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This Series of concise monographs, endorsed by the International Council of
Nurses, explores various aspects of advanced practice nursing atthe international level.

The ICN definition provided in the Guidelines on Advanced Practice Nursing
2020 (ICN, 2020) has been adopted for this series to define advanced practice
nursing: “A Nurse Practitioner/Advanced Practice Nurse is a registered nurse who
has acquired the expert knowledge base, complex decision-making skills and
clinical competencies for expanded practice, the characteristics of which are shaped
by the context and/or country in which they are credentialed to practice.” (ICN,
2020, p. 6). A Master’s degree is required for entry level.

At the international level, the three most common levels of advanced practice
nursing include three levels of clinical practice:

Nurse practitioners (NPs) are advanced practice nurses who have integrated clinical
skills associated with nursing and medicine in order to assess, diagnose and manage
patients usually in primary healthcare (PHC) settings and acute care populations as well
as ongoing care for populations with chronic illness (ICN, 2020). NPs usually have
prescriptive authority and can make referrals to other healthcare professionals. Clinical
nurse specialists (CNSs) provide expert clinical advice and care based on established
diagnoses in specialized clinical fields of practice along with a systems approach in
practicing as a member of the healthcare team (ICN, 2020). Nurse Anesthetists (NAs)
who are defined by the 2021 ICN Guidelines: A Nurse Anesthetist is an Advanced
Practice Nurse who has the knowledge, skills and competencies to provide individualised
care in anesthesia, pain management, and related anesthesia services to patients across
the lifespan, whose health status may range from healthy through all levels of acuity,
including immediate, severe, or life-threatening illnesses or injury (ICN, 2021).

The scope of practice and responsibilities that define these three categories of
advanced practice nurses includes five interrelated components:

— Clinical practice
— Consultation

— Education

— Leadership

— Research

The monograph Series addresses four topics associated with advanced practice
nursing:

— APNSs in clinical practice (NPs, CNSs, NAs)

— Education and continuous professional development for advanced prac-
tice nurses

— Coordination and implementation issues related to advanced practice nursing

— Policy and regulation for advanced practice nursing

The contributing authors represent international experts in their field along with
representation from the ICN Nurse Practitioner/Advanced Practice Nurse Network.
They include clinicians, educators, policymakers and researchers.

Each book within the series reflects the fundamentals of nursing which provides
the foundation for advanced practice nursing. The aim is to promote evidence-
informed advanced practice nursing.
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Preface

Through the generations, nurses have provided compassionate care through calami-
ties including wars, famine, natural disasters as well as tending to the needs of those
individuals who would otherwise go without care and succumb to illness and
injuries.

The history of the global evolution of nursing begins at the dawn of time. To the
modern observer, it is unfathomable to recognize the times in which nurses were not
allowed to use a stethoscope, give an injection, or draw blood. Those tasks, and
countless more, were historically deemed as part of the role of physicians. In the
twenty-first century, the role of the nurse has grown and expanded to meet the
healthcare needs of communities around the world. Advanced practice nursing
(APN) has increasingly allowed nurses to practice to the full scope of their educa-
tion and competencies. This includes the ability to assess, diagnose, treat, prescribe,
provide anesthesia, anesthesia-related care and pain management for patients of all
ages across the healthcare spectrum. The education and recognition of APNs whose
competencies include complex decision-making with advanced skills and care man-
agement has resulted in nursing-led transformative care which has improved health-
care access and outcomes globally. Nurses are the largest segment of the healthcare
workforce. Numerous research studies have proven that utilization of APNs allows
for increased access to quality care. No prior texts have successfully chronicled the
multiple aspects of these two APN roles while providing detailed illustrations of the
roles’ infancy and growth in countries throughout the world.

In 1877, the first nurse to specialize in anesthesia care paved the way for advanced
practice nursing, and in 1965, the first nurse practitioner educational program was
founded. Throughout early history, many brave pioneers made contributions which
spearheaded nursing to be an essential and foundational role in healthcare. In Nurse
Practitioners and Nurse Anesthetists: The Evolution of the Global Roles, the reader
will gain insight into the history of these two transformative and impactful APN
roles through the contributions of international authors who represent every World
Health Organization Region of the world. Topics of discussion include licensure,
practice, education, research, challenges, and impacts of these advanced prac-
tice roles.

Analysis of global role development illustrates the influence on healthcare from
disasters to battlefields; clinical practice in urban and remote environments; the
evolution of academic education growth and opportunities, as well as Nurse
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Practitioner and Nurse Anesthetist roles as educators, researchers, and leaders. Role
development varies between countries and geographical areas based on economic
resources, available education, and governmental regulation and recognition.
Admittedly, countries have varied levels of acceptance and incorporation into the
healthcare system fiber. Throughout history, nurses have faced many challenges to
their ability to practice to the full scope of their education, training, and competen-
cies. These challenges continue today and hinder the advancement of nursing to its
full potential in nearly all countries and all practice settings. It is our hope that this
book will not only provide the reader with a detailed view of the contributions of
Nurse Practitioners and Nurse Anesthetists to global health, but will also result in
progression of the roles through removal of unnecessary burdens and barriers to
practice, allowing patients access to essential healthcare services including increased
access to anesthesia and surgical services.

New Orleans, LA Sophia L. Thomas
Fort Worth, TX Jackie S. Rowles
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Evolution in Healthcare: The Journey
from a US Demonstration Project
to an International Concept

Barbara Sheer

A small body of determined spirits fired by an unquenchable
faith in their mission can alter the course of history.

—Mohandas Gandhi

Introduction

The roots of the nurse practitioner (NP) movement are in public health nursing. This
chapter will briefly review the history of public health nursing and the forces that
led to the creation of the nurse practitioner role, the concept of the expanded role,
and the geopolitical climate that made the nurse practitioner movement possible. It
will discuss the challenges of the expanded role in terms of acceptance from nursing
and medicine and explore the issues related to education, titling, scope of practice,
reimbursement, and prescribing. It will also describe how the evolution of the role
in the United States impacted the international movement and how networking fos-
tered a global phenomenon.

History of Nurses in Public Health

Nursing has a long rich history. Florence Nightingale is known as the founder of
modern nursing. She revolutionized care during the Crimean War in the mid-
nineteenth century by establishing principles of cleanliness, light, rest, and nutri-
tion. Nightingale, an early epidemiologist, utilized statistics and was able to quantify
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the differences that “trained nurses” made in decreasing morbidity and mortality
during the war. After her experience in the Crimea, she established schools of nurs-
ing in the United Kingdom. Her model of training was followed in the United States
when early schools of nursing were established [1].

Throughout history other notable figures have provided models of healthcare that
had a significant impact on populations in need. In 1893 Lillian Wald took on social
issues related to health with the development of the Henry Street Settlement. She
hired a small group of nurses to visit the tenements and improve living conditions to
make life better for the poor immigrants of New York City, living in deplorable
conditions. The nurses provided basic care, nourishment, and education. Convinced
that disease is caused by social issues such poverty, overcrowding, and poor sanita-
tion, the nurses took on social issues as the root cause of disease. This was the
beginning of population health which Wald described as public health nursing. Care
not only focused on disease but also on prevention of disease [1].

In rural Appalachia, access to healthcare was difficult if not impossible. Limited
access resulted in a high morbidity and mortality rate for women and children. Mary
Breckenridge recruited a group of midwives who went on horseback to care for women
and children in their homes and in the community. Nurses carried supplies in their sad-
dlebags, assisted in deliveries, and offered primary care services. This was the beginning
of the Frontier Nursing Service founded 1925. The midwifery service later expanded to
include primary care in the home, clinics, and later the hospital. This small group had a
profound effect on morbidity and mortality of the population in a rural community [2].

Others had an impact on local, state, and even national levels usually caring for
underserved populations, but the most profound impact has been the evolution of
the nurse practitioner movement attributed to Dr. Loretta Ford and Dr. Henry Silver,
which began as a demonstration project at the University of Colorado in 1965.

In the United States and elsewhere, it has long been recognized that all citizens do
not have equal healthcare access, and many do not receive basic services such as pre-
vention, screening, education, and other aspects of public health. Many times, this lack
of services affects vulnerable members of the population, such as pregnant women and
children. The national model of healthcare within the United States following the
Second World War developed an increasing focus on hospital-based care. Physicians in
the United States lobbied for the legal privilege to lead care teams and became increas-
ingly elevated in their social and economic status. Physician-driven models of care
based on pathology and procedures became ingrained in reimbursement designs.
During the 1960s, national social movements such as Vietnam War resistance and the
women’s rights movement caused more people to question prevailing models in many
areas of life, not the least of which was access to basic healthcare services.

Early Development of Expanded Role

Although Loretta Ford RN, PhD, and Henry Silver MD are credited as the
founders of the nurse practitioner movement, a forerunner of this project was
established in 1958, at Duke University [3]. Thelma Ingles RN and Eugene
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Stead MD, Chair of the Department of Medicine, developed the first masters
clinical nurse specialist program in primary care. The program ended a few
years later when it failed to gain National League for Nursing (NLN)
Accreditation after several attempts. At the time the NLN leadership believed
the program was medically oriented and that medical tasks performed by nurses
were dangerous [4].

This was also a time when navy corpsman and medics were exploring ways to
utilize their skills in a civilian capacity. Since nursing offered no avenue to build
on previous experience, the Ingles/Stead Program was revised and became the
first physician assistant program in the nation. The program was designed to
expand the scope of practice and build on the skills of the corpsmen, to work
under the direct supervision of a physician. The program was expanded to the
northwest in 1968, as the Medex program sponsored by the University of
Washington School of Medicine and the Washington State Medical Association.
The program only admitted corpsman until 1974, when they began admitting
nurses. Physician assistants working under the direct supervision of physicians
became a new professional category of healthcare provider recognized nationally
and internationally [5].

A Demonstration Project

Loretta Ford PhD and Henry Silver MD developed a demonstration project in
1965 at the University of Colorado. This was in response to a manpower shortage,
maldistribution of healthcare resources, escalating costs, and a desire for nurses to
expand their practices. The intent of the program was to provide nurses additional
skills to provide quality healthcare to children who lacked access or affordable
healthcare. The demonstration program was first offered as continuing education
and was viewed as an extension of the role of the public health nurse. Dr. Ford had
been a public health nurse in rural Boulder County where she found unmet needs
in primary healthcare particularly for children. In many cases she was the sole
provider. She realized that with advanced skill an expanded role for nurses was
possible [6]. The program had modest beginnings and as a continuing education
program did not need NLN accreditation. By 1967 Ford and Silver published
articles in both nursing and medical journals [6]. They documented outcomes and
were transparent in talking about the program to everyone that would listen and
offered visits to anyone interested. The visits became so popular that they turned
into conferences.

The concept met with resistance from nurse educators and physicians. The nurses
and nurse educators believed that nursing education would be controlled by physi-
cians and nurses would become “mini doctors.” Physicians initially feared lack of
patient acceptance and later were more concerned about the competition. The initial
outcome data indicated patient acceptance and that nurse practitioners could deliver
quality primary care to infants and children.
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Geopolitical Factors Facilitating Healthcare Revolution

There were many factors facilitating the success of the expanded role for nurses.

The healthcare system was undergoing significant changes. The Hill Burton Act
of 1946 financed the building of new hospitals. Hospitals were becoming more spe-
cialized as new technology and treatments were available. Medicare and Medicaid
passed in 1965 ensured the flow of money into hospitals. Nurses were becoming
more specialized as critical care units evolved [7].

New technology required expanded skills and decision-making authority for the
nurses in these specialized units. Hospital care became more specialized as new
technology and treatments were developed. The Social Security Act Amendments
of 1965 created the Medicare and Medicaid programs, two taxpayer-subsidized
national health insurance entitlement programs, that supported and advanced the
financial viability of the hospital-based model of care. At the same time, nurses
were becoming more specialized as critical care units evolved [6]. New technology
required expanded skills and decision-making authority for the nurses in these spe-
cialized units.

Medical schools were focusing on the need for high-tech specialty care. Fewer
physicians were electing to go into primary care or general practice. Residencies for
physicians were expanding to the benefit of hospitals, and the specialty practices
ensured a more lucrative income for physicians. Between 1950 and 1970, the medi-
cal workforce increased from 1.2 to 3.9 million, and the national healthcare expen-
ditures rose from 4.5 to 7.3% of the GNP [8].

The Kennedy administration took up the cause of community care, followed by
President Johnson’s Great Society and the war on poverty. Nationalized healthcare
programs such as Medicare and Medicaid greatly increased the demand for health-
care services, leading to spiraling healthcare costs and provider shortages. The
shortages were particularly acute in underserved populations. The concept of com-
munity healthcare in low-income areas as one-stop shopping became popular, but
staffing these centers was problematic [8].

Society was undergoing social upheaval. The Vietnam War was very unpopular.
As more young men were being drafted, there was growing discontent throughout
the nation particularly on college campuses. A counterculture evolved protesting
conventional values. It was a time of individual liberation and a fight for civil rights.
Women’s rights advocates like Betty Friedan and Gloria Steinem questioned the
traditional roles of women. The chaos was a time of opportunity. Nurses became
more empowered, and the time was right for change [8].

Expansion of Nurse Practitioner Programs

The initial success of the nurse practitioner program in Colorado led to the expan-
sion of programs in the northeast. The Bunker Hill—Massachusetts General NP
program began a short-term certificate, and around the same time, the Boston
College-Harvard Macy program began offering masters-level graduate nurse practi-
tioner programs [8]. With the expansion of the nurse practitioner role from
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pediatrics to family, programs also expanded to fill that need with the first Family
Nurse Practitioner program initiated at the University of Washington in 1971.

Another demonstration project funded by the University of California Davis
trained nurse practitioners and family physicians together to practice in rural areas
in California. Simultaneously, the Tuskegee Institute prepared a nurse practitioner
and a technician to go to rural counties in a van to provide primary care to rural
areas in the south. These projects demonstrated the value of the nurse practitioner in
rural areas [9].

Programs and specialties continued to expand and become more specialized. The
first adult nurse practitioner program to care for adults with chronic disease was
developed at the University of Kansas [10]. Women’s health programs were initi-
ated at multiple levels from short-term certificate programs to master’s degrees.
Most of the initial nurse practitioners were educated at the certificate level. Many
have basic nursing at the diploma or associate degree level. The differences in basic
education would later create some challenges.

In another demonstration project, physicians and nurses at Hartford Hospital in
Connecticut developed a 16-week program for nurse practitioners in obstetrics and
gynecology [11]. The program was so successful they decided to additionally pre-
pare family planning nurse practitioners.

The Planned Parenthood Federation of America also created in-house programs.
The Planned Parenthood programs did not include prenatal content and were not
recognized by many states. The graduates from the Planned Parenthood programs
were employed in Planned Parenthood centers and functioned under specific proto-
cols. Governmental funding in the form of Title X assisted the programs to become
standardized, offering 16 weeks of intensive education [10].

When certification was established, Planned Parenthood programs were the last
to require a master’s degree. Many of the nurse practitioner providers were educated
at the diploma and associated degree levels. Often, they were from the community
and culturally competent. Salaries were lower and the nurse practitioners functioned
under protocols. Requiring a master’s degree presented an additional burden to find
nurse practitioner providers for the programs, providing a needed service often in
underserved areas and populations.

There were additional challenges to role expansion. Healthcare was changing in
the hospital setting and primary care was being left behind. The roles of physicians
and nurses and their relationship were also changing, challenging the status quo.

