EDITORIAL

DOCTOR OF NURSING PRACTICE—

MRI OR TOTAL BODY SCAN?

By Kathleen Dracup, RN, DNSe, and Christopher W, Bryan-Brown, MD. From the School of Nursing, Univer-
sity of California, San Francisco, San Francisco, Calif (KD), and the Department of Anesthesiology, Albert

Einstein College of Medicine, Bronx, NY (CWB-B).

ursing as a profession appears destined to
argue about educational preparation. This
year we celebrate the 40th anniversary of the
American Nurses Association’s resolution that entry
into practice will be at the bachelor’s degree level (as
a bachelor’s of science degree in nursing or BSN).
Despite the decades that have passed since that 1965
resolution, the majority of applicants to nursing pro-
grams continue to choose associate degree nursing
programs, often for reasons of convenience and cost.
The number of nurses who have a BSN has increased
during the past 4 decades, and yet only 44% of the 2.7
million nurses in this country currently hold a bache-
lor’s degree or higher,' making the entry into practice
discussion a continuing hot topic.
Although we have not achieved the 1965 goal of
a BSN-prepared workforce, we have managed to
embitter several generations of nurses who feel that
their education was discounted in that historic resolu-
tion. And now we appear to be headed down a similar
path at the level of advanced practice. In October
2004, the American Association of Colleges of Nurs-
ing passed a resolution to support the doctor of nurs-
ing practice (DNP) as a terminal practice degree.” The
degree is to be distinguished from the PhD, which has
wide acceptance as a research-focused degree, and is
to supplant the master’s degree (ie, the DNP would be
required for nurses who want an advanced practice
role such as nurse practitioner or nurse anesthetist).
Once again, we have a deadline: 2015,
To date, only one school, the University of Ken-
tucky, has embarked on this new educational path,
offering the DNP degree. Several schools also are
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awaiting approval for the degree to take the place of
the master’s of science (MS) degree for nurse practi-
tioners, while many others are deliberating their
course. By entering into this debate, nurses are collec-
tively creating the future of our profession.

During the past 2 decades, graduate programs in
nursing have multiplied like weeds in the rainy season,
fueled somewhat by changes in healthcare in the
1990s. At last count, 351 schools offer an MS degree,
while 25% offer a doctoral degree.’ As states and pro-
fessional nursing organizations have become clearer
about the requirement of an MS degree for certifica-
tion as an advanced practice nurse (ie, clinical nurse
specialist, nurse anesthetist, nurse practitioner, or mid-
wife), as well as for teaching and administrative roles,
an increasing number of nurses have obtained an MS
degree. Although the number of nurses prepared at the
doctoral level remains small (less than 1%), the num-
ber of nurses who have gained an MS degree has dou-
bled during the past decade and is now more than 10%
of all nurses.' Thus, discussion about the MS degree
becoming a DNP degree affects several hundred thou-
sand nurses who already hold an MS degree, more
thousands who are considering the best course for
graduate study, the professional organizations who rep-
resent various nursing specialties, the credentialing
bodies, the state boards of nursing, and the public.

Advantages of the DNP

In putting forward the argument for embarking on
what many admit will be yet another mélée in nursing,
individuals have pointed to a number of advantages to
having the DNP replace the MS degree. One of the
most commonly identified advantages is parity with
other healthcare disciplines.** Medicine and dentistry
have long been identified with the professional doc-
torate, but other disciplines have either recently or are
currently moving their entry into practice to begin at
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the doctoral level. Pharmacists are now required to
hold a doctor of pharmacy (PharmD) degree in order
to practice. Other disciplines moving in the same
direction are physical therapy, occupational therapy,
optometry, and audiology. Consumers will soon know
all of their healthcare providers as “doctor,” and pro-
ponents of the DNP suggest that nurses should be
included in this trend. For example, Olshansky® sug-
gests that a DNP is necessary if nurses are “to ‘be at
the table’ in an equal capacity with other healthcare
providers and policymakers, providing input into and
leadership for major decisions that affect the health
and health care of our citizens.”

A second reason offered by advocates of the DNP
is the “credit creep” seen in MS degree programs in
nursing.” Graduate nursing students are sometimes
required to take double the amount of credits of other
MS degree programs at the same university. The num-
ber of nursing credits is often the result of state-man-
dated clinical hours or clinical experiences required for
certain roles (eg, nurse practitioner or midwife), as
well as the complex clinical knowledge required to be
a safe practitioner. Thus, it seems unlikely that nursing
faculty will be able to reduce the number of credits
required to get an MS degree even if they wanted to do
so. According to proponents of the DNP, these same
credits could be applied to a practice doctorate with-
out substantially increasing the time it takes to earn a
graduate degree.

