for nurses in iwo Perth hospitals that could not
stipulaté'(the requirement for a nurse o have a postgraduate spetialist award (Annetic)
to work in either hospital. So severe was the shorlage of specialist nurseé',' that Annelle
could only request desirability of the relevant specialist qualification. The two hospitals

in question ‘were highly specialised hospitals that needed specialist nurses:

Well I don't think there's more chance of a promotion with a postgrad than
there is with nothing. In the job descriptions I guess some of the essential
criteria wonld be to grade for Level 3, that's e UGI. So that's it, where we
are coming from in my iwo hospitals. But a pastgraduate is probably
desirable criteria rather than essential in any of the specialties including
neonates...Because yau can't discriminate......To be a clinical nurse in my
area we wan! a neonatal certificate, though that does not necessarily mean
post grad (Annetie),

Patient acuity that aligns with a skilled work force. Other pressing stakeholder
concems ¢entred on the need for a skilied work force (hat matched the increased level of
patient scuity. The stakeholders were sceptical of maintaining standards of care to the
patient because the demand for edvancing specialists was far greater than the supply. Tt
was disturbing that there were so few nurscs, let alone advanced speeialists to cover a
24-hour roster period. New knowledge and understanding about ANS and education
that was enlightening, was almost always overshadowed whenever discussion about the
shortage of specialist nurses was raised. This issue was common and problematic te al)

participents in both parts of this study. Tronically, some RNs in Part A for example, felt
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that they were criticised by pecrs for being overly multiskilled as a specinlist, They
wished 1o diversify their skills becausc it was liberating for them. In conlrast, the
stakeholders focuased on the practical and technical advancement of specialist skills by
advanced specialists owing to the nursing shorlage. Having practically skilled
specialisis would alleviate the problem in the shorl term.

Equally ns pressing, was that the stakeholder felt that the level of patient acuity
within all hospitals was continually increasing. As a result, specialisation was defaulted

to the novice nurse graduate:

All of us are sort of running under the ceilings of clinical nurses, which is
on award base specialiies it seems to be about 22%, and in the criticaf care
areas and theatres, that sort of thing, ii's around 30%. So whilst they have
got the johs now (general discussion and comments from focus group
members), the acuity has changed a lot but the ceiling hasn'i......Seriously
it's prabably more, weil these guys fother focus group stakeholders] might
want to have a go at me but [ think it's more of an issue in perhaps a
tertiary/quarternary type of focus of your institution. Because [ would say
that each one of my wards is like a [ 2-manths pesigraduate specialisation
in its awn right...... Because of the mix of the speciaities that you are putting
in there...f mean it's fine if yot're asking them o go to the general med

- ward or something. But even that now, and the way they manage them, (one
comments, 'a bit scary’). [ mean you sort of think that you have walked into
a high dependency unit, not a general medical ward (Debra).

{ think that you are very right and I think that we specialise our nurses far
too early. But we haven't got hospital paddocks out there of general
general and surgical surgical, or medical miedical that are so purist,

Everyone of our graduates goes directly into a very highly specialised, high
dependency, acute area (Martine),

Summary

Employer concems covered a wide spectrum of issues that were readily debated.
In reality therc was an excessive imbalance between the supply of nurses whe wished (o
advance in both practice and cducation, and the demand for Lhe specialist nurse
Australia wide. So bad was the situation, a novice praduate who cntered the acute care

hospital for the first time as & RN was required to function o3 a specialist within a
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specialty setting (unanimously agreed), This placed unrealistic expectations on the new
graduate as well a5 on the stakeholder to deliver complex patient care, The reality was

 thot “nurses [inexperienced new graduate nurses] had the jobs bul hospitals necded
advanced specialists to handle the increasing patient acuity” (Debra). Hospitals were
simply not filnded to deliver the number of courses that reflected the wide range of
specialisms, Therefore, they did not have the resources to enhance nurse specialist
skills let alone foster a culture that considered research knowledge and skills to be
‘necessary for evidence-based practice. Worst of all, the stakeholders believed that they
were unable to offer the advanced specialist remuneration or a promotion, particularly
in the public sector.

Wilh these concems, the group of stakeholders was restricted by how little they
could afford in the way of clinical advancement and educational suppor for the
specialist nurse. However, they strove to provide muiual support for the individual
advancing specialist. They continued to search for answers against all odds-they were
wil_ling to collaborate with universities and other hospitals to ensure quality education
and negotiate individual support to prospective advancing nurses because nurses who
h;d advanced in an area of specialisation wete overwhelmingly beneficial o the
organfsation. The payback was that the advanced specialist nurse empowered an

organisation to deliver quality care to the patient.
The Solutions: The Desired Pathways that Promote ANS

A discourse about ANS and education enabled a debate of stakeholder concems
about the phenomenon. The discussion not only identified the shared problems
associated with advanced practice, but also stakeholder solutions to assist the nurse and
stakeholder to gain advanced status that proved to be mutually beneficial. The

researcher referred to the proposed solutions ns “desired pathways’ because the
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stakeholders considered Lhey were the best solutions that could be sought to promote

advanced practice within the profession.
Hdspilal-Bascd Education

What was most evident was the rejuvenated discussion about hospital-based

. courses beeause of what the stakeholders considered wes the high cost of university
education. The irony was that the stakeholders viewed this would be a retrograde step
to be taken by them or the profession. The stakeholders themselves had rendered
enonmous efTort o lobby and engineer the transfer of nurse cdueation into the tertiary

~ sector since approximately the 1970s in Western Australia and Australia. The elevation
of nurse education from the apprenticeship model of training that was embedded in the
service needs of a hospital, to a tertiary-based model of education, had heen a major
achievement for (he profession, All the RNs in Part A felt the same. Furthermore, the
stakeholders remained supporlive of the continuation of the pre-regisiration program for
the nurse that was tertiary based and comprehensive in nature.

The change of heart however, rellected on how the advancing RN could progress
in his or her area of specialisation. Such a statement raised the notion of automatic
transfer to an arca of specialism within 12 months of graduate nurse experience as a
comprehensive but novice RN, Other questions were raised. For cxample, should all

~ Nurses pursue advanced specialisation? Is there no place left for mainstream general
. practice? Owing to the Aiversity of patients' needs in society, the diversity of multiskills
desired by the RNs in Part A, and the stakeholders’ concerns about the increasing level
of acuity in the hospital sectors, nurse specialisation was considered a reality and
- essential for the provision of complex lealth care.
The group of stakeholders nonetheless, supported the individual choice by a RN

to underlake advanced practice, but with the option ta undertake a program either
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through & hospital or university or both. To enable continued advancement within a
_specialisation to moster level for example, articulation of a hospital-based program to a
.tcnihry equivalent was nevessary, Even so, the philosophy and quality of hospital
programs was disputable. Howcver, if a hospital had "QETO status" (Leisa) that is; wiis
acknowledged as a Quality Endorsed Training Organisation (QETOY), then this qualified
a hospilal to develop and deliver continual educational programs, including specialist

programs for nurses:

And Haow that (X Hospital) has just got QETO stalus and part of that is
being a registered training provider with industry and (Y Hospital) has that.
And § just think that more and more you are going te see that hospital type
based programs conting bock in because they are not going to cost peaple
that amount of money, They are going to be more tailored io the needs for
the nurse. I'm not putting university ont, What I'mr saying is that I think
there have ta be both. But I think that it's got to be acceptable to both I
suppose too (Leisa),

To this end, this group of stakeholders was alerted to the limited range of
| 'specialisdtions referred to within this group. Their concerns were representative of just
12 specialty areas (sce Table 1), namely, emergency numsing (Dcbra, Gary & Leisa),
critical care nursing including intensive care and coronary care (Cherrie, Debra, Gary,
Leisa, Panline & Martine), renal, neurology, and oncology nursing (Debra}, pacdiatric,
neonatal and midwifery nursing (Annette), palliative care (Heidi), and perioperative
‘nursing (Carol, Debra, Gary, Leisa, Marline & Pauling). In the Australian context in
1997, seven broadband nursing specialties that subsumed some 58 subspecialtics
{Russell et al,, 1997) was identified and categorised. The stakeholders understood that
the list of specialties would continue to evolve, Even so, the areas of specialisation
outlined were significant to this group of stakeholders and reflected the desperate need
for these specialist nurses, The stakeholders wanted to gain qualificd and advancing
specialists to service hospitalised and community paticnts. They believed that

~ specialised hospital departments should drive the development of specialist courses for
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nursing staff. These hospital depariments in turn should drive the articulation of these
courses with the university.

Even so, some stakeholders felt that if such an approach was _‘cnginccrcd, it was
_possible that a nurse that chose to underlake an active education profile relevant to
his'her clinical skills, may be considered an advanced specialist even though s'he may
not have any research skills (Debra) while underiaking a hospital-based eourse.,
Furlthermore, those who proceeded to underiake nursing research rather than a clinically
advanced specialisation through a university should consider that they were undertaking

another specialisation:

I'was faced in a sitvation where I had a very high percentage of novice
nurses in my hospital and ! needed to upgrade them guickly. And the only
way that  could upgrade thenr quickly was to develop these hospital based
courses for them, Because they got paid, they were taught, they were
educated and also that we put some rigour into the curriculum so that
several of the courses could articulate and that they could go on and get
some credit for it, So I think we're developing programs out of the needs
sitwation (Pauline). '

This is an ongoing debate amongst me and a couple of my colleages at
least,..the critical care program or the emergency nursing program, both of
those in my mind provide a clinical specialty base where people can learn
the advanced clinical skills and the theoretical knowledge...For those who
want to put that into the broader...professional context with more academic
rigour and research, it comes and it articulates in to allaw them to go into
the masters program with [X] poiuts of advanced standing......It mixes
together more effectively, the academic rigour and the research that you
want from with the clinical experience, expertise, practice and knowledge.
So I see it more as a betier coming together (Debra),

The stekeholders in this study subscribed to the joint pursuit of ANS and
education by both public and private hospitals, They desired hospital or ageney support
for all nurses to advance in a specialisation even though some advancing spccialist
nurses would be set up to leave a particular hospital (Annette & Debra). Parl of this
support included a leadership structure that incorporated senior Level 1s at the ward

* level so that the hospital could have a complement of innovated staff with the
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a[;ﬁmpﬁate knowledge base (Debra). To cnable this, four stakchelders felt that they
must accommodate the nurses* hours to fit their studies for those going through cither
the university system or the hospital based system. Five of the RNs in Parl A supported
this, These individuals described how their employing hospital enabled flexible hours
of work to fit with their study program commitments.

