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“What we have to do ... is find a way to
celebrate our diversity and debate our differ-
ences without fracturing our communities”

. . .Hilary Rodham Clinton

t has been many years since a plethora

of debate about any substantive issue

within the nursing discipline has taken
place. The development of a new post-
baccalaureate degree option—the Doctor
of Nursing Practice (DNP) sponsored by
the American Association of Colleges of
Nursing'—has been the impetus for a
resurgence of polite discourse in many
public forums of nursing, as well as
some less polite “parking [ot conversa-
tions.”

I noted to a colleague recently that
these increasingly public “conversa-
tions” reminded me of similar earlier
debates by theorists (“nursing theory” vs
“practice theory”™) and nurse researchers
(quantitative vs qualitative methods).
My colleague disagreed, remarking that
there were no competing paradigms in
this current debate. 1 disagree—I think
this current debate is, in fact, an exem-
plar for competing paradigms about the
real role of education in nursing, what
type of knowledge counts for “power”
and “prestige,” and, in this particular
argument, how research preparation (eg,
the PhD/DNS degree) is still seen as so
very different and divorced from every-
thing else in nursing.

I, for one, applaud the debate and
dialog—one must admit it does get the
creative and intetlectual juices going! In
the past few months, many position pa-
pers, editorials and resolutions have been
published about the DNP degree.>®
These papers pose questions about the
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purpose of this new credential and point
out some of the salient issues concerning
the processes by which this initiative has
developed and evolved. Yet, with the
exception of Loretta Ford,” no one seems
willing to discuss the real “elephant in
the room” and the real crises at hand that
the DNP does not address. These are
need for the Bachelor of Science (BSN)
as the entry level degree and the impend-
ing faculty shortage. Instead, the focus
has been placed on advanced practice—
where no crisis has been documented.
This situation is actually pretty ironic
given the recent resolution by the Asso-
ciation of Nurse Executives”’ who should
know, if anyone does, what credentials
are crucial in tomorrow’s health care
system for the survival of the nursing
profession. It appears many stalwart
leaders who have fought the entry into
practice battle for many years have di-
verted their energy into areas where few
would agree any crisis is, or will be, in
10 years. This seems to me to be the real
fractiure in our profession, one from
within that poses the real threat. In the
worlds in which most of us live, there are
very real issues related to scarce re-
sources and a clear need to focus all
intellectual energies, collaborative ef-
forts, and financial resources where they
will make the most impact.

A quick look at the data related to the
need for more BSN-prepared nurses and
the faculty shortage would make anyone
question just where the profession is
heading. After reading the avaitable lit-
erature on the subject, it appears we have
a sitwation full of ambiguities, miscon-
ceptions, and solutions for the wrong
problems. Leaders in nursing practice
are calling for college-educated (BSN)
nurses as a minimum and, yet. some
nurse educators are planning other pro-
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grams. And the assumption that the
only reason advanced practice
nurses have not chosen to go ofl for
the traditional doctoral preparation
in nursing is because they aren't
interested in research s short-
sighted and very simplistic. A cor-
ollary assumption (and one which
is completely ungrounded in real-
ity) is that nurses in practice are not
engaged n rescarch.

[ will leave you to read the 2
articles in this issue, written by
leaders in our discipline who feel
very strongly about this new inita-
tive, as well as refer you (o other
papers on  the topic."®  ldeally,
much more diatlog and conscasus
should have taken place before
now. Most of the literature, as this
editorial is being written, 18 asking
for more lime, more assessment.
and more engagement of all leaders
in the profession. The development

of new educational programs secms
to be a symptom of a larger prob-
lem. Any action on the part of one
group clearly has implications for
all of us. 1t is very important that
the profession not appear, one more
time. 1o be divisive and conien-
tious. Other, more pressing issues
must be examined and leaders must
come together. dialog. debate, and
Propose Some meaningful strate-
oics to address tmportant issuecs
around entry into practice and the
faculty shortage. Each of these is a
very real and immediate issue. Jt is
critical that all segments of the
profession are given an opportunity
to be heard. Nurses throughout the
profession are asking for transfor-
mative leadership that will solve
the problems we are all living with
day-to-day. This 1s the time to call
for a summit to discuss just what
the priorities are for the discipline.
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n presenting a paper recently, I once

again reviewed some of the issues re-

fated to the relentiess nursing workforce
shortage. As well, at a recent invitational
meeting, 1 had the privilege of debating the
models, standardization, and fundamental
quality issues related to instigating a clin-
ical practice doctorate. These events rekin-
dled some thinking about 3 elements re-
lated 10 our care systems paradigm and
nursing issues. First, the nursing shortage
related to acute care dominares the work-
force dialogue but remains skewed and not
fully comprehensive. Secondly, staring us
in the face is a huge potential opportunity
o create care systems better matched to a
progressively aging population with “at risk”
lifestyles contributing to obesity, chronic ill-
ness and functionality (mental and physical)
declines. Thirdly, we wouid do well to link
this need for care systems better maltched
to population heaith needs to the growing
movement within nursing to embrace clin-
ical practice doctorates.

Public discourse related (o the nursing
shortage most often targer hospital care.
The reasons are obvious given our history,
how many RNs practice there, and our
current biomedical-dominated health care
system that ts highly focused on acute
care. Fellow Linda Aiken and her team
have done much to provide strong evi-
dence linking well-educated nurses to high
quality care and patient safety. While well-
warranicd, most activities and policies
have heen ortented toward those of recruit-
ment, retention, and reinstatcment  of
nurses in acute care. Through the United
States Health Resources and Services Ad-
ministration (HRSA). federal monies were
and are being made available to develop
and test incentives for recruiting new and
retaining  already-practicing  hospital
nurses. Hospitals have instituted strategies
including sign-on and recruitment bo-
nuses, increased governance participation,
tuitien access. flexible hours and other
tnnovations. Controversiaf are the emerg-
ing strategies for recruitment and rapid
readying of forcign-educated nurses for
hospital practice, along with relaxation of
policies governing eligibility. We have

votos 1

seen high profile advertising promote new
Interest in nursing as a carecr choice and
some growth in available scholarship mon-
ies. Consequently, nursing schools have
seen  large incrcases in  applications.
Largely funded through state and private
funding. nursing schools and colleges have
received little increased monies to expand
educational capacity. Some schools have
increased capacity but generally with little
in the way of extra resources and, not
uncommonly, at the expense of the current
faculty warkloads. Sources often outside
of nursing are advocating for growth of the
nursing programs that cducate in the short-
¢st amount of time, spurring more invest-
ment in commuanity college and cven di-
ploma programs. Yet, this dynamic runs
counter to what we know to assure care
quality and patient safety in acute care
sctiings. Even though projections indicate
that the supply of nurses, no matter how
well-maximized. is not likely to be suffi-
clent over time for existing carc systems,
initiatives to modulate the utilization of
nursing expertise in acute care settings (ie,
demand) remain under-emphasized. Not to
ignore 2 examples in this realin, our Amer-
ican Academy of Nursing (AAN) Com-
mission on Nursing Workforce, having
done cxemplary fieldwork, coatinues to
seek corporate partners for creating tech-
nology supportive of maximizing nursing
practice in gcute care settings. As well, the
Robert Wood Johason Foundation Trans-
forming Care at the Bedside initiative has
led to design and testing of efficiencies that
make nursing practice more effective and
compeliing,

