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This is an exciting time for the profession of nursing. Having
withstood a decade or more of health care restructuring and re-
engineering, nurses are building a much-needed evidence base

to link nursing care to positive patient outcomes and to safer care
environments. Responding to unprecedented nursing shortages,
many employers offer nurses significant incentives and work hard
to keep experienced nurses within their systems by acknowledg-
ing the need to provide ongoing clinical support and a profes-
sional practice milieu.

In this environment focused on nurse recruitment and best
practices, the voices rising up from nursing must be universally
clear on what stellar nursing care is and the patient and system
outcomes that can be anticipated when this kind of care is prac-
ticed. Patients and families today are informed consumers and
seek care from nurses in whom they can establish immediate
trust. These nurses must be knowledgeable, caring, and savvy cli-

nicians. Health care delivery models must be designed so patients
and families know their nurses and nurses know their patients.
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This health care environment presents a unique opportunity for the nursing profes-
sion—an opportunity to thoroughly describe nursing practice and to test new models of
care delivery. Nurses must have a clear understanding of what they do, what their relation-
ships are to patients and families, and what effects they have on patient outcomes. Nursing
cannot be effectively measured and directly linked to patient outcomes until nurses can
easily describe their practice.

What Nurses Do

The certification board of the American Association of Critical Care Nurses (AACN)
began work on the AACN Synergy Model for Patient Care™ more than a decade ago to
better explain critical care nursing practice (see Appendix A, “How the AACN Synergy
Model for Patient Care™ Was Developed,” for more detail on how the Synergy Model was
developed). At the time, the AACN Certification Corporation was planning a third valida-
tion study to ensure that the CCRN® credential accurately reflected contemporary critical
care nursing practice. Simply stated, the Synergy Model is a conceptual framework that
describes a patient-nurse relationship that acknowledges the primary importance of nurs-
ing care based on the needs of patients and their families. The fundamental premise of the
Synergy Model is that patients’ characteristics drive nurse competencies. When patient
characteristics and nurse competencies are in synergy, optimal patient outcomes are more
likely to occur (see Figure 1.1.). Soon after its publication, the Synergy Model crossed
traditional subspecialty boundaries and reverberated as a relevant model for patient care
wherever patients and nurses were found.

Synergy Model

Patient
Characteristics

Nursing

Practice

Optimal Patient Outcomes

Figure 1.1. The Synergy Model
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Conceptual models are important because they help illuminate what is essential or rel-
evant to a discipline. Visintainer (1986) used an analogy of maps as a way to identify what is
important or relevant to a discipline. For example, a collection of maps describes a region of
the world and can describe different aspects of that region—weather maps, air current maps,
temperature maps, rainfall maps, road and air traffic control maps, and geological maps.
While all maps accurately describe the region, the best map depends on what information is
needed or what question is being asked. Similarly, while many wonderful conceptual models
describe nursing, the Synergy Model specifically describes relevant aspects of nurse-patient,
nurse-nurse, and nurse-system relationships.

Many health care systems use a conceptual framework to unify their thinking around
nursing practice within their facility. The Synergy Model is a practical and intuitive frame-
work that resonates with nurses from varying subspecialties, levels of expertise, and roles
from staft nurse to chief nurse executive. The Synergy Model resonates with clinicians
because it describes what nurses do based on the primacy of patients and optimal nurse-
patient relationships. The synergy that occurs within the relationship is unique to the profes-
sion and mutual in effect as it not only benefits patients but it calls attention to therapeutic
patient-nurse relationships that serve to sustain nurses within the profession. Specifically,
reciprocal nurse-patient/family relationships carry the potential for providing an enormous
source of professional satisfaction for nurses (Curley, 1997).

The basic premise of the Synergy Model is simple, elegant, and historically embedded in
the practice of nursing. Nurses have always done what patients needed and were unable to
do for themselves. Virginia Henderson (1961) described the nurse-patient relationship as:

She [the nurse] must, in a sense, “get inside the skin” of each of her patients
in order to know what he needs. She is temporarily the consciousness of
the unconscious, the love of life for the suicidal, the leg of the amputee, the
eyes of the newly blind, a means of locomotion for the infant, knowledge
and confidence for the young mother, the “mouthpiece” for those too weak
or withdrawn to speak, and so on”

In these powerful words, written more nearly half a century ago, nurses do what pa-
tients and families need for us to do. Henderson goes on to say that,

Nursing is primarily assisting the individual (sick or well) in the performance
of those activities contributing to health, or his recovery (or to a peaceful
death) that he would perform unaided of he had the necessary strength, will,
or knowledge. It is likewise the unique contribution of Nursing to help the
individual to be independent of such assistance as soon as possible.
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So, while nurses base their practice on patient needs, our goal is to help the patient and
family become functionally independent. More recently, the “provision of a caring relation-
ship that facilitates health and healing” was acknowledged by the American Nurses Associa-
tion (2003a) as an essential feature of contemporary nursing practice. The essence of nurs-
ing is about the primacy of patients and doing what patients and their families need through
caring relationships that facilitate healing. The Synergy Model describes these fundamental
elements of nursing (see chapter 2, “The AACN Synergy Model for Patient Care™ Revis-
ited”).

The Synergy Model describes a cluster of personal characteristics that each patient and
family brings to a health-care situation. The eight patient characteristics span a continuum
of health to illness and include: stability, complexity, vulnerability, predictability, resiliency,
participation in decision-making, participation in care, and resource availability. Nursing
competencies, derived from the needs of patients, are also described in terms of essential
continuums. The Synergy Model describes eight nurse dimensions of nursing practice that
span the continuum from competent to expert. These include: clinical judgment, clinical
inquiry, caring practices, response to diversity, advocacy/moral agency, facilitation of learn-
ing, collaboration, and systems thinking. These competencies reflect a dynamic integration
of knowledge, skills, experience, and attitudes needed to meet patients’ needs and optimize
patient outcomes. In this model, optimal patient outcomes result when patient characteris-
tics and nurses competencies synergize. Optimal outcomes are what patients themselves (or
the people of significance to the patient) define as important. Three levels of outcomes are
described in the Synergy Model: patient/family-level, unit-level, and system-level.

Moving the Synergy Model into Clinical
Practice
Applying the Synergy Model to clinical practice brings both the work of nursing and the

model to life. The Synergy Model can be used to describe patient needs, nurse competen-
cies, models of care, and outcome indicators that derive from the nurse-patient relationship.

Patient Needs

Nurses can use the Synergy Model to better describe: (1) individual patient needs during
nurse-to-nurse report, and (2) a group of patient needs using second generation “acuity” or
“needs” scoring systems.
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Nurse-to-Nurse Report

Everyday, every shift, nurses tell the story of the patient and their family to another nurse
during nurse-to-nurse sign out or shift change so that care can continue as smoothly as
possible. Though unit-specific in format, nurse-to-nurse sign-outs usually entail a state-
ment of the patient’s problem, past medical history, review of systems, current orders, team
members, social supports and a heads-up to the patient’s likes and dislikes (see Box 1.1.).
Documentation systems, sometimes computerized, are used to organize sign-out informa-
tion.

Optimally, the sign-out also provides an opportunity for nurse-to-nurse coaching
and mentoring of the salience of patient’s trajectory of illness. Helping the oncoming
nurse benefit from what was learned about the patient and family augments the oncoming
nurse’s capacity to know the patient. Knowing the patient is a caring practice that includes
knowing the patient and family as individuals and having an in-depth knowledge of their
typical response (Tanner, Benner, Chesla, & Gordon, 1993). Knowing the patient refers to
how the nurse understands the patient, grasps the meaning of the situation for the patient,
or recognizes the need for a particular intervention. Knowing the patient requires clinical
judgment and creates possibility for advocacy that limits patient vulnerability and prevents
iatrogenic injury. The eight patient dimensions of the Synergy Model can then be used to
help communicate nurse knowledge of the patient and family.

For example, review Ann’s sign-out report in Box 1.1. Ann is a 5-year-old female post
cardiopulmonary arrest of unclear etiology. After reviewing her sign-out, Ann can be best
described as unstable, complex, vulnerable, unpredictable, resilient—having survived a full
cardiopulmonary arrest—with an engaged family who is actively participating in decision-
making and care with adequate resource availability. Summarizing these eight characteris-
tics during nurse-to-nurse sign-out provides a minimum data set describing Anne needs
and also creates “teachable” moments for the coaching and mentoring of less experienced
colleagues. When considering Ann’s needs, he charge nurse would assign a proficient pedi-
atric critical care nurse. The clinical nurse specialist (CNS), would probably start at Ann’s
bedside when making rounds.

Box 1.1. Ann’s Sign-Out Report

Ann is a 5 year-old girl who suffered a full cardiopulmonary arrest yesterday
in the emergency department (ED) after presenting in shock post two day
history of fever, vomiting, and abdominal pain. She has a positive medical
history—hospitalized 2.5 years ago with idiopathic dilated cardiomyopathy

5
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Cardiopulmonary:
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FEN:

Neuro:

Renal:
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Skin:

Vascular access:

Social:

Team:
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Dr Xis the cardiac surgeon, Dr. X is the fellow, Dr. X is the ICU physician,
Dr X'is on for ECMO, Dr X in on for neurology, and Dr X is on for the
renal team. Primary care physician is Dr. X who appears to have a very
good relationship with the parents.

Summary Statement

Ann is a 5-year-old female. SP cardiopulmonary arrest of unclear etiology.
The team is hopeful that she has reversible single organ (cardiac) failure.

If not reversible and only single system (no neurological sequelae) she

will be listed for heart transplant. Ann is extremely sensitive to even slight
physiological changes and requires moment-to-moment vigilant monitoring
and reciprocal interventions to manage her tenuous status. Her medical
team is very large, and it has been very difficult to develop and maintain
one cohesive unifying plan. Ann’s family is devastated but everyone appears
mutually supportive. The team has been communicating well with the family.

“Acuity” Scoring Systems

Historically, acuity scoring systems have been used to predict nurse-to-patient ratios on
inpatient units. These systems typically include an inventory of tasks and the necessary
amount of time required by nursing to accomplish each task. The patient’s overall trajecto-
ry of illness, available nursing expertise, and the importance of continuity in nurse-patient
relationships over an episode of illness is seldom taken into consideration (Curley, 1998;
Curley and Hickey, 2006).

Doble, Curley, Hession-Laband, Marino, and Shaw (2000) described a project in
which a group of nurse experts used the Synergy Model as the conceptual model to classify
patient’s nursing needs based of their Diagnostic Related Group (DRG)—specifically the
All Patient Refined DRG (APR-DRG) which levels DRGs by severity of illness and risk of
mortality.

First, data sheets for each level of each APR-DRG were created to demonstrate a pro-
file of the patient group being categorized. Each data sheet reflected the hospital’s most
recent data; specifically, the number and name of the APR-DRG, levels 1 to 4, numbers of
patients with that DRG over the span of a year, percentage of patients who were cared for
in the ICU, percentage who died, associated primary diagnoses and secondary diagnoses,
primary and secondary procedures, age group, and LOS average and range. In total, each
profile provided a snap-shot of the specific APR-DRG.
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Using the Synergy Model allowed the nurse experts—one nurse from each clinical
area—a common language to describe patient needs and the nursing competencies required
by “an average patient on an average day” within each APR-DRG. The nurse experts first
sorted each DRG data sheet into “low” and “high” categories relative to patients character-
istics. For example, the facilitator posed the following questions when reviewing each data
sheet: How stable is this patient population? How vulnerable are the patients? How predict-
able is their course? How many services are typically involved with the population?

The experts then used the nursing characteristics to sort the “low” group into 3 clusters
(1, 2, or 3) and the “high” group into 3 clusters (4, 5, or 6). For example, the experts would
note: “proficient clinical judgment is required, collaborative skills should be a priority be-
cause the teams are large, and well-honed systems savvy is necessary because of all the transi-
tion points involved in the patient’s care” Including one nurse from each clinical area assured
that each diagnostic group was known to at least one nurse and it built reliability into the
process as all expert nurses had to agree with each diagnostic group’s final classification. An
hour standard was then attached to each cluster level (1 though 6) to link how much nursing
time was required to meet the needs of the typical patient within each APR-DRG.

Retrospectively, the difference between the projected patient needs per APR-DRG (clus-
ter hours) and actual nursing hours worked on a unit was assessed for trends. (See Figure
1.2) These unit-based reports plot the APR-DRG cluster hours (patient needs) and the total
hours worked per day per unit per month. Note: the hours track well in April but not in May
when several additional nurses were on orientation. The grids can be subjectively validated
by asking charge nurses to give their impression of staffing on each shift over the month’s
time. Differences in projections and subjective assessments can be attributed to the level of
expertise of the nurses who constitute the hour standard.

Nurse Competencies

The nurse dimensions of the Synergy Model can be used to frame nursing competence
within health care organizations and professional certification (see Chapter 6, “Nurse Cer-
tification and the AACN Synergy Model for Patient CareTM”). Articulating minimal com-
petencies in all eight dimensions can form the basis of nursing job descriptions. Once the
minimum is defined, articulating evolving expertise within each dimension and linking that
evolution to levels of practice can form the basis of a professional advancement program
(Czerwinski, Blastic, and Rice; 1999). (See Chapter 3, “Using the AACN Synergy Model for
Patient CareTM to Guide Professional Advancement.”) Once the level of expertise is differ-
entiated, the optimal balance of competent, proficient, and expert staff nurses on a unit can
be determined based on the needs of the patient population served.
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Figure 1.2. Retrospective analysis comparing the
total patient needs (per DRG) on a nursing unit
(cluster hours) to the actual number of nurses’
worked hours. Data appear matched in April but not
matched in May (more nurse hours worked then
required by patient needs per DRG.)

Using the same conceptual model for all nursing job descriptions serves to highlight
similarities and differences between nursing roles within complex organizations. While
nurse practitioners and clinical nurse specialists are each considered advanced practice
nurses, their primary focus and phenomena of concern are very different from each other
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(see Table 4.3). Whereas nurse practitioners are primarily responsible for direct patient
care management, clinical nurse specialists are primarily responsible for ensuring the qual-
ity of nursing care for a population of patients (see Chapter 5, “Nurse Certification and the
AACN Synergy Model for Patient Care™”).

Once the nurse dimensions of the Synergy Model are incorporated into job docu-
ments, the Synergy Model becomes the basis for hiring a new employee, for peer review,
and for managerial evaluation (see Chapter 4, “Using the AACN Synergy Model for Patient
Care™in a Peer Review Process”). Yearly evaluation of nursing competence along the eight
continuums of practice allows a more comprehensive assessment of an individual nurse’s
strengths and weakness. Depending upon the patient population, it is conceivable that
certain aspects of practice would develop (or not) according to the needs of the patient
population and available mentoring; for example, a staff nurse may possess Level IT com-
petencies in clinical judgment but Level I competence in clinical inquiry. While essential
to the practice of nursing, having the opportunity to specifically comment during a peer
review, on a colleague’s caring practices, collaboration, and systeny’s thinking can be new to
the evaluation scheme especially on how it relates to team functioning.