All stakeholders recognised thal an agreement between the private and public
hospitals and universitics that was mutually beneficial was necessary because of the
need to be inereasingly budget conscious (Gary). They also indicated that the research
ethic should be maintained, but done with a litlle more of a modest ambition, that is,
less of an expectation that one nurse alone can underiake a projeet (Sally). Finanecial
supporl was a must for a nurse to undertake research. Furthermore, any rescarch
problem should be identified by the advanced or advancing specialists working in the
hospital {Cherrie), the stakeholders should stress and communicate the importance of
nursing research to their staff (Cherrie & Sally), and that four stakcholders believed that
research must be done in coII__::tboratian with the universities. To this end, the
stakeholder must selectively I:ij.‘t;a.nnt:l those advancing or advanced specialists with

_tesearch interests and prepare['-{@__pd support them at master and Ph.D level, It was

" considered that this approach would give the hospital and the individual nurse the
desired leadership needéﬁf'ﬁ; the ;]'J.'r::afcssion. “Ideally you would [be] co-located on the
same campus where the interface between your academic stafT, your research staff, your
clinieal staff, your undergraduate and your postgraduate programs...is one collective

body that just generates a hum about it™ (Debra).
Sharing of Strategic Goals

The second solution to undertaking a pathway toward ANS was considered

imperative. The stakeholders as employers, should keep the staff informed of changes
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taking place in both the private and public health care sectors, This was because health
care policy and directions were continually in the balance becausc of changes within the
_hcalth' carc bureaucracy. Thercfore, if they did not efTectively communicate the
organisation’s and profession’s goals and strategies, half of the sLﬂkeh.oldcrs felt that
their nursing stafT would otherwisc read or hear rumours to the contrary. The outcome

would be erroneous perceptions by RNs about management decisions. Therefore, as a
stakeholder, they must continually filter information to their stafl. These were similar
senlim;nw expressed by the RNs in Parl A,

From the public health care provider perspective, stakeholders had an obligation
to the wider health community to prepare advanced specialists (Gary). This statement
generated fun‘lll\gr discursive discussion owing to the perceived heightened responsibility
and moral obligation the public sector had eompared to the private sector to provide
care to the community. The stakeholders from the private sector claimed that lhcy.'l\l.rere
equally committed to an inerease in the skill base of nurses and service to the
community (Pauline}, However the dilemmas prevailed, for example, one stakeholder
from the public sector revealed how her deparinient-decided to halve the number of
clinical nurse specialists in her perioperative department. There were too many chiefs
and the role had become distorted and never clarified {Carol). This exerplified the
dilemmas that these stakeholders were continually faced with. On this occasion
however, the decision was not based on a cost-cutling cxercise, but on a need for a
ieveling of leadership. In contrast, the stakeholders from the private sector claimed that
" they were certainly making an impact on the profession and the community at large by
running courses that articulated with the ur;ivcrsity (Pauline), Afler all, it was to their
good fortune that they were more involved compared to the public health counterpart in

the decision-making process with the hospital’s executives to create and fund advanced
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courses for nurses. Furlthenmore, they were able lo make room for promotion as desired
because they did not have a ceiling on the number of Level 2s as did the public health

. sector:

The other side of it I guess in a tertiary or quarternary hospital is that
~ you've got to look al your obligaiion to the wider health community in
preparing people. And where that obligation stops is, is an interesting
discussion point whether that extends to providing staff for the private
sector, developing and providing staff for the private sector because the
private sector often does rely on a well trained staff from the public sector
(group rumbiings, 'can I jump in here?', 'oh I would absolutely disagree
with that,’ biurred laughter and comments) (Gary).
E Summary
The desired pathways and solutions were primarily related to a merging of
responsibilitics to support the continuation of ANS and education for all nurses, Joint
] :' hospital-based courses {(including both private and public health scctors) should drive
. the demand for specialist education and in so doing, should articulate their courses with
university courses at the postgraduate level. There was the discourse however, as to
which specialisation was more pressing and whether a limited number of specialisations
H
should be created, particularly as members of this group of executives worked within
the acute hospital environment. ‘What of nurse specialisations that were serviced
outside of the hospital sector? These were numerous and included primary health
nursing, school nursing, family planning, men’s health, women’s health, adolescent
health, mental health, education, occupational health and infection control (Russell et

_ al,, 1997), just te name a few. On review, five of the 13 nurses in Part A responded as

participants from this milieu.
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Personal Reflections: A Philosophy of ANS and Education

.In_Lroducti_un .
| From this theme it was evident that each stakeholder remained scnsitive to the
plight of nurses working in the hospital sector. Tnis was in contrast to what the RNs in
. Part A thought, Firstly, the stakeholders belicved that they could not accept the changes
-to a corpotate style ol cducation based on the user pays system of advaneed education.

Therefore, it was an expectation that the hospitals should previde continuing and
experiential education for all advancing specialist nurses. Secondly, they were
cognisant of and well prepared to work within the constraints of the heafth care
bureancracy and therefore, prepared to seck new ways of servicing the public and at the
same time employ a complement of skilled and educated specialists in collaboration
wll.h universities or the like. Thirdly, they were moraily bound and therefore accepting
of héw some groups of health care professions including nursing, were marginalised
 because of the work of caring that was undervalued or silenced by the hegemony of
economics. Therefore, unless they or other nurses were not passionate about an arca of
specialisation, she would remain "miffed” by the pursuit of advanced practice and
de;:idc that advanced specialisation offered limited or no rewards for the effort required.

The stakeholders were well versed in the politics of health care, the constraints that

nurses and advanced specialists facq@\:l. but continued to strive for the promation of ANS

!
.
W

and edueation,
Personal Philosophy About Nurse Speciatisation

Based on their own expericnees, the stakeholders indicated that continued
education in the form of postgraduate studies in nursing or a related discipline was

extremely beneficial for a senior manager (Annctte & Debra) or corporate educator
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(Leisa & Martine) like themselves, for examiple. The pursuit of a elinically focused
specialisation within a hospital such as midwifery (Pauline) was also considered
be.l.wﬁcial if a nurse had a goal to become a2 DON in the rural setting, Overall,
posigraduate studies were deemed pertinent to the nurse’s potential (Martine) as an
advanced specialist, and considered by the group as a worthwhile experienc.z;:. The RNs

in Part A felt the same; their pﬁuf&ssiona] profiles were heightened because of their

_advaneement.

On review of Part A, nine of the advancing specialists were equally supportive of
the inclusion of managerial knowledge and skills by either default or because of
projected necessity as an advanced specialist. While working as a rural/'remote ﬁrca
nurse, Helen for example indicated how she require_d'managemem skills because of her
remote practice. The particular ski]']:s: she needed pertained to managing her budget as
well as office filing and computer skills to ensure effective communicaliorl"\;rim the

Council for Remote Area Nursing Association (CRANA) or to maintain pati=nt

- dogumentation for the purposes of medical supporl and quality assurance. From the

mental health nurse and critical care nurse perspective Qlive and Karen were adamant
that knowledge about managing conflict within a health care bureaucracy was essential
for the advancing specialist. The nurse was able to see the bigger pictur>. That is,
nurses were not only able to understand where they were situated as a health
professional, but able to deliver non-judgmental care to the patient,

The continued discourse between management and clinical specialisation. What
the stakeholders conceded to was the discourse surrounding ANS per se and the
emphasis on management rather than pure clinical expertise. The group’s éhﬁr‘ihg df
personal philosophies about the efficacy of ANS and education indicated that because of

the *“academic rationalist argurment™ (Debra) within social health policy, there was a

J
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.- priority to éain\ resources for the services that the advanced practice nutse provided.
This required an advanced specialist to gain management cxpertisc and such a priority

. undermined the need for a pure clinical focus for advanced specialisation:

Well I don't know whether it's just a trend or whether it's a permanent
change, but [ suspect the mumber crunching emphasis it will be permanent
until we have another boom and there's a bit miore money to throw around.
in that environmemt you need to have the economic rationalist argument
with them, You need to be able to look at the balance sheet and know what
they are talking abowl, you need to look at the profit and loss statement and
know what they are talking about. You need to be able to deol with all those
issues and not just come out with a pure clinical focus to win what you need
to win in terms of resources for the service you are trying to manage
{Debra).

Some stakehslders revealed that they changed their personal philosophy about
. their educsiion soon afler the nurses’ eareer structure (Altrill, 1988) in W.A. was
: implemented. RNSs that were aiready in the work place, including the most senior to the
least experienced, p_t:_.'ir:_gived that they were forced to undertake a degree in nursing
within a university L:efore they could gain a promotion (Debra). A conversion degree
| for them and for eurrent RNs was simply a means to an end (Debra & Pauline), Some
.I'elt at the time, that their work experience accounted for nothing. The irory however,
was that their conversion studies and, since thlen, their continued studies, gave all
stakeholders the discipline and confidence to present a stronger academic argument and
to be on equal terms with other health care professionals. Furthermore, the entrec to
si;lbsequent studies for five stakeholders, in a Master of Business Administration (MBA)
or similar, for example, had augmented their management skitls and board-room
knowledge of finance, Furthermore, their accounl.ing knowledge and the understanding
of the language when they sought a senior management position such as a DON were
enhaneced. Similar sentiments were expressed by five of the stakeholders who focused

on education or research as their preferred specialism within nursing,
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In addition, underiaking a rescarch study (particularly at Ph.D fevel) relevant to

_ nur_sin.g enabled the nurse fo investigate problems relevant to practice and to be able to
wticulate and critique an argument both orally and in writing (Gary & Sally). Howcver,
whilst the rewards of obtaining a Ph.D were personally gratifying, it was not absolutely
necessary for a nurse such as Gary. He found that the personal cost in terms of family

- disharmony, financial outlay and continucd stress of baiancing executive work, study
and family or social commitments, werc cnormous. Any tangible rewards such asa -
promotion or financial reward for example were not immediately evident. Gary had just
in the last few months, obtained his Ph.D. It is sipnificant to note that duri rg the
interview, two stakeholders revealed that they had obtained a doctoral award, both in
the natural sciences, outside of a nursing faculty, but reflective of nursing as a

discipline:

I am now sitting here with a PhD that may be of no direct use to me i the
JSuture. What it hos taught me however, is how to inquire, all the points that
Debra made about being articuiate, being able to put a report together, how )
to write, how 1o critique things and that. So on balance I don't regret doing '
it but if you ask me what value I have got out of it, I can't say that in terms r
of career progression I needed to do it. 1didn't need to do that (Gary). i

it And1found that quite good, the different exposures to the different
professional groups, that good grounding in what you need to argue in any
board room or with any executive or senior executive about where Yyou are
coming ai, using argunents that they can understand. Because increasingly
o - you see them caming from finance, acconnting, general management

background so you have to understand the language, you have fo kniow how
to use it io your advantage (Debra),

Empathising with the Advancing Specialist

The moment that a stakeholder discusscd how a nurse could advance in his/her
practice, empathy unfolded regarding the cost of postgraduate education o nurse must
shoulder. Here empathy relates to the understanding of the term in its original technical

- sense as “molor ninticry” (Galeman, 1995, p. 98) of the stakeholder. For example,
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empathy was [elt when some stakeholders described the misery related 1o payment for
: th_eif own cducation te advance in nursing. Such a reaction was similar to how the
- stakeholders perceived nurses of today must find it difficult to survive while trying to
work and study, and jn the majority of cascs, carc for a young family. The bottom line
was that a nurse who pursued ANS and education must eam money. Furthermore, there
was no incentive to undertake advanced study if nurses still desired “a Jife” (Carol)
. outside of their nursing work.
The stakeholders reftécted on the hospital-based model of ANS and education
where nurses not only had to take a drop in their Jevel of pay, but in some cascs, a drop
. in their hours of work fo enable them to balance their work with study. Many of the
focus group members shared similar experiences. In Part A of this study, onc RN felt
disenchanted when she had to take 2 drop in salary to advance her qualifications in
 critical care nursing. Fiona was particularly disenchanted because her experience,
“advanced skills, and continuing education in the ED were not recognised. When she
| recently eompleted her graduate diploma course before advancing ento her masters, all
students who undertook & hospital-based critical eare course, were employed on the
lower pay scale by one agency, regardless of their current higher level of pay or
position. Surprisingly to some stakeholders, the situation was felt 10 be no better now
than it was 10-20 years ago, even though nurses had more flexible access to advanced
specialist courses through the tertiary sector. The HECS fees and fce-pgying COUrses
per se were & “double-wammy™ (Debra) because many nurses were required to reduce
their ﬁours of paid work. They had little choice but to take on part time work, mainly so
that they can negotiate practice with another orpanisation that has the relevant elinical
mix of specialist skills in order to meet their required professional competencies, such

_ as palliative care or perioperative nursing competencies, They are required to irade ofl’
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permanent statug, ond in ¢he process not oaly lose a carcer path and pay, but leave
provisicns including matemity leave and supcrannuation cntitiements.