Challenges to Role Expansion

The paradigm of healthcare was changing. Hospital care was increasing in com-
plexity, and physicians were gravitating to specialty practice and utilizing newer
technology. Medical education focused on the diagnosis and treatment of disease.
This focus on pathology was referred to as the curing part of healthcare. Nurses, by
contrast, focused on care which included biopsychosocial issues. They took a more
holistic approach to caring for individuals, families, and communities. Considering
these trends, adding advanced assessment skills to a nursing curriculum seemed a
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logical solution to expanding nursing practice and delivering primary care particu-
larly to underserved populations. In that context, it was surprising that initially the
major challenges came from other nurses and physicians. The public was accepting
the new role and outcome studies were very positive. Becoming accepted was only
the first hurdle for new practitioners, yet to come were issues of education, titling,
scope of practice, reimbursement, and prescribing.

Nursing Opposition

Lack of support from nursing faculty at the University of Colorado came as a sur-
prise to Dr. Ford. The initial nurse practitioner program was a demonstration project
that enabled nurses with additional skills to expand their practice to provide care for
underserved children. The program was practice oriented in the clinical area.

Tenured faculty were threatened by the change in status quo. Traditional research
valued by universities for promotion did not involve being in the clinical area. The
new role created a need for clinical and applied research being incorporated into the
curriculum as another educational tool [12]. This change in the traditional paradigm
created an uncomfortable situation for tenured faculty.

The nurse practitioner program was evaluated by a social scientist specialist in
the theory of change and resistance. According to Dr. Ford, they utilized the theory
of change to understand and develop strategies, logistics, and tactics to seek valida-
tion in what they were doing [12]. In response, Drs. Ford and Silver decided trans-
parency was the best strategy. Rather than asking permission, they went to the Board
of Nursing and the Board of Medicine to explain the program. At that time Dr. Ford
was in fact on the Board of Nursing. Communication was key. They published,
hosted events, and invited others to see what they were doing. According to Dr.
Ford, they even had a dentist from New Zealand visit to explore the model for appli-
cability to dentistry in New Zealand. Dr. Esther Lucille Brown, author of “Nursing
for the Future,” visited and proclaimed, “I have witnessed nursing in the finest.” Dr.
Ford said this only made things worse [12].

The reluctance of nurses to accept the expanded role may be seen from nursing’s
historical roots [13]. Since the Victorian era nursing has been predominantly a
women’s profession. Even Florence Nightingale whose contributions accomplished
significant social and political changes frequently acted from the shadows of seclu-
sion, as the sociopolitical environment was not ready for advanced advocacy from a
woman. Instead of voicing her arguments directly, she became adept at convincing
her influential male counterparts to help present her ideas to Parliament. In this way
she was able to maintain the ladylike image of the Victorian woman as her proposals
for healthcare reform in the United Kingdom were approved, and her school at St
Thomas Hospital was funded.

Similarly, initial schools of nursing were based on an apprenticeship model and
attracted lower-income women, while physicians were being educated in universi-
ties and claimed a higher status. These distinctions were apparent in both practice
and social constructs. For example, in the hospital setting, the physician wrote
orders, and orders were followed by nurses without question. Nurses were taught to
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stand when a doctor entered the room or give up their seat [13]. These practices
continued in some areas until the 1990s. As nursing moved from the apprenticeship
model to the university level, nurses were better prepared with a scientific back-
ground, and the social divide was less apparent.

These patterns of behavior are described in detail by Stein who coined the phrase
“the doctor-nurse game,” which is a concept that has persisted and been revisited
many times over the years [13—15]. In this “game” the physician makes the decision,
but the nurse who has direct contact with the patient has additional knowledge. The
nurse therefore makes indirect suggestions for the care, in a way that the physician can
explore additional information. The physician then makes the desired decision. This
social dynamic allows the physician to remain in power, and the nurse does not have
the responsibility for the action. The nurse is ultimately able to achieve the desired
outcome without challenging authority. The patriarchal hierarchy was maintained.

The advent of the women’s movement in the 1960s was accompanied by a call
for action to stand up and challenge inequality. While women across the nation were
becoming more empowered and were fighting for equal rights, many in the tradi-
tional roles of teaching and nursing felt left behind in this revolution. While the
leaders of the movement sought to balance the inequalities, they experienced resis-
tance from the ingrained attitudes of the traditional nurses in leadership positions,
which created conflict and cognitive dissonance. Nursing leaders who embraced the
traditional role were comfortable and did not see a need for an expanded role that
required additional responsibility and increased autonomy. They were not activists;
they were comfortable with the status quo and did not want to become what some
were calling “mini doctors.” Many viewed expanded practice with physical assess-
ment as an abandonment of the nursing role in favor of a medical role. Nurse educa-
tors often echoed this belief since initial programs were taught and precepted by a
combination of nurses and physicians. From the traditional perspective, nurse prac-
titioners were moving into the medical domain and trying to be “mini doctors”
without the benefit of medical school [11].

Resistance could also be seen in other ways that were not subtle. In some of the
pediatric clinical areas where nurse practitioners and physicians were employed,
nurses refused to work in collaboration with nurse practitioners [12]. Nurses
weighed, measured, set up patients in an examination room, and gave immuniza-
tions and medications for the physicians. However, nurse practitioners were
expected to complete the entire visit without any assistance. Practicing in the dual
role of nurse and nurse practitioner, they were expected to do everything needed for
the visit. Lack of support from staff nurses created a less nurturing environment for
the pioneers who believed the new role was in fact an expansion of nursing [12].

Nurses who embraced the role saw the nurse practitioner role as an expansion of
the role of the public health nurse and within the scope of nursing [15-17]. A defini-
tion of the role of the nurse practitioner was published by the American Nurses
Association (ANA) in 1974 [18]. The role was defined as a registered nurse with
advanced skill who provides direct care utilizing the nursing process, working in a
collegial and collaborative relationship with other healthcare professionals. In this
definition the nurse practitioner is first and foremost a nurse, practicing within their
scope of practice.
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Physician Opposition

The initial concept of the Ford-Silver program was to have masters-prepared nurses
functioning in collaborative roles with physicians. The nurse practitioners would
provide comprehensive well child care and manage common illnesses of childhood
affording the physician time to care for more complex sick children [14]. They were
to work in multiple settings including underserved areas. The nurse-doctor relation-
ship was to remain the same with the physician in control.

The success of the program became a problem for the doctor-nurse relationship.
Nurse practitioners moved into other specialty areas such as women’s health and
adult in-patient care, which physicians were previously seen as the only possible
healthcare provider. Multiple studies were done on patient acceptance and quality of
care [18]. The initial quality of care studies compared physicians and nurse practi-
tioners on various components. Although many of the early studies were flawed,
they overwhelmingly supported the quality of care was at least equal and, in some
cases, better than the quality of care received by physicians. This opened the door
for perceived competition.

A landmark study was conducted by the US Government Office of Technology
Assessment (OTA) in 1986 [19]. The OTA study concluded that nurse practitioners,
physician assistants, and certified nurse midwives provided cost-effective, quality
care, improving access to care in rural areas. In this study the care provided by these
groups was compared to that of physicians.

The balance of power was being altered [20]. Healthcare had a hierarchy, and
that hierarchy was threatened by other providers. Physicians generally were more
accepting of physician assistants. Most physician assistants were former corpsmen
and functioned under the direct supervision of the physician. By contrast, nurse
practitioners were viewed as separate licensed professionals, and this was perceived
as a threat and infringement into medical practice [20].

Throughout the evolution of the nurse practitioner role, the American Medical
Association (AMA) has allocated significant time and resources to inhibit expan-
sion. Their tactics range from professional lobbying to vitriolic smear campaigns.
One of the most egregious was the quack-quack media campaign suggesting that
nurse practitioners were nothing more than quacks practicing medicine without a
license. The Mattel toy company marketed a Nurse Quacktitioner doll in 2006, and
despite outrage from nurses, they refused to recall it stating they had positive com-
ments about the doll [21].

In 1985, the AMA voted to discontinue support of any federal funding to nurse
practitioner programs to restrict proliferation of the programs. If they had suc-
ceeded, there would have been a significant impact on services in underserved pop-
ulations [18]. The campaigns against nurse practitioners continued at the national,
state, and local levels resulting in restricting nurse practitioners from practicing to
their full scope of practice. These issues and the continuing struggle will be dis-
cussed later. One of the AMA’s concerns was the lack of education of the new nurse
practitioners (Fig. 1).
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Education

The proliferation of educational programs and the lack of uniformity created signifi-
cant issues. Most of the initial programs were at the certificate level, and the quali-
fication for admission was to be a registered nurse (RN). Graduates of diploma,
associate, baccalaureate, masters, and doctoral programs were admitted. Despite the
broad range of educational background and varied skill levels at which these stu-
dents entered the program, at the end of the nurse practitioner program, they all had
the same qualification. They were nurse practitioners [8].

Lack of curricular standardization presented another issue. The programs that
emerged at this time ranged from 4 months to 2 years with most being 4—12 months.
By 1973, Pulcini reported that there were 65 programs in pediatrics, adult, and fam-
ily specialties with only a few at the masters level [8].

In 1965, the American Nurses Association (ANA) issued its first position state-
ment on the education of nurses, differentiating between technical and professional
nurses. The minimum requirement for the professional nurse was at the baccalaure-
ate level [10]. This statement, although controversial and debated for years, implied
that nurse practitioner applicants needed a minimum of a baccalaureate degree for
admission to any program [22].

The American Academy of Pediatrics (AAP) recognized that physicians could
delegate portions of healthcare to properly trained individuals. In 1969, the AAP
developed training and certificate guidelines for pediatric nurse practitioners
(PNPs). The document was not well received by PNPs since it had no nursing input
and suggested that the role was a delegated role rather than a professional nursing
role [23].

In 1971, ANA and AAP jointly published guidelines on short-term continuing
education programs for the Pediatric Nurse Practitioner/Associate (PNP/A). This
was a collaborative effort to move toward a standardized curriculum. Having the
ANA and AAP develop a curriculum provided an incentive for PNPs to begin to
network. This was the beginning of a specialty group formalizing their commitment
to pediatric healthcare [23].

To identify the PNP programs, the American Academy of Pediatrics published a
list of programs which included the number of graduates, minimum prerequisites,
length of training, and certificate or degree granted. In 1965, of the 64 programs
listed, only 8 offered a higher-degree option [24].

In 1980, a National Task Force on Nurse Practitioner Curriculum funded by
Robert Wood Johnson published “Guidelines for Family Nurse Practitioner
Curricular Planning” [8]. This task force formed the groundwork for subsequent
guidelines and the formation of the National Organization of Nurse Practitioner
Faculties (NONPF) [9]. Formalized guidelines assisted in the move from short-
term programs to the masters and post-masters level within university nursing
programs.

The short-term programs housed in schools of medicine, hospitals, and univer-
sity continuing education programs were gradually being replaced with university-
based masters and post-masters programs. In 1984, the education committee of
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NONPF created a position paper supporting nurse practitioner education at the
masters level, and the committee laid the groundwork for competencies for
NPs [25].

Later, the National Organization of Nurse Practitioner Faculties (NONPF)
published the first edition of the National Directory of Nurse Practitioner
Programs. The NONPF directory was utilized by prospective students and fac-
ulty and documented the rapid expansion of programs. By 1994 they published
the sixth Edition, and most of the programs listed were at the masters or post-
masters level [25].

NONPF published additional documents that continued the work of standardiz-
ing education: “Advanced nursing practice: Nurse Practitioner Curriculum
Guidelines” (1990, 1995), “Domains and Core Competencies” (1990), “Curriculum
Guidelines and Program Standards for Nurse Practitioner Education,” and “Criteria
for Evaluation of Nurse Practitioner Programs” (1997). In addition, they continued
to update the directory of nurse practitioner programs.

From the primary care outpatient beginnings to the acute care hospital settings,
programs continued to expand. There were many discussions related to required
clinical practice hours versus competencies. By 2000, preceptors were a mix of
nurse practitioners and physicians. Care was increasing in complexity and pro-
grams accommodated by adding additional content. The master’s degree became
the standard for entry into practice and a requirement for certification examina-
tions [26]. At that time some states were requiring national certification for licen-
sure. In 2004, the American Association of Colleges of Nursing (AACN) called
for the transition to the Doctor of Nursing Practice as the entry level by 2015 [26].
In 2006, AACN published “Essentials of Doctoral Education for Advanced
Practice Nurses,” and NONPF published the “Practice Doctorate Nurse Practitioner
Entry-level Competencies.” The American Academy of Nurse Practitioners
invited major stakeholders to a roundtable in 2008, to consider the issues of doc-
toral education [26].

Gradually masters programs were replaced with Doctor of Nursing Practice
(DNP) programs. Although the DNP programs were expanding, the goal was not
reached in 2015. A new goal for the doctorate as entry level is set for 2025. As the
educational level was increasing, the National Council of State Boards of Nursing
developed a consensus model for Advanced Practice Nurse regulation that com-
bined the elements of licensure, accreditation, certification, and education (LACE)
[25]. Doctoral education puts nursing on par with other healthcare professions. The
American Association of Colleges of Nursing (AACN) reported in 2022 that 357
programs were enrolling students and programs were available in all 50 states [26].
Education moved from short-term certificate programs with variable curriculum
content to the master’s degree and finally to the proposed required doctorate in
50 years. Specialty groups and organizations developed standards for their spe-
cialty. Faculty groups identified programs, published criteria, curriculum guide-
lines, and competencies with measurable outcomes. This was a long process, but
finally through persistence educational programs shared consistency [27]. Another
step was to assure individual credibility through certification.
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Certification

Certification enhances credibility and validates knowledge by demonstrating clini-
cal competence. The evolution of certification began with the National Association
of Pediatric Nurse Practitioners (NAPNAP) in 1975. Certification was an option,
and many PNPs were conflicted about this exam because it was initially prepared by
physicians [28].

The next certifying exam was offered by the American Nurses Credentialing
Center (ANCC) beginning with the family nurse practitioner examination in 1976
and expanding to adult, family, pediatric, school, and gerontologic nurse practitio-
ner examinations by 1989. The Nurses Association of American College of
Obstetricians and Gynecologists (NAACOG) Certification Corporation now
National Certification Corporation (NCC) developed examinations in obstetrics and
women health [11, 29]. The initial exams were designed to measure excellence in
practice rather than entry-level proficiency.

The American Academy of Nurse Practitioners Certification Board (AANPCB)
began in 1993 with the family nurse practitioner exam and expanded to include
adult and acute care NPs. Certification was evolving, and many states were begin-
ning to require national certification for advanced practice licensure.

Requiring a master’s degree for the women’s health examination was debated for
many years by NCC. Women’s health content was expanding beyond family plan-
ning and prenatal care, and states were requiring a higher degree for licensure [11].
Reimbursement was often only available to masters-prepared nurses. By 2007 all
certification examinations required a master’s degree. Individual states were begin-
ning to require national certification for licensure [9]. The National Council of State
Boards of Nursing (NCSBN) concerned about the variation in the requirements for
the certifying exams in the 1990s, required that all advanced practice nurse certifica-
tion organizations develop examinations that were legally defensible and psycho-
metrically sound [11].

Today most nurse practitioners are certified by AANP, ANCC, PNCB, or NCC
and add a certification designation to their title [4]. While this represented a great
advancement in the demonstration of clinical competence, the next challenge was a
lack of uniformity in the titling, leading to confusion for consumers and nurses.

Titling

Titling has been confusing and inconsistent throughout the years. Titling for nurses
utilizes educational level, specialty, certification, legislative definition, and honor-
ary titles. There are many educational levels, specialties, certifications, and legal
definitions leading to a plethora of inconsistent initials.