While the focus on acute care is domi-
nant, there is a huge opportunity for us to
have a different but major influence on the
health care of our nation. Possibly, we
should be arguing another form of nurse
shortage. Setting the delivery care system
and its finuncing aside, the aging of the
population and the increasing prevalence
of chronic disease (cg, diabetes), not to
mention functional (eg, fibromyalgia), so-
cially-derived (cg, substance abuse} or
mental (eg, major depression) disorders. is
revealing the nusmatch of our health sys-
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tem 1o the needs of our population.
Chroric discase management and
prevention or functionality restora-
tion and preservation are looming
targe. Effective interventions are
hound to encompass competence in

comprehensive  assessment/screcn-
ing, monitoring, and the shaping of

healthy behaviors through paticnt/
population education and coaching/
guiding toward self-monitoring self
care—the essence of advanced nurs-
ing practice. Comprehensive care
means that much more of our atten-
tion should be paud 1o this domain of
health care and unursing practice.
With over 200.000 {(and growing)
advanced practice nurses, we are
well-positioned to create innovative
models of care and systems of prac-
tice integrated with acute care. We
would do well to have much more of
our dialogue, policies and resources
oricnted to this domain.

Perhaps the growing movement
towards establishing clinical practice
doctorates is a key to shifting the
paradigm toward more continuous or
comprehensive care. Some debate
the nced for such a degree. t take the
stand that through our nursing and
health care science development, we
have carmed the rght o leach its
application in the form of advanced
clinical practice competencies al a
level for which awarding of a doc-
torate 15 warranted: not (o ignore that
it will advance how we play our part
n nterdisciplinary health care trans-
formation. Another debated issue is
whether and how much a clinical
practice doctorate should go beyond
the study already within our spe-
cially practice master’s  degree.
Many believe that we have leveraged
our master’s study to what, in other
disciptines, would earn a doctorate.
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When peaple have looked ar lengths
of study and science exposure within
doctoral  progrants.  study  within
many of our nursing specialty prac-
lice master’s programs is compara-
ble. If a doclorate warrants more
competency-building,  debated  is
what those ¢ompetencics entail. Var-
10us thought leaders have argued thay
we have been remiss in teaching the
competencies of systems level lead-
ership and influence. If we are to add
to the competencies expected for a
practice doctorate, it will likely in-
clude (ar least) direct clinical prac-
tice and population health practice
management, health informatics, as
well as practice, program, and sys-
tems evalvation.

Relative to a chinical practice doc-
toral degree. Fellow Mary Mund-
inger, Dean at Columbia University
School of Nursing, has called for an
emphasis on direct clinical practice
and has pleaded for standardizing the
nature of the competencies to be
mastered. Nursing practice is broad
since we praclice across a variety of
the current delivery system venues,
including primary care. public and
occupational health, acute, tong-term
and home care. We practice at the
grassroots level but also as administra-
tive leaders and teachers within the
systems. Ollen our approach is (o be
“ali-encompassing” when we define
degree requirements, seen by some 1o
be shortchanging the direct practice
dimensions of study. On the other
hand, being knowledgeable onty in
the ways of the “guild” and its his-
torical practice patterns. to the exclu-
sion of being knowledgeable in nav-
lgatng systems. perhaps retards our
abilitics to transform health and care
systems. Much work is needed by us
o envision  care  systems  beller
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matched 1o contemporary  demo-
graphics. We would do well to make
the competencies tor the praclice
doctoral degree highly aliened with

that vision and a sirong blend of

direct patient care along with sys-
lems navigation, evaluation and
transformational skills,

In summary, there are several pol-
1y implications and paoints of inter-
sect in these tdeas. It is imperative
that we address how to solve the
growing hospital nurse shortage in a
comprehensive manner. Policies and
resources to maximize faculty and
new graduate capacity and to design
practice models that modulate de-
mands for nursing are especially
warranted.  Given  today’s  demo-
graphics, and in collaboration with
other disciplines. we in nursing are
well-positioned 1o promote the cre-
ation of care systems for preventing
or managing chronic disease or ill-
ness mtegrated with acute care, help-
ing individuals maintain high func-
tionality in the contex( of aging or

illness through the strengthening of

self- and family-care. We are in need
of policies and resource allocations
that promote novel care systems con-
compassing this care and “care con-
tinuity™ through a rebalunce of hos-
pital-based rehabilitative carc with
commuruty/home-based  pro-hahili-
tative care. From inmovations for
smooth transitioning across acule,
long-term, community or home care,
novel collaboratives between acute
care and primary care nurses should
emerge. Leadership will come from
having clinicians highly skilled in
delivering comprehensive direct and
systems-savvy care and with creden-
tials at parity with collaborators in
complementary health disciplines.




Letter to the Editor

To the editor

I was disappointed to open the
letters section of the March/Apnl
2005 issuc of Nursing Outlook and
not see any ketters 11 response 1o your
editorial of Janvary/Febraary 2003
on plagiarism and scli-plagiarism.
This 15 a serious matter that deserves
the kind of dialogue you chalienged
us to have.

As editor-in-chief  of the
American Journal of Nursing {AJIN)
tor nearly 7 years, I have had numer-
ous discussions about these issues
with the journal’s editoriai and legal
staff. Farly on, T discovered that T
was not clear about what constitutes
plagiarism and self-plagiarism. How
1 it that { graduated tfrom 3 leading
schools of nursing without an accu-
rate !

the

understanding  of plagiansm?

I'm convinced that schools are not

doing an adequate job of teaching

these violations of ethical and legally
responsible writing to students and
discussing its implications for fac-
ulty, chinicians, and others who are
writing for professional publications,

Because of the resources available
to AJN, we fact-check manuscripts
during editing and often uncover pla-
garism. 1 believe that most of the
time the author simply does not un-
derstand the parameters of plagia-
rism and its legal and ethical impli-
cations. Consider the
examples:

e One author quoted exactly and exien-
sively (about 605 of the paper) from a
government Web site. Though she -
cluded the citation, she did not pul quo-
tation marks around the verbatim pas-
sages, When confronted with the facts,
she said that she thought goverment

following
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wiilings were in the public domain and
didn’t need to be quoted.