From the researcher’s perspective, working caseal work with an agency for
example may have provided an answer for many nurscs to gain control over their own
working hours. But this also comes at a cost fo Somé, p.;aniéﬁlarly if a nurse did not gain
a scholarship that at Jeast covered the cost of course fces. One advaneing specialist in

“Part A however, did just that. Olive for example successfully supplemented her
scholarship income with agency work as desired, and enjoyed the flexibility and control
over her extra work, Even so, tiic casualisation of nursing work did not emerge from
the Part B focus group interview. This was likely because of the overriding shoriage
and need for specialist nurses at the time of the data collection,

.Sorrie stakeholders reflected on the timcs when hospitals were able to either plan
for or rely on their workforce, by including health department funded programs for a
nurse’s ongoing clinical expertise. These programs provided them with a ready made
cﬁmpetitive work force that was guaranteed, as long as nurses enjoyed acute care
nursing or wanted to work in the ICU, Whilst the stakeholders conceded that large
teaching hospitals in the main provided a limited range of specialisms, the demise of
hospital-based funding programs for ANS gained wide criticism from a number of the
stakeholders, That is, the employing hespitals of today were unable to guarantee
staffing with advanced practice skills since the transfer of postgraduate programs
(Cherrie & Debra) into the tertiary education sector. As a result, it had become harder

for nurses in the work force to gain specialist skills. .
Stakehelder Future Planning

Regardless of the resentment felt of being unable to obtain an ongoing supply of

' advanced specialist nurses because of the shortage of nurses and since the transfer of



228
nurse education into the tertiary sector, the majorily of stakeholders supported advanced
education for themselves as well as others. Even though they empathised with the
 mdvancing specialist nurse of todny, they wanted (o continue in their own studics and
" work. Some found recent middle management courscs rigourous but fulfilling. Their
. ongoing studies would benefit them in (heir ongoing employment (Annette & Martine).

The educational knowledge and people skills that they obtained would cnhance any

projects (hey were to undentake in private practice on their retirement from executive
~nursing, All had benefited from their ongoing advanced studics, as had the ﬁlajority of

RNsin Part A. Al participants in both pars of this study werc willing to undceriake

additional studies to enhance their professional development;

I am going to continge to do study when things settle down a bit, So I find it
Jor me personally it's extremely beneficial (Annetie).

And I am currently enrolled in a company director's course ai UWA so [ like
study, but certainly postgraduate stiedy is something that I think as an
individual, is pertinent to your own potential to be motivated and pursue
Your own career. [ certainly enjoyed mine (Martine).

' _ Negative Experiences of ANS

" Half of the stakeholders in this group described negative experiences relevant to
their pursnit of advanced study, The negative experiences includcd the stress of
waorking full time, the time involved in weekly travel between twe major towns to
attend universily, the imposition of adding academic rigour in a nursing program in a
- relative shart time frame, and the lack of recognition of prior leaming (RPL) at the time
_of her studies. The RNs in Part A had the same negative experiences. Having to

undertake a rescarch project required enormous time and effort for one stakeholder, but
not so for others. Even nurses of today simply eannot do all that, including research and
look after & family and work (Debra). Literally nothing had changed since the

stakeholders underiook their studics, Nurscs are required to do everything on the run,
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Another found her management studies pertinent but unable fo really enjoy them

becouse she was also commissioning a department of a hospital at the time (Carol),

" Another stakeholder raised the issues of siress in terms of reduced time with the family

as well as being able to enjoy other recreational activities and skills in the home such as
brick-laying (Gary). The cost was one of personal sacrifice and not quantifiable. The

. RNs in Part A felt the same.
Positive Experiences of ANS

Positive experiences far outweighed the negative experiences the stakeholders
faced ﬁhile undertaking ANS and education. The positive experiences for the RNs in
Part A were also evident, but the rewards were mostly intangible. Similarly, all 10

| stakeholders indicated that their experiences in advanced education was attributed to the
stimulation (Sally & Heidi) they gained. This was aceessed when they socially
interacted and werked with other groups of researchers (Sally), when they could
legitimately call study time as their time and no one else’s (Heidi}, or when their studies
were enjoyable because the study was applicable to their work for example, as a
corporate educator {(Debrma, Cherric & Marline).

A MBA or postgraduate management course was good grounding when one
needed to work as a senior manager {Debta) or be conversant with financiel reports and
budgets (Carol) or grapple with human resource management (Cherrie). .One particular
stgkeholder enjoyed studies over a period of 10 years even though she was a widow and
sole parent of her young children at the time. The qualifications she obtained made a
big impact on her career. Another two stakeholders enjoyed their midwifery programs

" because they felt parl of a cohesive group in a hospital-based program and were able to
eam money at the same time (Leisa & Pauline). 'I‘l;lis was similar to Karen, Diedre and

Helen, in Part A of this study. One stakelolder however, did not even use her new
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midwifery qualification but nevertheless, recalled the experience as rewarding. In the
- maih, postgraduste studics in education and curriculum building for example broadened
their thinking and development as people and as professionals. Meanwhile,
involvement in research at the Ph.D {evel was personally enriching even though it was
~ not absolutely necessary to underlake. From all of this, the nexus remained. 1T a nurse
chose to advance in histher practice then it was the most positive experience but at the
same time, the most stressful snd therefore a negative experience. The nurse caught

within this nexus needed o be able to balance the positives with the negatives:

My last experience wasn't such a long time ago. It was a human resource
management and developmentt course and that was not in nursing either,
And I remember that as being o very positive experience because I was
trying to teach myself through that, ways to getting information across to
people and make it you fasow, fiun and all that sort of stuff. So my memories
of that have been very positive... ...the group of people that we worked with
in that course were from a wide variety of other groups and so it was very
different from what I was used to. But [ did do it because at that stage [ was
looking al a career more in staff developnient and it was going fo add to my
qualifications and my understanding of how lo do the job I suppese
(Cherrie).

But I just loved the education (rurse education) and then that really got me
thinking along the lines of education so I guess for me thai really chose my
pathway for me if you like. And I really enfoyed that. Then [wenpt on ond
did postgraduate studies. But I only did postgraduate studies because [
waited to have the knawledge and I particularly chose all my topics when |
did my posigrad and they were afl on curriculum. So it was all curriculum
process development, evaluation and the only reason ! did that postgrad
was fo get that knowiedge. But yes for me it had opened a lot of opportunity
because I was able to apply for positions (Leisa),

.Projections for the Future of ANS

The stakeholder felt that no matter which field a nurse worked, their projection
was that ANS would be a requirement in all areas of nursing. This did not corne as a
surprise, because even rniow, there are advanced medical/surgical or generalist programs
available for the new comprehensive graduates, usually with a minimem of 12 months

post registration experience. There was no real tumning back the clock fo nurse
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education based on an apprenticeship model of training. Whal they expecied was that
advdﬁced specialists would be the leaders and mentors of the future. As the RNs in Part
_ A also felt, they not enly had mentors, but now acted as a menlor, were actively
involved in professional organisations, questioncd their practice, sought best practice,
and offered collegial support for others, owing to their advancement in an area of

specialisation:

I'would expect these purses to take an active role in leadership, mentoring
Junior staff, encouraging evidence based practice by questioning existing
practices, reading literature, involvement in policy and planning committees
and where possible, research projects. They should be sharing loowledge
through education sessions, and informally. They should take up active
membership of professional organisations related fo their specialty and
make a cantribution to the activities of the organisations (Sally).

Summary

Stakehelder sharing of their own experiences was enlightening because of their
sensi.tivity to the plight of nurses in general and advancing specialists in particular.
They reflected on the positive and negative experiences of ANS and education and
continued to support ANS and education in all departments of the hospital clinical
setlings. They projected that ultimately nurse specialisation woutd be a requirement in
all areas of nursing in the futul_'c.' More importandly, the stakeholders viewed that a
purist clinical advancement p;og,ram that omiited an undersianding of management
principles for example would not adequately prepare the advanced specialist nurse of
the future.

In conclusion, the deconstructing and reconstructing of ANS in this study
‘highlight the desire of the advancing specialist to pursue advancement through
cducation and at the same time the desire of the stakeholders to initiate, encourage and
support the advancing specialist even though they were under great duress to do so. It is

possible that it can be interpreted as a more positive version of their desire to foster
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ANS ond education, Their desire is, in reality, a part of the sacially constructed
existence of nursing practice that is always in a statc of ux as epposed to maintaining

an illusion of stability:

...because the whole structure in which you are supposedly leading and
managing in this state at least, gels a major turn around about every 4 or 5
years, And they must have run out of ideas so they will go back to the
beginning, but it's new for us because most of us dou't live that iong. Or in
turbulent times {ike at the moment, it seems fo be a weekly episode (Carol),

Overall, the stakeholders had a global orientation and understanding about ANS
and edacation; they saw the bigger picture. As a result, they fclt that the advancing
specialist should in reality, move beyond his or her crossroads as sthe advances through

nurse specialisation and education:

" I'was just going to take up on from what Gary was saying. Int our
warkpiace I can think of people we have actively supported to study and
advised them at the same time, fook you're not going to get a position here.
You actually have to go ot into the big wide world and use the experience
we have given you here,' And that's really part of our phitosaphy is that we
are acfively training peaple to do that (Heidi),

This concept of 'moving on' was evidenced in Parl A. This is described
in the Part A thematic analysis when the advancing specialists reached a

‘meeting of crossroads’.
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CHAPTER EIGHT

The phenomenon of ANS and education is a nexus between ntirsing's body of work
and nursing's body of knowledge; the object is texturally certain but the subject is

structurally indefinite,

Limitations, Recommendations and Conclusion

Introduction

This study enablcd the researcher to tease out the professional and sociological
issues su:rdunding ANS and education and to identify the textural and structural nature
of the phenomenon. Triangulation of two methods of data collection, namely Part A
and Part B, made this possible. The findings identified that living and working, as an
advancing specialist nurse was not a linear journey, but a transitional one. Furthermere,
when the phenomenon was debated by the stakehoiders, it seemed worse for them
because they had to accept that hissher management decisions was inevitably
compromised by the every day contradictions experienced within a burcaucracy, be it in
the private or public heafth care sectors.

The study explored the various dilemmas and assumptions surrounding ANS and
education. Being qualitatively experiential as well as discursive in meaning, the study
permitted an emancipatory interpretation in order to reach an enlightened view of ANS
and education. This was made possible by the circling of data triangulation of two
disparate groups of nurses who had a vested interest in ANS, As Agger (1991, 1998)
suggesls, even though meaning is inherently efusive, hermeneutic circling in social
research is vitally necessary in order to decipher soctal problems. The hermeneutic
circling undertaken in this study was a "methodological device" (Schwandt, 1994, p.
121) in which the whole in relation te its paris and vice versa provided the means for

human scientific inquiry, The researcher concluded that the circling within each parl of
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this study enabled the communication of truth embedded in the nested and overlapping
parratives. This claim of truth may be either accepted or rejected by the reader.
Nevertheless, an undersianding of ANS and education was founded on the complex
interface between the positive and negative experiences by the RNs, For ex ample, they
had the freedom to choose ANS, enjoyed the challenges pertinent to advancing practice,
gained opportunities for promotion and achieved a libcraling personal or publie profile
in the proccss, while conversely, ihey required perseverance to live with rejection and to
deal with contradictions as they arose. The stakeholders were troubled about ANS and
education. They desired 1o search for an answer to satisfy the cducational needs of the
advancing specialists 50 that they could meet the demand for a skilled work force and
supply of future leaders like themseives. The interchange between the two studies

provided an enfightened overview about ANS and education,
Limifations

Primarily, examining contextual social phenomena does not come witha
straightforward set of solutions because living with ambiguity is a reality. The
researcher did not arrive at one sound and all encompassing solution as an outcome of
this study. There was no one best way to go about ANS and education in view ofthe
disparate nature of nurse specialisations and education programs. It is the nature of the
r=ality that was of intercst to the social rescarcher. In the process, this study identified
many siteations and possibilities that were often compromising but neveriheless, a
choice that a RN made.