Summarizing the yearly evaluations of all staff on a unit can serve to drive the profes-
sional development activities of the unit beyond completion of mandatory yearly reviews,
maintenance of core competencies, and in-services on new products (see Chapter 13,
“The AACN Synergy Model for Patient Care™ in Clinical Nursing Education). Given the
emphasis on nursing retention, it's imperative that staff development departments re-
envision themselves as professional development departments with the goal of support-
ing the life-long career development of staff. While several undergraduate and graduate
programs use the Synergy Model as a conceptual framework (see Chapter 10, “Using the
AACN Synergy Model for Patient Care™ with Undergraduate Students” and Chapter 11,
“The AACN Synergy Model for Patient Care™ in Curriculum Development”), staff wel-
come knowledge and skill development that supports professional growth in the nurse
competencies described by the Synergy Model—clinical inquiry, for example (see Chapter
16, “Measuring the AACN Synergy Model for Patient Care™”). Centralized staff develop-
ment departments can easily provide evidenced-based practice workshops. An example of
a successful workshop might include: (1) identifying a focused clinical question; (2) effi-
ciently tracking down the best evidence to answer it; (3) critically appraising that evidence;
(4) applying valid, useful evidence in practice; and (5) evaluating performance. After
completion of the didactic content, staff can then participate in program-based, staff nurse
ITI/clinical nurse specialist-led journal clubs to refine their skills in article critique.
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Models of Care Delivery

Nursing needs a singular professional model of care and multiple care delivery models to
capitalize on nursing expertise to prospectively plan and coordinate systems that help pa-
tients/families achieve their desired outcomes in an efficient, cost-effective manner. Core
values within the professional model of care include the primacy of patients, excellence in
family-centered-care, interdependency of multidisciplinary teams, mentoring staff, and
reciprocal nurse “knowing the patient” and patient “knowing the nurse”

While pockets of excellence exist—patients do experience discontinuous care and
nurses, especially the most expert, do experience unnecessary frustration. We are chal-
lenged to balance the needs of patients 24/7 with staff nurses that possess differing levels
of expertise and work schedules. Simply stated, a nurse is not a nurse is not a nurse. While
nurses differentiate themselves based upon their evolving expertise, systems do not capital-
ize on it by affording them varying levels of professional autonomy and accountability for
patient care.

In reality, everyone benefits from a care delivery model that is individualized, appro-
priate, anticipatory, coordinated, able to be evaluated, and cost effective. Primary objec-
tives include:

* Eliminating unnecessary variation in care;

* Preventing interruptions in care through optimal team functioning;

* Enhancing relationships with patients and families (involvement, satisfaction, com-
petence, and coping); and

* Increasing multidisciplinary collaboration and collegiality.

Objectives specific for nursing include:

* Increasing staff accountability,
* Increasing nurse autonomy,
* Developing staft competence at all levels, and

* Increasing staft satisfaction.

Because patients' needs and their trajectory of illness are different, a singular model
of care delivery within any institution will not succeed in meeting everyone’s needs.
Adopting several models of care delivery and applying them based upon the individual
needs of patients and families may help. In the mid 1990s, the nursing staff within the
medical-surgical intensive care unit (ICU) at Children's Hospital Boston practiced tradi-
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tional primary nursing. Recognizing the increasing frustration of all team members, the
unit-based practice council used the Synergy Model as a framework to describe their pa-
tient population.

Three patient groups were identified:

1. Short-stay patients (length of stay less than 24 hours);
2. typical ICU patients (length of stay 3 days); and
3. chronically-critically-ill ICU patients (length of stay >2 weeks).

The fundamental needs of the three patient groups were very different. On one end
of the spectrum, the short stay patients were usually stable but vulnerable—they required
a high level of nursing vigilance for early detection of any change in status, they experi-
enced numerous transitions (admission, transfer, transport to diagnostic tests), and most
families were very distressed and in need of almost continuous education and support.
On the other end of the spectrum, the chronically-critically ill patients were extremely
complex, vulnerable, less resilient, and sometimes very unpredictable. In addition to daily
updates, weekly multidisciplinary team meetings provided families with an opportunity to
exchange information.

Two complementary models of care delivery, driven by patient and family needs, were
designed for the unit: team management and outcomes management. Common features of
each model included a “nurse attending” and up to 5 team members. In collaboration with
the medical team, the nurse attending is accountable for the ongoing development, imple-
mentation, and evaluation of the nursing plan of care toward the delineated outcomes. The
nurse attending assures that the plan of care is both individualized and prospectively de-
veloped so that all aspects of care occur in an anticipatory fashion to best meet the evolv-
ing needs of the patient and family. The nurse attending,

* Assures the implementation of unit-based practice guidelines;

* Collaborates and coordinates the efforts of all the members of the multidisciplinary
team in a manner that respects the unique contributions of each;

* Orchestrates team meetings at critical decision points;

* Keeps the family involved in decision-making and participating in the care
process;

* Facilitates patient admission and discharge; and

* Mentors less experienced staff.

15
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Patient populations targeted for team management included patients with a predict-

able trajectory of illness. Patient populations targeted for outcomes management were:

* Patients at high-risk for a long, complicated, and/or erratic course of illness;

* Patients involved with multiple services (high variability in practice patterns); and

* Patients at high risk for complications. (See Table 1.1)

Table 1.1
delivery.

Linking patient/family characteristics to a model of care

Phsyiological Stability’

Stable to Unstable

Outcomes Management

Complexity

Vulnerability

Predictability

Resiliency

Participation in
Decision-Making
and Care

Resource availability

Routine
« Straightforward
* Typical presentation
+ Simple Dynamics
Minimally Vulnerable
* Minimal risk

Predictable
» Usual and expected
course
» Generally follows
trajectory

Resilient
» Able to mount and
and maintain a
response
» Able to initiate some

degree of compensation

* Reserves

Complex
* Ambiguous/vague intricate
» Atypical presentation
* Intricate family dynamics

Vulnerable
» Susceptible, unprotected,
“At risk”

Unpredictable or predicted
to have a complicated,
protracted, and/or erratic course
of illness
» Uncommon, unusual,
unexpected course

Minimally Resilient
» Unable to mount and
maintain a response
* Unable to initiate some
degree of compensation
* Limited reserves

Engaged/Participating to Minimal Participation

Adequate to Inadequate

Admitting and charge nurses work together to match individual patient needs to the

care delivery model as soon as possible after ICU admission. All level I staff nurses can

assume the team leader role. Outcomes managers are level II or IIT staff nurses who dem-
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onstrate proficient or expert clinical practice in all eight nurse dimensions of the Synergy
Model. Specifically, they:

* Avoid the status quo;

* Envision the patient's needs and prospectively plan care;

* Demonstrate leadership;

* Take risks, are flexible, and bring teams together in the best interests of the patient;
* Partner with complex patient/families to define quality care/outcomes; and

* Interpret and analyze variance.

In addition to identifying nurses for the shift, the assignment board also contains infor-
mation about the nurse’s schedule. For example, working the 1* of 1 days, 2™ of 3 days, etc.
Charge nurse use this information about work schedule, level I and II/III status and active
teams to make assignments based on the patient’s needs for their entire ICU hospitaliza-
tion. Nurses not involved in a team or working single shifts are assigned short-stay patients.
While patient assignments determine team membership for team management, outcome
managers play a more active role in building a patient’s team of nurses based upon comple-
mentary skills and work schedules.

What is different is that patient needs are identified as soon as possible after admission
then matched to a care delivery model that makes sense for them and their nurses. The
unit’s continuity of care index (number of different nurses providing care to the patient/
number of nursing shifts experienced) and degree to which patients are receiving the appro-
priate model of care (team or outcomes) are monitored and reported to the unit’s leadership

council.

Outcomes that Reflect the Nurse-Patient Relationship

The Synergy Model helps situate the measurement of nurse-sensitive outcomes. Nursings’
unique contribution to patients and their families, the one that encompasses all nurses’ com-
petencies, is that nurses create safe passage for patients and their families. (Curley, 1998)
Safe passage, the outcome of a synergistic relationship, includes helping the patient and fam-
ily move toward greater self-awareness and self-understanding, competence and health, and
through transitions and stressful events and/or a peaceful death.

Safe passage requires the nurse to know the patient/family and for the patient/family to
know their nurse. Reciprocal (patient-nurse and nurse-patient) knowing requires organiza-
tional attention to a model of care delivery that provides continuity of care and opportunity
for the nurse to spend time with the patient and family.
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Outcomes related to limiting iatrogenic injury and complications to therapy acknowl-
edge the potential hazards inherent in illness and the health care environment. Nurses,
through their clinical judgment and caring practices (vigilance), create healing environ-
ments that provide safe passage for vulnerable individuals. Nursing care rescues patients
from anticipated complications and iatrogenic injury. A redefined “Failure to Rescue” (Silber
et al, 1992) outcome measure is an important outcome measure for the profession of nursing
(Clarke et al, 2003).

Consider using a safety metric that operationalizes patient safety to include how nurses
keep the patient and the patient-care environment safe, including nurse knowledge of the
patient (see Box 1.2.). This metric could address continuity of care, patient-nurse match,
management plan-patient match, and perceived nursing workload. Unique to safety is a staff
nurse interview that contains questions on nurse knowledge of the patient, nurse capacity
to rescue the patient, and what nurses do to “rescue” patients from expected complications
and/or untoward events.

1.2. Safety Metric

“Safety” includes how nurses keep the patient and the patient-care
environment safe—this includes nurse knowledge of the patient.

Part |

1. Continuity of care index: For up to 7days, how many different nurses
cared for this patient?

a. Number of shifts: Please insert the total number of nursing shifts
during the patient’s length-of-stay (LOS). Include partial shifts as
one full shift.

b. Number of nurses: Please insert the total number assigned nurses
who cared for this patient during the patient’s LOS (for up to 7
days). Include partial shifts as one full shift.

OF THIS:

1) Number of nurses with <1 years of experience in the clinical
area? (include travelers here).

2) Number of nurses considered “clinical experts” in the clinical
area?

2. Is there an identified nurse attending for this patient/family?
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INndependent Assessment:




20 | Synergy

Staff Nurse Interview:
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3. Would you consider this patient at risk for a life-threatening
problem?

If yes—please specify one problem: (Does the interviewer agree
with this? YES / NO)

If yes, who would you specifically notify if that problem occurred?

Name, Service, or Role (Does the interviewer agree with this?
YES / NO)

If that individual didn’t answer, how long would you wait before
going up the chain of command? ___ Minutes

If you disagreed with the resident’s recommendations or
interventions, who would you specifically notify?

Name, Service, or Role(Does the interviewer agree with this?
YES / NO)

Safe passage mandates preventive care--the prevention of iatrogenic injury, infection,
and hazards of immobility, for example. Florence Nightingale (1890) noted that “the purpose
of nursing is to place the patient in the best position for nature to act upon him”. The Critical
Care and Cardiovascular Nursing Program at Children’s Hospital Boston created “Nightin-
gale Metrics” in each of its critical care and cardiovascular clinical areas. (Curley and Hickey,
2006) The indicators were selected by staff nurses and include evidenced-based independent
and interdependent nursing activities that are required by their unique patient populations
to put the patient in the best position for health and healing. Examples from the medical-
surgical ICU include:

« Comfort assessment and management,
o Assessment and initiation of a nutrition plan,
o Patient positioning to prevent ventilator associated pneumonia and pressure ulcers,

o Deep vein thrombosis prophylaxis,
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o Stress ulcer prophylaxis, and

* Discussion on rounds of the results of an extubation readiness testing and chemical
paralysis honeymoon (when appropriate).

Linking the Nightingale Metrics with unit-based clinical outcome data will help make
nursing visible within complex organizations.

Finally, the patient's and family’s perception of being well cared for can be defined us-
ing the Synergy Model as a conceptual framework. Encompassing a wider construct than
patient/family report of satisfaction, the patient's perception of being cared for well has not
been operationally defined nor associated with any current measure. Yet, the fundamental
premise of the Synergy Model is that patients drive nursing care. When patient character-
istics and nurse competencies match and synergize, optimal patient outcomes may result.
It makes sense that when care is derived from what patients need, it will be felt by them and
contribute to their perception of being cared for well.

Curley and Hayes (2003) used focus group methodology to explore parents’ percep-
tions of being cared for well. Each of the eight nurse dimensions of the Synergy Model
were present in parent responses to the opening question: “What does it mean to you
when you say that you and/or your child are cared for well by nurses?” Two of the eight
dimensions of nursing practice were prominent; specifically, clinical judgment and car-
ing practices were foundational to parent perceptions of being cared for well. When either
dimension was lacking, parents did not experience being cared for well. Both clinical judg-
ment and caring practices included concepts of vigilance. Clinical judgment also included
knowing the specifics of a child’s case and their expected trajectory of illness. Caring
practices included several humanistic concepts including being known, being respected as
individuals, and being acknowledged as collaborators in their child’s care. Feelings of trust,
safety, and unburdening of the personal load of parent-to-a-sick-child are outcomes linked
to the parent perceptions of being cared for well. Overall, parents clearly articulated a de-
sired role for nurses and for themselves. As one parent noted: “The nurse is the connection
... you start seeing the same ones over again. It's comforting to feel comfortable. You're
comfortable with their experience, their level of care and most importantly, their concern.”

Sensitive measures that capture nursing and nurse-sensitive patient and family out-
comes are essential for quality monitoring of nursing care and patient and family percep-
tions of care. The Synergy Model offers potential in advancing the measurement of nursing
forward just beyond nurse-patient ratios or a dichotomous “primary nursing present”
variable. Validating the dimensions of nursing practice that move patients toward specified
outcomes in a measurable way will mean something to the patient, profession, employer,
and society at large.
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The Synergy Model in Context

Numerous mediating factors impact nurse-sensitive outcomes. First, optimal patient out-
comes require both the unique and collective contributions of the patient and family, the
nurse, the entire multidisciplinary team, the health care system. The health care system in
which this model will flourish is one that values and respects the contribution of nurses.
These qualities are inherent in the core values of the Magnet Recognition Program’; spe-
cifically, nursing empowerment, pride, mentoring, nurturing, respect, integrity, and team-
work. (Kramer and Schmalenberg, 1988; McClure and Hinshaw, 2002; ANCC, 2004) The
program objectives of Magnet designation include:

o Recognizing nursing services that use the Scope and Standards for Nurse Admin-
istrators (ANA, 2004) to build programs of nursing excellence for the delivery of
nursing care to patients;

o Promoting quality in a milieu that supports professional nursing practice;

o Providing a vehicle for the dissemination of successful nursing practices and strate-
gies among health care organizations using the services of registered professional
nurses; and

« Promoting positive patient outcomes.

This truly is an exciting time for nursing. Health care systems are focusing on best-
practice and on nursing recruitment and retention. Nursing’s voice is universally clear
on what stellar nursing care is. We now have the evidence to show that better patient and
system outcomes result. Making nursing visible in today’s health care milieu demands that
we have a clear sense of what nursing does, our relationship with patients and families, and
our effect on patient outcomes. The Synergy Model gives voice to what patients collectively
need and to what nurses collectively can do for mankind.
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Originally published in 1998, the AACN Synergy Model for Pa-
tient Care™ describes patient-nurse relationships that are based
on the needs of patients and their families (Curley, 1998). The
fundamental premise of the Synergy Model is that patients’ char-
acteristics drive nurse competencies. When patient characteristics
and nurse competencies are in synergy, optimal patient outcomes
are more apt to occur (see Figure 2.1).