The University of Colorado demonstration project originally used the term pub-
lic health pediatric nurse practitioner (PHPNP) which was shorten to pediatric nurse
practitioner (PNP). As other specialties emerged, other titles emerged such as wom-
en’s health nurse practitioner (WHNP) and acute care nurse practitioner (ACNP).
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Legislation on the state and national levels defined nurse practitioners and physi-
cian assistants as mid-level providers, physician extenders, nonphysician providers,
and allied health providers [13]. These terms also indicate a hierarchy rather than
professional accountability. The terms were used in the literature and legislation but
not in titling.

In 1996, ANA defined advanced practice registered nurses (APRNs) as nurse
practitioners, nurse midwives, nurse anesthetist, and clinical nurse specialist to clar-
ify credentials. Combining all advanced practice nurses into one category was not
embraced by nurse practitioners who had been marketing the title “nurse practitio-
ner” to the public for years. The public and legislators were beginning to understand
the concept of nurse practitioner practice. At the same time, states were using
advanced practice nurse (APN) as a designation; APN and APRN were being used
simultaneously with the same meaning [28].

The National Council of State Boards of Nursing (NCSBN) in 2008 recom-
mended the use of APRN in state legislative language combining the roles of the
nurse practitioner, nurse midwives, nurse anesthetists, and clinical nurse specialist.
This was in response to the lack of standardization of programs and the proliferation
of specialties and subspecialties using different titles. In addition, certifying bodies
did not have a standardized title to denote board certification [28].

Understanding credentials can be difficult for consumers. There are four sets of
credentials that can be used: the educational level, BSN, MSN, DNP, and PhD; the
licensure, RN, APN, APRN, CRNP, or other state designation; national certification
which again varies with the certifying body such as BC for board certified from
ANCC or C certified the designation from AANPCB; and honorary awards such as
Fellow of the American Academy of Nursing (FAAN) or Fellow of the American
Association of Nurse Practitioners (FAANP).

Recommendations on displaying credentials were posted by both AANPCB and
ANCC [30]. Both AANPCB and ANCC agree that the highest degree be listed first
(PhD, DNP) then licensure (APRN, ARNP, NP), national certification (BC, C) and
honorary awards (FAAN, FAANP). If licensed in two states with different designa-
tions, there can be two sets of credentials, for instance, if Jane Doe was licensed in
PA and DE, she would be Jane Doe DNP, CRNP, FNP-BC, FAANP in Pennsylvania,
since the licensure is certified registered nurse practitioner, and Jane Doe, APN,
FNP-BC, FAANP in Delaware, since Delaware licensure is advanced practice
nurse. The profession is moving toward using APRN in all legislation but as of 2022
this has not occurred. Advanced practice nurses utilize more letters than any other
profession.

The credentialing is confusing to both nurses and the public. Perhaps there is a
lesson to be learned from other professions: physicians with the designation of MD,
pharmacists using PharmD, and osteopaths with DO. These single designations are
clear and make it easier for the public to identify the specialty. Now there is a new
debate with the designation of the title “doctor.”

The use of the term “doctor” has ignited significant debate and has caused addi-
tional animosity between medicine and nursing. Nurse practitioners with a doctor-
ate are doctors in their discipline which is nursing. Physicians firmly believe the
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term doctor refers to a doctor of medicine and no other discipline. In 2006 the AMA
published Resolution 211(A-06) titled “Need to Expose and Counter Nurse Doctoral
Programs Misrepresentation” [31, 32]. The resolution contends that when nurse
practitioners identify themselves as doctors, it creates confusion, jeopardizes patient
care, and erodes trust in the patient-physician relationship.

Although this can be seen as another example of restraint of trade, the AMA is
continuing to support legislation restricting the use of doctor to physicians. Six
states have made it a felony restricting nurse practitioners from addressing them-
selves as doctor in a clinical area [32]. Nine states require the introduction to be
followed with “I am a nurse practitioner.” The fact that this legislation exists dem-
onstrates the power that medicine has in state boards and national legislation. This
debate will continue as the number of advanced practice nurses are prepared at the
doctoral level and their scope of practice continues to expand.

Scope of Practice

Nurse practitioners have expanded the boundaries of the essence of nursing. This
has occurred at the state and national levels in a piecemeal fashion. An early state-
ment on the scope of nursing practice from the ANA set the stage for struggles
to come.

In 1955, the ANA described nursing as “care and council of the ill, the mainte-
nance of health and prevention of illness, and the administration of medication pre-
scribed by a physician.” In this statement they concluded that this did not include acts
of diagnosis or prescription of therapeutic measures. This restrictive definition was
problematic when it was published. The Indian Health Service nurses and the frontier
nurses were already making decisions and providing care without the oversight of a
physician [2]. The restrictive definition did not match the practice of the time.

By the 1960s healthcare in the United States was evolving. With the introduction
of the nurse practitioner role, the ANA definition was outdated and did not allow for
the changes occurring in practice. Under the direction of Health, Education, and
Welfare Secretary Elliott Richardson, a committee to study extended roles for
nurses was initiated. The committee concluded that the extended scope of practice
was essential to providing equal access to care and recommended (1) a national
certification and (2) development of a model practice law that could be applied to all
states [2].

In response to the recommendations, the ANA added an addendum to the 1955
definition: “A professional nurse may also perform such additional acts, under
emergency or other special conditions which may include special training, as are
recognized by the medical and nursing professions as proper to be performed by a
professional nurse under such condition, even though such acts might otherwise be
considered diagnoses and prescription” [2]. This addendum recognized that in spe-
cial circumstances, nurses with “special training” could diagnose and prescribe.
Rather than clarifying the situation, this continued to blur the scope of practice for
nurse practitioners and presented challenges over the years.
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A scope of practice for pediatric nurse practitioners published by NAPNAP in
1983 identified assessment, diagnosis, and treatment of common acute conditions of
children [33]. This definition of scope clearly indicated that the pediatric nurse prac-
titioners were in fact diagnosing and treating children within their scope of practice.
NAPNAP published standards of practice soon afterward which listed educational
preparation and role parameters. NAPNAP later declined to participate in the ANA
Task Force to develop a singular scope of practice believing NAPNAP standards
were specific for the pediatric population.

The ANA Council of Primary Health Care Nurse Practitioners published their
scope of practice in 1985, which acknowledged the evolution of knowledge and
practice in primary care. This definition included assessment, diagnosis, planning,
and intervention to include prescription of medication and consultation when appro-
priate. They concluded that the boundary of the scope of practice for nurse practi-
tioners would expand with increasing education, experience, and social demand [34].

The major issues of the time were scope and standards of practice, quality of
care, and cost-effectiveness. In response to the need for information, the American
Academy of Nurse Practitioners developed one-page summaries to educate physi-
cians, nurses, legislators, and the public. The documents published between 1989
and 1993 included “Scope of Practice for Primary Health Care for Nurse
Practitioners,” “Standards of Practice,” “Documentation of Quality of Service,” and
“Documentation of Cost Effectiveness” [35].

Ironically those who opposed the expanded scope of practice also continued to
cite quality of care, access to care, and the impact on increased costs. The following
studies are a sampling of studies addressing scope of practice, quality of care, and
cost-effectiveness. The conclusions called for regulation to allow nurse practitioners
to function to their full scope of practice.

A systematic review published in 2016 supported removing restrictive barriers
for nurse practitioners at the state level as a viable strategy to increase primary care
capacity [36]. Another study reviewing state nurse practitioner practice related to
regulation and outcomes found full practice authority increased access without
compromising quality of care [37]. Comparing the impact of access to care in rural
populations, Neff [38] found nurse practitioners filling the gap. Access was increased
when rural populations were required to travel less than 30 miles. The rural clinics
were most often staffed by independent nurse practitioners.

In 2017, the Centers for Medicare and Medicaid Service Provider Utilization
reported nurse practitioners were the largest providers of home visits making 4.4
million visits to 1.6 beneficiaries [39]. States with restrictive NP practice regulation
had decreased utilization. In 1979, a review of 21 studies published in the Annals of
Internal Medicine from the years 1967 to 1978 demonstrated nurse practitioners
delivered equivalent care to that of physicians with no differences in outcomes [40].
This study was repeated by Brown and Grimes in 1995 with similar results [41].

Nurse practitioners were studied more than any other professional group. There
were a few landmark studies that had a significant impact on the future of nurse
practitioners. Of the four studies mentioned, one was authored by a nurse in the
Journal of the American Medical Association, two were Institute of Medicine
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Reports, and the fourth a regulatory review completed by the Dean of Yale
Law School.

Landmark Studies

Several landmark studies are consistently cited in the literature. The Office of
Technology Study in 1986 was an earlier study concluding that nurse practitioners,
physician assistants, and certified nurse midwives provided cost-effective, quality
care, improving access to care in rural communities [19].

In 2000, Mary Mundinger published a landmark study in the Journal of the
American Medical Association (JAMA). This was remarkable in that a nurse was
the primary author, and the study was a randomized trial of primary outcomes in
patients treated by a nurse practitioner in an ambulatory care setting [42]. The study
concluded that patients treated by the nurse practitioner or physician had the same
degree of satisfaction and outcomes. This study was unique in that the nurse practi-
tioners in the study were in an autonomous practice, having the same authority,
responsibility, and patient population as physicians in comparable settings.

Crossing the Quality Chasm published by the Institute of Medicine (IOM) in
2001 had three recommendations for the healthcare workforce: (1) realign teaching
to utilize evidence-based practice, (2) modify regulation and scope of practice to
allow for innovative models of healthcare for efficient and effective delivery of care,
and (3) examine the liability system to both support change and maintain account-
ability for providers [43].

The Future of Nursing also published by the IOM in 2010 envisioned “a trans-
formed healthcare system providing seamless, affordable quality care that is acces-
sible to all, patient centered, and evidence based, and leads to improved healthcare
outcomes” [44]. The report had four recommendations that support nurse practitio-
ners. The first was to ensure that nurses practice to the full extent of their education
and training. This was a further call to action to expand the scope of practice regula-
tion at the state level. The second recommendation was to improve education. This
was already occurring with the development of doctoral programs and a commit-
ment to require the doctorate as the entry into practice. The third recommendation
was to provide opportunities for nurses to assume leadership and serve as full part-
ners in healthcare redesign and improvement efforts. The final recommendation was
to improve data collection for workforce planning and policymaking [44]. It is
important to note that the report was published in 2010 when the Affordable Care
Act (ACA) was passed in Congress, affording healthcare insurance to approxi-
mately 32 million uninsured individuals.

“Health care dollars and regulatory sense: The role of advanced practice nurs-
ing” published in the Yale Journal on Regulation presented an overview of scope of
practice laws from a legal perspective [45]. The 1992 publication was sent to all the
legislators and sold more copies than any other edition of the Yale Journal on
Regulation. Barbara Safriet, the Dean of the Yale Law School, reviewed two decades
of research on nurse practitioners. The evidence supported that APRNs particularly
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nurse practitioners and nurse midwives provide comparable care at a lower cost than
physicians. The review concluded that it was indisputable that nurse practitioners
are cost-effective healthcare providers and recommended reducing restrictive barri-
ers to allow them to practice to the full extent of their education and scope. She was
a frequent speaker at NP conferences throughout the next decades consulting with
many states on regulatory language.

Regulation

The primary purpose of regulation is to protect the public. Licensure for the profes-
sions is regulated by state boards which act independently from each other creating
a lack of consistency from one state to another. Authority to diagnose, treat, pre-
scribe, and bill for such services is defined by each state. Allowable practice in one
state did not transfer to a neighboring state. This often requires multiple licenses and
vigilance on the part of the nurse practitioner to understand the scope of practice
within each state.

Physicians were the first healthcare practitioners to gain legislative recognition
[45]. They defined their scope of practice in broad terms. One state defined practice
of medicine as diagnosis, treatment, prescribing, or administering treatment to any
human ailment physical or mental. With this broad definition, other professions had
to carve out a scope of practice separate and distinct from that of medicine [45].

Nursing regulation began in the 1900s as voluntary registration. By 1930 licen-
sure or registration was mandatory and required a certain level of education. The
early regulation did not conflict with other professions. The ANA document in 1955
stated nurses were to care for patients and follow the orders of the physicians
although, as previously stated, this did not reflect practices happening at the Henry
Street Settlement, the Frontier Nursing Service, and Indian Health Service and was
obsolete from the outset [20].

The roles of nurses universally were changing. As technology was increasing,
tasks that had been medicine’s domain were delegated to nurses. This was particu-
larly apparent in the intensive care units (ICUs). Quick action may be the difference
between life and death. The ICU nurses were, in fact, diagnosing and treating emer-
gencies. They were starting intravenous lines, administering cardiopulmonary
resuscitation (CPR), and performing other tasks traditionally performed by physi-
cians. In response to the changing landscape, institutions and organizations granted
privileges to nurses beyond the legislative and ANA scope of practice.

The advent of the nurse practitioner role in the 1960s called for significant
changes in regulation. With the expansion of nurse practitioner programs, nurse
practitioners were functioning beyond the boundaries of traditional nursing and the
scope defined in nurse practice acts. A federal government report stated that func-
tions of nurses were changing because of their competence to perform a greater
variety of functions [44].

In 1972, Idaho became the first state to recognize nurse practitioners in statute
and issued a separate license in addition to the RN license [46]. The advanced
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practice license required an unencumbered RN license, advanced education, and
direct supervision that could be accomplished by physicians, mentored practice, or
peer review. The rules and regulations were jointly promulgated by the Idaho State
Board of Nursing and the Idaho State Board of Medicine [46]. Any acts of diagnosis
and treatment needed to be agreed upon by both boards leading to a variety of
guidelines or protocols in practice settings.

In the 1990s more state boards were requiring national certification by a certify-
ing body that could ensure that their examinations were psychometrically sound and
legally defensible. This led the certifying bodies to seek accreditation for their
examinations.

The debate for licensure and secondary licenses continued at the state level.
Some State Boards of Nursing wanted to amend the “nurse practice act” by deleting
terms such as “the prohibition of acts of diagnosis and treatment” or adding the term
“nursing diagnosis.” Boards expressing this philosophy believed that advanced
practice nurses were practicing nursing and should be governed by one license
which needed to be amended to accommodate expanded practice. Other states were
following Idaho’s lead in requiring a secondary advanced practice license. Each
state functioned independently and, as discussed previously, utilized different titles
for those attaining the secondary license. A nurse practicing in two states may have
needed four licenses to practice: an RN license and an advanced practice license in
each state. Faculty supervising nurse practitioner students in multiple states needed
multiple licenses [45, 46].

Rules and regulations and governance varied in each state. Advanced practice
nursing may fall under the jurisdiction of single boards or multiple boards. They
may be governed by the Board of Nursing, the Board of Medicine, Board of
Consumer Affairs, Joint Boards of Nursing and Medicine, or Advisory Boards com-
posed of advanced practice nurses, physicians, pharmacists, and public members.
The composition of the boards also varied from state to state. All of which means
that nursing and advanced practice nurses could be regulated by professions and
advisors who were not nurses. In the United States, nursing is the only group that
could be regulated by another profession [45]. Some medical boards revised the
Medical Practice Act to authorize physicians to delegate diagnosis and treatment to
nurses with specific education. This put the advanced practice nurse directly under
the physician and their discretion to delegate.

Safriet postulated that from a regulatory position, all state boards should seek
uniformity by using a title such as advanced practice nurse (APN), requiring spe-
cific levels of education, national certification, which should be governed solely by
the Board of Nursing. If other professionals were regulated by their own profession,
it is a logical conclusion that nursing should be regulated by the Board of Nursing.