Secondly, the study was not representative of the full range of participanis that
reflected the growing number of nursing specialties and subspeciaitics outlined in this
thesis. The executive stakeholders in the focus group were representative of just 12 of

the 58 or so established areas of nurse specialties. Neveriheless, they were
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representative of the eommonly known specialties such as critical care and oncology.
Furthermore, all pariicipants werc cognisant of the range of specialty practice,
Logistically, it was neither feasible nor was it the scope of this study to rceruit and
interview 58 specialist representatives for a focus group in Part B, nor conduct 116
repeated interviews with a purposive sainple of advancing speciatist nurses in Part A,
This is useful if conducting a survey. The researcher was not questioning the viability
or efficacy of different specialisations in nursing. Rather it was Lhe experiences and
impact on individuals, hospitals, the nursing community, and the profession that desire
ANS and education.

Another limitation may bc related to the timing of the advertised recruitment for
advancing specialisis in Parl A of this study to participate. Some nurses responded to
the advertisement but were excluded from invitation because they were not currently
underlaking studics relevant to an area of specialisation. Others were =xcluded because
they had recently completed a specialist course or were working as a specialist and
intended enrolling in an advanced program. Many advancing specialists therefore, did
not have the opportunity to tell their story even though some did wish to participate,
Possible contributions from these specialists therefore, remained silent and therefore, a
lost opportunity. These nurses could have had shared insights into the nature of ANS
and education but were simply omitted from the study because they were not currently
enrolled in an advanced specialist program on commencement of this study. Other
possible lost opporiunities may have resulted of reasons beyond the nurses® reach such
as inability to fand their own studies, the casualisation of their work precluding them
from specialist practice, and the need to diversify their responsibilities between family
commitments and professional work, |

In addition, the timing of the phenomenological interviews in relation to whether

the participants had completed their studies or not may be considered another limitation.
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The stﬁﬁes may have been presented differently if the participants had achieved their
cﬁnent educationat goal. Not afl participants had completed their advanced studies over
the six-month interview period. In fact, the majority was continuing with their studies
during lhg 1ata collection. Thercfore, the researcher did not confirm whether all
parlicipnnlts had actually achicved what they initially set out to achieve. Three
participants however, did complete their currcnt study program closc to the timing of
their second intervicw and on completion of all interview data. This is considered
incidental because the researcher’s aim was to seek temporal expceriences (van Manen,
1990} of the advancing specialist rather than narratives from nurses who had already
qualified in an area of specialisation. The narratives therefore, were reflective of the
phenomenon that was transforming rather than reflectively situated in past events.

Another limitation was that the study might have appeared to exclude the
cxperience of ANS and education in other states of Austratia or from other countries.
Even so, this was not relevant because this study focusscd on the Australian context of
ANS and education because little was understood from the Australian perspective.
Even so, at least seven of the RNs in Part A, namely Carla, Eric, Helen, Judith, Karen,
Linda and Megan, said that they had either interstate or overscas experience in an ares
of specialisation.

Lastly, some rescarch critics of thig triangulated approach may consider the
researcher should have engaged in a purist and socially constructed theory such as
grounded theory that permits a fundamentat generalisation and singular explanation of
the emergent social processes (Strauss & Corbin, 1994) relevant to ANS and cducation.
However, rather than construct a theory that would evolve according to human social
paiterns, the methods used in this study permitted a phenomenologically experiential
and reasoned discourse of the ideology, experiences, and reality of social change as it is

lived. These descriptions are communicatcd in language and are fitting of an oral
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culture such as nursing. As a result, this study allowed for participants to identify and
make change (Smith, 1993) when and if they ehoose to do so. The research therefore is
believed to empower members of the profession to be able to consider their own
directions and decide what is appropriate for them given the gocial framework, in which

they live and work.
Recommendations and Implications for Nursing

There is mueh evidence in the litcrature concerning the need for specialist
nurses. There is scant literature however, about the achievements by advancing nurse
specialists who pursue graduate education. It is possible that there is a conspiracy of
silence conceming nursing work, however, this study has added to the knowing about
ANS and education and how the stakeholders and specialists themselves deal with
sustaining such specialists in the workplace,

The participant namratives culminated into what Walker (2000, p. 90) describes as
a “narrative thythm.” The common thythm in this study included the costs of graduate
education, the opporiunities for promotion with appropriate remuneration, the need for
management skifis in combination with clinical knowledge and skills, and the utilisation
of research at the masters and PhD levels to ensure nurse leaders for the [uture. An
_issue specific to Part B cxccutive slakeholders was the creation of solutions that fostered
the transfer of learning by advancing specialists between private and public agencies ot
hospitals as joint education providers. Therefore, it is recommended that a merger of all
advanced clinical programs that are offered by a hospital or agency should be
underiaken in collaboration with agencies andiimiversily schools of nursing, Both the
private and public agencies that gain QETO status should support the exchange of
clinical experiences for specialist RNs. Secondly, coursel fees should be detailed as an

up front fee by an agency, as a quality endorsed education provider, for specialist nurse
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programs, rather than subsumed in n contract of employment for the specialist work and
education that a RN underiakes, To facilitate the process, cach agency should sci aside
funding for the RNs' course fees in the form of a scholarship, based on a RN's
application to work and underiake advanced spceialisation in the agency in which the
RN chooses to gain specialist practice, In the case of the consultant, rural, or outer
metropolitan nurse, the RN should apply for external scholarships from his or her
prufessional organisations such as the CRANA, ACCCN, the Nurses's Registering
Authority, or State Health Department,

The notion of doing research was the most contentious or circular of all issues.
Previous experiences of research undertaken by a minority of the stakeholders was not
encouraging and proveked negative memories of how disadvantaged and pressured they
were to conduct a clinical research project. In contrast, the advancing specialists who
were underiaking research or embarking on a research project relevant io their field
were enthusiastic and encouraged by the challenge. Six RNs in Part A who were
advancing were already thrilled with undertaking a research project. However, the
opportusiity to carry out research by clinicians was in a sense, a dream becausc the
stakehalders, such as the DON or ¢linical managers, needed the RNs for the hands-on
care of the patient. The RNs' role was restricted because of the staffing demands and
workloads to provide patient care over a 24-hour period.

In order for advancing specialists 10 underiake a research project and for the
agency to realistically foster clinical specialist research and the delivery of care that is
evidence based, a further recommendation is essential. The agency or hospital
employer of RNs should be funded to employ additional rclief or casual stalT to
supplement a reduced patient load for the advancing specialist. The patient load should

be mutually agreed between employcr:and advancing RN, This shouid be for the period
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that the RN is undertaking a research project specific to the specialisation, with the
understanding that the project is parl of the RN’s study program,

The nursing implications are in the main, intersubjective. Whilst this study
related to graduate RNs and executives who had an understanding of nursing practice
rnd ANS, the progression, prospects and how these nurses are valued by other nurses
rnd executives will impact on the recruitment of nurses into the profession in the fGrst
instance, In saying that, nurses who appreciate the implications of globalisation and
who think as globalists are in a much better position lo see the whole picture with its
environment, social, economic, and political nuances and the impact of these in the
health care system. Studying and advancing within this context, the RNs are better
positioned to explore alternatives with the confidence to move on. or to redesign or
create new integrated models of care, as well as to scek oppcoitunitics for themselves as
competitive agents, The majority of RNs and all the stakeholders in this study
understood that they worked in a system that was influenced by developments in a
wider system. The RNs desired to make themselves visible to the community and
therefore marketable. The stakeholders similarly desired greater visibility of the RN as
a professional, but also needed an increased pruporlional distribution of say, and

therefore, the health budget, in order to sustain ANS and education.
Recommendations and Implications for Nursing Education

The pace of change has made it difficult to prepare for the future, Yet studying
what these RNs have experienced can allow [or more rationa} decisions to be made on
the sor of future that would be mest desirable and the way that advancing specialists
and stakeholders need to go about it to achieve the best oulcome for RNs to pursue
advanced education. The RNs in Part A described education ns ongoing and necessary,

They sensed a personal conviction that empowered themn with the freedom of choiee o
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underiake ndvaneed studies in. nurse specialisation. They leamned to compare, reason
and rotionalise organisational activities, such as those from employing hospitals, tertiary
institutions and governmental burcaucracies thal at times were restrictive or
uncompromising.

However, this did not always deter the participants in Part A and B from pursuing
advanced practice. Work cxperience and an understanding of conditions .rclcvant to the
workplace enabled the RN to view the reality of their experience as they attempted to
advance in their practice, Their unde: s';anding fostered a freedom of choice to seek a
program of study that they felt was relevant and would enhance their knowledge, skills
a.nﬁ promotional opportunities. This was an important issue because having a choice of
course that was suited or tailored to cach parlicipant, was considered better than
working as a generalist which provided limited or no choice for advancement and
promotion,

The reality was that advanced practice was pained through knowing and the

- experiential learning that resembled Burnard’s (1989) model of experiential learning.

This included the aitainment of propositional, practical, and experiential knowledge.
For example, the advancing specialist gained propositional knowledge through study of
the literature referred to in his or her chosen program, practical knowledge through
advanced clinical practice, and experiential knowledge through professional
relationships with peers in professional organisations or with members of the
commanity, As Burnard posits, the latter leads to the development of an individual’s
pérsonal knowledge. In this study, personal knowledge accrued as the RNs maintained
a level of interdependence, that in turn, ensured their personal integrity. Maintaining
their integrity enabled them to pursue and enhance their personal and professional
profiles. In doing so, they sought opportunitics to advance, developed a legitimatc

profile, and perscvered with their studies because they were concerned that nursing
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should in terms of its cducation and practice, be legitimately recognised rather {l:an
continuc to be unnoticed or concealed as a collectively invisible profession. .

Almost alf participants recogniscd that cach had become a'feader in their field.
Through education, they had also become open to the competing forces such as the
competition with other hcallh carc professionals or the need to be multiskitled, and the
inevitability of :::hnnge in the workplace. They no longer nceded a role madel, but
utilised management skills or the results of research o be a eredible specialist and
provide best practice. Similarly, when thélexeculive sltakeholders reflected on their own
past studies as advancing specialists, they too felt better equipped to discuss health
issucs with other disciplines owing to their choice of education programs, primarily
through university educetion,

The stakeholders, however, were concemed for these RNs and for the
recruitment of future advancing specialists. Consequently they desired the push to
engage in collaborative education with the leriary sector and private providers of
education, However, they decidedly lacked the appropriate funding 1o suppori graduate
nurse education, and had limited options to hire, retain and sustain the cducation and
practice needed for these advancing RNs. Furthermore, ife to them today is less stable
than it was. Globalisation had created greater diversity in socicty, suggesting that some

| \;will embrace diversity while others will not because of the turmaoil of contemporary life
that is competitive, leaving many nurses feeling disenfranchised by change, and more
specifically, by the commaedification of health care and cducation,

1 argue that it is not what education a nurse gets from an agency or what an
agency gets from the specialist nursc, it is what an agency expects to get versus what the
nurse actually does get, the ratio of hope to reality, And until very recently, hospitals
and nurses hoped to manage with mainstream nurses rather than speciatists. There is

little doubt that ANS is beyond the scope of the mainstream generalist nurse and that all
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ngencies need specialists. Therefore, what RNs expect above the emotional and non-
tangible rewards of ANS is the more tangible rewards such as improved remuncration.