» Another author of a manuscript on a
bioterrorism topic cited an article on the
same topic from the Jowrnal of the
Americann Medicarion  Association
(JAMA). When we checked her paper
against the JAMA article, we discovered
that she had reworded cach sentence
from the article but the order of sen-
tences and paragraphs was the same.
While she had eliminated some para-
garaphs and added additional muterial
specific to nurses in her paper. she be-
licved that she had not plagiarized be-
cause she had “paraphrased™ and cited
the JAMA article. In fact, this is a com-
Mo MISCONCEPLion. Lven among aci-
demics. Tt is simply not sulficient w
change a few words in each sentence.
Copynght covers the sequencing and
arrangement of words. sentences, para-
vraphs. and tables, nol just direct quotes.
Logue’ has provided some cxcellent

tips for academics who want to stem pla-

glarisim by students.

The issue of self-plagiarism is
particularly  for
specialists and rescarchers who are

more  challenging,

writing
Here 15
cluding

often on a focused topic.
the argument that many, in-
me, have put forth: “Why do
I have to rewrite the literature review
and methods section of my research
paper if I'm publishing a second
paper an additional data [ cotlected
during my study? My (ime is pre-
cious and my priority is disseminat-
ing this important work, not trying to
be a literary or journalistic icon. |
shouldn™t have to rewrite everyvthing
each time. And even if I'm not cut-
ting-and-pasting from oove paper to
the next. I'm likelv to word a discus-
sion of the methods section close to
the same way 1 did in the first paper.”

Some of the AJN staff who are

Journalises have argued that it°s sim-

ply intellectually dishoacst to not tell
the reader that you've writien the
exact sane thing in another publica-
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tion. AJN managing editor Joy Jacob-
says, “These ethical concerns
matter just as much to me i my work
as nursing ethics matter to nurses.”
But even if you believe that biomed-
ical publishing should be held o a
different. lower standard, holders of
copyright {usually publishers) can
mount @ {egal challenge o your sell-
plagtarism.
So what are the options for very
busy nursc authors?
¢ Retain copyright to vour writings (and
risk not geting them published, since
many publishers are retuctant o accept
such arangements except in isolated
cases). This is not an option at many
Joumnals, including AJN, except on rare
OCCAasions.
s (Cite the original work and put quota-
tons around any passages that are
worded or sequenced the same. It such

S0n

passages are long, vou will need o get
reprint permission (rom the holder of
copyright on the original work.

e Refer the reader to the original work and
sinply  sununanze what vou  wrote
there.

e Wrile fresh each time and check back to
make sure you ve not seli-plagianzed.

o Have a colleague take the lead on one
paper and you lead the writing of the
other paper. 1 recently read 2 papers
that were writlen in this manner and
could find absolutely no sclf-plagia-
risim, even for the backgreund and
methods sections. The second paper
reported on a subset of the data from
the first paper, so discussed the same
methodology and literature but in a
very diferent way.

o The International Academy of Nursimg

(INANE)

meeting of publishers of mwsing jour-

nals 1o discuss the extent of self-plaga-
nsm that the publishers are willing
tolerate. As oy Jacobson asked me: [s it

okay o plagianize a sentence but not a

paragraph? A paragraph but not a page”?

A page bul not & whole antiche?

Editors could convene a

Nuwsiveg o onk [ 2]




There may very well be other
options that I'm not secing. These
issues are not unique to nursing,
Scholars and journalists are losing
jobs because of plagiarism and self-
plagiarism. And as Joy Jacobson
pointed out to me, the public has
become very distrustful of journal-
ists; if npurses are to retain their
standing as the most trusted profes-
sionals, don’t they have to be trust-
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worthy in all of their work, including
their writing?

Joy Jacobson is in the process of
determining the journal's policy on
plagiarism. In doing so, she wil be
interviewing nursing and medical
nurse ethicists, working
Jeurnalists, and other leaders in the
ficld. She would appreciate hearing
from nurse authors on this topic:
Jjacobso@Lww com.

scholars,
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Who’s who in nursing: Bringing clarity to the doctor

of nursing practice

Mary O 'Neil Mundinger, DrPH

Advanced practice nurses across the country are
informally learning expanded skills and are assuming
significant autonomy. The growing complexity and
acuity of care, the aging of the US population, and the
dwindling number of primary care physicians aif con-
tribute to the need for increased knowledge and
practice competency. A formal and standardized ed-
ucational process leading to a doctoral degree is
essenlial for quality assurance, to clarify and validate
authority/responsibility, and to recognize and identify
these practitioners. The Doctor of Nursing Practice
(DINP) degree will formalize the acquisition of the
knowledge and skills necessary for fully accountable
and broader scope clinical nursing practice.

or more than 50 years, advanced practice nurses

(APNs) educated at the master’s degree level have

provided exemplary care to millions of individuals
and (amilies. These nurses are—and will continue to
be—fundamentally important and useful in the nation’s
health care system. Many of these extraordinary pio-
neers have also advanced their knowledge and learmned
expanded skills, but they have been doing so without
format education or training, and without broad ac-
knowledgment of their abilities. Standardizing the ed-
ucarional process is necessary for quality assurance and
to anchor and fully establish these new levels of APN
practice. Without rigorous evaluation of the adequacy
of those informally learned skills, responsibility cannot
legitimately be advanced, and accountability will not be
widely acknowledged. The conferral of a doctoral
degree clarifies and validates authority beyond the
Master of Science (MS) degree. The new degree—the
Doctor of Nursing Practice—embaodies a higher level
of overall knowledge and responsibility and the same
accountability and scope of practice as other clinical
doctorates.

Mary O’Neil Mundinger is Dean and Ceatennial Professor ot Health
Policy at Columbia University Schueol of Nursing, New York, NY.
Reprint requests: Dr. Mary " Neil Mundinger, Columbia University
School of Nursing, 617 West 168 St., Rm 139, New York, NY 10032
E-mail: mmdd @columbic edu.
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HOW DOES DOCTORAL ROLE DIFFER
FROM MS-LEVEL PRACTICE?

The Daoctor of Nursing Practice { DrNP) graduate differs
from an APN with a master’s degree in several ways.
Overall, the DrNP has attained a greater depth and
breadth of knowledge and practice. Significant addi-
tional science education is provided by courses in
genetics, advanced pathophysiotogy, pharmacology,
differential diagnoses, chronic illness, bioinformatics,
research methods. and identification and use of medical
evidence. Courses in practicc management, ethics and
fegal issues add policy and systems strength. These
courses complement MS-level education and, in com-
bination, allow the DrNP graduates to assume greater
responsibility and accountability for their patients.

The clinical components of the DrNP curmculum
{ocus on integrating new knowledge into clinical prac-
tice. Students admit, co-manage. and discharge patients
from the hospital. They conduct emergency room (ER)
evaluations and recommend resclutions. They leamn
how to find the best specialist when reterrals are
necessary, how to work with those specialists, and how
to evaluate those recommendations. These clinical 1n-
teractions are not “silo” experiences but arc embedded
in the continuity of care of a given patient population.
If the student enters with a primary care background,
most of the initial clinical training occurs in the inpa-
tien/ER/acute care settings. The reverse is true if the
student enters with an acute care background. All
students graduate with the full skill set on inpatient/
outpatient management.