Within this model, the patient and family are—or are as-
sisted to become—active participants in the patient-family-nurse
interaction. The interaction is synergistic. Specifically, it is recip-
rocating and co-constituting. The evolving relationship is charac-
terized by responsive interdependence, inter-subjectivity, shared
commonality, and equity. The nurse comes to “know” the patient
and family and the patient and family come to “know” the nurse.
When the relationship is in-sync, when it is synergistic, then op-
tional patient outcomes are more apt to occur.
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Figure 2.1. The Synergy Model delineates
three levels of outcomes: patient outcomes,
nurse outcomes, and system outcomes.

Patient Characteristics of Concern to Nursing

Each patient and family is unique with varying capacities for health and vulnerability.
Individuals possess a singular genetic and biological make up that establishes capacity
for health. Each individual practices varying degrees of healthy behaviors; for example,
healthy diets, exercise, and stress reduction. They all live in communities with different
economic structures, government, social organization, and community perceptions. All
exist within a macro-social structure consisting of societal infrastructure, the physical en-
vironment, cultural characteristics, and population perceptions (Tarlov, 1992). All these
factors place the patient in context of an individual within a unique environment and cir-
cumstance that impact the nursing care required of the particular patient and family.

Assumptions of the Synergy Model include:

1. The whole person is considered—body, mind, spirit.

2. The context in which the nurse-patient interaction occurs impacts each dimension.
Consideration is given to the patient/family/community biological, psychological,
social, and spiritual dynamic as well and the patient/family/community’s develop-
mental stage.
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3. The dimensions are not independent and cannot be considered in isolation. All are
considered collectively to ascertain a quantifiable profile of the patient. This is also
true of the nurse dimensions.

4. The goal of nursing is to restore the patient to an optimal level of wellness as de-
fined by the patient and family. Death can be an acceptable outcome in which the
goal of nursing care is to move the patient toward a peaceful death.

The Synergy Model describes a cluster of personal characteristics that each person
brings to a health care situation.

These eight characteristics span a continuum of health to illness and include:
Stability

Complexity

Vulnerability

Predictability

Resiliency

Participation in decision-making

Participation in care

© Nk w =

Resource availability

Stability is the ability to maintain a steady state. Stability can be used to describe any
vacillating phenomena that impacts nursing care—physiological stability, psychological
stability, emotional stability, family or social stability.

Complexity is defined as the intricate entanglement of two or more systems. This char-
acteristic includes multiple systems and/or therapies—body systems, family and social sys-
tems, and/or therapeutic interventions.

Vulnerability is a susceptibility to stressors that may adversely affect patient outcomes.
Patient vulnerability considers the patient’s risk for adverse outcomes. For example, indi-
viduals may present with co-morbid conditions that place them at high risk for associated
adverse outcomes (smoking and heart disease) and/or patients receiving certain thera-
pies may be at risk for associated complications (chemotherapy and sepsis). Anticipatory
assessment and management of associated risks or co-morbid conditions impacts the
patient’s nursing care and recovery.

Predictability is the characteristic that allows one to expect a certain trajectory of ill-
ness. While most patients have a predictable course of illness, some individuals do not
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respond in the typical fashion. When predictable, the patient’s care can be managed using
traditional practice guidelines; when unpredictable, practice guidelines are not helpful.
Also, when the patient or their diagnosis is unknown, one cannot anticipate the patient’s
response to interventions or predict the patient’s trajectory of illness.

Resiliency is the capacity to return to a restorative level of functioning using compen-
satory and coping mechanisms. Given the patient’s individuality, some patients easily re-
turn to a stable state where others do not. How a nurse approaches and plans interventions
that may challenge the patient’s stability is certainly based upon the individual’s capacity to
restore homeostasis.

Participation in decision-making describes the extent to which the patient or family
engages in decision-making. The patient’s and family’s capacity, desire, and level of deci-
sion-making in daily management and overall treatment vary dramatically within the care
environment. At different points during their illness, the nurse stands in for—or beside—
a patient and family to support them though a decision that will impact their care and
management.

Participation in care describes the extent to which the patient and family participates
in care activities. Again, the patient’s and family’s capacity, desire, and level of participation
in care vary dramatically within the care environment. At different points during patient’s
illness, the nurse either provides or helps the patient and family give care.

Resource availability is the extent of resources the patient, family, or community brings
to the care situation. Resources include personal, physiological, social, technical, and fi-
nancial. The extent of available resources impacts the level of support nurses need to pro-
vide patients and their families.

Patients and families vacillate along these eight continuums over time. For example,
consider the case of 30-year-old mother of two, recently divorced and relocated, with new-
ly diagnosed uterine cancer undergoing chemotherapy. Her personal eight characteristics
appear along the following continuum:

. Stability can range from stable to unstable;

. Complexity can range from simple to complex;

. Vulnerability can range from minimally vulnerable to vulnerable;
. Predictability can range from predictable to unpredictable;

. Resiliency can range from resilient to less resilient;

A U1 A W N

. Participation in decision making can range from engaged to minimally engaged;
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7. Participation in care can range from participates to minimal participation; and

8. Resource availability can range from availability to low availability of resources.

Describing the patient’s shifting points along these eight continuums paints a different
picture of the patient and how a nurse would approach and care for the patient.

The Synergy lens is widened to consider the practice of advanced practice nurses or
those in management positions. From the clinical nurse specialist (CNS), nurse manger,
clinical director, or vice president of nursing perspective, the eight patient dimensions can
be reconsidered and applied to the (a) nursing staft, (b) patient populations, and (c) sys-
tems that constitute the phenomena of concern for these nurses. For example, the stability,
complexity, vulnerability, predictability, and resiliency of a particular program’s nursing
staft can be considered along with the extent to which the nursing staff typically partici-
pates in unit decision-making and care issues, and the resources available to the nursing
staff. The patient population’s stability, complexity, vulnerability, predictability, and resil-
iency can be considered along with the extent to which the population typically partici-
pates in decision-making and care, and the resources that are typically have available to the
population. Finally, the hospital system’s stability, complexity, vulnerability, predictability,
resiliency can be considered along with the extent to which the system typically partici-
pates in decision-making and issues related to care, and the system resources that are typi-
cally available.

Nurse Competencies of Concern to Patients
and Their Families

Nursing competencies, derived from the needs of patients, are also described in terms of
essential continuums. The Synergy Model describes eight dimensions of nursing practice
that spans the continuum from competent to expert. These include: clinical judgment,
clinical inquiry, caring practices, response to diversity, advocacy/moral agency, facilitation
of learning, collaboration, and systems thinking. These competencies reflect a dynamic
integration of knowledge, skills, experience, and attitudes needed to meet patients’ needs
and optimize patient outcomes.

Clinical judgment is the ability of nurses to use their clinical knowledge to affect pa-
tient outcome. It is defined as clinical reasoning, which includes clinical decision-making,
critical thinking, and a global grasp of the situation, coupled with nursing skills acquired
through a process of integrating formal and experiential knowledge. Patricia Benner’s
From Novice to Expert (1984) has enriched how the Nursing profession has come to under-
stand clinical knowledge development. Clinical wisdom is not solely dependent on years
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of experience but on experience gained from years of learning and applying knowledge
gained to each successive patient.

Clinical inquiry involves resolving clinical problems that occur at the bedside and in
the care environment. It is an ongoing process of questioning and evaluating practice and
providing informed practice and creating practice changes or innovation through research
utilization and experiential learning. It is a matter of asking good questions, delving into
the literature to answer those questions, and bringing the best evidence to the bedside.
Whereas the competent nurse begins to question practice and compares and contrasts pos-
sible alternatives, the expert nurse is able to build a case for a change in practice based on
data. Florence Nightingale was a pioneer in clinical inquiry. She identified clinical prob-
lems, collected data to first understand then build a case for change, and then redesigned
models of care delivery that dramatically improved patient outcomes. Clinical inquiry is all
about seeing, questioning, finding the evidence, and making practice changes.

Caring practices make our clinical judgment visible. Caring practices include a con-
stellation of nursing activities which are responsive to the uniqueness of the patient and
family and that create a compassionate and therapeutic environment with the aim of
promoting comfort and preventing suffering. Caring practices, such as presence and vigi-
lance, create a safe environment for patients to be sick in. Caring practices, extended to all
members of the care team, creates a therapeutic milieu. Families feel cared for when they
feel that our vigilance matches the patients’ need. Nurses, in sync with their patients, know
when to be present, know when to provide quiet space and know when to use humor in
the patient-nurse relationship. Caring practices include not only what nurses do but how
they do it. The primary fear of patients and their families is that the patient is going to
experience unrelenting pain or that they will suffer. Pain assessment and management are
fundamental caring activities. Caring practices also help make the worst thing a patient or
family can possibly experience, the death of a loved one, a little more tolerable. Nurses are
engaged during difficult situations, they help the patient and families understand and de-
cide how they can get though tough situations.

All patients are unique with different values and beliefs that nurses learn so they can
know what is important to the patient and their family. Response to diversity involves the
sensitivity to recognize, appreciate, and incorporate differences in the provision of care.
Differences may include, but are not limited to: individuality, cultural differences, spiritual
beliefs, gender, racial, ethnicity, family configuration lifestyle, socioeconomic status, age,
values, alternative medicine involving patients/families and members of the health care
team. Nurses help families identify, for themselves, what is important to them as individu-
als and support them though difficult decisions. Whereas competent nurses inquire about
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differences and consider their impact on care, expert nurses tailor the environment to
meet the diverse needs and strengths of the patient and family.

Advocacy/moral agency involves working on another’s behalf and representing the
concerns of the patient/family/community and serving as a moral agent in identifying
and helping to resolve ethical and clinical concerns within the clinical setting. Because of
nursing’s unique relationship with patients and families, nurses often are the voice for pa-
tients who cannot speak for themselves. Whereas competent nurses represent patients and
their families when they cannot represent themselves, expert nurses carry on the moral
tradition of nursing and serve as the patient and family’s moral agent; the person in whom
things matter, the person who takes a stand and gives voice to patient and family concerns.

Facilitator of learning refers to nurses’ competency in facilitating patient, family and
staff learning. This includes supporting a learning environment characterized by safe dis-
course, mentoring and team development. Teaching, along with patient and family learn-
ing, is embedded in care. From our first interaction, where we orient patients and family
to the care environment, to our last interaction, where we finalize instructions for home
self care, nurses constantly teach. We also assume major responsibility in coaching and
mentoring the next generation of nurses and members of the multidisciplinary team in the
context-dependent aspects of care.

Collaboration includes working with others (patient, family, health care providers, col-
leagues, community) in a way that promotes and encourages each person’s contributions.
Collaboration involves intradisciplinary and interdisciplinary work with colleagues and
ability to negotiate and resolve conflict. The nurse is the one person who knows the care
environment and can pull a team of caregivers together for the best interest of the patient
and family.

Systems thinking includes appreciating the care environment from a perspective that
recognizes the inter-relationships that exist within and across health care settings. Mak-
ing complex systems safe for patients is a skill. Whereas competent nurses operative on a
micro level (unit and shift focus) and are just beginning to develop system savvy and strat-
egies to facilitate change, expert nurses operate on a macro level (program and episode
of illness focus), possess system savvy, and easily apply a variety of strategies to facilitate
change within complex systems.

While competence in all dimensions is essential, nurses within sub-specialties develop
expertise within each dimension based on the typical needs of their patient population.
For example, if the gestalt of the patient were stable but vulnerable, unpredictable, mini-
mally resilient the primary nurse competencies would include at least a proficient level of

31



32 | Synergy

clinical judgment and caring practices. If the gestalt of a patient were vulnerable, minimal
engagement in decision-making and care and inadequate resources, the primary compe-
tencies of the nurse would include at least a proficient level of advocacy, collaboration and
systems thinking. While competent to expert practice describes the “how” of nursing prac-
tice; the Synergy Model describes the “what” of nursing practice.

The Synergy lens again widens to consider the practice of the clinical nurse specialist,
nurse manager, clinical director or vice president of nursing. The eight nurse dimensions
are the same but reconsidered and applied to reflect individual responsibility to (a) nursing
staft, (b) patient populations, and (c) systems that constitute their phenomena of concern.

Optimal Patient Outcomes

According to the Synergy Model, when patient’s characteristics and nurses competencies
synergize, optimal patient outcomes result. Being kept in a primary position, and optimal
outcomes are what patients themselves (or the people of significance to the patient) define
as important. Three levels of outcomes are described: patient-level, unit-level, and system-
level (see Table 2.1.).

Table 2.1. Potential Outcomes of Patient/Family

Nurse Synergy.

Patient and Family-Level Outcomes (Adapted from
American Academy of Nursing, 1997)

e Symptom and disease management

e Example: Improved pain, nausea, or dyspnea management
e Example: Improved diabetes or asthma management

e Resolution of ethical problems
e Example: Improved end-of-life decision-making
e Achievement of appropriate self-care

e Example: Patient/Family learning; Patient and family competence in
self-management; Fewer delays in hospital discharge; Fewer
patient readmissions in 30 days

e Demonstration of health-promoting behaviors

e Example: Achievement of mutually acceptable goals; Smoking
cessation
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Unit-Level Outcomes

System-Level Outcomes
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e Staffing costs

e Example: More nurse intent to stay; Better retention of more
experienced nurses; Less turnover; decreased vacancy rates; Less
time to fill positions; Shift to more hours worked per week; Less
absenteeism; Less traveler use

e Resource utilization and patient charges

e Example: Less waste of supplies
e Multidisciplinary teamwork/satisfaction

e Example: Improved measures of collaboration
e (Cross-system innovation

e Example: Improved system learning

Mitchell et al. (on behalf of the American Academy of Nursing Expert Panel on Qual-
ity Health Care, 1998) described a Quality Health Outcomes Model that closely aligns the
dynamic processes of patient care and outcomes. To best capture the unique contribution
of nursing and care delivery models to patient/family well being, Mitchell et al (1997) pro-
posed that outcome measures should integrate the patients’ experiences in health and ill-
ness. It was further proposed that outcome measures be operationalized in five categories:
(1) symptom management; (2) achievement of appropriate self-care, (3) demonstration of
health-promoting behaviors, (4) health-related quality of life, and (5) patient perception of
being cared for well.

Encompassing a wider construct than patient/family report of satisfaction, the pa-
tient’s perception of being cared for well has not been operationally defined or associated
with any current measure. The Academy (Mitchell et al, 1997) recommended that there
be conceptual definition work to broaden the concept beyond patient satisfaction and that
considerable effort be put into achieving consensus for use of a standardized, clinically fea-
sible instrument to promote comparisons and to determine sensitivity to change in organi-
zation factors. The patient’s perception of being cared for well can be conceptually defined
using the Synergy Model. The fundamental premise of the Synergy Model is that patients
drive nursing care. When patient characteristics and nurse competencies match and syn-
ergize, optimal patient outcomes may result. It makes sense that when care is derived from
what patients need, it will be felt by them and contribute to their perception of being cared
for well.
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Outcomes related to limiting iatrogenic injury and complications to therapy acknowl-
edge the potential hazards inherent in illness and the health care environment. Again,
nurses through their clinical judgment and caring practices (vigilance) create healing
environments that provide safe passage for vulnerable individuals. Safe passage mandates
preventive care, for example, the prevention of iatrogenic injury, infection, and hazards of
immobility (e.g., pressure ulcers). Nursing care rescues patients from anticipated compli-
cations and iatrogenic injury. A redefined “Failure to Rescue” (Silber et al, 1992) outcome
measure is an important outcome measure for the profession of nursing (Clarke et al,
2003).