Beeause of this, it is recommended thet graduale nurses who wish ta advance in
an area of specialisation, should compete, validate, justify, and show performance that
can be measured against monetary rewards. One way of doing this is by gaining
national competency standards or credentialling through the advancing specialist’s
professional organisation such as the ACORN and Geriaction. In tum the hospital or
agency should have an on-going review of specialist practice in departments of a
hospital where external auditors, through the accreditation process, ¢an adequately
reflect on Lhe common expectations of health care standards nationally.

In making such a recomnendation, the outeome is that the human becoming (Daly
& Watson, 1996; Parse, 1952) that nursing theory supponis, has changed from a service
(hat values a nurse’s ability to care in an ontological way, to a service that supporls the
nurse's ability to be competitive and to fix a cost to the specialist care rendered, and al
the same time, provide a model of care specific to the specialism and the consumer
needs within that specialism. Nursing is now a business as all health care agencies are a
husi_r‘?‘-:ss. In contrast, whilst Pearson (1990} suggested that contemporary nursing was
resﬁi:ndin E to society’s increasing value of holism and humanistic care, he nonctheless
indicated (hat the design of new programs for nurses in the future should be balanced to

enable students to confront the inconsistencies between nursing work and theory.
Implications Relevant to Methodology

Methodological pluralism is an awareness and respect for multiple methods,
Research that is based on one method of qualitative rescarch has only one view oflife
{Morse & Field, 1995). By attempting to study a phenomenon that included dialoguc

that was phenomenologically hermeneutic and critical in perspective, the findings
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became not enly richer in description but also added to the validity of the phenomenon
under study, Furthermore, not only was a qualitative approach the best way to study tie
micro analysis of human thinking and activity, but provided insights into the expericnce
of a culture such as nursing that continues to believe that it is the most disenfranchised
of health care professionals., And having interviews spaced six months aparl allowed
the RNs in Part A to add rellections or add changes to the descriptions that they might
have experienced. In that time, they had picced together an event or described a
flashback that provided furlber information,

The application of a second analysis was not a prescribed or established method
for this study but combincd authentic experiences relating to ANS and education to the
“condition of doubt” (Patterson, 1997, p. 425). Patterson purports that the question of
doubt is a reflexive analysis of phenomena that should be examined from the cyes and
language of the researcher. The researcher therefore, took the analysis a step furl_her
and argued that it was possible that other analysts, vis-a-vis, nurse stakeholders, as well
as the researcher could reflexively scrutinise the question of doubt embedded within the
phenomenon of interest. Both the RNs and stakeholders in Parl A and B livedina
socially constructed world. The reconstruction of such a world was presented from two
views hat revealed the structural difficulties or changes that any of the participants
faced.

Furtherrnore, this study was undertaken with 2 gaod and moral sense where
reality is in a state of flux and where the repors by the participants were taken at face
value. The interviews were cathartic. The RNs in Part A, particulatly reported that they
received tremendous benefit in parlicipating in the interviews. In sharing their thoughts,
the effective communication of their world provided them with an understanding of the
textural and structural context, in which they and other RNs live and work. This is of

utility to nurses, The strategy of data triangulation therefore, has added to the
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understanding of the postmodem world in which the advancing specialist lives. The
researcher has told the story that was experientially discursive but emancipatory. Such
biending of the data enablcs the reader to view the slorics from both angles, providing a
balanced and new view of the phenomenon. The advaneing specialists and stakeholders
were not polarised in their view of ANS and education. Both groups value nurse
specialisation. Both have a vested interest beeause they believe that they are essential in

otder to provide a nursing scrvice for the future. As one of the padicipants told it:

If everyone thought the same, there would be no change, if everyone
perceived the same, there would be no diversity, if everyone was motivated
the same, then there wonld be total conformity, if everyone felt the same
there would be no conflict. It is those who think differently who ultimately
effect change. It is those who pereeive differently who provide diversity, it
is those who are motivated differently, propel chauge and it is those who
Jeel differently, experience eonflict. And when you're looking ot that,
thinking differently comes from lateral versus finear, perceiving conies from
creativity and sensitivity, motivaiion is leod ta driveness and impulsivity,
conflict has to do with struggle of the existence of two or more mutugally
antagonistic imptilses witich firels motivation [Brenda 1],

Conclusion

As a point of clarification, this study was not about the role of the CNS, but about
the role of the nurse who underiakes advanced nurse specialisation, [ highlight this
issue in the conclusion of this chapter because the nurse in the CNS position may be
scen to have a similar rele to the advanced nurse specialist. In fact the CNS role
evolved ruch earlier than did the advanced nurse specialist role-arguably in the late
19305 in North America (Hamric et al., 1996)-to orchestrate clinical leadership (Benner,
Hooper-Kyriakidis & Stannard, 1999). In contrast, the advanced nurse specialist role
evolved in the late 19705 to address the rise of specialisations in nursing (Hamrie et al.,
1996). Nevertheless, it is likely that the roles overlap.

In relation to the Australian context, {he creation of thc CNS role as a Level 3
nurse position was made to meet the challenges of the health care environment-

primarily within the hospital sector-and to lead nurses by expanding their knowledge of
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advanced nursing practice (Harnric ¢t al., 1996). At the same tiing, it became desirable
that the CNS would be preparced at the master leve] of nurse education (Sheehy &
McCarlhy, 1998). This was initially sanctioned and implemented in W.A. soon afler the
introduction of the W.A nurses earcer struciure (Attrill, 1988). The debaite conlinues
however, over the blending of the advanced nurse specialist role and the CNS role and
from the North American experience, the Advanced Practice Nurse (APN) that is also
similar to the advanced specialist nurse. The only diflerence appears to be in the title.
Neverihcless, the debate remains as to how thesc roles may be blended and may
compliment one another in order to provide complex care to patient populations. The
issue of blended roles was not strongly debated by the focus group, only to mention that
four CNSs in one major operating room suite was downsized to one CNS owing to the
confusion surrounding the poor deiineation of the role at the time (Carol), What is the
most common element of these two titles however, is that the advanced nurse specialist
and the CNS are responsible for the direct care for specialty patient populations

(Hamric, et al., 1996). The stakeholders were not confused by the differing titles.
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AFPENDIX A

The Theoretical Framewaork Relevant to the Study

EPISTEMOLOGY:

Postmodem inquiry that is value-bound,
contextual, and with researcher passion.
Naturalist Paradigm-where there is new knowledge,
new ways of thinking, and multiple realities.

ONTOLOGY:

The lived experience of ANS and Education
comprising:
1.“Object/Noema”-“the what” (textural/noematic)
that includes individual perceptions of ANS and

education and,

2. “Subject/Noesis”-"the contextura} way”
(structural/noetic) that ANS & education is
experienced.

THEORETICAL PERSPECTIVE:

Qualitative hermeneutics: An Interpretive
approach,

METHODOLOGY:

Traditional phenomenology (European).

A humanistic inquiry via hermeneutic and

. (ranscendental phenomenology:
(Husserl/Crotty/Mousiakas framework)-
communication of understanding and meaning by

conscious reflection and critical phenomenology
about the phenomenon of interest.

METHOD(S):
Face-to-face & telephone repeat interviews
4 Focus group interview
Audlt trail and field notes; review of literature and social world that
relates to ANS and education.

Adapted from Crotty, M. (1996). Phenomenology and nursing research. South
Melbourne, Victoria: Churchill Livingstone.
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APPENDIX I

Parl B Conceptunl Framework: Crotty's Adaptation of Critical Phenomenelogy and
% Habermasian Communicative Action

A Discursive Interpretation by Stakeholders

Power & Domination (the phencmenological discourse
provided by the nurse stakeholders)

B

Instrumental action taken by focus grc;h_p of stakeholders:
(the realm of intersubjectivity & societal interaction)

A

Societal interaction is critical communicative action
that 1s emancipatory in intent.

¢ The stakeholders are the RNs who constitute their
experience as cognitive: The interest in predicting and
guiding ANS and education as an objectified process.

¢ Mutual understanding in Part B of this study is achieved
during the intersubjective understanding of the -
phenomenon of interest.

¢ Critical analyses intend to bring about emancipation in the
context of language through communicative action

Adapted from Michael Crotty (1998). The foundation of social research. St Leonard's,
Australia: Allen & Unwin.
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APPENDIX C

List of Assumptions Relevont to The Study
List of Assumpiions Relevant to Part A

I believe that the panticipants will indicate their desire to communicate about their roles as
sdvancing specialists,
Taccept that power relations are socially and historically constituted within nursing culture;
viz, that there are competing interests and representations between specialist elinicians,
educators, managers and researchers,
The interpretations from the participants are value-laden and eannot be isolated into facts,
The relationship between the phenomena and participants as speakers is never stable and is

oflen dependent upon the moral, ethical, pelitical, economical and social order of the time,

. Language and intersubjeetivity is the vehicle by which meaning is inferred,

Some groups in nursing, while aceepting as incvitable, are privileged over others,
Oppression in nursing and health eare is implicit and multivaried, and therefore may not be
revealed in the data, and
Systems of class, race and gender may be implicated in the rescarch.

. J.Li'sf af Assumptions Relevant to Part B

That a critical analysis is able to influence debate, rescarch and practice across disciplines

& Prilleltensky, 1997, .
(Fox & Prilleltensky, ) Y,

That nursing's scope of practice remains ambiguous and overlapping of boundarics,

That the advancing specialists may indicate their marginalisation in order to fill a perceived
gap in nursing skills at the advanced level, while managers and educators may relinguish
their control (Porter & Ryan, 1996), and

That changing social conditions subsequently affect the pariicipants’ views of the social

world (Stacuble, 1996).
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Sample (Hand Copy Notebaaok} of Developing Code Words (Part A)
Thematic analysis with words categorised and arranged in alphabetical order and
entered into The Ethnograph

Hypocrisy{HYPOCISY)
-contradiction contrary to RN's
character

Interdependence(INTERDEPEN)
-working with other professionals

Idealism{IDEALISM)
-ideal/positive views about
nursing

No entries created

Links to specialisation
(LINKSPECI)
~links to specialism only

Links 1o practice (LINKP/S/R)
-links practice to specialism &
research

Long term goals(LON JTERM)
-sels personal goals

Legitimate collective profiling
(LEGCOLLPRO)

-calls for all RNs to contribute to
the prafiie of the nwsing
profession

Maintain integrity
(MAIN INTEG)
-ensurés integrity is intact

Mutuality at home
(MUTUALITYH)
-desires harmony with family

Mutuality at work
{(MUTUALITY)

-desires harmony with working
colleapucs

Negotiating options

(NEG OPTION)

-negotiates with employer lo
underlake ANS

Openness, being challenged
(OPENESSB/C)

-frank about needing a challenge
and underiaking specialist
practicc

Public profiling(PUB PROFIL)
-positioning self who contributes
to the profession

Paradox (PARADOX)
-incongruity & contradictions
within nursing practicc-may or
may nat be true

No entries created

Reflexive action(REFLEX A)
-action/responses (o problems
identified within nursing

Reasoning(REASONING)
-secks understanding of choices
relating to nurse specialisation

Rationalising organisational
activities(RATORGACTI)
-seeks understanding of
workplace issucs and constraints

Rationalising & balancing
{(RAT&BALANC)
-ratignalises own [inances with
work commitments

Rellective Imagery

{REFLEC IMA)

-Use metaphors to describe the
versatilty as the nurse

Rellection on Interview
{REFLEC/INT)

~rellection on first intervicw
during the second interview &
change of view
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APTENDIX E

Sample Second Interview Review Questions (Second Interview with Eric)
Part A: List of Review Questions that Emerged Following the First Interview

(Nate: The page numbers seflect the page number from which this part of the narrative was located in the
participant's first interview transcript).