The variation of regulation in each state set the stage for professional turf wars.
The Board of Medicine being involved in the regulation of nurse practitioners and
other advanced practice nurses created a conflict of interest. It was within their pur-
view to restrict practice to avoid competition.

A variety of stipulations restricted advanced practice nurses from functioning to
the full extent of their education. These included collaborative agreements, written
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guidelines, protocols, direct supervision, and a requirement for the physician to be
located on premises. In rural practices the physician could be available by phone
and not actually present. Occasionally rural practices were located on the border of
two states creating a logistical nightmare for the nurse practitioner [46].

The regulation of professions is designed to protect the public; however, scope of
practice was often determined by location. Nurse practitioners in private practices
with physicians present were often required to collaborate and agree on a patient
plan prior to discharge. This step took additional time in waiting for the physician
and eroded patient confidence. It was less cost-effective if the nurse practitioner
spent time waiting for the physician to collaborate and review the plan for every
patient [46].

The same nurse practitioner in the same state practicing in a rural clinic would
function independently and make decisions on a treatment plan without consulta-
tion. Most states made exceptions and allowed nurse practitioners to function more
independently with specific underserved populations [46]. As a result, nurse prac-
titioners found their place filling a need in rural areas, as well as the inner city.
Nurses were innovative creating new models of care. They could be found in clin-
ics, in inner-city housing projects, working with the homeless, HIV/AIDS popula-
tions, and others in need. Nurses told their stories about going to where the need
was greatest. This could be a watering hole to meet with an indigenous population
reluctant to seek care or equipping a van to travel to isolated communities in
Appalachia.

In a 60-minute segment entitled “The nurse will see you now,” Morley Safer
highlighted the differences of the scope of practice in different settings [47].
Columbia University began a nurse-managed center on Madison Avenue, an afflu-
ent area of New York City. This created outrage from the American Medical
Association. Their concern was quality of care. They felt nurse practitioners were a
cheap substitute for medical care. The president of the AMA Nancy Dickey stated,
“if nurses wanted to practice medicine they should go to medical school if not they
needed to practice under the supervision of a physician.”

The segment contrasted this concern by visiting two well-established rural health
centers operated independently and run by nurse practitioners. Nancy Dirubbo and
Mona Counts had long-standing practices in rural New Hampshire and Appalachia,
respectively. Some of the patients in these practices had never seen another pro-
vider. Safer concluded that if a nurse practitioner is competent to practice in rural
and underserved urban settings, they are competent to practice in all settings. It was
only when the nurse practitioners moved into an affluent area that quality became a
concern.

Physician’s attitudes have changed over the years from early support to mounting
campaigns against the legislative expansion of nurse practitioner practice that would
allow full practice authority.

A review of medical literature through the years 1967 to 1982 illuminates a shift
in attitudes [48]. The first nurse practitioner program was designed to fill a need in
rural areas and make a significant difference in the lives of children. Well-child
exams were performed, and acute and chronic illnesses in childhood were managed
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by experienced nurses with additional assessment skills. This was an extension of
the role of public health nurses. A benefit was seen by all. Access was increased and
physicians could focus on children needing more specialized care. Private practice
physicians saw the new role as a way to expand their practices and see additional
patients. The nurses were functioning under existing practice acts. Initially there
were a limited number of nurse practitioners and physicians who worked in collab-
orative practices. They saw the new role as beneficial for both the patients and the
practice. Quality of care was not an issue. There was agreement that most of the
pediatric primary care could be managed by nurse practitioners. Prescribing was not
part of legal practice, but nurses had been responsible for immunizations as a nurs-
ing role. In some instances, nurse practitioners were prescribing medications. State
licensure laws did not present an obstacle to practice, and there was no mention of
practicing medicine without a license.

In 1978, the IOM recommended that licensing laws should authorize nurse prac-
titioners to provide services including diagnosis and provide medication when
appropriate with the supervision of physicians [49]. The American College of
Physicians supported the need to amend laws but reiterated that the ultimate respon-
sibility for diagnosis and treatment remained the responsibility of the physician.
Some progressive physicians like Dr. Barbara Bates saw the roles of the physician
and nurse being different but complementary and understood the traditional roles of
the physician and nurse were being challenged.

The literature in the 1960s and 1970s was positive and saw the new role as a solu-
tion to access to care. Nurse practitioners were accepted and utilized to provide
needed services particularly to underserved populations. If the nurse practitioner
functioned in a collaborative practice with physician oversight, they were cost-
effective, delivered quality care, and were a great asset to providing primary care to
those in need. The relationship became strained when reimbursement for nurse
practitioners and advanced practice nurses was possible [48].

Reimbursement turned the tide from acceptance to competition. The traditional
relationship between physicians and nurse practitioners was being tested and under-
going a significant change. Physicians saw this as a challenge to their domain and
began actions to save their exclusive domain in healthcare. Physicians had influence
with insurance companies and advocated that nurse practitioners not be reimbursed.
This would restrict practice regardless of scope of practice.

The AMA declared war on expanded scope of practice regulation for nurse
practitioners and other nonphysician healthcare providers. For over 30 years, the
AMA has monitored state and federal legislation. As part of their advocacy, their
goal is “to safeguard the practice of medicine opposing nurse practitioner and
other nonphysician attempts to inappropriately expand their scope of practice”
[49]. Since 2019 they have been able to prevent over 100 pieces of legislation
from being enacted. The group has awarded more than two million dollars from
the Scope of Practice Partnership to prevent legislation expanding scope of prac-
tice for nurse practitioners and other nonphysician providers. More than 105
national, state, and specialty medical organizations are members. The focus was
no longer on the distribution of equitable healthcare for all populations in a
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cost-effective manner by utilizing the best provider. The new focus was about sav-
ing the medical domain. When physicians began to understand the ramifications
of reimbursement and prescriptive authority, they obstructed the expansion of
nurse practitioner service in any way they could. Noncompete clauses were added
to contracts assuring that if the nurse practitioner left the practice, she could not
practice within a 50-mile radius to assure that patients would not follow the nurse
practitioner to another site.

In 2011, the Federal Trade Commission evaluated laws and state policies restrict-
ing the practice of nursing and found that stringent requirements for physician over-
sight may be considered anticompetitive. The restrictions served to protect the
interests of the medical profession rather than the best interests of the consumers
[50]. Reimbursement and prescriptive authority were additional challenges to nurse
practitioner practice.

Reimbursement

Receiving reimbursement for services provided by nurse practitioners has been an
uphill struggle over time. There is a complex web of provider eligibility require-
ments that vary from state to state and within a state. The rules are ever changing,
and the amount of reimbursement varies from 70 to 100% of the physician rate for
the same service. Reimbursement depends upon many factors such as the state,
regulation, and type and location of practice. Medicaid, Medicare, third-party insur-
ers, and managed care organizations all have different rules, and often the rules vary
within the state. Reimbursement options do not support nurse-managed centers or
nurse-owned practices [51].

The first federal legislation allowing reimbursement was an amendment to the
Social Security Act in 1974. This amendment included nurse practitioner services
under Medicare and Medicaid [51].

In 1977, the Rural Health Clinic Service Act allowed Medicare reimbursement
for nurse practitioners practicing in federally designated rural and underserved
areas [51]. Medicaid reimbursement followed, which included all family and pedi-
atric nurse practitioners by 1989. In 1997, under the Balanced Budget Act, signed
by President Clinton, nurse practitioners could bill directly for Medicare services in
any setting [51, 52]. Rates varied from 75 to 100% of physician reimbursement,
depending upon the state. A portion of Medicaid benefits are derived from managed
care insurers [52]. The managed care insurers set the policies as to who and who
cannot receive payment. If managed care insurers elect not to reimburse for nurse
practitioner services, there is no reimbursement. Therefore, the policy directly
restricts nurse practitioner practice. The value of nurse practitioner services becomes
dependent upon the state, the scope of practice, and the ability to be reimbursed for
the service and not for competence and the ability to provide quality cost-
effective care.

Managed care organizations often require the listing of a primary care provider.
To be listed as a provider or part of a team, the nurse practitioner needs to be
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credentialed by the managed care organization. The credentialing process is not
standardized and may vary within a state. States with more restrictive regulations
requiring supervision are less likely to attract nurse practitioners.

Research has demonstrated that states with full scope of practice and reimburse-
ment at 100% of the physician rates accept more Medicaid patients. They are more
likely to be in rural and high-poverty areas [50]. Patients in these areas were more
likely to be seen by nurse practitioners.

Under Medicare nurse practitioner services are reimbursed at 85% of the physi-
cian rate. If billed under the physician’s provider number, the practice can receive
100% reimbursement for the service. This is called “incident to” billing and there
are restrictions to this billing. The physician must be on site and needs to see the
patient for the first visit, any new complaint, and at least once a year. This is coun-
terproductive in practices where patients are routinely seen on an annual basis. With
incident “to billing,” nurse practitioners become invisible because they are not pro-
viding services under their own provider number. Many practices discouraged nurse
practitioners from applying for their own provider number because the revenue
would be 85% vs 100% [52].

Managed care organizations often will not contract with nurse-managed centers.
Nurse-managed health centers (NMHCs) serve diverse populations and provide a
safety net for healthcare in their communities. Funding becomes a significant chal-
lenge depending on state regulations, and the interest of third-party insurers. Most
insurers do not support nurse-managed centers or independent nurse practitioner
practices, forcing those centers to rely on grants and philanthropy which may not be
sustainable [53]. The NMHC centers are not-for-profit and usually have a sliding
scale for payment. In 2010, the 200 NMHC:s in operation had an estimated two mil-
lion encounters per year. If they operated to capacity, the cost would be less than
other care in the same geographical area. A barrier to these centers is the inability
for insurers to credential nurse practitioners limiting the ability to be reimbursed. Of
the few nurse practitioners that are credentialed in NMHCs, only half were reim-
bursed the physician rate [54, 55].

Reimbursement is more of an issue in some states than scope of practice.
Reimbursement is an inconsistent patchwork of ever-changing rules and regula-
tions. The current system does not support nurse-managed centers or independent
nurse practitioner practice which has proven to be cost-effective with appropriate
numbers of patients enrolled. The current systems of Medicare, Medicaid, and
third-party insurers create an unequal field when nurse practitioners cannot be
credentialed. Some states have enacted “any willing provider” legislation. This
allows any willing provider with appropriate credentials to provide a service.
Unfortunately, not all “any willing provider” legislation included nurse practitio-
ners. Reforming reimbursement schemes to allow nurse practitioners to receive
100% of the physician reimbursement for the same service and credentialing
nurse practitioners on reimbursement panels would be a step in more equitable
payment schemes [55].



Evolution in Healthcare: The Journey from a US Demonstration Project... 25

Even with the Affordable Care Act, over 28 million or 8.6% of the population
remain uninsured. Nurse practitioners have proven they can fill the gap and could
continue to offer alternative solutions for healthcare delivery. The issue of reim-
bursement needs to be resolved, or the United States will continue to have the some
of the worst healthcare outcomes among developed nations.

Nurses continue to find ways to deliver healthcare to underserved populations
despite restrictive legislation and practices. Prescriptive authority is another restric-
tion that has been addressed in a fragmented manner. Prescriptive authority not only
varies from state to state and setting to setting but also includes specific drug classes
that can be prescribed or are prohibited.

Prescriptive Authority

Prescriptive authority is paramount to nurse practitioner practice and is granted by
state legislation. Pearson, in an annual update, defined prescriptive authority in
three categories: dependent, independent, and none [56]. These annual updates have
tracked the progression of states expanding prescriptive authority to nurse practitio-
ners from very few states in 1990 to all 50 states and the District of Columbia hav-
ing some form of prescriptive authority by 2020.

Prescriptive authority can be acquired in a variety of approaches [57]. Statutory
authorization is through a nurse practice act, pharmacy law, a medical practice act,
or a combination of the above [57]. This allows the greatest independence. A second
method is an opinion rule which is an interpretation by an attorney general. This can
be challenged. The third method is through delegation under the authority of a phy-
sician. This usually includes a written agreement between a physician or institution
and the nurse practitioner and needs approval of both the Board of Medicine and the
Board of Nursing. The final option is under a Board of Pharmacy waiver which can
be withdrawn any time.

In 1983, 43 states had statutory or regulatory references to advanced practice
nurses [58]. Of these 24 had an “additional acts” clause in the definition of nursing
practice, and 24 had a specific section in the law which addressed advanced prac-
tice. Six states required a master’s degree for a clinical nurse specialist, and three
states required a bachelor’s degree for nurse practitioners. Ten states had advisory
committees to assist with advanced practice rule and implementation. In 27 states
prescriptive authority was regulated by the Board of Nursing, and in 16 states it was
regulated by the Board of Health, Board of Medicine, or Joint Boards of Medicine
and Nursing.

In 1996, all states except Illinois and Oklahoma had statutory authority [56]. In
the Pearson Report, Georgia is listed as having prescriptive authority with some
degree of physician oversight; however, in more recent literature, Georgia is listed
as the last state to attain prescriptive authority in 2006. Perhaps it’s a matter
of degree.
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In the early days, there was a requirement to be licensed or certified as an
advanced practice nurse in the state, and many were beginning to require proof of a
recent pharmacology course [56].

Requirements differed from state to state, requiring collaborative agreements,
written protocols, a formulary, and a reverse formulary that listed drugs excluded.
Washington and Alaska were the first states to allow independent prescribing.

Nurse practitioners were creative in prescribing and providing medications for
their patients. Even when they had regulatory authority to prescribe, there were still
barriers in place such as pharmacies not honoring the prescriptions. There were
unique options that were utilized. Nurse practitioners or staff nurses would call the
prescription into the pharmacy under the physician’s name or the nurse practitio-
ner’s name if accepted. Within a facility, prescriptions could pre-signed by the phy-
sician, signed with physician’s name, cosigned with the nurse practitioner and
physician name, or requested for the physician to sign for each individual patient
[59]. Another way that facilities handled prescriptions was to fill them in-house.
Planned parenthood utilized protocols and stocked medications that could be
distributed.

The following stories demonstrate how nurse practitioners in three different set-
tings, within one state, collaborated with colleagues to utilize creative solutions for
prescribing.

Real-Life Stories by Nurse Practitioners

Academic Medical Center

Nurse practitioners related interesting stories about how prescriptions were handled
in different clinics and offices. In one hospital, the outpatient nurse practitioners
were given prescription pads pre-signed by the department director to use in their
offices. One day an NP ran out of the pre-signed prescriptions and went to the direc-
tor’s office and requested additional prescriptions. Realizing she had forgotten
something, she went back to the director’s office to find the secretary signing the
prescription pad with the physician’s signature. The nurse practitioners realized that
they could not sign the prescriptions, but the secretary could.

Private Pediatric Group Practice

In another scenario a pediatric nurse practitioner was hired into a pediatric practice
group. The group was assured that the PNP had the legal right to sign prescriptions.
The group, however, decided that they were more comfortable leaving signed pre-
scriptions to be filled out. After each session the physician and the PNP did chart
review. About a month later, one of the pediatricians asked if the PNP could co-sign
the prescriptions so if the pharmacy had a question, they would know who had pre-
scribed the medication. A little later at a group meeting, the pediatricians asked if
the PNP was comfortable signing her own name without a co-signature. On the first
day of officially signing the prescriptions, there was a knock on the door to announce
the pharmacist was on the phone. Armed with the nurse practice act, the PNP
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answered the call ready for the defense. The pharmacist was just calling to see if the
drug could be substituted for a lower-cost antibiotic. There was no issue about the
signature nor was there ever an issue in the community.