Nursings’ unique contribution to patients and their families, the one that encompasses
all nurses’ competencies, is that nurses create safe passage for patients and their families
(Curley, 1998). Safe passage, the outcome of a synergistic relationship, includes helping the
patient and family move toward greater self-awareness and self-understanding, compe-
tence and health through transitions and stressful events, and/or a peaceful death.

Safe passage requires the nurse to know the patient and their family and the patient to
know their nurse. Knowing the patient is a caring practice that includes knowing the pa-
tient and family as individuals and having an in-depth knowledge of their typical response
(Tanner et al, 1993). Knowing the patient refers to how the nurse understands the patient,
grasps the meaning of the situation for the patient, or recognizes the need for a particular
intervention. Knowing the patient requires clinical judgment and creates possibility for
advocacy that limits the patient vulnerability and prevents iatrogenic injury. Reciprocal
(patient-nurse and nurse-parent) knowing requires organizational attention to a model of
care delivery that provides continuity of care and opportunity for the nurse to spend time
with the patient and family.

Numerous mediating factors impact patient-nurse-system outcomes. First, optimal
outcomes require both the unique and collective contributions of the patient and family,
the nurse, and the entire multidisciplinary team. The health care system directly impacts
the nurse-patient relationship, and thus will directly influence the Synergy Model out-
comes.

In conclusion, this chapter provides an update on the Synergy Model. Acknowledg-
ing the primacy of nursing based upon the needs of patients and their families has a long
tradition in nursing. The fundamental premise of the Synergy Model is that patients’ char-
acteristics drive nurse competencies. When patient characteristics and nurse competencies
are in synergy, optimal patient outcomes are more apt to occur.






Using the Synergy Modelto | ©heeter
Describe Nursing's

VWork and Progressive

L evels of Practice

Anne Micheli, RN, MSN
Martha A.Q. Curley, BN, PhD, FAAN

Children’s Hospital Boston is a 340-bed center for pediatric health
care, offering a complete range of services for pediatric patients
from 15 weeks gestation through 21 years of age. With over 30
clinical departments and 150 subspecialty programs, Nurses at
Children’s Hospital Boston believe in the primacy of patients and
families (the individual needs of patients and families drive their
nursing care) and that excellence in care is provided through
meaningful therapeutic relationships with patients and their
families. The advancement of nursing practice is one of the cor-
nerstones of the philosophy of nursing at Childrenss.

Children’s Hospital Boston has had a formal Professional
Advancement Program for over twenty years (Balasco and Black,
1988). The goal of the program is to recognize and reward nurses
for advancing levels of practice and to promote a life-long career
approach to nursing, supporting professional advancement based
on clinical expertise, individual accomplishment, and contribu-

tion to patient care and unit activities.
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Program Genesis

The program was developed in 1985 by the newly formed Professional Advancement
Committee soon after Patricia Benner’s book, From Novice to Expert, came out. Dr. Benner
categorized five incremental levels of clinical proficiency found in nursing practice: novice,
advanced beginner, competent, proficient, and expert. The levels reflect a change in two
aspects of skilled performance. One is a movement from reliance on abstract principles to
the use of past, concrete experience. The other is a change in the perception and under-
standing of a situation so that the situation is seen less as a compilation of equally relevant
bits and more as a complete whole in which certain parts are relevant.

Using Dr. Benner’s work as a foundation, Children’s’ Hospital Boston defined three
levels of practice: level I competent, level II proficient, and level III expert. Behavioral
criteria describing these three levels of practice were defined by the Professional Advance-
ment Committee with approval of the Nursing Leadership Council and were incorporated
into the dtaff Nurse I, II, and III job documents. At that time the behavioral criteria were
written in four domains: Clinical Practice, Clinical Leadership, Professional Growth, and
Quality Improvement with an emphasis on the nurse rather than on the patient. Upon
completion, we invited Dr. Benner to review our program; she enthusiastically endorsed
our advancement process and criteria, noting that it truly embodied her work.

Staff Nurse Levels

The Staff Nurse I represents a competent level of professional practice. Nurses in this posi-
tion identify opportunities for continued professional development that correspond with
their personal career goals. Nurses can choose to remain at this level throughout their ca-
reer or seek advancement to Staff Nurse II.

The Staft Nurse II represents a proficient level of practice characterized by specialized
clinical knowledge and skill. The Staff Nurse II is a recognized role model, clinical re-
source, and Leader demonstrating commitment to achieving unit goals.

The Staff Nurse III represents an expert level of practice characterized by the ability
to direct, support and influence nursing practice within the institution. The Staff Nurse III
takes an active part in the achievement of program goals.

The advancement process from Level I to Level II is unit based. Interest in advance-
ment is first discussed during the staff nurse’s peer review and annual performance evalu-
ation. Peer and manager support is affirmed prior to the candidate’s formal application. A
portfolio is compiled by the candidate. The portfolio includes a letter of intent to apply for
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promotion, a statement of practice (narrative statement that reflects the candidates nursing
philosophy and provides evidence of Level II practice), one clinical exemplar, and evidence
of peer support. The Nurse Manager reviews the candidate’s portfolio for evidence of Level
IT behaviors, and if present, promotes the candidate. The Staft Nurse II receives a salary dif-
ferential upon promotion.

The advancement process from Level II to Level IIT is both unit and department based.
Again, peer and manager support is affirmed prior to the candidate’s formal application.
The candidate creates a portfolio which includes a letter of intent, current Curriculum
Vitae, statement of practice, two clinical exemplars, letters of support for promotion, and
appendices illustrating their best practices/work. Copies of the portfolios are distributed to
the members of the Board of Review ten days prior to the review. The Staff Nurse III also
receives a salary differential upon promotion.

The Board of Review is comprised of the Chair/facilitator and eight Level III Staff
Nurses appointed by the Vice President of Patient Care Services. Members of the Board rep-
resent the diversity of practice at Children’s Hospital Boston. As the number of candidates
increased over the years, the Board of Review meetings times increased from quarterly to
monthly. The meeting starts in closed session where the candidate’s materials are reviewed.
In open session the candidate and their manager provide statements highlighting the can-
didates practice, specifically noting how the candidate meets Level III criteria. The general
mood of the Board of Review is celebratory as it truly functions to help individuals recog-
nize and reward their personal achievement. Members develop a high level of expertise in
this process over time and acquire skills in putting the candidate at ease and eliciting dis-
cussion that best reveals the candidates level of practice and accomplishment. Board mem-
bership is rotated and new members are mentored by more experienced members.

Synergizing the Professional Advanced
Program

The Professional Advancement Program withstood the test of time because it resonated
with the mission and vision of the organization. However, the behavioral criteria needed to
be broadened to better reflect the primacy of patients, contemporary nursing practice with-
in a complex organization, interdisciplinary work and the evolving focus on patient and
family outcomes. The importance of the Staff Nurse role in recruiting, retaining, teaching,
and mentoring colleagues also needed to be considered. The AACN Synergy Model for
Patient Care™ added the dimensions of caring practices, response to diversity, advocacy/
moral agency, facilitator of learning, collaboration, and systems thinking to our core com-
petencies of clinical judgment and clinical inquiry.
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In January 2000, the Professional Advancement Committee began work on revising
the three staff nurse job documents based on the Synergy Model. AACN descriptors were
used as a foundation but expanded to reflect pediatric nursing practice and the continuum
of practice from ambulatory to critical care nursing. Criteria were written to reflect a non-
linear, non-incremental advancement in practice with the assumption being that the staff
nurses demonstrate behaviors at the previous level prior to advancement.

Members of the Professional Advancement Committee developed the new criteria
over several months. Focused input was sought from special-interest groups; for example,
the Ethics Committee for the advocacy/moral agency dimension, Education Council for
facilitator of learning dimension, and the Pain Committee and Family Center for the caring
practices dimension.

Once we had a working document that included three levels for all eight dimensions,
the Professional Advancement Committee sponsored four Town Meetings. These open
forums not only provided information about the anticipated change in the job documents
and in the Synergy Model, they provided the opportunity for members of the Professional
Advancement Committee to receive feedback on the evolving content of each new dimen-
sion. The revised job documents were presented to the Staft Nurse Council for their review
and comment.

Drafts of the working job document were formally reviewed by the Nurse Directors,
Nurse Managers, and staft nurses responsible for yearly evaluations. Reviewers were asked
to evaluate each criteria/descriptor for 1) the extent to which that descriptor accurately
described the dimension (5 point scale) 2) the extent to which that descriptor accurately
described the level of practice within that dimension at Children’s Hospital Boston (5 point
scale) and 3) the importance of that descriptor in that dimension (rank order). The Profes-
sional Advancement Committee reviewed the results and modified the working job docu-
ments.

The working job documents were then presented to a joint Leadership Staff Nurse
Council retreat conducted by members of the Committee. The purpose of this meeting was
to discuss, approve, and finalize each document (see Table 3.1: Staff Nurse I, II, III criteria).

The Professional Advancement Program then hosted eight, 2-hour, inter-rater reli-
ability sessions for each dimension of the Job Documents. The goal of these sessions was to
reach agreement in citing examples of practice that illustrate each behavior listed in the Staft
Nurse I, IL, IIT job documents. When completed, we had examples of performance expecta-
tions that allowed nurses to be promoted across the system in an equable fashion.
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Initially we simply inserted the new job content into our standard evaluation tool, but
during the implementation phase, it became immediately clear that the new job document
was lengthy and cumbersome to complete, as it retained some non-evaluatory information
and now had eight dimensions versus four domains. The evaluation tool was then reformat-
ted and condensed to improve its usability.

The process for advancement was slightly redefined to incorporate Synergy Model lan-
guage. The process for advancement to Level II remains unit based and the process for ad-
vancement to Level III remains departmental with the Board of Review. The Level IT and III
portfolios (in its entirety) should demonstrate that the candidate meets the criteria for each
dimension of the Synergy model. The Level III candidate’s meeting with Board members
further substantiates the candidate’s level of practice.

The Synergy Model for evaluation and advancement has placed the emphasis on clini-
cal practice and is patient-nurse focused. The criteria are clearly written and are relevant in
every clinical area of practice in Children’s Hospital Boston. The job document can be used
as a peer review tool (see Chapter 5), as well as the evaluation tool for the nurse manager.

The Board of Review members for Advancement to Level III have found that the Syn-
ergy Model has made the portfolio and candidate review much easier as the required ele-
ments of practice for advancement in each dimension can be quickly identified. Portfolios
better reflect the commitment to excellence and passion for patient care and clinical exper-
tise. The dimensions also allow for the description of how a nurse positively affects patient
care by mentoring and collaborating with colleagues. Candidates using the Synergy Model
for the Statement of Practice and Clinical Exemplars can clearly describe how they meet the
criteria.

Upon completion of the Staft Nurse I, II, and III job documents, new documents were
also created for the nurse manager (see Table 3.2.), clinical nurse specialist, nurse practitio-
ner, (see Table 3.3.), and nurse researcher roles (see Table 3.4.) They were modeled after the
staff nurse documents, and each was created by the individuals serving in those roles. Using
one framework for all departmental job documents allows one to compare the fundamental
similarities and differences describing the work of nursing within an organization.
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Table 3.1.
Hospital Boston, 2007.

From the Professional Advancement Committee, Children’s

Clinical Judgment

STAFF NURSE |

STAFF NURSE ||

STAFF NURSE I

Conducts accurate clinical
assessments. Identifies and
prioritizes patient/family needs.
Develops, implements and
evaluates the nursing plan of
care. Modifies plan to meet
established clinical outcomes.

Follows algorithms, decision
trees, and protocols.

Integrates formal knowledge with

clinical events to make decisions.

Seeks validation for own clinical
decisions. Integrates input from
other clinicians for decision
making.

Delegates tasks/care to
appropriate staff and ensures
timely follow-up.

Easily applies, modifies and
reinforces clinical guidelines to
meet individual patient/family
needs.

Collects and interprets complex
patient data. Focuses on key
elements of situation while
sorting out extraneous details.

Exercises clinical judgment
based on an immediate grasp

of the whole picture for program
specific patient populations.
Anticipates and recognizes
subtle, cues, patterns and trends
that may predict the direction of
illness.

Serves as a coach in evaluating
and validating colleague’s clinical
judgment. Comfortable seeking
multi-disciplinary consultation.

Rapidly synthesizes and
interprets multiple, sometimes
conflicting, sources of data.

Makes judgments based on

an immediate grasp of the
whole picture. Uses formal

and experiential knowledge to
anticipate problems for complex
patient populations within and
beyond program in area of
expertise.

Uses innovative strategies to
achieve clinical outcomes.

Assumes a leadership role in
assisting patient/family/team
work toward short and long-term
goals.

Comfortable relying on intuitive
knowledge. Recognizes and
plans for evolving patterns in
patient populations.

Clinical Inquiry

STAFF NURSE |

STAFF NURSE Il

STAFF NURSE I

Asks questions to clarify
understanding on current
practice.

Selects and follows clinical
practice guidelines, protocols,
and algorithms.

Supports the implementation of
clinical changes and evidenced-
based practices.

Participates in quality/
performance improvement
initiatives.

Continuously questions current
practice to meet patients’
needs. Compares contrasts and
evaluates possible alternatives.

Identifies clinical questions.
Seeks advice, resources, or
information to improve patient
care.

Contributes in the development
of hospital and unit based clinical
practice guidelines.

Conveys advanced knowledge
and skills needed to address
problems arising in practice
and improve patient care. (The
domains of clinical judgment
and clinical inquiry converge at
the expert level; they are not
separable).

Uses an evidenced-based
process to:
evaluate current practices and
make recommendations for
best practices.
Provides leadership in the
development of clinical practice
guidelines.
Provides leadership in
implementing best practices.
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Caring Practices

STAFF NURSE |

STAFF NURSE ||

STAFF NURSE Il

Interacts with patients and
families in a compassionate
and humanistic manner,
demonstrating empathy,
sensitivity, and patience.

Maintains a safe and caring
environment for both patient and
family.

Manages both emotional &
physical pain and promotes
comfort based on standards and
protocols.

Develops therapeutic
relationships with patient and
family and maintains appropriate
boundaries.

Acknowledges that a patient’s

clinical outcome may be less
than optimal.

Consistently shows empathy,
sensitivity, and insight and able
to intervene in difficult, stressful,
or volatile situations.

Detects and responds to subtle
patient and family changes.

Tailors pain management
and comfort measures to the
individuality of patient and
family..

Models therapeutic relationships
with patient and family that
facilitate mutual involvement in
planning of care.

Assists the patient, family and
staff in acknowledging that a
clinical outcome may be less
than optimal.