1.

2,

10.

11

14,

15.

16.

17.

You mentioned that nursing was rather hierarchical (p. 4), similar o the military. Do
you still fecl the same? Can you expand on the nature of the hierarchicat sitaations?
You mentioned you have communication skills (p. 6) that cnable you to deal with
not only men, but with those from different cullures. Are you able to usc these skills
effectivety in Perth while working in the oncology setting? Do you get the
opportunity?

You mentioned that you enjoy working as a team player (p. 7) with staff as well as
patients to develop a supportive team approach. Is this stilla passion of yours and
how have you progressed since we last talked about this?

Are you enjoying your current job (p. 8) and have you lost or gained interest in your
job?

Have nursing opportunitics in W.A, opened up for you, or are the doors opening? (p.
9

Do you still see men’s health as your calling? (p. 9}.

How is your dipioma coutse in ADA (p. 10) coming along? Are you continuing
with this?

Are you continuing with your other studies (p. 10) such as your masters and
focussing on men’s health?

You emphasiscd the caring rolc of the nurse and that we should embrace this (p. 12).
Do you feel that this is still missing?

15 the staff still doing overtime and not being paid for it? (p. 13)

. Are you winning the battle to help staff overcome the stressors of work? (p. 13)
12.
13.

Are you still in search of a nursing role model? (p. 14)

Is the sharing of knowledge or the lack of it between nurses an ongoing issue with
you? (p. 15}

You indicated that you have a desire to promotc a sense of wellness in the patient
rather than full-on chemo or curc at all cost (p. 16). Is this still in your mind and that
this view should be encouraged by the nurse?

Do you still feel as though you have had little time with your wifc and children? (p.
17). Have you found a balance as yet?

Do you still feel a financial pressure with your lifestyle? (p. 17). What is inost costly
in terms of expenses for you now?

Are you still questioning your role as a RN? (p. 19). Is it still confining for you? Are
you wanting to move into management per se?

The remaining three questions were the common questions asked of all pariicipants at

b

the end of their second interview,

What is your opinion of the accreditation process and the need for hospitals to be
aceredited?

- Do you have any comment to make about nurse credentialling?

What has changed if anything since we had our first interview some six months ago?
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Personal Diary and Log of Interviews

Excerpt of log of events, actions, and reflections

Rang “Andrew™ @ 0815 to make appointment for
intervicw. Unable to speak to him. Will ring back at Junch
time on: xxxxxxx (h). Wife's name is xx. Rang “Andrew”
at £2.50hrs. Made appointment for Tuesday 28" Mar, 2000
at 1000 at his home.

First transeript posted to “Andrew” one and a half weeks
prior to second interview. “Andrew"” confirmed discussion
and commcnied how the first conversation was filled with
s¢ many “hms”, Confirmation and accuracy of conversalion
gained.

Rang “Brenda’ at 0820. Made appointment for interview at
10am Monday 27" Mar, 2000. Address xxx, Ph: xxx (h).
First conversation /transcript posted to Brenda 2 weeks
prior to interview. Transeript confirmed by Brenda as
accurate.

Rang “Carla” for interview. Lefi message about making an
appointment. I feft my numbers and said that I would try
her on her mabile, ph: xxx ¢h}, p: xxx(mob). Mobile not
available when [ rang. She retumed mcssage. [ rang and
confirmed booking for second interview on Friday 31%
Mar, 2000 at 7 JUpm via telephone. Must send transcript to
xxx address. Scat 26" March, 2000, Carla rang me to
highlight breach of confidentiality of her husbard’s name.
First transeript confirmed as aceurate, (Carla was tentative
during second intervicw owing to being witness to an
unexpected stillbirth at work, but stili wished 1o continue
with her follow up interview).

Rang “Diedre” on phoocx. 1leR a message. She is now with
the community health care service in xx. Diedre returned
cafl on 22/3/00. Will do a telephone interview at 7.30pm 1*
April(Saturday). phixxx (h). Need to send 1* transcript to
address xxx. posted transcript 26/3/00 to Diedre in xx town.
She conflirmed authenticily of fitst conversation,

Rang Eric. Will send out first transcnpl to his home address
XXX, ph: xxx. Will meet for 2'! interview in Xward at X
hospital at 9.30am on Mon 10" April, 2000. Scat copy of
1* transeript on 1** April. Eric confirmed the 1%
conversation as authentic, but he felt he talked oo much
about the past.
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APPENDIX G

Personal Letters of Thanks to Participants in Part A
Persom_ﬂ letters of thanks to participants afler flrst intervicw
Dear XXX XX, Nov, 199%
I am nearing completion of my first round of interviews with 14 participants Jike
yourself. This is in relation to my study about advancing nurse specialisation and

education.

Five parlicipants are from regional Western Australia and the remaining nine are from
metropolitan Perth. The range of advancing practice nurses includes those from the

-community, oncology, midwifery, remote area, women's health, men’s health, eritical

care, emergency, perioperative and mental health,

" Tlook forward to making contact with you again for a second interview in the new year.

At this time I will forward to you a copy of our fitst interview so that you may review it
for trustworthincss and confidentiality. Please feel free to make any other comments
that you wish.

Sincerely,
Miriam

Personal letiers of thanks to participants after second interview

 Dear XXXXX July 25, 2000

As discussed, here is a copy of our second interview/conversation from last {month
whegl relevant interview took place). This is for your records and review.

* If you have any comments to make please feel fiee to contact me. It is imporiant for me
.and for you to know that our conversation was interpreted as a true and accurate record - r//

of events, thoughts and feelings.

Thank you so much for your valued input a5 a co-author. i
Sincerely,
Miriam (a business card was also sent with this message and the transcript),

Note: Each letter of thanks was sent via a personally hand written pictorial letter paper.
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PART A: Thec Ethnograph List of All Codes and Frequency of Scgments In

Descending Order
Codes Freq | Codes Freq | Codes Freq
Critica] Reflections 488 Opportunism: Creating | 49 Enterprising 17
Qpportunitics ~
Suceeeding 227 Balancing Options 46 Nursing Shortage 17
Comparing, 210 Being Collectively 4] Idealism 17
Undervalued
Reasoning 152 Ambivalence 38 Consumer/Professio | 16
-nal Education
Pride-Self Praising 147 Being Rejected 36 Hypocrisy 15
Reilexive Action 118 Pragmatism 35 Knowledge Sharing | i5
Professional Education | 111 Focus on Own kxl Being Credible I5
Specially
Being Challenged 107 Moving-On 32 Work Load 14
Public Profiling 102 Being Acknowledged 32 Perseverance 14
Feeling Vulnersble & | 102 Limited Rewards Kl Versatile- 10
Embarrassing Multiskilled
Reality 101 Negotiating Options 29 Problem-Solving 10
Sclf Profiling 00 Long Term Coals 2% Reflections on First | 10
Interview
Choosing 97 Global Reasoning 29 QOpenness 9
Mutuality at Work 97 Eost Opportunitics 28 Enlightenmment 2
Links to Specialisation | 96 Knowing 26 Limited Nurse 8
Education
Paradoxes as they 93 Credentizlling 25 Frivate Nursing 8
Arise
Tolerating 87 Technology 4 Crossroads ¥
Contradiclions
Competing Forces 83 Tolerating Change 24 Reflecting on 7
Options
Cornecting & 82 Being Liberated 22 Best Practice 7
Expanding
Self Assured 81 Dispiriting 21 Health Prevention | 6
Feeling Confident
Legitimaie Collective | 74 Multiskilting 20 Prior Knowledge 4
Profile fLeaming-
Educalion
Competing Wark 7 Mutuality at Hame 20 Ambition 5
Forces
Maintaining Integrity | 64 Interdependence 0 Survival 2
Links to Practice, 59 Rewards 19 Plateau 2
Specialisation &
Research
| Being a Catalyst & 54 Fantasising 18
| Influencing
Raticnalising 52 Being Collectively 18
Organisational Invisible
Activities
Rationalising Opticns [ 52
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APPENDIX K

Semi-structured Interview Guide
Part B Focus Group Mnterview Questions

- Qﬁesliqns prepared for the focus group interview remained open and flexible in nature
. but included a more direet line of questioning followed by open discussion amongst the

o stakeholders.

1. What are your expectations of the work practices of nurses who have enrolled or

undertaken an advanced specialty eourse of study?

. 2. Whatdo you see as the advantapes and disadvantages of having employed stall who
are underiaking or have underiaken a course relevant to advanced nurse
specialisation?

3. What impact if any, does a nurse with a tertiary or equivalent qualification have on
the health care agency, the patient, the community and the nursing profession?

4, What in your experience are the issues nurses face when underlaking studies in

advanced practice?

3. .:!\re there any recommendations you would make in relation to advanced nurse

- “specialisation and education? If so, what would these be?

6. 'What was it like for you when you undertook further studies while advancing in
your career? Give an outline of your own experiences of nurse education and nurse

employment.
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APFENDIX L
Newspaper Advertisement, Article, and Agency/Hospital Flicr

The Saturday “West Australian™ and “Sunday Times"™ for Recruitment of Participants

ARE YGU A Registered Nurse WORKING and
STUDYING IN AN ADVANCED CLINICAL
SPECIALTY COURSE?

Your knowledge & experiences are of contcern to the
future of kursing!

Research into hospilal and teriary courses specilic to the wide
range of specialiies practiced by nurses is being conducted. If
you wish to have a say, then your experience and wisdom would
be welcomed,

Contact Miriam Langridge on:
[ ] orh to make an appointment for a

confidential intervicw.

Feature article: Sunday Times (Healthy Living Supplement)
26th September 1599-p. 18

Enthnsiasm for postgraduate study in nursing appears {o be thriving, but is it whai
pragticing nurses really desire? Many RN clinicians sce postgraduate nurse cdueation
as an avenue for carecr advancement via a elinical pathway. Other RNs view the
challenge of advancing their knowledge in a chosen arca of speeialism as a legitimate
means of increasing their knowledge and skills that ensure quality care (o their patients.
Even so, many RNs do not find specialization and postgraduate edncation so agreecable.

The personal cost of undertaking fee paying posigraduate studics is an onerous one,

The requirement to juggle work palterns that are both physically and mentally
demanding, the fime required to commit oneseif to a study programme, and more oflen
than not, the need to balance parenting or Farnily responsibilitics, are just the tip of (he
iceberg. Many other fuctors may unfold from the investigation of nurses who are
undedaking specialist practice and education. Therefore, RNs who meet the criteria
above/below are invited to padicipate in this study. Your experiences will help to
explore and identify aspeels of nurse specialization and cducation that are based on the
social, political, and personal conditions surrounding spccialist nurses and stakcholders,
such as hospitals and community agencics. It is easy to underestimale the impact of
nurse specialization and cducation in today's commodity driven socicty, therefore, the
findings of this inquiry will provide a genuine account of nurses® position and choices in
their work.

Miriam Langridge RN
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ARE YOU A Registered Nurse

| WORKING and STUDYING IN |

AN ADVANCED CLINICAL
SPECIALTY COURSE?

| Your knowledge & experiences are of |

concern to the future of nursing!

IResearch into hospital and tertiary courses

ispecific to the range of specialty areas of
lnursing is to be conducted. If you wish to
fhave a say then your voluntary
iparticipation is welcomed. Contact

{Miriam Langridge on [ NN o
I

to make an appointment for

2 confidential interview,
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APPENDIX M

Part A Consent Form (advancing specinlists)

Project Title: A deconstruction and reconstruction of advanced nurse
specialisation and education.