Primary Care Community Center

A nurse practitioner was asked to cover pediatric services at a community primary
care center during the summer. The pediatrician was going on leave and the center
decided to hire a nurse practitioner. This was the first nurse practitioner to work
without a physician in the clinic. The nurse had prescriptive privileges under the
rules and regulations of the nurse practice act. At that time some of the chain phar-
macies were refusing to honor nurse practitioner prescriptions. The director of the
center discussed the issue with a local independent pharmacist, located close to the
clinic, and he agreed to honor all nurse practitioner prescriptions. Patients were told
the local pharmacy would honor the prescriptions, but they were free to go any
pharmacy they wished. If they encountered a problem, they were to have the phar-
macy call the clinic, and a physician would write the prescription. The local phar-
macist was delighted, at the increase in business, patients received their medications
in a timely fashion, and there were no calls to the clinic about problems with pre-
scriptions. The whole situation was considered comical because a staff nurse rou-
tinely called in the prescriptions rather than the physicians, and the call ins were
always filled without question.

These are just three stories of how nurse practitioners were able to overcome
barriers to deliver care to the community. Today, it may seem difficult to believe that
some physicians were willing to pre-sign prescriptions, knowing that an NP would
fill in the medication order. This is widely considered an illegal act, but it is an act
that was undertaken by some physicians to find a way to deliver cost-effective care
to an underserved populations.

One of many outcome studies completed in 1998, evaluating the effectiveness of
APN prescriptions in 25 primary care sites in Louisiana, concurred with previous
findings that APN prescriptive authority was beneficial to the patients [60]. Of par-
ticular interest in this study, participating physicians who worked with nurse practi-
tioners supported nurse prescribing. This was in opposition to the stance taken by
the Board of Medicine in the state. Hence, in this instance physicians who had direct
contact with the nurse practitioners were supportive of nurse practitioner prescrib-
ing, while those with no contact were not as supportive or opposed nurse practitio-
ner prescribing.

Nurse practitioners have been committed to clarifying prescribing in each state,
but this occurred again in piecemeal fashion. Changing legislative laws at times
required compromise. This may be in the form of a formulary, collaborative agree-
ment or oversight by a joint practice committee. Sometimes it entailed only pre-
scribing certain classes of medications. In one state the nurse practice act was
expanded to grant prescribing authority but conflicted with pharmacy law which
listed authorized prescribers and excluded nurse practitioners. Therefore, nurse
practitioners could legally write prescriptions, but the pharmacist was not autho-
rized to fill them.
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Nurses were persistent if a legislative bill did not get passed, they continued to
lobby and had it introduced during another session. The AMA continues to oppose
legislation, but through networking and persistence, nurse practitioners have pre-
vailed in most states. In dealing with persistent challenges at the state and national
levels, nurse practitioners realized the need for networking and political actions.
The ANA was not allocating significant resources to legislation addressing the
expansion of nurse practitioner boundaries at the state and national levels. In
response specialty organizations proliferated creating some dissonance.

Lack of Unity: The Formation of Nurse
Practitioner Organizations

Box 1 Nurse Practitioner Organizations

Organizations
AACN American Association of Colleges of Nursing
AANP American Academy of Nurse Practitioners/American Association of Nurse

Practitioners
AANPCB  American Association of Nurse Practitioners Certification Board

AAP American Academy of Pediatrics

ACNP American College of Nurse Practitioners
AMA American Medical Association

ANA American Nurses Association

ANCC American Nurses Credentialing Center
CCNP California Coalition of Nurse Practitioners

ICN APNN International Council of Nurses / Advanced Practice Nursing Network

NAACOG National Association of American College of Obstetricians and Gynecologists

NANN National Association of Neonatal Nurse Practitioners

NANPRH National Association of Nurse Practitioners in Reproductive Health

NAPNAP  National Association of Pediatric Nurse Practitioners (originally National
Association of Pediatric Nurse Associates and Practitioners)

NCC National Certification Corporation

NCGNP National Council of Gerontological Nurse Practitioners

NCSBN National Council of State Boards of Nursing

NLN National League for Nursing

NPACE National Association of Nurse Practitioners Continuing Education

NYSCONP New York State Coalition of Nurse Practitioners

Nurse practitioners throughout the United States were pushing the boundaries of
practice. Their numbers were increasing, and there were questions emerging regard-
ing educational programs, scope of practice, reimbursement, and prescribing. There
was a need to network since practice was expanding beyond the existing
legislation.

The ANA was not an early supporter of nurse practitioners, but in 1972, they added
the Council of Primary Health Care Nurse Practitioners (CPHCNP), to meet addi-
tional needs of emerging roles. The council failed since it was not able to meet the
growing needs of nurses in specialty practices. The emergence of the new organiza-
tions resulted in loss of membership [61]. ANA was no longer the voice of all nurses.
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Over the next few years, nurse practitioner specialty organizations proliferated
both on the state and national levels. A group of pediatric nurse practitioners met
informally, organized, and formed the National Association of Pediatric Associates
and Practitioners in 1973. They were invited but declined to join an ANA council
under the maternal-child division, preferring to be independent.

Between 1978 and 1984, the California Coalition of Nurse Practitioners (CCNP),
the National Organization of Nurse Practitioner Faculties (NONPF), the National
Association of Nurse Practitioners in Reproductive Health (NANPRH), National
Association of Nurse Practitioners Continuing Education (NPACE), the New York
State Coalition of Nurse Practitioners (NYSCONP), the National Council of
Gerontological Nurse Practitioners (NCGNP), and the National Association of
Neonatal Nurse Practitioners (NANN) were formed [20].

In a call for unity, six national nurse practitioner organizations sponsored a
national nurse practitioner forum called the “Coalition for Practice: Future Markets,
Future Models.” The meeting was attended by 310 nurse practitioners who met to
develop a framework to unify nurse practitioners. This became known as the
“Chicago Meeting of 1985.” What emerged was the formation of the American
Academy of Nurse Practitioners (AANP) to represent family nurse practitioners and
the National Alliance of Nurse Practitioners (NANP). The Alliance was an organi-
zation of organizations with three major goals to (1) monitor legislative and political
activities, (2) develop marketing and public relations materials, and (3) increase
communication to provide a rapid response to legislative and other issues needing
immediate attention and a unified voice [62, 63].

The Alliance met twice a year with rotating sponsorship of the meeting. During
its existence several fact sheets were published and distributed for the political
agenda, and each year all the member organizations agreed upon a legislative
agenda. This enabled all organizations lobbying to bring the same message to the
US Congress. NANP published “A Vision for the Year 2000 and several other posi-
tion papers including a position on certification and one on the acute care nurse
practitioner [62].

In response to the need for increased lobbying and setting a political agenda,
NONPF sponsored an invitational leadership summit in 1993. At the end of the
summit, a SWOT analysis (strengths, weaknesses, opportunities, and threats) team
was formed to further the agenda. The result was the formation of the National
Nurse Practitioner Coalition (NNPC) which shortly changed its name to the
American College of Nurse Practitioners (ACNP). Their mission was to focus on
legislative issues and lobbying. In 2013 AANP and ACNP merged forming the
American Association of Nurse Practitioners.

From a historical perspective, significant time and energy was spent in organiza-
tional activities. Nurse practitioners through their networking and organizational
leadership have been able to make great strides. Unfortunately, this has fallen short
of a unified coordinated effort. The nurse practitioners from the United States shared
this part of our history with other nations hoping to avoid some of our shortcomings.
Having a unified voice to speak for all nurse practitioners would provide a powerful
platform for change.
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The University of Colorado held an annual continuing education conference at
the Keystone Conference Center. Leaders of the national organizations were invited
to become conference advisors and present at a keynote forum. The forum provided
a platform to discuss organizational agendas, network, and have an open discussion
on current events related to nurse practitioner practice and regulation.

International Collaboration

In 1991 Barbara Stilwell from the United Kingdom (UK) was an invited participant
at the Keystone Conference. She had attended a nurse practitioner program in the
United States and with a colleague, Barbara Burke-Masters, initiated the role of the
nurse practitioner in the United Kingdom working with homeless and inner-city
populations. Based on their experiences, there was support for the development of
the first nurse practitioner program at the Royal College of Nursing (RCN) in
London. The program admitted 20 students who were funded to attend the Keystone
Conference in the following year. During their visit to the United States, the new
UK nurse practitioners were able to visit practices of experienced nurse practitio-
ners. The idea of hosting a UK/US conference in London emerged. The purpose of
a joint conference was threefold to (1) highlight the role of the nurse practitioner as
an international phenomenon, (2) support the UK movement with credible speakers
from the United States and the United Kingdom, and (3) provide a forum for net-
working and interactions [64].

In November 1992, Dr. Ann Smith from the University of Colorado and Dr.
Barbara Sheer from the Keystone Conference Advisory Board met with Barbara
Stilwell, Mark Jones the community health advisor for RCN, Penny Lawson a new
graduate, and Dr. Geoff Roberts a physician supporter, to plan the first international
nurse practitioner conference. The conference took place at the Café Royal on
August 6-8, 1993, hosted by the Royal College of Nursing and the University of
Colorado Health Science School of Nursing, with 350 international participants in
attendance. Many in attendance from other nations desired information on the new
role. Dr. Loretta Ford gave an inspiring keynote address which was met with an
enthusiastic response. With the success of the conference, the Royal College of
Nursing decided to continue the conference on an annual basis.

The following year the Keystone Conference led by Ellen Lemberg celebrated
the international community by inviting international nurse practitioners represent-
ing 35 countries including the United Kingdom, Canada, Australia, New Zealand,
Spain, Yemen, Swaziland, and South Africa. The nurse practitioner movement was
gaining momentum internationally. A few of the international participants were
nurse practitioners who were working within the confines of US Embassies.

To continue the momentum, annual conferences were hosted by the Royal
College of Nursing, the University of Colorado, and the American Academy of
Nurse Practitioners. The conferences were held in London; Edinburgh, Scotland;
Birmingham, England; and Melbourne, Australia. Each conference attracted repre-
sentatives from additional countries. It was decided to begin to support other nations
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with developing roles to host the conferences. This would increase visibility in
those nations and add credibility to the developing role.

There were commonalities in the global role development regardless of the
nation or region. Universal issues included role definition, scope and nature of prac-
tice, educational preparation, regulatory mechanisms, and healthcare policy. At
each conference the progress of each nation was shared, strategies discussed, and
national leaders supported. By 1996, the group recognized a need for an ongoing
communication network. The International Council of Nurses (ICN) represented
nurses globally, but there were several issues with membership restrictions.

The ICN was not a direct individual membership organization. At that time ICN
was an organization composed of one national organization from each nation. In the
United Kingdom, the member organization was the Royal College of Nursing
(RCN). In the United States, the member organization was ANA. The initial confer-
ences were supported by RCN and AANP, a nonmember organization. The collabo-
ration presented a problem for ICN as the conference was moving into more
countries. Another issue was that many of the developing nations did not have mem-
bership in ICN. If a network was to be formed, it needed to be inclusive not exclu-
sive with individual, not organizational, members.

With persistence and assistance from Fadwa Affara the ICN representative, an
agreement was negotiated. In a departure from existing policy, the ICN allowed a
unique structure. The nurse practitioner network would be established under the
umbrella of ICN with individual membership. In 1999, at the ICN Centennial
Congress in London, a forum was held to clarify the nature of advanced practice and
describe the nature of the network. A survey was developed to identify advanced
practice roles throughout the world [65].

An effort to develop a definition of the role was problematic due to diversity of
cultures and inconsistencies in language, titling, scope, education, and regulation
throughout the world. Consensus was reached on the title “International Nurse
Practitioner/Advanced Practice Nursing Network” (INP/APNN). The network was
launched at the eighth international conference in San Diego on October 1, 2000.
The development of the network served as a prototype for ICN networks. Individual
membership is free to all nurse practitioners, advanced practice nurses, policymak-
ers, and others interested in the expanded role. It provides updated information on
research, healthcare policy, and practice.

Many US and UK nurse practitioners provided early leadership for the group
including Sue Cross, Dr. Madrean Schober, and Dr. Rosemary Goodyear, as chairs
of the core steering group. Other US representatives chaired the subcommittees and
participated in the development of the committees. Leaders from other nations with
established roles added international representation. The network has provided
guidance in suggesting a master’s degree as the entry level. Many nations lacked an
educational infrastructure to provide education at this level. This early definition
allowed developing nations to set a goal for future direction. Revisions were made
as practice around the world continued to evolve.

In 2006, Schober and Affara identified trends and issues in 24 countries. The
issues included titling, scope of practice, competencies, diagnosis, and prescribing
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[66]. This was the first comprehensive look at advanced practice around the world
and provided a valuable resource for all nations.

The expansion of nursing was following global trends. In 1990 the World Health
Organization (WHO) issued a goal of “health for all” which focused on equitable
resources for people of all nations. Previous definitions of health as the absence of
disease or infirmity were replaced by a goal defining health as a state of complete
physical, mental, and social well-being and a right of all people [66].

Following the establishment of the WHO goal of “health for all,” the United
Nations developed the “Millennium Development Goals “and later the “Millennium
Sustainable Goals.” Many of these goals are within the scope of nursing. The eight
millennium goals are to (1) eradicate extreme poverty and hunger, (2) achieve uni-
versal primary education, (3) promote gender equality and empower women, (4)
reduce child mortality, (5) improve maternal health, (6) combat HIV/AIDS and
other diseases, (7) ensure environmental sustainability, and (8) develop global part-
nerships [68].

Nursing represents the largest global healthcare workforce [67]. Throughout the
world nurses have made a significant impact in promoting gender equality, reducing
child mortality, improving maternal health, and combatting diseases such as HIV/
AIDS and other diseases in underserved populations. Nurses with or without addi-
tional education and titling have filled the roles of caregiver in the community func-
tioning in the interest of public health. They have gone door to door providing
services for women and children, staffed clinics in villages for HIV/AIDS and
malaria, provided immunization clinics, and have educated the public on health
promotion and disease prevention.

The concept of expanded practice was spreading within the context of the indi-
vidual nation’s healthcare system. Each healthcare system offered unique needs and
opportunities. The nurse practitioner movement responded to the needs and oppor-
tunities in the nation. In the United Kingdom, the initial focus was on primary care.
The Netherlands began in acute care. They were experiencing a shortage of nurses
in acute care, and patients needing transplants were being sent to other nations for
treatment. The first program developed by Dr. Petri Roodbol addressed the need for
expert acute care, led a higher status for nurses, and decreased the shortage [69].

Thailand took a different approach and began with regulation rather than educa-
tion. They had support and were able to pass regulation to add 4000 advanced prac-
tice nurses in 7 years, to care for underserved rural populations. Once the regulation
was established, they were able to develop the educational infrastructure. Other
nations, including Canada, Australia, New Zealand, South Africa, and Botswana,
were also developing more sophisticated educational programs for nurse practitio-
ners [69].

The network has continued to expand and support the development of nurse
practitioners and advanced practice nurses throughout the world. There are over
100 countries in the NP/APNN network. Globally, the educational level for
advanced practice nursing is increasing, with some nations requiring a doctorate.
Boundaries are expanding and regulations are continuing to be updated. Networking
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has made a difference in offering nurses the ability to strategize their next steps.
Nurses of the world have joined together to provide cost-effective accessible care
to all. They continue to make a difference in reaching the Millennium Development
and Sustainable Goals. The transformation will take years but will be worth
the effort.