Contributes to a nurturing
environment that is supportive
to/of colleagues.

Preserves, protects, and
enhances the environment that
supports caring.

Provides comforting practices
that follow the patient/family
lead.

Anticipates and plans for patient
and family needs and potential
problems as they transition
along the health care continuum.
Works with staff to help patient
and families to maintain their
own optimal level of care.

Orchestrates the process

that enables patient’s/family’s
comfort surrounding all possible
outcomes.

Creates an environment that
fosters mutual respect and
professional growth.

Response to Diversity

STAFF NURSE |

STAFF NURSE ||

STAFF NURSE Il

Recognizes patient/family’s
unique differences and
incorporates them into an
individualized plan of care.

Delivers care in a
nonjudgmental and
nondiscriminatory manner.

Assesses patient/family level
of understanding to provide
effective communication.

Tailors nursing care to

meet the age specific and
developmentally appropriate
needs of patient/family.

Anticipates and integrates
cultural differences into
patient/family care.

Makes provisions and helps
advocate for patient/family
requests for incorporating
alternative therapies into
care.

Assists staff to recognize
and incorporate differences
among team members into
the plan of care and care
environment.

Cognizant of one’s own
beliefs and values and
recognizes their potential
influence on nursing
practice.

Mentors colleagues in
incorporating differences into
the provision of care.

Tailors healthcare culture

to meet the diverse needs
and strengths of the patient/
family.

Anticipates differences and
beliefs within the team and
negotiates consensus in the
best interest of the patient
and family.

Promotes and an
environment that recognizes
and supports the unique
contributions of staff.
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Advocacy/Moral Agency

STAFF NURSE |

STAFF NURSE ||

STAFF NURSE Il

Preserves and protects the
patient’s/family’s confidentiality,
autonomy, dignity, and rights.

Completes assessments and
formulates an individualized plan
to accurately reflect patient/
family values and goals so that
they can be fully represented in
care.

Works on behalf of all patient/
families. Seeks help to represent
patient/family when they are
unable to represent themselves.

Raises ethical questions and
concerns with clinical team.
Seeks available resources to
help formulate and understand
ethical decisions.

Acts as a resource in helping
patient/families work toward
resolution of ethical conflict.

Initiates an ethics consult when
appropriate.

Applies ethical principles in
supporting the moral and legal
rights of patient/families.
Provides support to colleagues

and families during moral
conflict and compromise.

Anticipates ethical choices and
prepares patient/family as well
as clinical team.

Advocates from patient’s/family’s
perspective and works towards
resolution of complex ethical
conflicts.

Consistently establishes

patient and family/professional
relationships that are that are
characterized by mutual respect.

Advocates on behalf of a
specific population of patients.

Cultivates an environment that
is supportive of colleague’s
development in ethical
reasoning.

Participates in institutional
organizational mechanisms
for dealing with clinical ethical
problems

Facilitator of Learning

STAFF NURSE |

STAFF NURSE Il

STAFF NURSE Il

Integrates patient/family
education throughout the
delivery of care. Helps patients/
families learn what they need to
successfully transition within the
healthcare environment.

Assesses then documents the
learning needs of patients and
families. Collaborates with peers
in establishing individualized
teaching plans.

Provides patient and family
with appropriate information to
help them participate and/or
make informed decisions about
their healthcare and treatments
including health promotion and
disease prevention.

Recognizes and integrates
various unique ways of teaching
that complements patient/family
learning needs.

Coordinates and incorporates
health care providers’
perspectives and plans into
patient/family education.
Expands network of educational
resources for patient/family
within the hospital and
community.

Serves as a resource in
designing teaching plans for
patients/families; provides
guidance, instruction and
support for peers.

Modifies, develops, and
evaluates program-based
patient/family education.

Assists patient/family and staff in
complex/challenging situations
to develop individualized
education plans.

Monitors the learning needs of
staff and provides educational
opportunities and strategies to
enhance knowledge and skills of
colleagues.

Creates and seeks
opportunities to coach and
mentor and to be taught,
coached and mentored.
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Facilitator of Learning (continued)

STAFF NURSE |

STAFF NURSE ||

STAFF NURSE Il

Uses available educational
resources for patients/
families within the hospital
and community.

Validates and documents
patient/family learning.

Shares own knowledge with
colleagues.

Identifies personal goals
and seeks opportunities to
pursue professional growth.

Evaluates effectiveness

of educational plans for
program specific population
groups.

Actively seeks learning
opportunities and
establishes coaching/mentor
relationships

Serves as a model for
professional practice within
a program and as a resource
for the clinical specialty
outside the program.

Establishes outcome
measures to systematically
evaluate the effectiveness of
family education programs.

Collaboration

STAFF NURSE |

STAFF NURSE I

STAFF NURSE Il

Functions as a team member
and works collaboratively
and interdependently.

Open and sensitive to all
team members’ unique
contributions.

Uses resources to develop
and implement an integrated
plan of care.

Receptive to being taught,
coached, and mentored.

Delegates to assistive &
other personnel in a manner
that optimizes patient care.

Receptive to discussing
issues that work towards the
resolution of conflict

Demonstrates initiative
when working with team
toward achievement of
optimal patient/family/staff
outcomes.

Models leadership behavior
in an interdisciplinary manner
that invites utilization by
colleagues.

Effectively communicates
and negotiates needed
changes in a patient’s plan
of care.

Uses positive mechanisms
that reflect insight into own
behavior to work towards
the resolution of conflict.

Creates an environment

that facilitates collaboration
on multiple dimensions to
improve the quality of care to
populations of patients and

families.

Coaches staff in making
decisions that involve /
recruit diverse disciplines to
optimize outcomes.

Facilitates active involvement
and complementary
contributions of others in
meetings and activities
regarding patient care and
practice issues.

Identifies and works toward
the resolution of conflict
between others that affect
performance without making
any party feel diminished
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Systems Thinking

STAFF NURSE |

STAFF NURSE I

STAFF NURSE I

Uses a familiar array of
strategies and available
clinical resources for
problem solving.

Assumes an active role in
keeping informed about
changes in hospital policy,
procedure, and equipment.

Recognizes that resources
are limited and evaluates
factors related to safety,
effectiveness, and cost when
two or more practice options
would result in the same
expected outcome.

Integrates all aspects of
patient care. Promotes
continuity in care by
effectively anticipating,
planning and managing
patient transitions across the
care continuum.

Anticipates and initiates
timely referral and follow-up
ensuring needed services for
patient/family transition.

Develops problem-solving
strategies based on the
unique needs and strengths
of a particular patient/
family. Negotiates to reach
agreement.

Demonstrates leadership
ability when responding to
situations with an efficient
use of existing resources.
Uses untapped and
alternative clinical resources
as necessary.

Helps develop, select and/or
evaluate new resources.

Creates opportunities to
improve the efficiency of
operations and quality

of services. Balances
competing demands.
Recognizes system failures
and participates in problem
resolution.

Develops, integrates, and
applies a variety of problem-
solving strategies that are
driven by the needs and
strengths of the patient/
family/program.
Demonstrates a global
and holistic perspective
that expands from the
care setting to the entire
healthcare system.

Recognizes system failures
and knows when and how
to negotiate and navigate
through the system on behalf
of patients families and staff.

Analyzes competing
demands and provides
leadership in system
redesign to best meet the
needs of a patient, family
and staff.

Analyzes current system
and develops strategies to
enhance resources.

Develops innovative
strategies to enhance
communication throughout
the healthcare system.
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Table 3.2. From the Nurse Manager Council, Children’s Hospital
Boston, 2007.

Nurse Manager

CLINICAL JUDGEMENT

1.

Contributes to an environment that facilitates the development of clinical expertise of
staff by role modeling, teaching, and coaching/mentoring

Utilizes knowledge and expertise to identify potential problems and/or resources for
patients and families

Ensures all staff maintain level of competency-based practice based upon patient
population

CLINICAL INQUIRY

1.

Anticipate and identify evidenced-based opportunities for improvement that promote
practice and change.

Develops and implements a performance improvement program for area(s) of
responsibility

To enhance evidenced-based practice, maintains knowledge and skills through
professional growth

Identifies, proposes, and conducts clinical research

Manages or supervises unit/department personnel by evaluating work performance,
providing guidance and feedback based on outcome measures.

CARING PRACTICES

1.

4.

Assist in the coordination of patient care conferences with staff to help ensure best
caring practices and outcomes for patients and families

Participates in interdisciplinary rounds to address caring practices, patient/family
needs, and discharge planning

Fosters patient, family, and professional relationships that are reciprocal and
synergistic, characterized by mutual respect and professional growth.

Cultivates an environment that is supportive of staff’s professional and personal growth

RESPONSE TO DIVERSITY

1.

Identify issues arising from individual differences and develop awareness of these
issues in nursing staff, medical staff, and other healthcare providers.

Role model, teach, and/or provide age specific and developmentally appropriate
patient care in accordance with established guidelines and scope of duty/ practice for
the patients served in their program

Identifies and resolves conflicts between others that affect performance without making
any party feel diminished.
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ADVOCACY/MORAL AGENCY

1.

5.

Advocates on behalf the nursing staff to represent the concerns of patients/families/
staff.

Works in collaboration with multidisciplinary team to balance technology with values
that emphasize quality of life, consumer choice, risk-benefit decisions, access, and
integrity of human life.

Provides leadership in creating an ethical practice environment for professional
practice and patient care based on optimum communication and coordination of care.

. Supports proactive identification and addressing of ethical issues through a systematic

process utilizing institutional ethics committees as needed.
Promotes pediatric healthcare at the local, state, national, and international level.

FACILITATOR OF LEARNING

1.

Modifies, develops, and evaluates program-based patient/family education programs

2. Monitors the learning needs of staff and designs educational opportunities to enhance
knowledge and skills of colleagues

3. Serves as a mentor for professional practice

4. Functions as an expert resource within and outside clinical specialty program

5. ldentifies avenues to pursue own professional growth

COLLABORATION

1. Role model, teach, and/or mentor professional leadership and accountability for
nursing’s role within the health care team.

2. Designs, implements, and evaluates specified program of caregiving in collaboration
with other programs.

3. Leads and participates in departmental and hospital programs, committees, and

special projects to achieve desired outcomes.

SYSTEMS THINKING

1.

Recognizes, responds, and provides follow-up for all issues, concerns, and
suggestions on behalf of the patient population and staff.

Provides timely follow-up on critical incidents/sentinel events and provides leadership
in system redesign to promote a culture of safety for patients/families/staff.

Analyzes and prioritizes competing demands taking effective action to redesign
systems to best meet the needs of a patient population and staff.

Assumes accountability for daily operations at the unit level.
Allocates resources and coordinates services to optimize patient care and services.

Assists in developing and monitoring operating and capital budget; resolves variances;
implements strategies to improve efficiency and reduce costs.

Integrates knowledge of organizational mission, goals, and systems into staff and
patient strategies, development, and implementation.
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Table 3.3. From the Nurse Practitioner and Clinical Nurse Specialist
Councils, Children’s Hospital Boston, 2007

Advanced Practice Nurse

Nurse Practitioner

Clinical Nurse Specialist

Clinical Judgment:
Synthesizes and interprets multiple sources

of data, in collaboration with the healthcare team.

Makes accurate clinical diagnosis and formulates
an individual treatment plan with expected
outcome. Evaluates treatment, and revises
treatment plan as necessary.

Performs needed diagnostic and therapeutic
procedures as indicated within scope of practice,
and prescribes appropriate medications within
scope of practice privileges.

Provides leadership in the development,
implementation and evaluation of algorithms,
decision trees, and practice protocols. Helps to
develop the clinical judgment of other healthcare
team members.

Clinical Inquiry:

Clinical Reasoning is recognized at an
expert level.

Anticipates, synthesizes, interprets,
makes decisions, and evaluates
responses based on complex,
sometimes conflicting sources of data.

Predicts the clinical course and takes
the lead in developing preventive
nursing interventions to improve clinical

outcomes for complex patient situations.

Assists all members of the healthcare
team to recognize the patient’s overall
condition.

Facilitates the clinical judgment of all
members of the healthcare team.

Develops implements and/or evaluates
research-based algorithms, decision
trees, protocols, and pathways for
patient populations.

Serves as expert resource to all
members of the multidisciplinary team
regarding patient and program issues.

Uses research-based evidence and outcome data to formulate, evaluate, and/or revise
treatment plans, policies, procedures, and standards of care.

Assumes a leadership role in recommending,
implementing, and evaluating evidence-based
practice.

Develops and conducts research/outcome
studies to optimize patient care and cost-benefit
ratios and evaluate patient care issues/problems
and products/technology.

Integrates knowledge, research findings
and experience to enhance nursing
clinical practice and to promote
excellence in patient care.

Develops, monitors, and/or evaluates
QI projects on a unit and hospital level
using quality outcomes indicators.

Mentors staff in critiquing literature to
determine applicability to practice.
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Nurse Practitioner

Clinical Nurse Specialist

Clinical Inquiry (continued):

Role models, teaches, coaches, and/or mentors
nursing staff regarding the use and evaluation of
research findings.

Caring Practices:

Models therapeutic relationships with the patient
and family that facilitate mutual involvement in
planning care. Empowers patients and families
to maintain their own optimal level of care.

Assists the patient and family in acknowledging
expected and actual outcomes.

Contributes to the establishment of an environ-
ment that promotes caring and diminishes feel-
ings of powerlessness/suffering.

Cares for the caregiver (e.g., conflict resolution,
debriefing, and crises intervention). Preserves,
protects, and enhances the environment that
supports human dignity

Develops and/or participates in research/
outcome studies to evaluate patient care
issues, products and technology.

Participates in establishing a caring
environment for patients, families and
staff.

Reduces barriers to patient/family
wellness (i.e., place patient/family in an
optimal environment to heal).

Interprets and communicates complex
patient/family needs to other caregivers

Cares for the caregivers (i.e., facilitates
conflict resolution, conducts debriefing
sessions and crisis intervention).

Facilitates colleagues’ development of caring practices through role modeling, teaching,

coaching, and mentoring.

Response to Diversity:

Integrates the unique concerns and value system of patient/family, nursing staff and team

into patient’s plan of care.

Role models, teaches, coaches, and/or mentors acceptance of and responsiveness to

patient/family unique care needs.

Identifies evolving trends arising from individual differences and initiates developing an

intervention that would accommodate differences.

Tailors the delivery of care to meet the diverse needs and strengths of patient/family/staff and

system.

Advocacy/Moral Agency:

Creates an environment that supports the
patient/family and staff to represent themselves.

Provides patients and families with appropriate
information to help them participate and/or
make informed decisions about health care and
treatments including health promotion and
disease prevention.

Assists the patient/family and nursing
staff to be able to represent themselves.

Facilitates development of nurses’
advocacy and moral agency through
role modeling, teaching, coaching, and/
or mentoring.
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Nurse Practitioner

Clinical Nurse Specialist

Advocacy/Moral Agency (continued):

Recognizes the moral/legal rights of
emancipated minors and adults and the
emerging rights of mature minors, as well
as parental rights.

Anticipates ethical conflicts and prepares
patient/family as well as clinical team.