Investipator: Miriam Langridge RN. Phone: (08)9447 1375 (h)
(08)9273 8558 (w)
Coznifidential
Dear Colleague,

Thank you for your expression of interest and cligtbility to participate as a volunteer in
a study specific to nurse edueation and advanced practice. As a Dociloral candidate at
Edith Cowan University, School of Nursing & Public Health, I am keen to invile you to
shere your experiences with me during at least iwo informal interviews,

The aim of (his study is {o investigate the nature of advanced nurse specialisation and
education in Australia.

The pvlrpnse of your involvement is to add understanding of the nature of your
profmsmnal work and studics within today’s changing social environment.

The first interview will take place on or near to the commencement of your course. The
second interview will be condueled nearer to the end or on completion of your course.
Each interview will be audio-1aped with your permission, and take no morc than two
hours of your time. The place and time of the interviews will be scheduled by mutual
arrangement.

In order to safeguard your interests, please acknowledge the following and sign below:

¢ [ understand that there will be no risk to my eareer or position in the haspilal/agency
or as a student as a result of my parlicipation in this study.

» [ give permission to be interviewed and for this interview 10 be audio-taped, 1
understand that on completion of the study, all tapes will be erased.

¢ [ understand that information collected will be coded and secured by the rescarcher,
safeguarding my anonymity and confidentiality.
I understand that pscedonyms will be used and that my name will nol be identified,
I understand that I am free not to answer questions asked by the researcher duning
the interview and am {ree to withdraw my conscnt and terminate my participation at
any time, withoui penalty.

I agree o paricipaie in the
{Plcasc print your name) above naned study.
(Participant) {Rescarcher)

Date: Date:
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APPENDIX N

Part A Demographic Questionnaire: Confldential

The following few questions relaie to your work as a nurse, Please tick ¥ the appropnalc

Ql:

Q2

Q3

Q4:

Q5

Thank you for your rcsponses

box(s) in questions 1 and 4.

How many years have you worked as a
RN since graduation? 20 yrs or more

15-20 yrs

10-15 yrs

5-10 yrs

2-5 y1s

2 yr1s or Jess

Mostly casual/part time

In what specialty arca of nursing are you
currently employed and studying?

‘What level/position are you currently
employed?

What qualifications do you have? HBD
Specialist certificaie/diploma
BN or equivalent
PG Diploma of Mursing
MN or cquivalent
Other

What qualification are you currently
aiming toward?

Pseudonym:
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Emall Secking Permission from Head of School and Agency Exccutlve Educators

To Head, School of Nursing, Curin University of Technology

From: Self

Ta: hazellonfnursing curtin.edu.au
Subject: PhD studies

Send reply to: m.langridge@cowan.cdu.au

Date sent: Wed, 4 Aup 1999 12:16:53 + 0800

Dear A/Professor Hazelton,

I wish to intreduce myself 10 you as Mirfam Langridge. I ama RN and lecturer ai Edith Cawan
University, School of Nursing and Public Health, as well as 3 PhD candidate at ECU.

To enable me to seek inlerested and applicable padicipants for my study, 1 wish to obuain your
permission te place an advertisement on your School of Nursing PG notice board.

The advertisement is a simple A4 ad inviling an interview with PG nurses who are concurtenily

_ working and studying in an advanced clinical specialty.
¥+ The same ad {(much smatl of coursz) was reeently published in the Saturday West Australian, 31 July,

1999. i

The title of my study is *A deconstruction and reconstruction of advanced nurse spccializaliﬁlm
and education”

I weuld weleome your response 1o my request. If you require a meeting, | am able to make an
appoiniment 1o see you and discuss niy study with you. My best day for an appointment is on a
Tharsday.

Yours sincercly,

Miram Langridge RN, MSc {Curtin}, PhD Candidate (ECU).
ph: 9273 8558 {w)

ph: 9447 1375 (h)

fax: 9273 B699

crmail: m.langridge@cowan.cdu.an

REPLY
From: "Mike Hazellon" <Hazelhom@nursing.cortin edhu,au> Y
Organization:  Curtin University of Technology '
To: m.langsidge@cowan.edu.au
Date sent: Fri, 6 Aug 1999 17:04:28 WST+8
Subjeet: Re; PhD studies

Send reply to:  hazelom@nursing. curtin,edu.
Pricrity: narmal

Hi Miriam,

Yes, 1am bappy for yau 1o post an advert on the notice board in the School of Nursing. Yau could cither
bring it over in person, oF mail copies to me {or send by email), Let me know if 1 can assist in any ather
way,

Warm regards, Mike Hazclton
A similar feter above was sent fo ihe corporate nurse cdweators of the following huspitals:

Mount Hospital {Mctropolitan private hespital)

Hollywoad Private Hospital (Metropolitan)

Fremantle Hospital (Metropelilan public hospital)

Sir Charles Gairdner Hospital (Metropolitan public hospital)
Geraldion Hospital (Regional public hospital)
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APPENDIX P

Part A: Sample RN nested Critical Reflections Relevant ta ANS and Education
¢ "Feeling vulnerable" and therefore unable to "meet the crossroads™-limited practical
experience as a midwifery student.

“This year, this is my first year, and I'mt doing it part time, there's actuelly no practical
at ali, which concerned e, beeause I have only seen two deliveries in my entire career
so far, and that was front a long way back, you know, just as an observer. But next year
1 will be required to do four days a forinight praciical for most of the term and then I
tiink for the fwo weeks out af each term or semester, have, like a fuli tim: block”

(Carla I).

s "Comparing" rural and urban services and identifying the lack of "freedom of
choice" to provide holistic palient carc.

"If I suspect she has an infection for instance, I can’t prescribe (s a woman's health
practitioner). That's part of the deal of course. Ithen have io refer the patient to the
GP. So there’s this cumbersome thing about the patient having to go buck to the GP.
It's different in family planning where I have worked. The doctors are in the next room
or are further down the corridor, so you put the patient's notes in the doctor's box and
they get seen on the same visit. But this may not be so for people here. For instance,
Jor women eoming to the XX clinic it the morning, I get booked out. And there’s no
doctor on sight. I'm just there on my own" (Dicdre 1),

» “Paradox and Renlity” and understanding the difTiculties associated with the

“freedom of choice”.

“it's difficult to say really. It's very difficuit to say. [ mean the patient realistically is
unconscious and they wouldn't know the difference of whether this one nurse is being
operating olf day long. I find it has an impact an eolleagues more so than amything efse.
{t may have on impact a little bit later on when you have no choice in wilising
somebody who may not be competent in recovery but yvou have no choiee. In whick case
Yot find that you think, for crying out loud, you should have looked ahead and saw that
nmiaybe this might have happened and not just staying in your little comfort zone which a
fot of peaple do" (Nudith 1),
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I"art A: The Schematle Cluster of Core and Sub-Themes

Codes

Codes

RN Criticed Reflectiony

- oSub-Theme 4: Profiling
I

(Btrutsural) i

Compeling Forces

Snb-Thenie 2: Experientiaf.

Knowing, Learming &. .
Education

Opportunlsm’CIcalmb
Opportunitivs

(Structurgl)
Cormpeling Internal Forces Prolessiopal Education Perseverance
Idealism Consumer Education Private Nursing Carc
Fantasising Cosls Professional/Public Profiling
Credibility a5 a Specialist Credentiailing Being Collectively Invisible
Hypocrisy Technalogy Being Collectively Undervalued

Paradoxces as they Arise

Enlightenment

Work Load

Links 10 Specialisalion

Limited Nurse Education

Lepitimale Collective Profile

Best Practice Personal Profiling.
Healih Prevention Pride/Self Praising
Links to Specialisation & Ambivalence
Research

Long Term Goals

Reflecting: Rationalising, - Sib-Theme 5: Mecting th
Balancing & Negotiating ' Crossraads” v
tions AStriictral) PR

Succeeding Deing Challen}__ed

Being Rejected Thenic 3: Mamral'm'ng Feeling Vuloerable &
!mcrdepem!eﬂce Embarrassing
{Seritctural) L

Gaining Rewards Being Acknowlcdgcd Onetiness

Limited Rewards Enterprising Self Assurcd: Fesling Conlident

Tolerating Contradictions

Mutualily st Work

Being a Catalyst & Influencing

Focal Point; Own Specialty

_Comnecting & Expanding

Tolerating Chanpe

Muintaining Inteprity

Being Liberated

- -Sub-Theme I; Froedom of Interdep..cdence Dispiriting

“Cholce o +

(Striictural)
Choosing Mutuality at Home Crossroads
Comparing Lost Opportunities Ambition
Reality Flatzau
Reasoning Moving On

Rationalising
Crganisalional Activities

Prapmatism/Survival

Global Reasoning

Nursing Shortage

Problam-Solving

Reflexive Action

Refiections on First
Inlerview

= CORE THEME:
= Sub-Theme 1:
= Sub-Theme 2:
= Sub Theme 3:
= Sub-Theme 4:
= Sub-Theme 5:

Moving Toward ANS and Education

Choice: The Freedom of Choosing ANS & Education
Knowing: Experiential Leaming and Advaneement
Maintaining Interdependence; Synchronising ANS
Profiling: Visualising & Situating Sclf

Meeting the Crossroads and Moving on

Codes: Wards grouped by symbots to identify patterns and clusters of core and sub-thenes.
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Parl A Core Theme: The Ethnograph Code Book and ani]y Tree

The Core Theme: The Textural/Noematic Movement Toward ANS and Education

The Ethnograph
Code Book
Core Theme: Family Tree Code Family Trea Coda Family Tree Code Family Tree Code
Parent Code Word Word: Leve! 1 Word: Level 2 Word: Level 3 Word: Level 4
Speciallsation &8 | Competing Forces | Compeling work
Education foress
Idealigm Credible
Fantasy
Hypocrisy
Paradox
Links to Best Practica
Specialisation
Health prevenlion
Links to practice,
specially & research
Long lerm goals
Ralionalising & Negotiating options | Ralionalising oplions | ReRective imagery
Belancing
Succeading Baing rejected
Rewards Limited rewards
Tolerating Toleraling Change
Centradictions
Advanced Caommunity Nurse
Speclalisations
Complementary
Health Nurse

Consultanl: Leaming
Disabiiities Nursa

Crilical Care Nurse

Emergency Dapt
Nursg

Mens Heallh Nurse

Menlal Health Nurse

Midwifery Nurse

Oncology Nurse

Perioperative Nurse

Remote Araa Nurse

Women's Health
Nurse Consultant
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Patt A Sub-Themes: The Ethangraph Code Dook and Family Tree

.S'u![:l Themes: The Structural & Contextunl/Nociic Way Through the Labyrinth

Tha Elhnograph
Code Bock
Stib-Thems 1: Family Tree Code | Family Tree Code Family Trea Code | Family Trea Code
Parent Code Word Word: Level 1 Word: Level 2 Word: Leve! 3 Word: Level 4
The Freedom of Choosing Reasening Comparing
Chiolca
Global reasoning
Rationalising
organisational
aclivities
Refigctive action Problem-solving
Reflection on first
interview
Redlity Nursing Shorlage
Pragmatism
Survival
Sub-Theme 2;
Paront Coda Word
Knowing: Experlantial | Prolessional Consurner Cosls Enlightenment
Leacning & Edueation | education educalion
: Credentialling
Limited Nurse
Education
Technology
Sub-Theme 3:
Paront Code Word
Malntalning Connecting &
Interdependenca expanding
Enterprising
Inlerdependense Lost Onportunlties
Maintaining Integrity | idutualily al work Being Acknowladged
Muluality ai home
Sub-Thema 4:
Parent Code Word
Profillng: Visualising | Creating
8 situating self opporiunities
Parseverancs
Private Nursing
Professional profile | Belng collectively Being colleclively Workloads
invisible undervalued
Balng colleclively Legitimale colleclive
vigile profile
Personal profils Prids Ambivalence
Sub-Themoe 5;
Parant Code Word
Meeting tha Belng liberaled Self-assured Fealing confident Being a
Crossroads catalyst/infuenlial
Feellng vulrerable: | Dispirled
Embarrassed
Opanness Being challangad Ambilion
Crossroads Plaleau Moving on




276
APPENDIXT

Email Memo: Follow-up Questions to Part B Stakcholders Post Focus Interview

From: Miriam Langridge
To: Individual focus group member
Subject: The focus group interview

Send reply to: m.longddee@.....