The second year of post-MS study {5 a full-time
residency in which students practice at the new level,
develop 15-20 complex case studies demonstrating
their new competency attainment. and publish papers
attesting to their achicvements. Practice is no longer
time- or site-specific but can span all settings. The
degree would not change regulations at the outset.
Hospital admitting privileges will stil} be the purview of
hospital medical boards. independent prescribing or
billing are statc and payer prerogatives. Nonetheless,
regulations tnevitably change and advance when com-
petency 18 demonstrated and patient nced is apparent.
DrNP graduates will be the instrument of such changes.
Even before the regulations catch up with practice,
DrNP graduates are exerting mor¢e influence, demand-
ing access and joint decision-making for their patients
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Bringing ciarity to the doctor of nursing practice

wherever they are being treated. DrNPs are raising
guestions, offering resolutions, stepping in with wel-
come wisdom and, importantly, patients are demanding
that their DeNP providers have access and authority for
their care. These clinicians will change health care and
profoundly improve the nation’s image of nursing. But
this can happen only if the public knows—with
assurance—that every DrNP i3 a elinician with the
appropriate level of education and training.

MUDDYING THE WATERS

A doctorate in any discipline should reflect equal
standing with other professional doctorates. This new
clinical role in nursing 18 measurably more than mas-
ter’s level practice. demonstrates the same level of
wisdom and responsibility as those in other doctoral
roles, and is distinctively different from a research
doctorate. Voila the doctorate in nursing practice.

Some who are skeptical say: *We have too many
degrees in nursing, we will confuse the public. We
should build these advanced skills into cxisting de-
erees.” Nothing could be more confusing to the public
than having one degree that means many things. If there
were no Doctor of Medicine {MD) degree, but just
different kinds of PhDs, patients would be understand-
ably wary and confused about which PhD to turn 1o for
their health care.

Others say: “Nursing practice is anything a nurse
does—administration, chinical care, teaching .. " Where
were these people when “advanced practice nursing” was
coined? The public knows these nurses are educated as
clinicians, not as administrators or teachers. And therein
lies APNs' influence and success. “Practice’ has meaning
and is equated with clinical care by the public: why
destroy that clarity and substitute confusion?

Hidden in these specious arguments is the knowl-
edze that practice is clearly valued and that a DrNP will
be a powerful title; nurses want to be under that
umbrelta when they earn a doctorate. After all, doctoral
degrees in administration and teaching are already
available. So there 1s a movement— headed by our own
protessional organization, American Association of
Colleges ol Nursing—to lump all doctoral education
{except research) under the “practice” doctorate tide.

One does not have to search far into nursing’s
checkered history to see that a practice doctorate could
easily recapitulate the failure of the NI (Nursing
Dociorate) with its disparate missions and outcomes.
Being “inclusive™ —whether in nursing or elsewhere—
leads inevitably to confusion and to scrtling for the
lowest common denominator.

We are at a point in time where nursing can achicve
the standing necessary o give millions of individuals
access to uniquely valuable care. Nursing has a long
history of throwing away such opporunities—the di-
luted professionalism in the Associate degree. refusing
to incorporate the idea of a Physician Assistant into
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nursing curricula, diffusing the potential of the Doctor
of Nursing (NI} degree by lack of standardization. But
this time we could do it right by requiring clarity and
standards, common purpose, and yes, exclusivity.

PRIMARY CARE AND THE FUTURE OF
NURSING

The health care needs of this couniry are daunting. in
1996, the Institute of Medicine provided a general
definition of primary care:

“Primary care is the provision of integrated,
accessible health care services by clinicians who
are accountable for addressing a large majoriny of
personal health care needs, developing a sus-
tained partnership with patients, and practicing in
the context of family and communiry.”"

Who will provide this kind of comprehensive pri-
mary care? The decade-old but still-current IOM defi-
nition nowhere uses the words “physician™ or “medi-
cal” carc. The comprehensiveness required can he
supplied by a nurse with a clinical doctorate.

Who are the expert practitioners needed to manage
chronic iliness? As the nation ages, the prevalence of
chronjc disease will increase. Nurses with the clinical
doctorate have the required scope of knowledge and
skill, the ability to provide necessary referrals and
follow-up,

Who can assurc patients adopt—not just adhere
to-—necessary preventive and health promotion activi-
ties? “Compliance” sugeests a passive and outdated
chinician/patient relationship. Nurses with the clinical
doctorate combine traditional nursing proficiency in
teaching and coaching with sophisticated diagnostic
and therapeutic skills. They are the providers of choice
for those nceding guidance to change behaviors.

Who will assure timely and knowledgeable transla-
tion of science into practice, selecting the best research
to enrich patients” lives? Nurses with the clinical
doctorate can evaluate evidence, apply it appropiiately,
and gain patients’ acceptance of the resulting therapies.

Who will generate new evidence for constant im-
provement in practice? Expert clinicians with anatytical
skills and sophisticated use of informatics can begin
this process, which is sadly lacking in health care today.

Midwives, anesthetists, acuie care clinicians and
nurse practitioners have evolved in the 50 years since
M5-level education became associated with advanced
practice. Their services and beneficial outcomes (sonme-
times with identitiable value-added contributions) are
exemplary, but patients nced more advaaced care than
graduates with current APN education can provide. If
the nursing profession is to capture this unique oppor-
tunity, it must create a formal and standardized program
for nurses interested in additional knowledge and a
higher level of practice, and we must be clear who the
graduates arc and what they can do. If we do not
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embrace this opportunity, others will, and nursing will
have truncated its own discipline.

A DECADE OF PROMISE AND PROOF

We at Columbia have more than a decade of expericnce
with this expanded model, and as of April 2005, 13
newly minted graduates from the first ¢linical doctoral
program in nursing. These recent graduates say there is
a fundamental and even profound difference in how
they practice now, atter completing the program, even
though they are the same pioneers who developed the
expanded APN role over the last 12 years.

In 1993, Columbia University School of Nursing
was asked by Presbyterian Hospital to establish 2 new
ambulatory clinics to meet the growing demand for
primary care in our underserved immigrant community.
The faculty accepted and proposed conducting the first
randomized trial comparing independent nurse practi-
tioners with primary care physicians. To reduce the
vaniables and strengthen the study, the School asked the
hospital’s medical board to grant the faculty nurse
practitioners admitting privileges.