Supports colleagues and families during
ethical conflict. Utilizes appropriate resources,
e.g., Ethics Committee.

Cultivates an environment that is supportive
of colleagues’ development in moral agency
and ethical reasoning.

Facilitator of Learning:

Integrates patient/family education throughout
the delivery of care. Incorporates disease/
injury presentation, health promotion and health
maintenance issues in the treatment plan.

Synthesizes interdisciplinary care recommen-
dations and educational plans into the patient/
family education process.

specific goals.

Assesses the learning needs of colleagues and
designs educational opportunities to enhance
knowledge and skills of colleagues.

Serves as a mentor for professional practice and
as a resource for colleagues.

Contributes to the knowledge base of the
profession and specialty programs through
publications, presentations, and participation in
the work of professional organizations.

Contributes to staff knowledge of ethical
issues common to one’s clinical area

Contributes to an environment that
promotes ethical decision-making and
patient advocacy.

Assesses learning needs of staff and
provides formal and informal educational
opportunities to improve staff knowledge
and enhance clinical performance.
Collaborates in the development,
implementation and/or evaluation of unit
based/specialty based competencies.

Collaborates in the refinement of
education programs for both the
patients and nurses based on program
Facilitates nursing staffs’ development of
patient/family education and skills.

Provides guidance for professional
advancement to staff nurses.

Coordinates formal and informal intra-
and inter-disciplinary education to im-
prove patient outcomes and quality of
care.

Establishes outcome measures to
systematically evaluate the effectiveness
of educational programs.

Establishes an active professional
involvement with the academic community
(i.e., participation in collegiate programs,
precepting students and other related
activities).
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Nurse Practitioner

Clinical Nurse Specialist

Facilitator of Learning (continued):

Critically evaluates one’s own professional
practice. Actively and regularly seeks ex-
periences and learning opportunities that will
advance one’s own knowledge of interventions,
therapeutics, and clinical skills. Verbalizes and
documents advanced nursing practice in an
articulate and comprehensive manner.

Collaboration:

Collaborates with other caregivers and various
disciplines as needed to comprehensively
address patient and family health needs.

Models a professional relationship that invites
utilization and collaboration with colleagues.

Guides colleagues in making clinical/management
decisions that involve/recruit diverse disciplines
when appropriate to optimize patient outcomes.

Works with community agencies (physicians,
VNA, schools, Medicaid, etc.) to coordinate care.
Initiates and facilitates active involvement with
external agencies (e.g., industry, insurers, com-
munity groups) related to clinical practice area.

Critically evaluates the professional practice of
other healthcare team members providing
constructive feedback as necessary.

Systems Thinking:

Contributes to and advances nursing
knowledge through presentations,
publications and involvement in
professional organizations.

Role models, coaches, teaches and
mentors nursing staff to understand and
use resources/expertise of others.

Mentors nurses in professional
leadership and accountability for nursing
practice

Maintains collaborative relationships
among teams to facilitate intra- and
inter-disciplinary practice.

Leads multidisciplinary teams in
developing programs focused on patient
care, staff, and/or system issues.

Integrates knowledge of organizational mission, goals and systems into patient care.

Develops problem-solving strategies based on
the unique needs and strengths of a particular
patient/family.

Responds to situations with an efficient use of
existing resources. Participates in the develop-
ment of new cost-effective resources.

Creates opportunities to improve the efficiency of
operations and quality of services. Balances
competing demands. Recognizes system
failures and participates in problem solving.

Applies expert knowledge of the system
and works with the entire team to
optimize patient care delivery and patient
safety.

Role models, teaches, coaches, and/or
mentors creative problem solving and
utilization of resources amongst staff.

Develops innovative strategies to
facilitate optimal patient transition
through the healthcare system (ex.
decrease LOS)

Anticipates possible consequences of
systems change and develops proactive
strategies to enhance implementation.
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Nurse Practitioner Clinical Nurse Specialist

Understands and completes all requirements Assumes responsibility to build systems
for credentialing and privileging of advanced to improve patient care and patient care
practice nurses within the Children’s Hospital delivery.

system.

Assumes proactive role in system
redesign that supports a safe
environment for staff, patients and
families.

Table 3.4. From Children’s Hospital Boston, 2007

Director Nursing Research

Clinical Judgment

1.
2.
3.

5.

Clinical reasoning is exemplary.
Evaluates phenomena based on complex, sometimes conflicting sources of data.

Advances the clinical judgment skills of the nursing staff within designated area of
responsibility.

Assists in the development and evaluation of research-based algorithms, decision trees,

protocols, and pathways for patient populations.
Serves as the nursing science expert in one’s designated area of responsibility.

Clinical Inquiry

1.

Mentors staff in using the best available evidence when solving patient care problems
and/or developing policies, procedures, protocols and standards of care.

. Oversees the science of all nursing research activities within designated area of

responsibility.

Designs research/outcome studies to evaluate patient care issues, models of care
delivery, products and/or technology.

Collaborates in multidisciplinary research to promote overall excellence in patient care.

5. Contributes to nursing science as a Principal Investigator of a program of research.

6. Obtains and manages funding to support research initiatives within designated area of

responsibility.

Caring Practices

1.
2.

Participates in establishing a caring environment for patients, families and staff.

Facilitates nursing staffs’ development of caring practices through role modeling,
teaching, coaching, and/or mentoring.

. Cares for the caregivers (i.e., helps staff problem solve, conducts debriefing sessions

and crisis intervention).
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Response to Diversity

1.

Role models, teaches, coaches, and/or mentors acceptance of and responsiveness to
patient/family unique care needs.

2. ldentifies evolving trends arising from individual differences and initiates an intervention
that would accommodate differences.

3. Assist in the design and evaluation of care delivery models to meet the diverse needs
and strengths of patient/family/staff and system.

4. Assures that all eligible individuals have equal opportunity to participate in clinical
research within clinical area.

Advocacy

1. Contributes to staff knowledge of ethical issues common to clinical area and the conduct
of clinical research.

2. Contributes to a clinical research environment that promotes ethical decision-making,
protection of human rights and patient advocacy.

3. Facilitates development of nurses’ advocacy and moral agency through role modeling,

teaching, coaching, and/or mentoring.

Facilitator of Learning

1.

Assesses learning needs of staff and provides both formal and informal opportunities to
improve staff’s research knowledge and evidenced-based skills.

Collaborates in the development, implementation and/or evaluation of unit based/
specialty based competencies.

Supports the professional activities the staff and assists them in disseminating their work
outside of Children’s Hospital.

Participates in the academic community (i.e., participation in collegiate programs,
precepting students).

Advances nursing science through presentations, publications and involvement in
professional organizations.

Collaboration

1.

Role models, coaches, teaches and mentors nursing staff to understand and use clinical
research resources/expertise of others.

Mentors staff nurses in professional leadership and accountability for evidenced-based
nursing practice

Maintains collaborative relationships among teams to facilitate intra- and inter-
disciplinary practice and research.

Leads multidisciplinary teams in developing programs focused on patient care, staff,
and/or system issues.

Colleague to members of the hospital research community.
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System’s Thinking

1.

Role models, teaches, coaches, and/or mentors creative problem solving and utilization
of resources amongst staff.

Assumes proactive role in system redesign that supports a safe environment for staff,
patients and families.

. Anticipates possible consequences of systems change and develops proactive

strategies to enhance evaluation.

Applies expert knowledge of the system and works with the entire team to optimize
patient care delivery and patient safety.

Assumes responsibility to build measurement systems to improve patient care.

Develops innovative programs to promote evidence-based practice and advance nursing
science.

. Integrates organizational mission, philosophy and goals in designated program’s

research agenda and strategic plan.

Represents the clinical scholarship agenda of Children’s Hospital in multiple venues (area
schools and universities, professional organizations).
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NModel in a Peer
Review Process

Stephanie Packard, RN, ADN

Peer review is the process by which professional nurses evalu-
ate each other’s work performance based on established criteria.
The process works best in a practice environment that establishes
clearly defined standards of practice, provides the necessary edu-
cation for staft to meet those standards and holds professional
nurses accountable for their individual and collective practice.

Peer review is an annual requirement for every nurse at
Children’s Hospital Boston (see Table 4.1.) The fundamental tenet
of peer review is self-evaluation with input from peers. Peer re-
view is a transparent process in which all reviewers are identified.
Participants in the peer review process are expected to maintain
a safe, confidential, and respectful process which contributes to
the professional development of peers and colleagues. The ideal
timing for a peer review is prior to the annual performance evalu-
ation. Feedback is then incorporated and documented as part of
the annual evaluation and considered in determining the merit
pay raise. Feedback provided to the individual can be an essential
tool to a nurse manager, as it provides concrete examples of an

employee’s performance from year-to-year and over time.



Table 4.1. Peer review policy from the Children’s
Hospital Boston Professional Advancement

Committee.

Purpose

Definitions
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Critical Elements

Procedure
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2. Each participant in the peer review process is responsible for the
expectations of their roles as defined in this policy.

3. Each program is responsible for developing, implementing and evaluating
their peer review process.

Evaluation
Every nurse has a peer review as part of their annual evaluation.

The Professional Advancement Committee will annually evaluate the
effectiveness of the peer review process.

American Nurses Association (2003) Scope and Standards of Pediatric
Nursing Practice.

American Nurses Association (2001). Code of ethics for nurses with
interpretive statements.

Micheli & Modest (1995)

Model of Care

The professional practice model establishes the framework for the development of practice
standards. In addition, the professional practice model serves as the basis of the clinical
ladder and the foundation of the professional advancement process. It is essential for staff
nurses at all levels of practice to be involved in developing these practice standards and de-
fining the behavioral elements of the clinical ladder. Staff education is focused on embed-
ding the professional practice model into everyday practice. When nurses understand the
fundamental concepts of the professional practice model they can utilize these concepts in
everyday practice, for example, when making nurse-patient assignments.

Synergy Model of Care at Children’s Hospital
Boston

The professional practice model utilized at Children’s Hospital Boston is the AACN Syn-
ergy Model for Patient Care. The Synergy Model describes individual characteristics that
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each patient and family brings to a health care situation. Essential nursing competencies
are determined by the needs of the patient/family. Eight dimensions of nursing practice
span the continuum from competent nurse to expert nurse. These competencies reflect a
dynamic integration of knowledge, skills, experience, and attitudes necessary to meet a pa-
tient’s needs and optimize outcomes. The evolving expertise demonstrated by staff nurses
within these dimensions is the foundation of the professional advancement process and
the performance which nurses are held accountable for in their annual peer review.

Nursing Responsibilities

Every nurse within the organization is responsible for maintaining the requisite profes-
sional practice standards that include adherence to hospital policy and procedures. In ad-
dition, each staff nurse is responsible for developing annual goals and evaluating individual
progress toward meeting those goals. The principle duties and nursing competencies speci-
fied in the Nursing Job Document are assessed annually by individual staff nurses prior to
and during their peer review (see Chapter 4). Annual goals are reassessed throughout the
year with a coach/mentor who works closely with the nurse manager to ensure staffs’ goals
are measurable and achievable.

Creating a Supportive Environment

In order for the peer review process to be fair and equitable for all staff, the job document
used for the performance evaluation should accurately reflect current nursing practice and
levels of performance, and be understood by the staff nurse, coaches, and nurse manager.

To remain current, job documents are reviewed yearly. This is best accomplished
through a centralized Professional Advancement Committee that reports directly to the
Nursing Leadership Council. Members of the Professional Advancement Committee
should include nurses who have intimate knowledge of the performance evaluation pro-
cess, familiarity with using the job document, and the ability to create a coaching friendly
environment. Providing individual staff nurses with meaningful feedback aimed at im-
proving performance helps to achieve this. Practice settings that foster “real time” feedback
to individuals throughout the year are successful in eliminating the fear of negative, mean-
ingless, or unfair peer reviews.

Developing the Process

The Professional Advancement Committee establishes guidelines for how a generic peer
review process should be structured, develop ongoing educational strategies to address
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knowledge deficits, and identify members of the committee to serve as consultants for pro-
grams within the institution.

All practice settings at Children’s Hospital Boston are required to establish a yearly
evaluation process that requires at minimum:

* All nurses use a peer review process as a component of their annual performance
appraisal;

* Each nurse is responsible for identifying professional goals that are measurable and
achievable and for developing strategies to meet those goals; and

* The Children’s Hospital job document is the basis of the peer review process.

Individualizing the Process

Practice settings can vary greatly within an institution in terms of; number of staff, work
flow, experience level of nurses, and knowledge regarding the peer review process. Meth-
ods for conducting a peer review depend entirely on the practice environment and are, of
necessity, subjective. One method of gathering input is to use an evaluation tool or ques-
tionnaire that asks questions related to performance expectations. The questionnaire can
be completed independently and forwarded to the peer review facilitator. The limitations
of this method are that feedback received is only as good as the questionnaire. The most
effective method for gathering input for a peer review is when feedback is shared face-to-
face. This method gives the individuals collecting feedback the opportunity to clarify am-
biguous feedback and dialogue with staff during the input collection process. Regardless of
the method used to gather and present feedback, peer review is most satisfying and effec-
tive for the individual and the staff member when they learn to integrate the constructive
feedback presented during their peer review meeting into their daily practice and interac-
tions with colleagues and peers (see Figure 4.1.).

In the Neonatal Intensive Care Unit at Children’s Hospital Boston, all members of the
nursing staff are orientated to the peer review process upon completion of orientation. In
addition there is an internal web-based Peer Review Reference Manual for them to use as
an ongoing resource when gathering input and preparing for their own review. This manu-
al clearly describes the peer review process and outlines each individual’s responsibility.
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1. Feedback 2. F eedback
. is presented
is gathered L
to individual
from staff
face to face
4. Feedback 3. Individual
is incorporated responds to
into practice feedback

Figure 4.1. Feedback loop.

The NICU Peer Review process consists of the following components
(see Figure 4.2.):

* The ongoing coaching/mentoring relationship with individual staff

* The document with completed self evaluation and comments added by the coach/
mentor

* The peer review meeting
* Pre-meeting discussion
* Meeting
* Debriefing post meeting
* Meeting with the Nurse Manager (with final review of the peer review document)

* Document submission to Human Resources
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I N
Self evaluation completed electronically

A J

I N

Peer Review meeting where feedback is shared with
individual by members of the peer review group

Feedback from peer review group is incorporated into self
evaluation by facilitator and forwarded to Nurse Manager )

p
Individual meets with Nurse Manager to discuss review and

L discuss strategies to meet identified goals

Documentation is forwarded to Human Resources
for processing

Figure 4.2. Peer review steps.

Coach, Mentor, Facilitator

Each stafft nurse is assigned a coach/mentor through a formal process organized and as-
sessed annually by the Nurse Manager. Coaches meet periodically with staff, targeting crit-
ical times for meetings to assist them with establishing their professional goals, and help
them to identify learning needs. The Level III coach/mentor also facilitates the staft nurse’s
annual peer review meeting. While these coaching relationships may vary from individual
to individual, based on the needs of each staff nurse there are several behaviors inherent in
the coach/mentor/facilitator relationship.