Nationally and internationally nurses are being recognized for their contribu-
tions. The IOM study in 2010 called for removing barriers to scope of practice and
increased level of education for nurses [44]. More recently the World Health
Organization (WHO) published “Global Strategic Directions for Nursing and
Midwifery 2021-2025.” This document presents evidence-based practices that can
contribute to achieving to universal health coverage and other population health
goals [70]. The transformation of nurses as an international force enabling cost-
effective accessible care is well underway.

Reaching Consensus in the United States

The paradigm of traditional healthcare is shifting, and boundaries are becoming
fluid. Regulation on a state-by-state basis is no longer a viable option with the
advent of telemedicine and virtual visits. The “consensus model,” endorsed by 44
national organizations, provides a blueprint for the future [71]. The purpose is to
standardize regulation related to advanced practice nurses and provide for mobility
from one state to another.

The components of the model are licensure, accreditation, certification, and edu-
cation (LACE). The first assertion is that all educational programs must be accred-
ited by a national accreditation body and new programs must receive preapproval to
ensure program standards are met.

Education will be at the graduate level with core courses of pathophysiology,
physical assessment, and pharmacology taken together as a group. The specialty
courses will follow with a population focus: family/individual across the lifespan,
adult gerontology, neonatal, pediatrics, women’s health, and psychiatric mental
health. The program must include the prescribed clinical hours of direct patient
contact.

Graduates must sit for a national certification examination that is psychometri-
cally sound and legally defensible. Licensure will be in one of the four advanced
practice roles: nurse practitioner, clinical nurse specialist, nurse midwife, and nurse
anesthetist. The title designation for all four roles will be APRN.

Adoption of the APRN regulatory model by individual states will eliminate the
inconsistency in practice. Advanced practice nurses will be able to move from state
to state and will no longer need multiple licenses to practice. Standardization will
assure the public that all advanced practice nurses will have the same competencies.
The movement to the doctoral level of education will solidify consistency. This
progress has been slow occurring over 50 years. It has been a journey with highs and
lows but is only the beginning.
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The Journey

This chapter has chronicled the journey of nurse practitioners from the few deter-
mined individuals in the first class at the University of Colorado who were educated
to provide care for underserved children to the thousands of nurse practitioners who
now provide care in diverse settings throughout the world.

On the journey, nurse practitioners traveled through the maze of legislation, reg-
istration, reimbursement, and scope of practice. They have had supporters and
detractors. The secret was to gather the supporters and others on the journey to
travel together. Networking was and is key: the journey is more enjoyable and much
easier to accomplish with colleagues. Networking began as telephone trees and has
moved to social media in the past 50 years.

Each victory provided a steppingstone for another victory. Each study provided
additional information. The quality of care provided by nurse practitioners is no
longer questioned. The effect of full scope of practice has been realized in many
cases and is an asset. Dr. Loretta Ford, in her presentation at the first international
conference, stated, “the role and idea was described, discussed, debated, dissected,
and defended, as well as deplored, denounced, depreciated and damned.” In the
1990s there were over 1000 studies of nurse practitioners making it the most studied
profession. Nurse practitioners have moved beyond the need to prove they deliver
cost-effective competent care and have developed innovative models to deliver care
to all populations throughout the world [72].

The first AANP State Award for Excellence was announced in 1991 at a confer-
ence in Washington DC. As each recipient took the stage, they related their story
and why they were selected. Each story was more compelling than the next. The
range of innovative models for the distribution of care was extensive. The stories
ranged from providing primary healthcare to indigenous populations at the water-
hole to providing coffee, sandwiches, and healthcare care to the homeless popula-
tion living under the bridge. There were also stories of setting up inner-city clinics
for HIV/AIDS patients and maternity services for uninsured women. This was a
time of healthcare reform, and these stories represented a new paradigm for the
distribution of healthcare. A corporate sponsor who was in attendance thought the
ceremony should have been taped and sent to all the legislators. This was the real-
ization of healthcare reform [personal experience, Washington DC 1991].

Responding to social change over the years, full scope of practice has been real-
ized in 26 states, the District of Columbia, and 2 US territories. In response to the
Covid-19 epidemic, additional states have granted temporary full scope of practice
to nurse practitioners. Five states requiring physician collaboration suspended the
restriction. Again, in times of crises, nurse practitioners can practice autonomously.

Currently there are more than 355,000 nurse practitioners licensed in the United
States. In an AANP survey, over 81% of Medicare and 78.7% of Medicaid patients
were seen by nurse practitioners [73]. Many of the nurse practitioners practice in
underserved areas and specific populations within urban areas. This has been an
ongoing journey, but the journey was never the goal.

The real story is the impact the nurse practitioner journey has had on the patients.
The small group of early nurse practitioners expanded over the years and on their
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journey and took care of the indigenous people at the waterhole, the initial HIV/
AIDS patients that were ostracized, and those in housing projects with no access to
care. The history demonstrates the transformation of healthcare in response to social
changes in society and advancements in technology. The focus was on holistic care
to the patient whether in the ICU or the villages. Each person had a voice and nurse
practitioners listened. The goal has always been about equitable distribution of cost-
effective, accessible quality care.

In 60 interviews from 2000 to present of the Fellows of the American Association
of Nurses Practitioners, a common theme voiced was that despite the challenges the
nurse practitioner role is the best profession, and even with the benefit of hindsight,
they would not have changed their career path. Through our history we can appreci-
ate the path to success. The history demonstrates persistence, networking, and the
acknowledgment that each small step is significant over time.

Celebrating our past, Dr. Loretta Ford donated a portion of her historical docu-
ments to the Bates Center for the Study of the History of Nursing at the University of
Pennsylvania. Members of the AANP History Committee and her family celebrated
this milestone in preserving nurse practitioner history. Dr. Ford and the nurse practi-
tioners that followed demonstrate how a small, dedicated group can alter history.

Dr. Barbara Sheer chair of the AANP History Committee and Dr. Loretta Ford with her family
reviewing the “Ford Collection” at the Bates Center
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Nurse practitioners and advanced practice nurses are a global force and are mak-

ing great strides toward the ultimate goal of “health for all.” Victor Hugo once said,
“There is one thing stronger than all the armies in the world and that is an idea
whose time has come.” The idea that a small group can make a difference in a global
community is an idea whose time has come.

This chapter is dedicated to all the nurse practitioners throughout the world who

believed they could make a difference in establishing “health for all.”

Bibliography

1.

10.

11.

12.
13.

14.

15.

16.

17.

Buhler-Wilkerson K. Bringing care to the people: Lillian Wald’s legacy to public health nurs-
ing. Am J Public Health [Internet]. 1993. [cited 2022 Jul 4];83(12):1778-86. https://doi.
org/10.2105/ajph.83.12.1778.

. Keeling A. Historical perspectives on an expanded role for nursing. Online J Issues Nurs

[Internet]. 2015. [cited 2022 Jul 12];20(2) https://doi.org/10.3912/0jin.vol20no02man02.

. Martin EJ, Kobert SN. Nurse practitioner political strength through unification. ] Amer Acad

Nurse Practitioners [Internet]. 1989. [cited 2022 Jul 4];1(1):2-8. https://doi.org/10.1111/j.1745-
7599.1989.tb00728.x.

. Vessey JA, Morrison C. A missed opportunity: Master’s education for certified nurse practitio-

ners. Journal of Professional Nursing [Internet]. 1997. [cited 2022 Jul 4];13(5):288-93. https://
doi.org/10.1016/s8755-7223(97)80106-8.

. Physician Assistant Historical Society [Internet]. [cited 2022 Jul 4]. Available from: www.

http://pahx.org

. Bruner K, editor. Coloradan Alumni Magazine. 2012 Sep 1 [cited 2022 Jul 4];(Fall 2012).

Available from: colorado.edu

. Lynaugh J. Nursing’s history: looking backward and seeing forward. In: Aiken L, Claire F, edi-

tors. Charting nursing’s future. Philadelphia: Lippincott Williams & Wilkins; 1992.

. Starr P. The social transformation of American medicine. New York: Basic Books; 1982.
. Pulcini J, Hanson C, Johnson J. National Organization of nurse practitioner faculties: a 40-year

history of preparing nurse practitioners for practice. ] Am Assoc Nurse Pract [Internet]. 2019.
[cited 2022 Jul 4];31(11):633-9. https://doi.org/10.1097/jxx.0000000000000330.
Asubonteng P, McCleary KJ, Munchus G. Nurse practitioners in the USA—their past, present
and future: some implications for the health care management delivery system. Health Manpow
Manag. 1995. [cited 2022 July 8];21(3):3-10. https://doi.org/10.1108/09552069510092115.
Kass-Wolff JH, Lowe NK. A historical perspective of the Women’s health nurse practitioner.
Nursing Clinics of North America [Internet]. 2009. [cited 2022 Jul 5];44(3):271-80. https://
doi.org/10.1016/j.cnur.2009.06.006.

Sheer B. A Zoom Discussion with Loretta Ford. 2022.

Bullough B. Barriers to the nurse practitioner movement: problems of women in a
Woman’s field. Int J Health Serv. 2019. [cited 2022 Jul 9]:127-35. https://doi.org/10.432
4/9781315223957-12.

Stein LI. The doctor-nurse game. Arch Gen Psychiatry [Internet]. 1967. [cited 2022 Jul
91;16(6):699.

Brush BL, Capezuti EA. Revisiting “a nurse for all settings”: the nurse practitioner movement,
1965-1995. J Amer Acad Nurse Practitioners [Internet]. 1996. [cited 2022 Jul 9];8(1):5-11.
https://doi.org/10.1111/j.1745-7599.1996.tb01035..x.

Aiken LH. Primary care: the challenge for nursing. AJN, American Journal of Nursing [Internet].
1977. [cited 2022 Jul 9];77(11):1828-34. https://doi.org/10.1097/00000446-197711000-00027.
Resnick B, Sheer B, McArthur DB, Lynch JS, Longworth JCD, Provencio-Vasques E. The world
is our oyster: celebrating our past and anticipating our future. J Amer Acad Nurse Practitioners
[Internet]. 2002. [cited 2022 Jul 9];14(11):484-91. https://doi.org/10.1111/j.1745-7599.2002.
tb00080.x.


https://doi.org/10.2105/ajph.83.12.1778
https://doi.org/10.2105/ajph.83.12.1778
https://doi.org/10.3912/ojin.vol20no02man02
https://doi.org/10.1111/j.1745-7599.1989.tb00728.x
https://doi.org/10.1111/j.1745-7599.1989.tb00728.x
https://doi.org/10.1016/s8755-7223(97)80106-8
https://doi.org/10.1016/s8755-7223(97)80106-8
https://doi.org/10.1097/jxx.0000000000000330
https://doi.org/10.1108/09552069510092115
https://doi.org/10.1016/j.cnur.2009.06.006
https://doi.org/10.1016/j.cnur.2009.06.006
https://doi.org/10.4324/9781315223957-12
https://doi.org/10.4324/9781315223957-12
https://doi.org/10.1111/j.1745-7599.1996.tb01035.x
https://doi.org/10.1097/00000446-197711000-00027
https://doi.org/10.1111/j.1745-7599.2002.tb00080.x
https://doi.org/10.1111/j.1745-7599.2002.tb00080.x

Evolution in Healthcare: The Journey from a US Demonstration Project... 37

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

Marchione J, Garland TN. An emerging profession: the case of the nurse practitioner. Image
(IN). 1980. [cited 2022 Jul 9];12(2):37—40. https://doi.org/10.1111/j.1547-5069.1980.
tb01461.x.

Office of Technology Assessment. Nurse practitioners, physicians assistants and certified
nurse-midwives: a policy analysis. Washington DC: U.S. Government Printing Office; 1986.
Lewis MA, Lewis C. Nurse practitioners: the revolution produced by a “gender-related
destructive innovation” in health care. Nursing and Health Policy Review. 2002;1(1):63-71.
Duck Soup The truth about nurses [Internet]. [cited 2022 Aug 14]. Available from: https://
www.truthaboutnursing.org/news/2005/dec/mattel. html#gsc.tab=0

ANA Position Paper on Nursing Education. Vol. 65. American Journal of Nursing; 1965
p. 106-111.

Murphy MA. A brief history of Pediatric nurse practitioners and NAPNAP 1964-1990.
Journal of Pediatric Health Care [Internet]. 1990. [cited 2022 Jul 10];4(6):332-7. https://doi.
org/10.1016/0891-5245(90)90084-].

Cumulative Listing of Nurse Practitioner/Associate Programs. American Academy of
Pediatrics; 1965 Mar.

National Organization of Nurse Practitioner Faculties. National Directory of Nurse Practitioner
Programs. Sixth. 1994.

McCauley LA, Broome ME, Frazier L, Hayes R, Kurth A, Musil CM, et al. Doctor of nurs-
ing practice (DNP) degree in the United States: reflecting, readjusting, and getting back
on track. Nursing Outlook [Internet]. 2020. [cited 2022 Jul 10];68(4):494-503. https://doi.
org/10.1016/j.outlook.2020.03.008.

Report on Doctor of Nursing Practice Education [Internet]. 2022 Jun [cited 2022 Jul 10].
Available from: aacnnursing.org.

National Council of State Boards of Nursing. Consensus Model for APRN regulation [Internet].
2008 Jul [cited 2022 Jul 10]. Available from: ncsbn.org.

McLeod RP. Nurse practitioners: building on our past to meet future challenges. Adv Pract
Nurs Q. 1995;1(1):15-20.

A, Education P, Associates E. APEA | Advanced Practice Education Associates [Internet].
2022 [cited 2022 Jul 11]. Available from: http://www.apea.com

American Medical Association | AMA [Internet]. American Medical Association. 2006 [cited
2022 Jul 11]. Available from: http://ama-assn.org

Barton Associates: Are Nurse Practitioners Called Doctors? [Internet]. Barton Associates
(en-US). [cited 2022 Jul 11]. Available from: https://www.bartonassociates.com/blog/
are-nurse-practitioner-doctors-real-doctors

NAPNAP. Scope of Practice for Pediatric Nurse Practitioners. 1983.

Council of Primary Health Care Nurse Practitioners ANA. The scope of practice of the primary
health care nurse practitioner. American Nurses Association; 1985.

American Academy of Nurse Practitioners. Documents on Scope and Standards, Quality of
Service and Cost Effectiveness of Primary Health Care Providers. Austin Tx; 1989.

XueY, Ye Z, Brewer C, Spetz J. Impact of state nurse practitioner scope-of-practice regulation
on health care delivery: systematic review. Nursing Outlook [Internet]. 2016. [cited 2022 Jul
16];64(1):71-85. https://doi.org/10.1016/j.outlook.2015.08.005.

Yang BK, Johantgen ME, Trinkoff AM, Idzik SR, Wince J, Tomlinson C. State nurse
practitioner practice regulations and U.S. health care delivery outcomes: a systematic
review. Med Care Res Rev [Internet]. 2021. [cited 2022 Jul 16];78(3):183-96. https://doi.
org/10.1177/1077558719901216.

Neft DF, Yoon SH, Steiner RL, Bejleri I, Bumbach MD, Everhart D, et al. The impact of nurse
practitioner regulations on population access to care. Nursing Outlook [Internet]. 2018. [cited
2022 Jul 16];66(4):379-85. https://doi.org/10.1016/j.outlook.2018.03.001.