During the medical bhoard’s deliberation. several
physician chairmen provided additional waining for our
faculty nurse practitioners in dermatology, radiology
and cardiology and helped mentor them through the
processes of admilting and co-managing patients and
conducting emergency room evaluations. The results of
the randomized trial, published in The Journal of the
American Medical Association in 20007 contributed to
a change in the hospital by-laws. which now give
faculty nurse practitioners statutory permission for
admitting privileges. Today, more than 30 faculty are
practicing in this broadened roie. The informal learning
and new advanced authority was only the beginning.
All the DrNP graduates who have completed the formal
educational program. and the students in the process of
caompleting the degree, see themselves as “emissarics,”
not just graduates.

The first class—all Columbia University School of
Nursing faculty-—represent pediatric, adult, family, and
wornen’s health primary care as weli as midwifery,
acute care and psych/mental health. In their final exit
interviews, these first DiNP graduates responded in
interesting and similar ways 1o a question about how the
program had chauged their practice.

There is a strong theme ol increased confidence,
more assertive accountability and responsibility, espe-
cially in clinical arenas, and emerging roles they had
not before considered. In the transplant units, DrNDP
graduates describe their role in resolving ethical and
legal issues and taking the lead on these issucs in team
meetings with transplant surgeons. The midwives now
more often co-manage patients in the emergency room
and hospital, handling their patients’ non-pregnancy
health issues. All the DrNPs have nstituted informatics
tools 1o document their practices and analyze them in
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formal ways, and they have begun working with their
research collcagues to develop evidence for best prac-
tices. Many cite the inereased influence they now have
te establish nursing-specific interventions in their pre-
viously conventional, medically oriented practices.
Some point to specific policy changes they have insu-
tuted that are the dircct result of their IXINP learning.
For example, cxpensive allergy medications are no
longer ordered after an oulcomes assessment [rom chart
review; all pregnant women on selective serotonin
reuptake inhibitors are required to have a joint psychi-
atrist/DrNP decision on drug therapy during pregnancy:
all DINP referrals to the emergency room are required
tohave the DINP sign-off before patients can leave the
emergency room. They say they know mwore and are
more confident and assertive about having their wisdom
accepted, more often cite the literature and use evidence
in their decisions, and more often co-manage patients
rather than simply referring them (nurse practitioners
more often admit and co-manage; acute care clinicians
more often actively manage patients when they leave
the acute care site). One DINP graduate says she now
considers hersell a “sole-keeper” rather than a “gate-
keeper.”

Columbia University School ol Nursing faculty
members have demonstrated a level of clinical practice
beyond that achicved with a MS degree. We know thar
thousands of nurses aspire 1o this level of education.
and schools are responding by developing new degrees.
We know that a research degree is asynchronous with
these goals, and we know [rom every other profession
that when you reach competency associated with doc-
toral achievement, one should receive a doctorale, not
another MS degree.

Not only do nurses want very smuch to attain a higher
level of expertise, but the health care system needs
these DrNP graduates as the population ages. and
people live longer with mare treatable illness. The
aging hoomers—bhig consumers of everything—are
poised Lo be big consumers of health care. At the same
time that demand grows, the primary carc physician
resource is diminishing. It's a perfect storm, when the
DrNP can calm the waters and resolve the crisis.

WILL NURSING TAKE ADVANTAGE
OF THIS OPPORTUNITY?

Major questions remain. Will the practice doctorate
succeed if it becomes a catch-all. non-research degree?
I{ the DrNP signifies nothing more than that the
graduate 1s not a researcher, the advanced clinical role
is in jeopardy of reaching its full potential. While
nursing has a long history of nuanced difference (di-
ploma/AA/BS/MS) which only nurses understand, the
public doesn’t get it and doesn’t care. Neither patients
nor payers will rake the time to find out what kind of a
DrNP someone is (clinician? educator? administrator?
systeins expert?). For safety and quality reasons, those
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aspiring to the clinical doctorate must go through a
rigorous winnowing process. A title should mean some-
thing.

It may be that this clarity of title is already doomed.
Schools contemplating establishing a practice doctorate
arc already taking disparate paths (Kentucky’s program
is not a clinical degree; others may have “tracks™ where
graduates with the same title might be experts only in
clinical care or informatics or administration.) If this
continues to play out as it is now unfolding, differen-
tiation other than by title is imperative for the advanced
clinical role to succeed. Cextification, or other ways to
clearly and reliably identify the clinical experts, is
essential,

The most important goal will be to provide exquis-
itely sensitive and knowledgeable care to patients who
desperately need this resource, But there will be several

other effects, only some of which are predictable today. -

Raising the bar on what a nurse can attain (the clinical
doctorate) will change the public’s view of nursing and
encourage ambitious young people to reconsider a
nursing career. The very presence of a DiNP in a
hospital can amcliorate the general understanding of
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what nurses can do and, perhaps, help change the
stultified nature of hospital nursing. With the growing
demand for medical specialists, there is already a strong
pattern of medical students flecing primary care. Per-
haps with the clinical doctorate in nursing, there will
finally be the productive teams of nurses and physicians
at comparable levels of value and demand. Perhaps with
the advent of nurses with the clinical doctorate, more
individuals will have access to those who can effect
optimal prevention of illness and promotion of health.
Maybe these new nurse doctorates are the answer to
many ills. It is imperative that we clarity the title,
standardize the degree, and identify these experts for
our patients, the payers, the public, and policy makers.
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A debate is currently raging in many academic nurs-
ing circles about a new degree, the Doctor of Nursing
Practice (DNP). The degree is envisioned as the fermi-
nal degree in the discipline that focuses on clinical
practice, and it is proposed to supplant the master's
degree by 2015. There are a number of driving forces
fueling the proposed change, including the hoped-for
parity it will create with other health care disciplines
and the potential for addressing the complexity of
today’s health care system. However, we believe that
a substantive debate is required prior fo a full-scale
adoption of this new degree. In this article, we pose
the potentiat unintended consequences of adopting a
practice doctorate within our profession—the ones
that might be negative for the nursing profession, for
hedith care, and for society as a whole. We discuss
these 3 dimensions and suggest that the DNP may
erode the major pragress nursing as a scientific disci-
pline has made in universities over the past 3 decades.
We suggest that the adoption of a DNP wift threaten the
generation of theory-based science in our discipline,
either by decreasing the number of PhD-prepared
nurses that will enter the field in the future or by
lengthening the course of study to a PhD, thereby
significantly shortening produclive scientific careers.
We question whether the creation of 2 docforal tracks
will further widen the chasm between nurse scientists
and clinicians and result in many nurse clinicians
feeling disenfranchised. We also pose questions about
the impact of the DNP on hedith care and society. We
are concemed that the number of nurses prepared at
an advanced practice level will decrease and that the
DNP will, thus, have negative impacts on quality, cost,
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and access to care. Finally, we question whether the
DNP will create confusion among colleagues and
consumers. We recommend that the adoption of the
DNP only occur after thoughtful discussion both within
and outside the profession.

urses are currently engaged in a sturing debate

around the proposal approved by the American

Association of Colleges of Nursing (AACN) at its
Fall 2004 meeting to support the Doctor of Nursing
Practice (DNP) as a terminal practice degree.' As
delineated in the proposal, the degree is to be distin-
guished from the PhD, which has wide acceplance as a
research-focused degree, and is 1o supplant the MS
degree for nurses in advanced practice or leadership
roles by 2015. A few schools have already embarked on
this new educaticnal path and offer the degree to nurse
practitioners or administrators, while many others are
deliberating their course. By entering into this debate,
nurses are collectively creating the future of our pro-
fession.