The Level III coach/mentor and facilitator behaviors include:

* Demonstrates expertise and knowledge of peer review process

* Demonstrates expertise in clear communication

* Demonstrates expertise in compiling and summarizing feedback

* Preserves, protects, and enhances the environment that supports caring

* Creates an environment that fosters mutual respect and professional growth

* Mentors colleagues in incorporating differences into the provision of care
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* Promotes an environment that recognizes and supports the unique contributions
of staff

* Consistently establishes professional relationships that are characterized by mutual
respect

* Creates and seeks opportunities to coach and mentor and to be taught, coached,
and mentored

In addition, coaches are responsible for completing employee evaluations in a timely
manner and forwarding the completed evaluation to the Nurse Manager for review and
edits.

Ideally, each peer review group consists of representatives from all levels of staff;
specifically, Staff Nurse I, IT, ITI. The Level III staff nurse also serves as the facilitator of
the peer review. The individual being reviewed comes to the meeting with a copy of the
completed self-evaluation. Peer reviews are conducted in a respectful, professional man-
ner during work hours. Typically they take about 30-45 minutes and take place about one
month before the annual review date. The staff nurse III facilitates the meeting, ensuring
that all input is presented in a professional, positive, fair, and understandable manner.
Input should be organized and presented using the eight nursing characteristics of the syn-
ergy model. Prior to the review meeting, the facilitator meets with the reviewers to strat-
egize on how best to present the input they have gathered. Facilitators should be receptive
to the input that has been gathered by the reviewers and not belittle it. The facilitator is
responsible for setting the tone of the review. Reviews should be conducted professionally
and not casually, “like friends chatting” Common themes may be identified from the input
that is gathered and presented as strengths and opportunities for growth versus positive
and negative.

Peer Review Meeting

The peer review meeting is the forum where all the input gathered is presented to the in-
dividual staff member being reviewed. Several times per year nursing staff are assigned by
the peer review coordinator to collect input for a colleagues peer review. Whether gather-
ing input or providing feedback for a peer review, the following guidelines are helpful to
remember:

Gathering input:
* Interview as many people as possible with varying levels of experience.

* Begin collecting input as soon as you know you are assigned to a review.
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¢ Utilize the data collection tool (list of eight synergy domains) to help record and
organize your input.

* Familiarize yourself with the staft nurse levels of performance (I, IL, III grid; see
Chapter 4).

Providing feedback:
* Feedback should be phrased positively to compliment strengths and identify op-
portunities for improvement.
¢ Utilize the synergy domains of nursing competencies to help stay focused.

* Identify strategies that will help the individual to accomplish goals.

Employee Self Evaluation

The individual being reviewed comes to the meeting with the necessary documentation
that includes:

* Self evaluation and yearly summary including accomplishments, contributions, and
outcomes that may include, but are not limited to, the following:
* Meeting attendance record
* Committee membership summary
* Participation in projects
* Promotions
* Conferences attended
* Publications
* Presentations

o A paradigm or exemplar. Staff members who are being reviewed are asked to write
an exemplar about an event in the past year that is illustrative of their practice
(Benner, 1984).

o Previous year’s goals and goals for the upcoming year. Each goal should be measur-
able and have a strategy for how to achieve it.

o Mandatory requirements may include TB screening, CPR certification, and all re-
quirements that require yearly certification.

o Departmental and unit-based competencies. Includes any department requirement
that is renewed and verified annually, such as the use of restraints.
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Prior to the peer review meeting, reviewers will gather and strategize on how best to
present the input they have collected. The facilitator ensures that all input gathered is pre-
sented in a positive, fair, and understandable manner. Basic behavior themes may be iden-
tified for the individual from the eight Synergy dimensions. The individual’s strengths are
identified, and opportunities for growth are discussed. The meeting closes with a presenta-
tion of the individual’s exemplar. The facilitator then completes the evaluation document
by adding a summary of the input from the peer review meeting.

The nurse manager meets with the reviewee soon after their peer review to assess their
progress for the year, determine their understanding of the input they received in their
peer review, and identify opportunities for professional growth and development (see Fig-
ure 4.3.).

Meeting debriefed

Exemplar
presented

Individual’s strengths and
opportunities for growth
identified growth

Facilitator ensures that all feedback is
presented in a fair, positive,
professional manner

Reviewers strategize how best to present
feedback

Figure 4.3. Peer Review Process.

Summary

One of the many reasons peer review is successful in the NICU at Children’s Hospital Bos-
ton is that expectations are clearly defined and behaviors addressed in real time, not just
at the time of the peer review. For peer review to be meaningful and productive for the
individual, the philosophy and values inherent in the process must extend to daily nursing
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practice. Staff nurses are held accountable for their clinical practice; their interactions with
patients, families, and staff; and their spirit of inquiry on a continuous basis. When honest
feedback occurs, individuals are held accountable for their performance. This prevents an
individual from hearing feedback in their peer review for the first time. Staff nurses are not
only responsible for their own practice; they are responsible for contributing to the success
of their nursing colleagues’ practice.
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The AACN Synergy Model for Patient Care™ has focused mainly
on describing the patient-nurse relationship that optimizes out-
comes for patients and families; however, it can also be used to
elucidate the contemporary practice of the clinical nurse specialist
(CNS). Historically, CNS practice has been described as expert
clinician, consultant, educator, and researcher. However, these
four sub-roles do not reflect contemporary advanced practice
nursing. The role components of today’s CNS can be more ac-
curately described by the eight nurse characteristics of the Syn-
ergy Model. The CNS has a very broad base of knowledge and is
required to interact across the organization at all levels. Because
of the complex environment in which the CNS practices, three
spheres of influence have been articulated which help to explain
CNS phenomena of concern (Moloney-Harmon, 1999) The three
spheres of CNS influence represent the three consumer groups of
patients and families, care providers, and the organization. This
broad base allows the CNS to operate on a more global level and

influence outcomes on multiple levels.



The History of the CNS

The role of the CNS was developed in the 1960, although postgraduate education for
nurses began in the early 1900’s. In the 1970’s the American Nurses Association officially
accepted the CNS as an expert practitioner and a change agent, requiring a master’s de-
gree. The CNS role went through a decline in the 1980’s when many CNS positions were
eliminated during the era of hospital restructuring when there were little data to support
the role of nursing let alone the primarily indirect role of the CNS. In 1995, the National
Association of Clinical Nurse Specialists (NACNS) was developed with a focus on pro-
moting the CNS (NACNS, 2004; Rouse, 2007). The NACNS rearticulated the CNS role

as a master’s prepared, clinical expert within a specialty area (Zuzelo, 2007). The NACNS
also introduced the concept of spheres which provided a new perspective of CNS practice
(NACNS, 1998). This was a move away from the concept of subroles, which were felt to be
an inadequate conceptualization of the integrative nature of CNS practice. In addition, the
subroles did not acknowledge the effect of CNS practice on outcomes (Fulton, 2003).

Spheres of Influence & the Synergy Model

CNSs intervene and apply influence across three spheres, individual patient/family level, a
nurse-nurse level and a systems level. Each sphere of influence necessitates a characteristic
set of competencies to ensure effectiveness. The amount of time a CNS spends function-
ing in each sphere is determined by the needs of the clinical specialty and the strategic
initiatives of the organization in which the CNS works. The patient/family sphere is the
foundation for the other 2 spheres; these spheres are used to advance patient outcomes,
quality care and cost-effectiveness. Within each sphere of influence, the 8 nurse character-
istics of the Synergy Model represent the advanced level competencies that are necessary
for successful CNS practice. Using this model in practice clearly demonstrates the optimal
outcomes that result when the advanced level competencies match the characteristics of
patients/families, health care professionals, and the system. The Synergy Model is used

by a number of organizations as the basis for the CNS job description because of the link
between advanced level competencies and the 3 spheres as well as its accurate depiction of
contemporary practice.

Patient/Family Sphere

The practice base for the CNS is the patient/family sphere. According to the NACNS,
outcomes of CNS influence in this domain include: programs of care designed for specific
populations; prevention, alleviation and/or reduction of symptoms, functional problems,
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or risk behaviors; prevention of real and/or the potential consequences of errors; effec-

tive interventions incorporated into practice guidelines; collaboration with team; and the
achievement of optimal patient outcomes (NACNS, 2004). Synergy Model competencies
within the patient/family sphere of influence which effect patient/family outcomes include:
anticipates, synthesizes, interprets, makes decisions, and evaluates responses based on
complex, sometimes conflicting sources of data; uses evidence and outcome data to formu-
late, evaluate, and/or revise policies, procedures, protocols and standards of care; develops
and/or implements a process to ensure that patient/family needs are met with regard to
body image, loss, healing, death, and dying/powerlessness; and establishes an environment
that promotes ethical decision-making and patient advocacy.

There are numerous studies that demonstrate CNS influence in the patient/family
sphere. A study conducted by Brooten et al examined prenatal, maternal and infant out-
comes and cost through 1 year of age using a model of prenatal care for women at high risk
to deliver low birth weight infants where half the prenatal care was delivered in the home
by CNSs. The group cared for in the home had 2 fetal/infant deaths (control group=9), 11
fewer preterm infants, 77.7% of twin pregnancies carried to term (control group=33.3%),
4 fewer prenatal hospitalizations, and 18 infant rehospitalizations (control group=24).
Prenatal home care provided by CNSs saved 750 total hospital days or about $2,500,000
(Brooten et al, 2001). Deisch and colleagues conducted a study examining the use of guid-
ed imagery by CNSs in patients who had coronary artery bypass surgery. The study dem-
onstrated that the use of guided imagery reduced pain, fatigue, anxiety, use of opioids, and
length of stay and improved patient satisfaction (Deisch et al, 2000). Willoughby and Bur-
roughs described the foot-care behaviors of diabetic patients who visited a CNS managed
foot-care clinic. Their study demonstrated that the clinic patients were more likely to have
a foot examination at each visit and to use appropriate foot care practices (Willoughby and
Burroughs, 2001).

The results of these studies validate the Synergy Model competencies in the patient/
family arena. The CNS is demonstrating clinical judgment at an advanced level to ensure
positive outcomes for patients and families. Clinical inquiry is made evident by the evalu-
ation of clinical practice and the identification and refinement of innovations for patients
and families. The studies show that CNS collaboration with patients and families is essen-
tial and that as a facilitator of learning, the CNS contributes to improving patient/family
outcomes and quality of care. Caring practices are illuminated as patients experienced
shorter lengths of stay and fewer complications. Box 1 provides an example of the CNS
practicing within the patient/family sphere.
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Box 5.1. CNS practice within the

Patient/Family Sphere

LM is an adolescent suffering from complications of end-stage chronic
graft versus host disease. She requires continuous renal replacement
therapy along with additional interventions and she is experiencing severe
pain. She requests that all life support be removed and she also requests
that her dog be able to visit her. LM’s parents support her but express
sadness that she has made this request. The nursing staff want to meet
her needs but are uncomfortable with her request to remove life support.
They request assistance from the CNS. After speaking to LM and her family,
the CNS interprets and communicates the complex patient/family needs

to the caregivers. The CNS works with staff, LM, and the family to develop
a mutually trusting relationship so that LM can take responsibility for her
choices. The CNS helps the staff develop a plan to facilitate the requests
so that they are comfortable with the removal of CRRT and the visit of the
dog. The dog comes to the unit and spends time with LM; in addition, once
CRRT is discontinued, LM’s nurses take her to the outside garden. LM dies
a few days later and her family states that they feel everything was done to
make her death a good one.

The Nurse-Nurse Sphere

A major component of the CNS role is supporting the bedside nurse. The CNS may accom-
plish this in a variety of ways, including consulting with a nurse at the bedside, teaching a
class or mentoring a nurse through a process. According to the NACNS, the outcomes of
the CNS influence in this sphere include: the development of knowledge and skills in nurs-
ing personnel, along with the provision of state of the art clinical knowledge and skills. In
addition, nurses are able to articulate nursing’s unique contribution in the care milieu and
expected nurse-sensitive outcomes. Nurses resolve patient care issues at the care delivery
level, nurses are lifelong learners and the overall cost of care is decreased through the ap-
propriate use of resources that enhance optimal patient care outcomes (NACNS, 2004).
Synergy Model competencies within the nurse-nurse sphere include: facilitates development
of clinical judgment in healthcare team members through role modeling, teaching, coach-
ing, and/or mentoring; facilitates the development of nurses’ caring practices, mentors staff
in critiquing literature to determine applicability to practice; cares for the caregivers; and
contributes to and advances the knowledge base of the healthcare community through pre-
sentations, publications, and involvement with professional organizations; and role models,



The Clinical Nurse Specialist and the Synergy Model | 73

teaches, coaches, and/or mentors professional leadership and accountability for nursing’s
role within the healthcare system.

There are numerous studies that demonstrate the influence of the CNS on nursing
and multidisciplinary team practice. Ahrens et al. evaluated the effect of a communica-
tion team with a physician and CNS member on length of stay and cost of care for patients
at the end of life in an intensive care unit. The patients who received the communication
team intervention had shorter lengths of stay in the ICU and the hospital. In addition,
they had lower fixed and variable costs (Ahrens et al, 2003). A pediatric pain management
CNS conducted a survey of nurses and was able to identify pain management knowledge
deficits which then provided a foundation for education (Manworren, 2000). Dilorio et
al. evaluated the first 10 years of a neuroscience nurse internship program developed by
CNSs. Results demonstrated satisfaction with both the didactic and clinical content by the
internship participants (Dilorio et al, 2001).

CNSs design tools that identify needs or gaps in the knowledge, skills and competen-
cies of nursing staff to advance the practice of nursing. CNSs are masters at facilitating
change. CNSs identify barriers and are able to anticipate consequences of the change that
needs to take place. CNSs provide mentorship for the acquisition of new skills and in pro-
fessional development (NACNS, 2004). CNSs also assist staff in meeting the physical, emo-
tional and spiritual needs of patients and families and are supported by the CNS in having
their own needs met. Through role modeling, teaching, coaching and mentoring, the CNS
ensures the development of all of the Synergy Model competencies in nursing staff. Box
5.2. provides an example of the CNS practicing within the Nurse-Nurse sphere.

Box 5.2 CNS practice within the
Nurse-Nurse Sphere

An organization needed to develop an action plan to improve routine

pain reassessment throughout the organization. The CNS was asked to
spearhead this initiative. The CNS completed a literature search, a survey
of other institutions, and an examination of national guidelines to determine
best practice. Based on this data, an organization wide pain strike force
was developed with a staff nurse chairperson. The CNS mentored the staff
nurse in chairing an organization-wide committee and in communication

of the initiative developed by the committee. She also worked with the
nurse in data collection and in educating staff. The staff nurse was able to
independently assume responsibility for this project within a short period of
time with guidance from the CNS. The nurse received very positive feedback
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from the large number of people with whom she interacted. The outcome
of this program was the successful implementation of a plan tO improve the
documentation of pain reassessments according to policy in accordance
with national standards.

The Systems Sphere

An emerging focus for the CNS is the time spent on system, or organizational, issues.
Many organizations are using the talents of the CNS to lead organizational change initia-
tives because of the CNS’s mastery of implementing change. For example, the CNS may
influence the system through the development of a patient centered care model for an
organization, the standardization of care for patients within a variety of critical care units.
For example, the development of an organization wide approach to decrease, or eliminate,
the number of mislabeled specimens sent to the laboratory, or the development of a clini-
cal pathway for patients with congestive heart failure.