The third reason supporting a DNP is that a termi-
nal practice degree is required to prepare nurses for the
complexities of clinical practice today and for their
intense and far-reaching responsibilities. The suggested
curriculum in the DNP recommendation includes clini-
cal science, evidence-based practice methods, system
leadership, information technology, health policy, and
interdisciplinary collaboration.? Some university
schools of nursing are considering adding the recom-
mended curriculum topics to their nurse practitioner
specialties, thus replacing their 2- year MS program
with a 3- to 4-year curriculum.

Concerns

In the spirit of encouraging the debate that must
precede any widespread adoption of a change in edu-
cational requirements, we pose 4 questions. First, will
a new degree (the DNP) add to the public’s confusion
about educational requirements in the nursing profes-
sion? When a patient consults with a physician for care,
that individual must, by law, hold an MD degree. When
a patient meets a “nurse,” that person must, by law, be
an RN. The individual may hold a diploma in nursing,
an associate degree, or a BSN. When a nurse says that
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he or she holds a doctoral degree in nursing, that degree
may be a PhD, a DNS or DNSc (doctor of nursing sci-
ence), a DSN (doctor of science in nursing), or an ND
(a doctor of nursing). The confusion surrounding doc-
toral degrees in nursing reflects the profession’s history
within universities. At times, nursing faculty wanted to
identify their research as being based in clinical practice
(so opted for a professional degree rather than a PhD)
or universities argued that nursing faculty did not have
the resources or science base to offer a PhD, but
allowed them to offer a professional degree instead.

During our decades of confusion around the entry
into practice degree (diploma, AD, or BSN) and the
doctoral degree (DNS, ND, DSN, or PhD), there has
been one beacon of clarity: the MS degree. The MS
degree increasingly became recognized as the degree
required for all advanced practice and faculty roles. It
1s the one degree on which the profession (and state
boards of nursing) seemed to agree. Now we worry
that by replacing MS programs with programs award-
ing a DNP, we will compound the confusion that has
existed at the BSN and PhD levels. The public,
healthcare colleagues, and even nurses have difficulty
sorting through the variety of educational options and
paths already available in the profession, and we won-
der if the DNP will add to the confusion. The BSN,
MSN, and PhD are now recognized as the preferred
degrees for each level of practice in nursing. At the
graduate levels, we have achieved consistency between
the educational and regulatory worlds and parity with
other disciplines in the scientific and academic world.
Will we lose that clarity by adding a practice doctor-
ate? Does the DNP really strengthen the societal image
of nurses prepared at the graduate level, or does it Jjust
fuel the confusion that our entry into practice debates
have engendered in the public?

Second, we wonder if adding a practice doctorate
will threaten the already tenuous supply of nurses
who pursue a PhD. Nursing has been characterized by
an extremely small percentage of nurses (fewer than
500 graduates annually) who obtain a PhD in nursing.
In general, nurses seek graduate degrees later than do
students in other disciplines (the average age of a
nurse awarded a PhD is 45, which is a decade older
than most other disciplines). Nurse academics are try-
ing to alter that pattern by encouraging nurses to enter
graduate school and prepare themselves to conduct
independent research early in their career trajectory.
What will the institution of a practice doctorate do to
that trend? We worry that the DNP may serve as an
Impediment to nurses entering PhD study relatively
early in their professional careers. Students may feel
required to obtain a DNP to have legitimacy in the
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practice arena, and thus add years to their graduate
study if they indeed persevere to earning a PhD. They
also may see the DNP as an alternative to the PhD
and decide not to pursue preparation for an academic
career by earning a PhD. The adoption of the DNP by
the profession may serve to diminish both the number
of nursing PhD graduates and their years of produc-
tivity, thereby decreasing new contributions to the sci-
entific basis of practice and diminishing the role of
nursing on university campuses.

Third, we worry that the DNP will enlarge the gap
that already exists between academic and clinical nurs-
ing and increase discord within the profession. To
require 2 DNP for advanced practice that does not
build on the MS degree will permanently separate
basic and advanced practice nursing. Nurses working
in critical care units now see an educational continuum
of associate degree to doctorate that provides a clear
career path. In the proposed DNP, the paths diverge
with clinicians being forced to choose at the bachelor’s
degree level whether they want a career in clinical
practice or research. We also worry that the current
advanced practice nurses who hold MS degrees will
feel disenfranchised. When nursing education moved
from the hospital to the university or college setting,
diploma nurses found themselves with an education
that provided little or no college credit. We had an
entire generation of embittered nurses who saw nursing
academics as out of touch with clinical practice, and
we continue to have difficulties articulating nurses
from associate degree programs into bachelor pro-
grams. The current plan to convert all MS programs to
professional doctoral programs would once again dis-
enfranchise a large number of advanced practice nurses
who believe they were appropriately prepared for roles
as nurse practitioners, nurse midwives, anesthetists,
and clinical nurse specialists. This sense of disenfran-
chisement is seen in some of the documents of the spe-
cialty organizations written in response to the American
Association of Colleges of Nursing proposal. For exam-
ple, the National Association of Clinical Nurse Special-
ists published a white paper on the proposed nursing
practice doctorate offering 5 positive points and 24
negative points related to the American Association of
Colleges of Nursing proposal.’