As authors of this article, we welcome this bold
move on the part of AACN, a profcssional organization
representing 578 schools/departments of nursing” and
believe that the current debate will provide all of us
with the opportunity to clarily and reaffirm our aca-
demic traditions and goals. The driving forces for this
recommendation appear o be the following: (1) parity
with other health care disciplines such as medicine,
physical therapy, and pharmacy; (2) the high amount of
credits required in advanced nursing practice curricula
that exceed the amount required for a masters degree in
other disciplines (although how widespread this excess
is has yet to be documented); (3} the current and
projected shortage of faculty that could be addressed by
nurses with a terminal practice degree; and (4) the
changes in the health care system that require nurses (o
become increasingly expert in the complexities of care
management.” We want {o offer our thoughts and
guestions as a means of increasing the current dis-
course. Specifically, we want to pose what we believe
are the potential unintended consequences of adopting a
practice doctorate within our profession—the ones that
might be negative for the nursing profession, for health
care, and for society as a whole.
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IMPACT ON NURSING iIN THE
ACADEMY

One of the profession’s highest achievements was
extricating its educational system {rom the hosputal
diploma school structure, where it had litle autonomy
and academic legitimacy. This movement occurred over
half a century ago and, over time. nursing has achieved
an amazing degree of consistency in the preparation and
educational credentials required for chimical practice
and doctoral preparation. Although there were decades
of confusion and struggle in individual states, the BSN,
MSN, and PhD are now recognized as the preferred
degrees for each level of practice. 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.

We wonder if the diversion of resources required (o
create a practice doctorate will undermine the graduate
programs already in place that arc often tentauvely
funded. We also worry that the DNP will fead to tewer
nurses seeking PhDs because they have already
achieved (through years of graduate work) a terminal
practice doctorate. If either or both occur, it will
undermine what the profession has achieved in doctoral
education and diminish our value to science and to
universities over ume.

DECREASED NUMBERS OF PhD
GRADUATES

We worry that the small number of students graduating
annually with PhDs in nursing (approximately 400 per
year) will diminish even turther if the DNP is widely
adopted. We are concerned that nurses will view the
DNP as a terminal degree, not just the terminal “prac-
tice degree”, and will be encouraged to pursuc careers
in academe without gaining a PhD. In fact, at the 20035
National Academy of Nurse Practitioner Faculty
{NONPF} meeting, a resolution was introduced to adopt
a position acknowledging parity between the DNTP and
PhD. If nurses who might have considered studying for
a PhD view the DNP as a viable alrernative to the PhD,
they will choose it instead of PhD study, either because
they desire advanced practice education and credentials
or, in some cases, because they view the DNP as an
“easier” route to obtaining a doctorate because of lesser
requirements for independent scholarship. Reducing the
pipeline of nurses who are prepared to conduct inde-
pendent research on our practice and assume academic
(tenure track) positions in our universities will have a
negative impact on the further development of our
sclence,

We alse worry that adoption of the DNP will
lengthen the program of study for many (uture nursing
PhD graduates. Our discipline has had the unfortunate
characteristic of having nurses enter scientific carcers at
least a decade later, on average, than other disciplines.
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The average age of the PhD in nursing who is awarded
a first RO1 grani from the National Institutes of Health
ts fully a decade older than his or her peers in other
disciplines, Thus, the scientific career of the nurse
researcher 15 olten far shorter and. therefore, less
productive over the life of a rescarch career. than that of
peers in other disciplines. As a discipline, we are trying
to alter that pattern by encouraging nurses 1o enter
graduate school and prepare themsclves to conduct
independent research early in their career trajectory.
What will the instidution of a practice doctorate do to
that trend? We believe that the DNP will serve as an
impediment to having nurses prepared at the doctoral
level relatively early in their professional careers. Stu-
dents may be required to gain a DNP to have legitimacy
in the practice arena, and thus add years to their
graduate study if they indeed persevere through to
earning a4 PhD. Thus, the adoption of the DNP by the
profession will serve to once again diminish both the
numbers of PhD} graduates and their years of produc-
tivity, thereby decreasing ncw contributions to the
sclentific basis of our practice.

THE ROLE OF THE DNP IN ACADEME

One of the arguments for a DNP is that it is perfectly
legitimate to have a practice doclorate in a practice
discipline—many fields do. People with Doctor of
Education (EdDj, Psychology (PsyD) or Pubtic Health
{DrPH) degrees arc (rained in programs that offer an
alternative to the research-intensive PhD. The primary
career path 1§ o practice—as a superintendent of
schools, as a school psychologist, as a director of public
health. Overall, the percentages of people with these
degrees teaching in wniversity schools of education,
psychology. and public health are very low. People who
aspire to faculty careers primarily choose the PhD
rather than the practice doctorate, and i’s not a partic-
ular problem for schools of cducation, psychology, or
public health to offer their practice doctorates with
primarity PhD-prepared faculty. These professional
doctorates in other discipkines were partially the basis
for establishing the plethora of professional doctoral
degrees in nursing (eg. DNS. DNSc, DN, DSN. NI}
that have plagued our profession and conlused our
colleagues and the public for the past 3 decades. Many
of these programs were oricnted to clinical practice but
included a significant amount of training in the gener-
ation and use of science.

The disciplines we are choosing as models for our
practice doctorate proposals. however, are different
than the disciplines used to {fashion the original profes-
sional doctorates. The practice doctorates in pharmacy,
medicine, dentistry, and physical therapy torce people
to the practice doctorate in order to practice. The
primary training for practice in these disciplings occurs
with the doctorate. The amount of research training is
relatively insignificant, and the graduates are viewed as
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users of research, not generators, Their faculties must
be drawn primarily from people with practice doctlor-
ales {(because no one clse is qualified to prepare people
for practice at this level), leaving the genecation of
knowledge for the dlsupime either to PhDD's in basic
and behavioral sciences who partner with doctorally-
preparcd clinicians, or to the intrepid individuals who
have gained both practice and research degrees.