Osakwe ZT, Kim RS, Obioha CU, Osborne JC, Harun N, Saint F-CR. Impact of state scope-
of-practice laws on nurse practitioner-provided home visits. Geriatric Nursing [Internet]. 2021.
[cited 2022 Jul 16];42(3):674-80. https://doi.org/10.1016/j.gerinurse.2021.03.002.


https://doi.org/10.1111/j.1547-5069.1980.tb01461.x
https://doi.org/10.1111/j.1547-5069.1980.tb01461.x
https://www.truthaboutnursing.org/news/2005/dec/mattel.html#gsc.tab=0
https://www.truthaboutnursing.org/news/2005/dec/mattel.html#gsc.tab=0
https://doi.org/10.1016/0891-5245(90)90084-j
https://doi.org/10.1016/0891-5245(90)90084-j
https://doi.org/10.1016/j.outlook.2020.03.008
https://doi.org/10.1016/j.outlook.2020.03.008
http://www.apea.com
http://ama-assn.org
https://www.bartonassociates.com/blog/are-nurse-practitioner-doctors-real-doctors
https://www.bartonassociates.com/blog/are-nurse-practitioner-doctors-real-doctors
https://doi.org/10.1016/j.outlook.2015.08.005
https://doi.org/10.1177/1077558719901216
https://doi.org/10.1177/1077558719901216
https://doi.org/10.1016/j.outlook.2018.03.001
https://doi.org/10.1016/j.gerinurse.2021.03.002

38

B. Sheer

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

51
52.

53.

54.

55.

56.

57.

58.

59.

Sox HC. Quality of patient care by nurse practitioners and Physician’s assistants: a ten-year
perspective. Ann Intern Med [Internet]. 1979. [cited 2022 Jul 16];91(3):459. https://doi.org/1
0.7326/0003-4819-91-3-459.

Brown SA, Grimes DE. A meta-analysis of nurse practitioners and nurse midwives in pri-
mary care. Nursing Research [Internet]. 1995. [cited 2022 Jul 16];44(6):332-9. https://doi.
0rg/10.1097/00006199-199511000-00003.

Mundinger MO, Kane RL, Lenz ER, Totten AM, Tsai W-Y, Cleary PD, et al. Primary care out-
comes in patients treated by nurse practitioners or physicians. JAMA [Internet]. 2000. [cited
2022 Jul 16];283(1):59. https://doi.org/10.1001/jama.283.1.59.

Institute of Medicine. Crossing the quality chasm. Washington, D.C: National Academies
Press; 2001.

Institute of Medicine. The future of nursing. National Academies Press; 2011.

Safriet B. Health care dollars and regulatory sense: the role of advanced practice nursing. Yale
Journal on Regulation. 1992;2(9):417-87.

Hudspeth RS, Klein TA. Understanding nurse practitioner scope of practice: regulatory, prac-
tice, and employment perspectives now and for the future. J Am Assoc Nurse Pract [Internet].
2019. [cited 2022 Jul 16];31(8):468-73. https://doi.org/10.1097/jxx.0000000000000268.
Safer M. The Nurse Will See You Now [Internet]. 60 minutes. [cited 2022 Jul 17]. Available
from: https://video-alexanderstreet-com.udel.idm.oclc.org/watch/the-nurse-will-see-you-now/
transcript?context=channel:60-minutes

Mason D, Vaccaro K, Fessler MB. Early views of nurse practitioners: a Medline search. Clin
Excell Nurse Pract. 2000;4(3):1.

American Medical Association [Internet]. American Medical Association. [cited 2022 Jul 17].
Available from: http://www.ama.asso.org

Fairman JA, Rowe JW, Hassmiller S, Shalala DE. Broadening the scope of nursing practice.
N Engl J Med [Internet]. 2011. [cited 2022 Jul 18];364(3):193-6. https://doi.org/10.1056/
nejmpl012121.

Bartol T. Nurse practitioners; enhancing healthcare for 50 years. Nurse Pract. 2015;40(6):14-6.
Harkless G, Vece L. Systematic review addressing nurse practitioner reimbursement policy:
part one of a four-part series on critical topics identified by the 2015 nurse practitioner research
agenda. J Am Assoc Nurse Pract [Internet]. 2018. [cited 2022 Jul 18];30(12):673-82. https:/
doi.org/10.1097/jxx.0000000000000121.

Pohl JM, Tanner C, Pilon B, Benkert R. Comparison of nurse managed health Centers with
federally qualified health Centers as safety net providers. Policy, Politics, & Nursing Practice
[Internet]. 2011. [cited 2022 Jul 18];12(2):90-9. https://doi.org/10.1177/1527154411417882.
Nurse Managed Health Centers (NMHCs) | Campaign For Action [Internet]. Campaign
For Action. [cited 2022 Jul 19]. Available from: https://campaignforaction.org/resource/
nurse-managed-health-centers-nmhcs/

Austria J. Urging a practical beginning: reimbursement reform, nurse-managed health clinics,
and complete professional autonomy for primary care nurse practitioners. De Paul Journal of
Health Care [Internet]. 2015. [cited 2022 Jul 19];17(2/3):1. Available from: https://via.library.
depaul.edu/jhcl/voll7/iss2/3

Pearson LJ. 1992-93 update: how each state stands on legislative issues affecting advanced
nursing practice. The Nurse Practitioner [Internet]. 1993. [cited 2022 Jul 19];18(1):23-38.
https://doi.org/10.1097/00006205-199301000-00006.

Craig EJ. A review of prescriptive authority for nurse practitioners. The Journal of
Perinatal & Neonatal Nursing [Internet]. 1996. [cited 2022 Jul 19];10(1):29-35. https://doi.
0rg/10.1097/00005237-199606000-00005.

LaBar C. The regulation of advanced nursing practice as provided in nursing practice acts and
administrative rules. American Nurses Association; 1983 Aug.

Hadley EH. Nurses and prescriptive authority: a legal and economic analysis. Am J
Law Med [Internet]. 1989. [cited 2022 Jul 19];15(2-3):245-99. https://doi.org/10.1017/
s0098858800009849.


https://doi.org/10.7326/0003-4819-91-3-459
https://doi.org/10.7326/0003-4819-91-3-459
https://doi.org/10.1097/00006199-199511000-00003
https://doi.org/10.1097/00006199-199511000-00003
https://doi.org/10.1001/jama.283.1.59
https://doi.org/10.1097/jxx.0000000000000268
https://video-alexanderstreet-com.udel.idm.oclc.org/watch/the-nurse-will-see-you-now/transcript?context=channel:60-minutes
https://video-alexanderstreet-com.udel.idm.oclc.org/watch/the-nurse-will-see-you-now/transcript?context=channel:60-minutes
http://www.ama.asso.org
https://doi.org/10.1056/nejmp1012121
https://doi.org/10.1056/nejmp1012121
https://doi.org/10.1097/jxx.0000000000000121
https://doi.org/10.1097/jxx.0000000000000121
https://doi.org/10.1177/1527154411417882
https://campaignforaction.org/resource/nurse-managed-health-centers-nmhcs/
https://campaignforaction.org/resource/nurse-managed-health-centers-nmhcs/
https://via.library.depaul.edu/jhcl/vol17/iss2/3
https://via.library.depaul.edu/jhcl/vol17/iss2/3
https://doi.org/10.1097/00006205-199301000-00006
https://doi.org/10.1097/00005237-199606000-00005
https://doi.org/10.1097/00005237-199606000-00005
https://doi.org/10.1017/s0098858800009849
https://doi.org/10.1017/s0098858800009849

Evolution in Healthcare: The Journey from a US Demonstration Project... 39

60.

61.

62.

63.

64.

65.

66.
67.

68.

69.

70.

71.

72.

73.

Hamric AB, Worley D, Lindebak S, Jaubert S. Outcomes associated with advanced nursing
practice prescriptive authority. J] Amer Acad Nurse Practitioners [Internet]. 1998. [cited 2022
Jul 23];10(3):113-8. https://doi.org/10.1111/j.1745-7599.1998.tb01204 .x.

Murphy MA. A brief history of Pediatric nurse practitioners and NAPNAP 1964-1990.
Journal of Pediatric Health Care [Internet]. 1990. [cited 2022 Jul 23];4(6):332-7. https://doi.
org/10.1016/0891-5245(90)90084-j.

National Nurse Practitioner Forum “Coalition for Practice: Future Markets, Future Models.”
Chicago; 1985.

Minutes of the National Alliance of Nurse Practitioners.

Sheer B. International collaboration: initial steps and strategies. J Amer Acad Nurse
Practitioners [Internet]. 2000. [cited 2022 Jul 23];12(8):303-8. https://doi.org/10.1111/j.1745-
7599.2000.tb00309.x.

International Council Of Nurses (ICN) [Internet]. ICN—International Council of Nurses. 2017
[cited 2022 Jul 24]. Available from: http://www.icn.ch

Schober M. International Council of Nurses. Oxford, UK: John Wiley & Sons; 2006.

WHO Health for All [Internet]. [cited 2022 Jul 24]. Available from: https://www.euro.who.
int/__data/assets/pdf_file/0004/109759/EHFAS-E.pdf

Sachs JD. From millennium development goals to sustainable development goals. The
Lancet [Internet]. 2012. [cited 2022 Jul 24];379(9832):2206—11. https://doi.org/10.1016/
s0140-6736(12)60685-0.

Sheer B, Wong FKY. The development of advanced nursing practice globally. Image. 2008.
[cited 2022 Jul 24];40(3):204—11. https://doi.org/10.1111/j.1547-5069.2008.00242.x73.
World Health Organization (WHO) [Internet]. WHO. 2021.[cited 2022 Jul 24]. Available from
http://who.int.

Stanley JM, Werner KE, Apple K. Positioning advanced practice registered nurses for health
care reform: consensus on APRN regulation. Journal of Professional Nursing [Internet]. 2009.
[cited 2022 Jul 24];25(6):340-8. https://doi.org/10.1016/j.profnurs.2009.10.001.

Ford L. The Initiation, Implementation, and Evaluation and the Future of the Nurse Practitioner
(1965-1993) A Saga of Social Change. In: Nurse Practitioners: the UK/USA Experience
London. 1993.

The American Association of Nurse Practitioners. NP fact sheet [internet]. American
Association of Nurse Practitioners; 2022. [cited 2022 Jul 26]. Available from: http://aanp.org


https://doi.org/10.1111/j.1745-7599.1998.tb01204.x
https://doi.org/10.1016/0891-5245(90)90084-j
https://doi.org/10.1016/0891-5245(90)90084-j
https://doi.org/10.1111/j.1745-7599.2000.tb00309.x
https://doi.org/10.1111/j.1745-7599.2000.tb00309.x
http://www.icn.ch
https://www.euro.who.int/__data/assets/pdf_file/0004/109759/EHFA5-E.pdf
https://www.euro.who.int/__data/assets/pdf_file/0004/109759/EHFA5-E.pdf
https://doi.org/10.1016/s0140-6736(12)60685-0
https://doi.org/10.1016/s0140-6736(12)60685-0
https://doi.org/10.1111/j.1547-5069.2008.00242.x73
http://who.int
https://doi.org/10.1016/j.profnurs.2009.10.001
http://aanp.org

®

Check for
updates

The Global Emergence of the Nurse
Practitioner Role
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Introduction

As countries assess the efficacy of their healthcare services and strive to provide
universal healthcare (UHC) to diverse populations, there is a need to identify solu-
tions that enhance access to care and close existing gaps in provision of healthcare
services. As a foundation for UHC, the World Health Organization (WHO) recom-
mends reorienting healthcare systems toward primary healthcare (PHC). In addi-
tion, WHO emphasizes the central role of nurses in achieving UHC and the WHO
Sustainable Development Goals (SDGs) by recommending that healthcare systems
maximize the contributions of the nursing workforce in order to achieve UHC [2, 3].
The concept of advanced practice nursing and the advanced practice nurse (APN) is
one option that is consistent with this perspective and is evolving globally. The
nurse practitioner (NP) is one of the common APN roles that are emerging world-
wide. Nurse practitioner initiatives have appeared in disparate regions internation-
ally for over five decades.

This chapter provides the International Council of Nurses’ (ICN) definition for
an NP and identifies factors contributing to this global trend. The sensitive nature of
country context is revealed along with how the local or national interpretation of
who this nurse is determines what services this healthcare professional provides.
Country and regional exemplars are described to underscore the variations in the
promotion and development of nurse practitioners but are not intended to be an
exhaustive list of nations implementing NP roles and advanced levels of nursing
practice. Additional chapters in this book provide in-depth country and regional nar-
ratives of NP development and implementation.
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The International Council of Nurses’ Nurse
Practitioner Definition

The International Council of Nurses provides the following NP definition in the
ICN Guidelines on Advanced Practice Nursing 2020 [1]:

A Nurse Practitioner is an Advanced Practice Nurse who integrates clinical skills associ-
ated with nursing and medicine in order to assess, diagnose and manage patients in pri-
mary healthcare (PHC) settings and acute care populations as well as ongoing care for
populations with chronic illness. (p. 6)

The ICN Guidelines on Advanced Practice Nursing 2020 goes on to describe a
scope of practice for the NP [1]:

The focus of NP practice is expert direct clinical care, managing healthcare needs of popu-
lations, individuals and families, in PHC or acute care settings with additional expertise in
health promotion and disease prevention. As a licensed and credentialed clinician, the NP
practices with a broader level of autonomy beyond that of a generalist nurse, [using]
advanced in-depth critical decision-making and works in collaboration with other health-
care professionals. NP practice may include but is not limited to the direct referral of
patients to other services and professionals. NP practice includes integration of education,
research and leadership in conjunction with the emphasis on direct advanced clinical
care. (p. 19)

The scope of practice for the NP differs from that of the generalist professional
nurse in the level of accountability and responsibility required to practice.
Establishment of a scope of practice is a way to inform the public, administrators,
and other healthcare professionals about the services the NP can provide.

Factors Influencing Consideration of the Nurse
Practitioner Concept

The NP concept often develops out of identified healthcare needs along with moti-
vation by individual, practicing nurses who envision that healthcare services pro-
vided by NPs can enhance care to diverse populations. In addition, development of
the NP concept forms part of the global reconceptualization of the current and future
healthcare workforce as being at the forefront of meeting Sustainable Development
Goals (SDGs) as defined by the United Nations (UN) and developed by the World
Health Organization (WHO) [2]. In acknowledging that nurses and midwives are
central to primary healthcare (PHC), WHO also acknowledges that achieving health
for all will require investments in education and job creation for nurses who play a
critical role in health promotion, disease prevention, and delivering PHC and com-
munity care. There is increasing acknowledgment that all nurses and those in
advanced clinical roles such as NPs should be educated, recognized, and authorized
to practice to their full potential [3-6]. Identifying NPs as a potential for
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strengthening the healthcare workforce places these healthcare professionals at the
forefront in the global plan to significantly diminish the complex factors that
adversely affect health and access to healthcare.