Finally, we are concerned that adoption of the
DNP by nursing programs will unnecessarily extend
the length of time it takes a nurse to be prepared for
advanced practice. We have a plethora of data show-
ing that current advanced practice nurses have skills
and competencies that produce equal or better patient
outcomes than do physicians,” which means we do not
need a practice doctorate to convince society of the

value of advanced practice nurses. We also worry that

requiring a DNP instead of an MS for advanced prac-
tice may diminish the number of programs available
in the country. Universities that currently have MS
nursing programs will not all be given approval by
their administration and academic senates to offer a
doctoral degree. Thus, the DNP will not improve access
to care, cost of care, diversity of providers, or quality
of care.

MRI or Body Scan

The development of magnetic resonance imaging
(MRI) revolutionized medicine and our ability to detect
pathology or disease. MRIs frequently are ordered in
emergency rooms and intensive care units to confirm
or rule out a life-threatening condition. In the 1990s,
MRI trailers in hospital parking lots across the nation
became a familiar site until hospitals were able to
accommodate MRI facilities inside their walls. Today,
we can’t imagine life without MRI. Although discus-
sions about the cost-benefit ratio of using them occurred
during their early adoption, they are an important (and
unquestioned) staple in our diagnostic armamentarium.

Similarly, the body scanner seemed like a miracle
machine when first introduced. Abnormalities (perhaps
indicating cancer or heart disease) could be identified
early, leading to appropriate diagnostic testing. Thus,
disease could be identified early when it was still treat-
able. Touting an innovation in healthcare, industry
advertisements bombarded the public and healthcare
providers with the wonders of a body scan. What hap-
pened? Initially, the public did show interest and even
paid out of pocket for the test, but physicians were
wary of the results. The findings from a body scan
were nonspecific and led to expensive diagnostic tests,
often with no benefit to the patient. Healthcare providers
refused to order body scans and insurance companies
were unwilling to pay for them. Ultimately, body scan-
ners were an expensive healthcare fad.

We wonder if the DNP is the MRI of nursing
education—the right degree at the right time—or if in
the years to come the DNP will be viewed like the
body scan—a fad that confused the public and ulti-
mately was destructive to the nursing profession. We
hope that the discipline will move slowly, encourag-
ing input from the public, other types of healthcare
professionals, and state accrediting boards before the
DNP is adopted in university schools of nursing. We
also hope that if universities decide the professional
doctorate is important for nursing, that they will build
the DNP as a post-master’s degree. Maintaining an
MS degree in nursing would allow nurses the flexibil-
ity to select a doctoral program that meets their career
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goals. A post-master’s practice doctorate would allow
time for states that have regulatory language mandat-
ing the MS degree for advanced practice to consider
the issues, particularly those related to “grandfather-
ing” in the thousands of nurses who are already certi-
fied in advanced practice.

Currently, this debate is taking place in the relative

isolation of association and academic meetings. We
wonder what clinicians think of the proposal. Please
write to us at AJCC@sonnet.ucla.edu with your opin-
ion. We hope to be inundated with letters and will try to
publish all of them! If we are not to suffer negative
unintended consequences of this resolution, we will
need to explore all the options available. Your view of
the DNP resolution is important and will help bring
those options to light.
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Sparkling beaches, world-class golf and more than 200
days of Carolina sunshine a year will attract you. The
latest technology and resources to help you be your best
are at Grand Strand Regional Medical Center. 219 beds,
over 900 staff members and over 275 physicians. Add
your talents to our dedicated team and discover

the rewards of “your” care.

Registered Nurses
Full-time positions available. South Carolina Nursing license is
required.

We offer 12-hour shifts/36-hour work weeks, excellent shift
differentials, clinical nursing ladders, mentor programs for new
RN grads, competitive salaries, comprehensive benefits
including Health/Life/Dental Insurance, 401(K), employee stock
plan, and after one year of full time employment service -
tuition reimbursement for continuing education.

$3,000 for relocation assistance available for the qualified
full-time candidate.
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In-State: 800/922-6234
Local: 843/692-1640

Fax: 843/692-1643
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Regional Medical Center

809 82nd Parkway, Myrtle Beach, SC 29572,

Visit our website at:
www.grandstrandmed.com coc
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