Thus, we worry that the adoption of a DNP wili
threaten the generation of theory-based science in our
discipline, either by decreasing the number of PhD-
prepared nurses that will enter the field in the tuture or
by lengthening the course of study to a PhD and,
thereby, significantly shortening productive scientific
careers. We also worry that the DNP will mean that our
university-based faculties will not be vibrant PhD-
prepared faculties with the rescarch training necessary
to lead interdisciplinary research teams and to be
Principal Investigator's (P1°s) and co-PT's with faculties
of other schools, If a high percentage of nursing
faculties have DNPs rather than PhDs, they will take
secondary roles in the advancement of scicnce in the
university conununity and the profession will lose the
hard-won rights to autoromy and leadership in aca-
deme. This is a particutarly important loss as the
Nauonal Institutes of Health directs PhD-prepared sci-
entists to optiunize opportunities to collaborate in sci-
entific discovery in its recent Roadmap Initiative

VARIABILITY IN DNP PROGRAMS
AND TITLING

Uneversities imposc consistency on the meaning of PhD
degrees across disciplines. No such guidelines exist
with respect 10 professional doctorates, and the respect
cach 15 accorded varics significantly as a result. The
DNP (or DINP as used at Columbia University and
Drexel University) s heing developed with curricular
variations and requirements that are not controlled by
the university and already vary across universitics even
m these early years of adoplion. Some programs are
heing proposed as theorv-based, with research courses
and a dissertation requirement that appear quite similar
to existing professional doctoral degree programs in
nursing (forexample, http://cnhp.drexel edu/News/news.
asp?view=show&ID=113). Others are being devel-
oped as an expansion of a traditional MS program
{for example, hitp://www.iri-college.org/trinursing/
DNPcompletion.doc or htip://www2 uchse.cdu/son/
sonweb.asp?econtent = education/content/NDdefault htmd
section=Education&T Nav =cducatton/Inav/educationL Nas .
asp). Some schools have added an additional requirement
of a year’s clinical residency o their master’s curriculum
tfor example. tutp://epmenet.columbia.cdu/dept/nursing/
academics-programs/drnpfaq.himl) Some programs re-
quire 4 master’s degree prior to catry (eg. http://www,
rushw.rush edu/nursing/pos/doctor_nursing. nd.html),
while others supplant the masters degree (for cxample,
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hup:/fepmenet.columbia.edu/dept/nursing/academics-
programs/drptaq.html). These variations will under
mine the branding of the degree, the quatity of the
graduates and their productivity.

IMPACT ON CLINICAL SCHOLARSHIP

The argument has been advanced that, unlike PhD
programs in nursing which are research-based, DNP
programs do not need 1o inctude “theory” since they are
not preparing graduates for scholarly roles. We argue,
however, that clinical scholarship requires the ability to
engage in critical theoretical discourse and discern gaps
in knowledge related o clinical practice. Choosing
between different types of evidence, and translating
evidence into clinical practice, requires knowing differ-
ent theoretical frameworks with their various assump-
tions and theoretical propositions. Students in doctoral
programs in nursing require opportunities to engage in
philosophical, theoretical and rescarch discourses.
Hence, we are hack to the dilemma of several decades
ago when we fuiled o differentiate between what is
expected tfrom a PhD-bound candidate and a DNS-
bound candidate. It may be assumed that the only
difference between the 2 types of programs is the
dissertation requirement. But, as schools of nursing try
to distinguish the difference between the MS and DNP,
we anticipate that they will respond to universitics’
requirement for a scholarship project for all doctoral
programs that will quickly teke on the characteristics of
a dissertation.

A doctorally-prepared graduate is expected (0 both
utilize and develop knowledge. These are 2 sides of the
same coin, and one cannot exist without the other.
Whether scholars choose a PhD or a DNP route, they
must engage in practice. and their scholarly work must
be driven by clinical practice. The very act of critical
utilization of theory and research requires simultaneous
development and advancement of knowledge. Separat-
ing them is artificial at best but, at worst, provides the
poteatial for constraining progress in the discipline of
nursing,

IMPACT ON NURSES AND THE
PROFESSION

The history of nursing is filed with decisions and
events that have left clinicians feeling disenfranchised.
When aursing education moved from the hospital to the
university/cotlege setting. diploma nurses found them-
selves with an education that provided little or no
college credit. That change created an entire generation
of embitiered nurses who saw nursing academics as out
of touch with clinical practice. The current proposal to
convert all masters degree programs to professional
dectoral programs would once again disenfranchise a
farge number of advanced practice nurses who believe
that they were appropriately prepared for roles as nurse
practitioners, nurse midwives, anesthetists. and clinical
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nurse specialists. This sense of disenfranchisement 18
seen in some of the documents of the specialty organi-
zations written in response 1o the AACN proposal. For
example, the National Association of Clmical Nurse
Specialists published a white paper on the proposed
nursing practice doctorate offering § positive points and
24 negative points related to the AACN proposal,
particularly as it may influence the clinical nurse
specialist role.”

We are also concerned that the development of the
DNP will increase the gap between nursing academia
and clinical practice. The development of 2 separate
tracks—one to practice (DNP) and one to rescarch
(MS/PHD)—underscores the separaton of the 2
worlds. Nurses working at the bedside now sce an
educationat continuum ol associate degree to doctor-
ate that provides a clear carcer path. Tn the proposed
DNP, the paths diverge with clinicians being forced
to choose at the bachclors level whether they want a
career in clinical practice or research. We worry that
this choice will only widen the academia-clinical
practice gap.

We are concerned that nurses with a passion and
talent for clinical practice will sce the DNP as a way to
insure that their graduate degree experience is grounded
in clinical issues. If those nurses get DNPs, however.
who witl enter nursing PhD programs? If School of
Nursing facultics don't offer an integration of profes-
sional ethics, practice, and science in our PhD pro-
grams, some university administrators are certainiy
going to wonder why nursing Phi programs are necded
at all. Couldn’t we just hire nurses who get PhDs in a
variety of basic sciences as medicine and pharmacy do
now? We worry that the adoption of the DNP will lead
to a [uture where nurses with DNPs teach all the clinical
courses in a curriculum and PhD-prepared faculiy (with
PhDs in disciplines other than nursing) teach doctoral
students and research courses. Is this our preferred
future?

IMPACT ON HEALTH CARE AND
SOCIETY

For all the threat we belicve the proposed doctorate
holds for the place of nursing in the academy. we are
equally concerned about the impact on healin care in
general, to patients and families. and to our society.
Dissociating the DNP from traditional academic de-
grees will contribute nothing to society’s issues of
quality, cost and access to health care.