Date sent: Tue, 2 May 2000 14:27:47 +0800

Dear Co-Authors,

Do you recall when you joined as a focus group last January?
1f so your memory serves you well.

[ have as an attachment, a transcribed copy of the interview (some 40+ pages)
conducted os part of my study on advanced nurse practice and education. You as
stakeholders are not identiliable by your actual name. You dofwill know who cach
member and speaker is by the letter codes I have given each of you, Members of this
focus group and myself are the only persons to read this transeript. {1 alone transcribed
the taped interview: PHEW, but it was worth it!).

Could [ ask you to do the following:

THIS WON'T BE DIFFICULT!

1. Review what you have said and confirm for accuracy of the intended conversation,
(You should be able to work out the coded letters that belong to your voice or what
you said!).

2. If you really care to, you might like to enjoy reading the whole transcnpnon to
indulge in the comments madc not onfy by yoursclf but by all the other co-authors
(focus group members). ANY COMMENTS ARE WELCOMED!

-THIS REQUIRES SOME SCHOLARLY THOUGHT

3. 1f you feel so inclined, your offer of any constructive criticism that you feel is
necessary would be welcomed. This will assist in the vafidity of this qualitative
data.

4. You will find on the last page of the iranscript, a list of 6 questions, Question | and
3 arein bold. 1 would welcome any furlther comments that you may like to make in
relation 1o these two questions. (the remaining 4 questions as it so happens, have
been covered extremely well during the conversation).

At this point I am nearing the closure of all stages of the longitudinal data collcction and
anticipate data analysis whilc on LSL this August. | don’t plan to resurface in a hurry
for fear of coming to “an carly closure” which 1o some qualitative rescarchers/advisers
is a sin beyond redemption,

Jokes aside, I remain very grateful for your time and challenging personai contributions.
You names will be in my book one day?!

NOTE: If anyone is concemned about the naming of their hospital(s), please let me know
if you would like them to be eliminated from the transcript. 1will not be identifying
them in any published materials other than 10 mention issues that reflect the public or
,private heaith sectors.

Cheers and many thanks, Miriam.
Altachments: interp.doc
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Part B Sample Email Invitation to Focus Group and Response by Nurse Exccutives
(Invitation to atlend a meeting/intervicw) v

From: Miriam Langridge[SMTP:mlangrid@possum.fhhs.ac.cowan.edu.au)
Reply To:  m.Jangridge@cowan.cdu.au

Sent: Wednesday, | December 1999 12:36

To:  “Leisa"@hcalth.wa.gov.au

Subject: Focus Group Interview

Dear “Leisa",

You may recall when I asked if you would like to participate in a "focus group”
interview with other person's (senior nurses from the metro area of Perth) like
yourself. This is parl of my Ph.D data collection concemning advaneed nurse
specializalion and education, Please note that this interview will be tape recorded
with your permission of course! [ have now set a date and time fot the new millenium,

Date: FRIDAY 21 JANUARY 2000
Time: 2pm-3.30pm
Venue: Room tba {Edith Cowan University, Churchlands Campus)

*A refreshing aflermoon tea will be provided. You are one of the special people to be
invited to participate, so please RSVP by 17th December 1999,

Cheers Mirdam

Miriam Langridge

Coordinator, Postgraduate Diploma of Clinical Nursing
Edith Cowan University

Pearson Sirect, Churchlands, 6018

Westem Australia

Ph: 6189273 8558

Fax: 6 89273 8699

Email: m.Jangridge@cowan.cdu.au

RESPONSE
From: "Leisa”@health. wa.gov,.au>
To: "'m.langridge@cowan.edu.au™

<m.langridge@cowan.edu.au>
Subject: RE: Foeus Group Inlerview .
Date sent; Wed, 1 Dec 1999 12:29:50 +0800

1t is in my NEW diary. o
thank's . S
“leisa”

Coordinator Corporate Staff Development

Fremantle Hospital and Health Service

PO Box 480 T
Fremantle, Western Australia 6959 C T
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Part B Letter of [nvitation and Consent Form
i
Project Title:| A deconstruction and reconstruction of advanced nurse specialisation
' and education.

Investigator: Miriam Langridge RN, Phone: -

Confldential
Dear Colleague,

Thank you for your expression of interest to voluntarily participate in a focus group
interview. You are invited to join me with 7-10 other senior nursing colleagues like
yourself, to share your knowledge and experiences refevant to advanced specialist practice
and education. Your coniribution via dialogue and discussion on this one occasion wil
add to the field data that is being gathered from nurses currently underlaking advanced
specialist programs, The study is specifically related to the nature of nurse education and
advanced practice. As a Doctoral candidate at Edith Cowan University, School of Nursing
& Public Health, I am keen to invitc you to share your experiences over an informal finger
lunch at a time and venue that is to be tabled at Edith Cowan University in a conference
room.

The aim of this study is to investigate the nature of advanced nurse specialisation and
education in Australia.

The purpose of your involvement is to add undersianding of the nature of advanced nurse
specialisation and education within today’s changing social environment.

The focus group interview will be tape-recorded and convened, as an informal meeting for
no more than twa hours duration. The place and time of the interview will be scheduled by
mutual arrangement and communicated to you once a date is confirmed.

In order to safeguard your interests, please acknowledge the following and sign below:

» 1 understand that there will be no risk to my career or position in the hospital/agency as
a result of my participation in this study.

» ] give permission to be interviewed and [or this interview to be audio-taped. 1
understand that on completion of the study, all tapes will be crascd.

o [ understand that information collected will be coded and secured by the rescarcher,
safeguarding my anonymity and conflidentiality.
1 understand that pseudonyms will be used and that my name wiil not be identified.

» Iunderstand that I am free not to answer questions asked by the rescarcher during the
interview and am free to withdraw my consent and terminale my participation al any
time, without duress.

I agree Lo participate in the
(Plcase print your name) above named study.
(Participant) L (Researcher)

Date: Date;
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N | Parl B Sample Letter of Thanks to Focus Group Paricipants

f

Dear (Name), 16/2/00
I wish to take this opporiunity to thank you kindly for parlicipating as a focus group

member for my study concerning advanced nurse specialization and cducation.

The group’s reflections will add a balance to the reflections of those nurse specialists

who are also pariicipaling in the siudy. -\.

I appreciate your contribution and for having made time to attend the focus group

interview.

Yours sincerely,

Miriam Langridge, Ph.D Candidate, ECU.

B




£
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Part B Sample Email Feedback From Focus Group Stakcholder

From: "Sally" (pseudonym)
Organization: Edith Cowan University

To: - m, langridge@icowan.edu.au

Date sent: Fri, 19 May 2000 15:33:11 +0800
Subject: feedback -

Send reply to: “Sally" @....

Priority: normal

Hi Miriam,

Sorry this has taken so long. Here is my response to your request - I'm afraid I can't
offer much in the way of constructive criticism about the process, bezause I don't have
experience with focus groups in the research process. However, from a naive
participant's perspective, I think the session was conducted in a very professional and
elfective mannet. A lot of effort went into the organisation, making people fecl
comforiable, well fed and watered etc and prepared for what was required of them. 1
found the questions fairly complex, and I'm not sure that there was cnough time o
address them all in sufficient depth, parlicularly when so many people were willing to
talk and sometimes went off on other tangents. However, I guess this is not an isolated
problem and I hope you were able to get useful information.

__'?Review of what I said:
“ 1t looks quite accurate to me (but what a shock to hear how one rambles...)

Thoughts on question 1.

T would expcct these nurses to take an active role in leadership, mentoring junior staff,
encouraging evidence based practice by questioning existing practices, reading
literature, involvement in poticy and planning committces and where possible, research
projects. They should be sharing knowledge through education sessions, and
informally. They should take up active membership of professional organisations
related to their specialty and make a contribution to the activities of the organisations.

Question 3.

The potential impact of these nurses on stakcholders: Ullimately, the quality of care
should be increased and there should be a positive contribution to the knowledge and
reputation of the profession and the functioning of the health care agency. This should
be achieved through the acquisition of improved problem solving skills, an increased
knowledge base, better knowledge of personal/professional networks and library
resources as o means of consinued lcaming as well as application of skills. There should
be an increased awareness of issucs related (o the continuum of care across
hospital/community, educationai needs (personul and patient/family), psychosocial
issues - from both a theoretical and practical perspective. Thic may be at some cost to
the health care agency and profession in that these nurses need to be supporied, with
adequate resourees to maximise their efTectiveness in their clinical roles, and they will
need financial support for research, library resources, conference attendance, eomputers,
etc.

Hope this helps, Miriam. good luck,
“Sally"
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Part B Themes and Frequency of Code Words/Segmenis

(The Focus Group Interview with Stakcholders)

Cude Words Scp Code Words Sep Code Wurds Sep
Employer Concerns k)] Desired 10
o Pathways Philosophy

Benefits to the 21 Action 21 Empathy b

Organisation

Barricrs 9 Action/Private | 8 Own Fulure | 5
Health Services Planning,

Realistic 13 Action/Public | 4 Own Pasitive | 19
Health Services Experiences

Positive Qutcomes 20 Collaborative | 3 - Own 12
Education * Negative

Expericnees

Negative Qutcomes 16 Merger ] Projections G

Mutual Responsibility | 9

Making Comparisons 3

Agent Validation 3

Skilled Work Force 7

Researcher 9

Acuity 5

= The Debate: Stakcholder and Employer Concemns

= The Solutions: : Decsired Pathways for ANS

= The Personal Reflections: Personal Philosophy of Nutse Education

{4
Code Words: Words gmupccl by symbols to ideatify cluster of themes, .. _ /
Seg:  Frequency of segments/normatives, g—;/;f""‘“-'xx..:__ B /_/}
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Parl B: The Ethnograph Code Book and Family Trec

- The Themes: The Stakeholder Textural/Noematic Movement Toward ANS and

B

Education
The Ethnograph
Code Book
Parent Code Word Family Tree Code Family Tree Code | Family Trea Gode Word:
Word: Lavel 1 Word: Level 2 Lavel 3
The Daebate: Agency validity
Staksholder &
Employsr
Concemns
Mutual responsibiliies | Barrlars
Benefils to lhe Hospilal based programs
ofganisation
Negotiating support
Negalive outcomes | Pesitive gulcomes
Reglities of the Making
workplace compromises
Recruiting
Remuneration Flexibiity Trangpartability
Resaarching
Skilled work force AcutefComplex
level of cars
The Salutions: | Aclions lo take Action by private Aclion by public secior
Deslred Pathways seclor
for ANS
Hosgital-based
Education
Collaborative
education/Sharing of
strateqic goals
Personal Empathy wilh
Reflactions: A advancing specialisls
Philogephy of
Nurse Educailon
Own future Owm positive Own negative
oXperiences uxperiences
Projections for ANS &
Educalion
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