This section identifies international incentives and motivators that contribute to
the consideration and promotion of APN initiatives, including the NP role and level
of practice. The potential for considering the concept of advanced practice nursing
is shaped by the country or regional context [1]. Four main themes are identified as
providing momentum for launching a new initiative or continuing to sustain a sys-
tem that is already in place [7-9]:

e Public demand for improved access to healthcare services and delivery

e An identified healthcare need for provision of healthcare services

e An answer to skill mix and healthcare workforce planning

e A desire for the advancement of nursing roles to enhance professional
development

Additional factors that influence these four main themes and warrant discussion
when developing a plan or framework for APN that includes NP development
[1,7-9]:

* Strong education programs for the generalist nurse that provide a robust founda-
tion for advanced clinical education specific to the NP role

¢ Flexible and realistic education alternatives that not only educate the competent
NP, but offer options when a country is in a transitional process to establish an
NP presence

 Clinical career pathways for advanced clinical practice

e Effective mentorship and nursing leadership to support and promote the
NP concept

e Links to governmental and nongovernmental agencies aligned with international
expertise to establish a professional standard, credentialing process, and
regulations

No single starting point is viewed as pivotal when launching a successful and
sustainable NP initiative. In addition, global development in some countries fol-
lows parallel paths for other APN roles such as the CNS (clinical nurse specialist)
or NA (nurse anesthetist). The sensitive nature of country or local context warrants
advanced assessment of the specific setting(s) in which the NP will practice [1, 10].
Motivation and specific drivers alone do not fully describe the complexities
involved when proceeding to integrate the NP concept into healthcare systems.
However, identifying a driver or drivers provides a stronger foundation for launch-
ing and sustaining a successful NP initiative. Country and regional exemplars of
NP initiatives are provided later in this chapter. These exemplars demonstrate fac-
tors that influenced the beginning development and promotion of an NP presence
in select nations.
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Approaching Global Nurse Practitioner Development

An NP scope of practice is built on the scope of practice defined for a generalist
professional nurse and expands beyond that scope in terms of function, expertise,
and accountability based on advanced education [1]. To be effective, NP practice
must be anchored within the national and local healthcare system(s) and tailored to
meet the needs of the population. This means that globally, NP practice, while shar-
ing many similarities, also looks different in different parts of the world. Therefore,
a range of approaches rather than a single prescriptive solution for defining an NP
initiative ideally offers flexibility and a grounded process for development.

Discussions seek to define the NP focus on changes in boundaries of nursing
practice. A country’s stakeholders and decision-makers will likely see this as a para-
digm shift from a more traditional view of nursing practice and collaborative prac-
tice with other healthcare professions [11].

NP practice often exists in settings where the NP provides primary healthcare
services; thus prescriptive authority and the ability to make an initial and/or differ-
ential diagnosis as part of therapeutic management are seen as prerequisite for the
NP to practice to the full potential of the role. Recognition of these elements of the
role enables the NP to function at a level appropriate to their scope of practice under
the professional standard and regulations of the country where they work. Even
though these features are seen as central to NP practice, conversation related to
nurse prescribing and diagnostic decision-making often stimulates lively debate
when promoting new NP initiatives [10, 11]. It is the view of this author that NP
prescriptive authority and use of a common diagnostic language are ways to attain
consistency of care in provision of healthcare services as the world strives for uni-
versal healthcare.

Country Exemplars

The changes supportive of NP development and implementation take place over
years, at times following decades of discussion and decision-making under diverse
and complex circumstances. In this section, country exemplars have been selected
to present illustrations of initial development as the NP concept emerged in a nation
or region and to further highlight initiatives experiencing sustained success. The
exemplars are not meant to be an exhaustive list of all countries with an NP pres-
ence, but to demonstrate similarities and yet diversity with which countries seek to
integrate a new nursing role into their healthcare systems. Emphasis is on portraying
country profiles that developed and integrated the NP concept tailored to country
needs, healthcare context, and resource capabilities. In addition, country exemplars
were chosen that clearly relate to the NP presence in primary care and PHC in com-
munities and where the role is consistent with the ICN definition for the NP.

The global emergence of NPs is often attributed to the origins of the NP role in
the USA in 1965 [12]. Where there is evidence of this association, country profiles
include mention of adaptation of the USA NP model or collaboration with USA
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mentors. The country illustrations demonstrate the somewhat simultaneous NP
development that emerged in diverse regions globally from the 1960s over time.
International surveys conducted from 2001 to 2014 found that anywhere from 25 to
60 countries were in various stages of exploring or implementing NP/APN roles
[11]. Based on membership in the ICN NP/APN Network, over 100 nations indicate
a level of interest in advanced nursing practice, although this does not necessarily
mean an active presence of APNs or NPs (www.icnnpapnetwork.wildapricot.org).

The author is aware of international collaboration between multiple countries
other than the USA. As successful NP initiatives became more visible, representa-
tives or delegates from countries with a thriving and effective NP presence are able
to offer guidance to newly emerging projects and proposals worldwide. This inter-
country collaboration speaks to the continued and heightened interest along with
success of NPs globally.

Australia

The Australian health system is jointly coordinated by all levels of Australian gov-
ernment—federal, state, territory, and local. The aim is to provide health and well-
being for all Australians through evidence-based policy, well-targeted programs,
and best practice regulation. Medicare and the public hospital system provide free
or low-cost access for all Australians to most of these health services. Private health
insurance provides a choice outside of the public system. For private healthcare
both in and out of hospital, the consumer contributes to the cost of their healthcare
(www.health.gov.au/about-us/the-australian-health-system).

The prediction of a shortfall in medical graduates choosing primary care as their
preferred option contributed to the consideration of APN’s as one of the strategies in
Australia to cope with this deficit. In October 1990 the first NP committee convened
in New South Wales (NSW). This led to the formation of a steering group and the
beginning of the NP movement at the NSW Nurses’” Association Annual Conference
[13, 14]. In January 1994, NP pilot projects were established to evaluate NP models
in rural and remote areas, midwifery, well women’s screening, emergency services,
urban homeless men services, and general medical practice. The outcome of the
evaluation found that NPs were effective in their roles and provided quality health-
care services [14-16]. The authorization process was formalized in 1999 paving the
way for the first NP endorsement in 2000.

The Australian College of Nurse Practitioners (ACNP) is the national representa-
tive body for NPs and APNs in Australia (www.acnp.org.au). ACNP is active in
advancing nursing practice and improving access to healthcare and defines NPs in
Australia as registered nurses with the experience and expertise to diagnose and
treat people of all ages with a variety of acute or chronic health conditions. Based
on master’s degree education, NPs practice autonomously and collaboratively with
other healthcare professionals in a variety of locations [17]. The only regulated
advanced practice role in Australia is the role of an NP. Registration for NPs is
endorsed by the Nursing and Midwifery Board of Australia (NMBA) to enable the


http://www.icnnpapnetwork.wildapricot.org
http://www.health.gov.au/about-us/the-australian-health-system
http://www.acnp.org.au

46 M. Schober

NP to practice within their scope using the NP title, which is protected by law
(www.health.act.gov.au).

As the NP initiative emerged in Australia, nursing leaders and regulators pro-
moted a careful and strategic approach to development and implementation of NPs.
As a result, the NP role and title are protected by legislation. Registration with the
Nursing and Midwifery Board of Australia as an endorsed NP is a requirement to
practice in this role. The first legally authorized NPs in Australia were recognized in
2000 and 2001. Within 9 years, following initial development in NSW, all Australian
states and territories had achieved official recognition and a legislative framework
for NP practice. The driver for this dramatic change in Australian healthcare, as
envisioned by pioneer nursing leaders, was a commitment to patient-centered care
and a patient-centered health service [13].

NPs in Australia are present in a variety of settings that include primary care,
acute care, specialty medical services, and community care [14] with numbers
increasing in response to identified gaps in service delivery. Even though there is
evidence that NPs enhance quality of care and improve access to healthcare ser-
vices, there continues to be a need for robust political support for NPs to practice to
their full potential.

Refer to Chap. 23: The NP Role and Practice in Australia for an in-depth descrip-
tion of role development and implementation.

Botswana

Universal healthcare is offered to all citizens in Botswana through a public health-
care system, but privately run healthcare is also available. The government operates
98% of all medical facilities (Www.moh.gov.bw). A nominal fee may be charged for
some healthcare services in the public sector, but sexual reproductive health ser-
vices and antiretroviral therapy services are free. The decentralized healthcare sys-
tem in Botswana is comprised of 27 health districts, including mobile locations,
clinics, and hospitals (www.borgenproject.org/healthcare-in-botswana).

Developments in provision of healthcare services were a result of societal needs
and demand; in particular a shift of emphasis from hospital-based care to PHC in
the late 1970s led to the establishment of the family nurse practitioner (FNP) pro-
gram in Botswana [18]. Country independence from the UK in 1966, a need for
healthcare reform, and a shortage of physicians triggered the need for nurses to
accept increased responsibilities for PHC services. The nurses accepted these
increased responsibilities but demanded further education to meet the healthcare
needs of the country [19].

The Ministry of Health, through the then National Health Institute, responded by
establishing the first family nurse practitioner (FNP) advanced diploma program in
1981. The 1-year post-basic program was established to educate nurses in advanced
skills to provide comprehensive PHC services for common problems of the popula-
tion in Botswana. In 1989 there were estimated to be 80 graduates identified as
FNPs who were willing to work in the remotest communities [20]. In response to
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the country’s healthcare needs and consumers’ demands, the length of the education
program was extended to 18 months, and revisions to the curriculum for the diploma
program took place in 1991 and 2001, and in 2007 a four-semester format was intro-
duced. However, the program did not achieve identification resulting in a master’s
degree even though the education is comparable.

As of May 2020, the diploma program was at an advanced stage of revision at the
Institute of Health Sciences (IHS) [formerly called the National Health Institute]. In
addition, the University of Botswana offers a master’s degree program for the FNP
with discussions underway to determine possible options to matriculate the two
FNP options so that the University of Botswana could recognize prior learning at
the IHS diploma program [21].

Refer to Chap. 19: The NP Role and Practice in Botswana for an in-depth descrip-
tion of role development and implementation.

Canada

Canada has a universal healthcare system funded through taxes for medically neces-
sary healthcare services provided on the basis of need, rather than the ability to pay.
This means that any Canadian citizen or permanent resident can apply for public
health insurance. Each province and territory has a different health plan that covers
different services and products (www.canada.ca/en/services/health.html). The orga-
nization of Canada’s healthcare system is largely determined by the Canadian con-
stitution, in which roles and responsibilities are divided between the federal,
provincial, and territorial governments.

The origins of advanced practice nursing in Canada can be traced to the efforts
of outpost nurses who worked in isolated areas in the early 1890s but were largely
unrecognized within the Canadian healthcare system. Since the 1960s, APN roles
became more formalized [22]. To overcome a physician shortage in rural and remote
areas, the primary healthcare NP (PHCNP) was introduced in the early 1970s, but
by the 1990s the APN movement (NP and CNS) came to a standstill. The factors
contributing to this included a greater availability of physicians, lack of a legislative
framework or recognition in the nursing career structure, and poor public awareness
of the APN concept.

As a result, NP educational programs were discontinued until the 1990s. The
interest in NPs as cost-effective healthcare professionals in PHC was renewed in the
1990s by healthcare reform, an increased demand for access to PHC, and the need
for integrated healthcare services. Formal legislation and regulation for NPs started
in 1998 and all the provinces and territories now have it. NPs work across many
settings and are well positioned to meet the ever-growing complexity and needs in
Canada’s healthcare system [23].

At the request of regulatory bodies in Canada, the core competencies for NPs
were updated, resulting in the Canadian Nurse Practitioner Core Competency
Framework. In 2016, the Canadian Council of Registered Nurse Regulators pro-
duced new Entry-Level Competencies for NPs in Canada as a result of the Practice
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Analysis Study of Nurse Practitioners [23]. The study showed that NP practice is
consistent across Canada, with NPs using the same competencies in all Canadian
jurisdictions and across three streams of practice (family/all ages, adult, and pediat-
rics) included in the analysis. The Practice Analysis also indicated that the differ-
ence in NP practice in Canada lies in client population needs and context of practice,
including age, developmental stage, health condition, and complexity of clients.

Refer to Chap. 11: The NP Role and Practice in Canada for an in-depth descrip-
tion of role development and implementation.

Republic of Ireland

The Republic of Ireland has a dual healthcare system, consisting of both private and
public healthcare options. The public healthcare system is regulated by one govern-
ment department, the Health Service Executive (HSE) (www.gov.ie/en/ & www.
hse.ie/eng/). The mission of the Department of Health, which is made up of 12 divi-
sions, is to improve health and well-being of people in Ireland by delivering high-
quality health services and getting the best value from health system resources.

In 1996, the concept of an emergency NP was proposed in the James’s Hospital
Dublin. This initiative was intended to address a specific service need identified for
patients with nonurgent clinical presentations to the emergency department. It was
the first role of its kind in the Republic of Ireland and subsequently developed across
a broad range of 30 nursing specialist areas [11].

A fundamental change experienced by the Irish nurses occurred with the publica-
tion of the Commission on Nursing, a blueprint for the future [24], and the subse-
quent development of the National Council for the Development of Nursing and
Midwifery. The Commission on Nursing provided an opportunity for all Irish nurses
to shape the future of clinical practice by outlining strategies to advance the nursing
profession.

In 1998, the establishment of a clinical career pathway leading from initial nurs-
ing registration to advanced practice was recommended by the Commission on
Nursing. This career ladder was created to retain expert nurses in direct patient care
and served to develop clinical nursing and midwifery expertise. The development of
advanced nurse practitioner/advanced nurse midwife roles and services was part of
the strategic development of the overall health service reform in the country [25].

The Republic of Ireland has established frameworks and standards for the expan-
sion of nursing and midwifery roles including practice standards as established by
the Nurse Midwifery Board of Ireland that have been essential to role development.
It is envisioned that nurses, such as NPs, will acquire the knowledge and skills to
provide better patient care along with the efficient use of resources. In addition,
there is an expectation that positive clinical outcomes are demonstrated [11].

The Irish Association of Advanced Nurse/Midwife Practitioners (IAANMP) was
established in 2004 to provide support to nurses and midwives practicing at an
advanced level in the Republic of Ireland [26]. In addition to peer support for its
members, the Association has been instrumental in ensuring progression of a vision
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of advanced practice nursing at a national and international level by noting that
APNS, such as NPs, are integral to healthcare solutions by providing safe and effec-
tive healthcare.

Refer to Chap. 16: The NP Role in Ireland for an in-depth description of role
development and implementation.

Jamaica

Healthcare in Jamaica is free to all citizens and legal residents at government hospi-
tals and clinics (www.jamaicans.com/health-care-in-jamaica/). This includes pre-
scription drugs. Private physicians and clinics are widely available if the consumer
has the funds or insurance to cover the cost. The introduction of free public health
services to its citizens in 2008 to make healthcare accessible to all Jamaicans facili-
tated a dramatic increase in patients and resulted in an overload on the healthcare
professionals. This situation along with scarcity of resources continues to challenge
the Jamaican effort to provide UHC to its citizens (www.borgenproject.org/
healthcare-in-jamaica/). Jamaica’s medical infrastructures often do not match the
demand of its patients. In 2019 the Minister of Health and Wellness announced an
upgrade in public health facilities, in addition to developing more sophisticated
healthcare technology.

In July 2017, the island of Jamaica celebrated 40 years of NPs providing health-
care services. Discussions on the expanded role of the nurse in Jamaica began in
1972. Twenty-five experienced nurses entered the first NP program in 1977. The NP
program was established as a cooperative effort by personnel from the Ministry of
Health (MOH), University of the West Indies (UWI), Pan American Health
Organization (PAHO), and PROJECT Hope [7]. Throughout the early years Project
Hope (USA) provided staff, equipment, and faculty in addition to textbooks, jour-
nals, and audiovisual equipment. The first group of NPs began practice in 1978. The
MOH was the employer of the NPs with the nurses assigned mainly to provision of
PHC services (personal communication H. McGrath 6/6/22).

Education of nurses as NPs was a response by the MOH to provide staff for the
public health sector as the country was experiencing an acute shortage of physi-
cians, especially in the rural areas. NP education began as an Advanced Nursing
Education Unit based on the US NP concept. The first cohort consisted of 18
FNPs and 7 pediatric NPs with the course of study offered as a 1-year certificate.
The pediatric specialty was discontinued in 1979, and mental health was intro-
duced in 1997 (personal communication H. McGrath 6/6/22). In 2