We, as a society, are grappling with how (0
reduce, not increase, the costs of health care. Heath
care costs have escalated. in part, because of the high
salaries expected at the end of a long course of study.
As training has increased for various health profes-
sionals, salaries have increased concomitantly to deal
with deferred income and large student debt. The
administrators of health care systems (particularly
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those with 24/7 rvesponsibility) have responded to
high salary costs. particularly in medicine, by trying
10 negotiate lower reimbursemenis (resuliing in
lower physician incomes) and by hiring lower-cost
alternatives whenever possible {eg. unesthetists in-
stead of anesthesiclogists and nurse practiioners
instead of physicians). Rising expectations tor sala-
ries among all people with practice doctorates is
appropriate, but it decreases the impetus for use of
more cost-etfective providers or creates pressure for
the production of new, less costly personnel. A
common strategy to constrain cost in the health care
industry has been to hire a single doctorally-prepared
practitioner and to augment that individual with
people with little or no college education (eg, the
pharmacist assisted by pharmacy technicians and the
orthopedist supported by orthopedic technicians). We
believe that society needs mose college-educated (e,
baccalaureate level-educated) protfessionals i each
field, instead of more doctorally-prepared people lead-
ing masses of untrained helpers. The health care system
capnot afford to have an army of doctorally-prepared
healthcare workers delivering hands-on care. and we
worry that the DNP will lead patients to receive nursing
care from a few select nurses and an army of unlicensed
personnel.

A DECREASE IN THE SUPPLY OF
ADVANCED PRACTICE NURSES

One concern that has not been voiced in the discus-
sions around instituting the DNP is the potential
constraints put on the supply of advanced practice
nurses. Many schouols or departments of nursing are
approved o offer a masters degree. while not ap-
proved to offer doctoral degrecs in any field. Al-
though the number of schools who could ofter a
practice doctorale but currently only offer a masters
degree are not known: we are concerned that only
one-quarter of the 351 schools that ofter the MS also
offer the PED.® If advanced nursing practice is set at
the doctorai level, how will these institutions con-
tinue to prepare advanced practice nurses? Many will
nat be able to convert their MS degree programs (o
DNP programs, thereby reducing access to prepara-
tion for advanced practice in many parts of the
country it the DNP becomes the entry into advanced
practice.

A related concern is that many schools that are able
(0 offer a doctorate in nursing will not be able to afford
to mouni 2 doctoral programs well, and will have o
reduce the number of nurses accepted into the DNP
compared Lo their current MS programs. Universities
often have regulatory language around the requirements
for written and oral qualifying examinations, scholarly
projects and defcnses related to the doctoral degree. All
of these absorb faculty resources and many schools can
barely martial appropriate resources for one doctoral
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program. Thus, schools may have 10 reduce the number
of students they accept into the DNP program compared
to the MS program in order to meet the university
requirements for a professional doctorate. Extending
the length of advanced practice programs and dimin-
ishing the number of programs available in the country
will not improve access to care, cost of care, diversity
of providers, or quality.

THE VIEW OF THE CONSUMER

An often unspoken argument of advocates of the DNP
is 10 achieve parity with other healthcare professionals
who hold a professional doctorate and. therefore. can
request to be called “Doctor.” With some trepidation,
we believe that it’s not helpful to patients and families
1o have everyone they meet in the health care system be
a “doctor.” The PhD-prepared nurse earns something
akin to a “peer” seat at the table with physicians
because of the high societal value and legitimacy of that
raditional degree in our society. But the peer status
exists primarily in the realm of science and the acad-
emy, not in the general public. Patients are likely to be
increasingly confused by what education their “doctor”
has and deny increased status to this new group of
“doctors” in the health care system. Many states have
addressed this confusion of new professionat doctorates
in a variety of disciplines by creating state regulations
that restrict the use of the title “doctor™ when providing
patient care.

We have a plethora of data showing that current
advanced practice nurses have skills and competen-
cies that produce equal or better patient oulcomes
than physicians.” We do not need a practice doctorate
Lo cenvince society of the worth of advanced practice
nurses. But what will be the consequences of having
graduates of doctoral programs that range from a
brief residency that follows a standard masters cur-
riculum, to a curriculum that includes new courses
over and above what is currently taught in a master’s
program, to a curriculum that looks like our current
DNS programs (eptions that arc all being discussed
in schools of nursing across the country)? What will
society make of programs that prepare nurses for
administration, teaching. public policy work or prac-
tice? For some, a DNP might mean something similar
to current DNS programs—almost indistinguishable
from PhD programs. For others, it might be a chance
o focus on the methods of scicnce now associated
with practice-based learning and improvement. IT the
DNP can mcan any or all of these things. does it
really strengthen the societal image of nurses pre-
pared at the graduate level, or does it just fuel the
confusion that our entry into practice debales have
engendered in the public?

Dracup et al.

RECOMMENDATIONS FOR THE
FUTURE

We recommend that the profession carefully debate the
wisdom of adopting the DNP as a terminal degree. If
the protession, with the support of colleagues and the
public. agrees that the professional doctorate is impor-
tant for nursing. then we hope that faculties will build
the DNP as a post-masters degree. If nurses obtain
advanced practice education and certification at the
MSN level, and then have a choice of seeking either a
practice doctorate or PhD. we could potentially add
value without suffering significant losses to the profes-
sion and society. We would keep producing a very good
health care provider for society without lengthening
programs, thereby minimizing costs t both society and
individuals secking initial preparation for advanced
practice or other advanced roles.

[s a practice doctorate that focuses on administration,
teaching, public policy work or practice really a prac-
tice doctorate, or is it a professional certification for
administrative and policy roles, much like the EdD?
The practice doctorate that replaces a clinically focused
Masters” Program for preparing advanced practice
nurses will dilute the actual amount of scholarship and
focus on advanced clinical nursing practice. Some DNP
programs may elect, due to their setting and resourceas,
to focus only on the non-clinical aspects of the practice
doctorate. Creating a large number of such programs.
we believe, would be a major step back in terms of
knowiedge development in nursing practice that fo-
cuses on patient care nursing contributions to societal
health in community and public health nursing practice.
To make the practice doctorate a viable and robust
alternative for nursing practice knowledge. skitl devel-
opment, and ethical comportment, we urge that the
practice doctorale alternative occur only at the posi-
master's fevel.

Finally, a post-master’s practice doctorate would
allow states that have regulatory language that man-
dates the MS degree for advanced practice time to
consider the issues. For a good period of time into our
future, we recommend that we maintain regulatory and
accreditation options that do not force premature clo-
sure on the topic of the practice doctorate.

SUMMARY

We have traveled a long, diftrcult road to achieve status
and legiimacy within American untversities and scien-
tific communities. The practice doctorate, in our view,
threatens our relatively recent and, therelore, fragile
hold in both academe and science by reducing the
aumber of nurses prepared at the PhD level and
changing the nature of our university-based faculties of
nursing.

We hope that the profession (including state regufa-
tory and accrediting bodies) will take the lime to be
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thoughtful on the issue of the DNP. If we are not to
suffer negative, unintended consequences, we will need
to explore all the options avaitlable and engage our
public and other health care disciplines in serious
debate. Nurses and others must be encouraged and

welcomed to share their views of the pros and cons of

the various paths currently proposed.
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