The NACNS has articulated outcomes of CNS influence on this sphere. They include:
patient care processes reflect continuous improvements that benefit the system; change
strategies are integrated throughout the system; innovative models of practice are devel-
oped, piloted, evaluated, and incorporated across the continuum of care; nursing care and
outcomes are articulated at organizational/system decision-making levels; patient care pro-
grams are aligned with the organization’s strategic imperatives, mission, vision, philosophy
and values (NACNS, 2004).

As with the other spheres of influence, the Synergy Model describes competencies
necessary to achieve the outcomes noted by the NACNS. These competencies include:
develop, implement, and evaluate research-based algorithms, decision trees, protocols,
and care plans for patients and patient populations; drawing on resources including the
literature, benchmarking studies, and colleagues, to design and evaluate innovations in
clinical practice affecting patients/populations and/or systems; contribute to and advance
the knowledge base of the healthcare community through presentations, publications,
and involvement in professional organizations; provide patient/family skills to navigate
transitions along the healthcare continuum, facilitating safe passage. Studies exist, which
demonstrate the system influence of the CNS. Wheeler conducted a study to determine if
patients who received a total knee replacement had better outcomes if CNS was present on
that unit. One hundred sixty four charts were included in the study. The researcher found
that patients received more nursing care, shorter length of stays, and fewer complications
on units where a CNS was present (Wheeler, 2000).
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Alexander, et al, conducted a randomized clinical trial to evaluate a CNS-managed
asthma program. Twenty one patients were enrolled in the study. The researchers found
that CNS-managed patients experienced fewer Emergency Department visits compared to
the previous 12 month period before the CNS managed their care (Alexander, 1998).

These studies demonstrate the Synergy Model competencies in the systems arena. Box
5.3 provides an example of the CNS practicing within the system sphere and ultimately the
care that is being delivered to patients and families.

Box 5.3. CNS practice within the
Nurse-System Sphere

An organization decided to forge ahead with a Clinical Decision Support
(CDS) iniative. The project consisted of identifying a Clinical Repository,
which would be the database for historical and present data related to

an individual’s care, along with developing the structure of the Clinical
Repository, to assure the system was easy to use and had the necessary
information readily accessible to the providers. The CNSs, within the
organization were involved as consultants in the selection of the Clinical
Repository system. Each CNS knew the information that was needed within
their specialty that needed to be available to the providers and when the
system was accessed. Each CNS participated in a multidisciplinary team to
review the repository systems that were being evaluated. At the end of the
evaluation, the CNSs submitted their evaluation of the products, which was
based on their clinical expertise and the information needs of their area.

Once the system was selected, a decision was made, to proceed with
the development and implementation of Computer Provider Order Entry
(CPOE). Successful implementation meant that multiple ordersets needed
to be developed to reduce the amount of computer entry time for the
providers. The CNS group was selected as the group to facilitate the
development of the ordersets across a two hospital health system. The
CNS group consisted of seven individuals representing six specialty
services: Emergency Services/Adult Critical Care, Acute Care, Women’s
Services, Children’s Services, and Oncology. The evidence-based ordersets
were developed from a systems perspective with involvement from both
organizations. Each CNS was responsible for the development of the
ordersets within their specialty area of practice.

The CNS group began the process by identifying the most common
admission diagnoses for their area of practice. The CNS group consulted
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Patient Safety

CNSs are uniquely positioned to create a safe environment for patients and families. They
are leaders in addressing and resolving safety issues for patients and families. The CNS’s
goal of ensuring optimal patient outcomes are synonymous with creating an environment
of safety (Phillips, 2007). A compelling patient safety issue that has mandated CNS atten-
tion is healthcare acquired infections, such as central line infections. This issue has been
identified as a major concern across the nation in all patients from neonatal to geriatric
(Gerberding, 2002). The Centers for Disease Control and Prevention’s (CDC’s) National
Nosocomial Infections Surveillance (NNIS) system has reported a high number of noso-
comial infections from hospitals around the country (CDC, 2003). These infections lead
to increased hospital costs, morbidity, and mortality (CDC, 2003). In 2004, the Joint Com-
mission on Accreditation of Healthcare Organizations (JCAHO) added health care ac-
quired infection to its National Patient Safety Goals (JCAHO, 2004).

A CNS Practice Group undertook this problem in their institution. The hospital’s
Infection Control Department reviews all positive blood culture results. The department
then examines the patient record to determine if the patient meets the NNIS criteria for
central-line-associated bloodstream infections. Data is reported monthly to the ICU Mul-
tidisciplinary Committee and quarterly to the NICU and Pediatric Multidisciplinary Com-
mittees. The CNS co-chairs these multidisciplinary committees with a physician colleague.
Based on the data that was collected and reported, it was determined that an unusually
high rate of central line infections existed in several of the units. Once consensus was
reached that a problem existed, the CNSs led an initiative to perform a root-cause analysis.
The root-cause analysis identified issues with central line insertion and maintenance both
at the bedside level and the system level. The examination of system and process issues
provided an opportunity to identify those factors that increased the possibility of noso-
comial infection. By implementing appropriate interventions, the risk of adverse patient
outcomes related to nosocomial infection was reduced.

The root-cause analysis began with direct observation through the development and
implementation of a central line audit tool. The audit tool was developed by determining
best practice through literature review. The CDC Guidelines for the Prevention of Intra-
vascular Catheter-Related Infections, published in the literature, were used to develop the
criteria by which to observe practice (CDC, 2002). These guidelines are the benchmark for
central line insertion and maintenance.

Observation of practice revealed that several of the key guideline recommendations
were not being performed in all of the units that were identified as having a high infection
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rate. Breakdowns in the system that contributed to noncompliance with the current pro-
cedure were identified. Based on the results of the root-cause analysis, the procedure was
revised based on best practice in the literature. This process involved both clinical judg-
ment and inquiry since this was truly a case of developing, implementing, and evaluating
research-based recommendations for patients who require central lines. The process also
required an appropriate response to diversity on two fronts. Age differences needed to be
taken into consideration since the patient populations involved both neonatal and adult.
In addition, the key stakeholders were a very diverse group, so consensus needed to be ob-
tained with a group that had very different opinions.

The next step was development of a multidisciplinary education plan. The educa-

tion plan consisted of a brief description of best practice, a review of data from the audit
summary, and the procedural changes that were being implemented. Procedural changes
included: strict sterile technique with line insertion with the use of a full body drape, in-
corporation of the Biopatch® antimicrobial dressing (Johnson & Johnson), and the use of a
more occlusive dressing. In addition, a hand hygiene policy was implemented that prohib-
ited wearing artificial nails, which was strongly supported in reports of best practice in the
literature (McNeil, Foster, Hedderwick, et al., 2001).

Implementation of the education plan occurred over a 2-week period. The nursing
staff was inserviced during change of shift along with one-on-one education for the few
that were unable to attend the formal program. The education of the intensivists occurred
during their monthly meeting by the medical director of the unit. Residents were educated
on an individual basis by the intensivist overseeing their practice along with the inclusion

of the information into their orientation manual. Experience as CNSs has shown that
individualizing the approach based on the audience and involving the key stakeholders in
implementation is effective in communicating expectations and changing behavior. Af-
ter implementation of the education and the revised procedure, the audit was conducted
again. The results showed a marked improvement in the identified criteria.

Other system issues were identified. One was that the bedside provider did not have
all of the equipment available on the unit to meet the criteria that was being required.
Changes in the supply cart needed to occur so that a full body drape was readily avail-
able for all central line insertions. Additional supplies to ensure that dressing changes and
administration set changes were done aseptically were made available. It was also stressed
with the nursing and physician staff that non-compliance with the stated criteria was not
an option for the practitioner placing the central line. The medical directors were in full
support of the initiative and reinforced the importance of notifying them if physicians did
not abide by the new standards.
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Subsequent reports from the Infection Control Department demonstrated a dramatic
decrease in central line infection rates. Through the vigilance of the CNS Practice Group,
the central-line-associated blood stream infection rate continues to be on the decline. The
organization as a whole has progressed from above the 50" percentile to below the 25th
percentile over the past 4 quarters in the category of nosocomial infection. Reinforcement
with the nursing staff and the residents who rotate through the units has been one of the
keys to success.

The Synergy Model embraces the concept of providing a safe environment for patients
and families. Ensuring patient safety is an essential component of the clinical nurse spe-
cialist role. Caring practice is a thread throughout the entire patient safety issue. By ensur-
ing patient safety, safe passage occurs for patients and families.

Summary

This chapter demonstrates how the Synergy Model is used by CNSs to influence care with-
in the three spheres of influence. Numerous examples of how the model is used in practice
show convincingly that optimal outcomes will occur when there is a match between higher
level competencies and the characteristics of patients/families, healthcare providers, and
systems. Incorporating the model into contemporary practice inspires CNSs to articulate
their unique contribution to the healthcare system.
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The public is bombarded daily with information regarding vari-
ous types of regulation. Your local home improvement store
promises a Certified Nursery Technician to assist you with all of
your gardening needs. Advancement in the field of information
technology may be enhanced by obtaining a series of certifica-
tions. A row of state licenses are prominently displayed at the
neighborhood nail salon. We watch tragic docudramas detailing
the negative outcomes of patients who were treated by non Board
Certified plastic surgeons.

A Harris Interactive Poll conducted by the American As-
sociation of Critical Care Nurses (AACN) in 2002 revealed that
public awareness of professional certification is growing. Of 1,039
Americans surveyed, nearly eight of ten respondents were aware
that nurses could be certified, and nine of ten respondents stated
that they believed that it is very important for nurses who care for
critically ill patients to regularly update their knowledge and skills
(“Safeguarding the patient and the profession; the value of critical
care nurse certification”).




Certification? Licensure? What Is the
Difference?

Although registered nursing licensure has existed in the US since 1903, nursing specialty
certification began in the 1945 with the certification of nurse anesthetists and grew signifi-
cantly in the 1970s as nurses began to specialize in the care of specific patient populations,
requiring specific knowledge, skills and abilities (KSAs) beyond those obtained in a gener-
ic educational programs and tested at entry level in the RN licensure examination.

Confusion abounds when discussing regulation, with the terms licensure, certification
and credentialing often are used interchangeably. Licensure is the most restrictive form of
regulation, and refers to a mandatory governmental process that grants an individual time-
limited permission to use a credential and engage in a specific profession. Licensure most
often consists of a combination of a prescribed educational process and an assessment
component, and offers title protection for those meeting the criteria.

Professional certification has generally been the term used to refer to a voluntary pro-
cess in which a non-governmental agency grants an individual time-limited recognition
and permission to use a credential. Certification most often consists of a combination of
meeting a set of eligibility criteria which may or may not include an educational compo-
nent and an assessment component. If the certifying organization has trademarked their
credential, they may take legal action against individuals using the credential who have not
received it though the certification process.

Credentialing is an umbrella term incorporating the concepts of accreditation, licen-
sure, registration and professional certification (Durley, 2005). To further add to the con-
fusion, there also exists a hybrid between licensure and certification, sometimes referred
to as “statutory certification,” a form of title protection or alternative to state licensure, in
which a state governmental agency utilizes a certification examination program developed
by a nongovernmental organization as a component in the decision to award a credential
in their jurisdiction. This practice came into vogue in the 1970s when a large number of
allied health professional organizations began to seek state licensure in order to qualify for
reimbursement for their practitioners in the same way that physicians and nurse practitio-
ners were being reimbursed. Due to this increasing pressure, a moratorium on licensure
of additional categories of allied health professionals was declared by the United States’
Federal Department of Health Education and Welfare (now the U.S. Department of Health
and Human Services), (Shimberg, 2000). Ultimately decisions about licensure of health
professionals are decision to be made on a state by state basis, and there are wide varia-
tions among jurisdictions regarding which professions require licensure. In many states,
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for example, occupational therapists may not practice without first passing the certification
examination offered by the National Certification Board for Occupational Therapy, while
in other states the examination is voluntary.

As the certification entity of the American Association of Critical Care Nurses, the
AACN Certification Corporation has provided comprehensive credentialing programs for
generalist, and more recently, advanced practice nurses caring for acutely and critically ill
patients since its incorporation as a 501(c)(6) organization in1975. The focus of the AACN
Certification Corporation Board of Directors is to protect the public through their certifi-
cation and recertification activities. The corporation certifies registered professional nurses
in critical care (CCRN) progressive care (PCCN), clinical nurse specialists in acute/critical
care (CCNS), and CCRN will re-launch their acute care nurse practitioner certification
program (ACNPC) in 2007. Subspecialty certification examinations are also available in
Cardiac Medicine and Cardiac Surgery for currently certified nurses.

AACN Certification Programs—High Stakes
Testing?

With the proliferation of allied health professional certification programs, the certification
industry grew rapidly during the 1980s. As professional certification examination pro-
grams matured and wished to enhance their credibility in the marketplace, as well as to de-
crease their legal liability, they began to adopt nationally accepted best practices for evalu-
ation and testing. These standards include the Standards for Educational and Psychological
Testing (American Educational Research Association, American Psychological Association
& National Council on Measurement in Education [APA], 1985), The Uniform Guidelines
on Employee Selection Procedures (Equal Employment Opportunity Commission, Civil
Service Commission, Department of Labor, and Department of Justice, 1978), The Code of
Fair Testing Practices in Education (Joint Committee on Testing Practices, 1988), and The
Principles of Fairness: An Examining Guide for Credentialing Boards (Council on Licensure,
Enforcement, and Regulation and the National Organization for Competency Assurance,
1993). Additionally, professional certification organizations began to incorporate psycho-
metric standards into their programs in order to achieve third-party accreditation by enti-
ties such as the National Commission for Certifying Agencies (NCCA) and the American
Board of Nursing Specialties (ABNS).

Regulatory examinations which limit an individual’s opportunity to practice his
chosen profession are considered to be “high stakes” examinations. An example of a high
stakes examination is the NCLEX-RN exam. It is critically important that high stakes
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examinations are legally defensible and psychometrically sound in order to protect the as-
sets of the licensing or certifying organization from legal challenges by unsuccessful candi-
dates.

Regulatory examinations must:

1. Be targeted to entry level practice;
2. Measure only job-related knowledge, skills, and abilities;

3. Require demonstration of competence at the minimum level necessary for safe and
effective practice; and

4. Be psychometrically sound (Zara, 2000, p. 192).

AACN Certification Corporation’s CCNS examination is utilized as a component
in advanced practice licensure or designation decisions by more than 28 State Boards of
Nursing, and so may be considered to be a high stakes examination in those states where
APRN designation is required in order to practice as a Clinical Nurse Specialist. Although
the CCRN and PCCN certification examinations are considered to be voluntary, and thus
not as “high stakes” as the APRN exams, the growing prevalence of certification bonuses
or differentials and the introduction of policies such as unit-based mandatory certification
requirements have made the need to achieve specialty certification increasingly important.
Additionally, a number of State Boards of Nursing have introduced continued competence
requirements for relicensure, which include current specialty certification as an option
to meet renewal requirements. Unsuccessful certification candidates may be more likely
to challenge the content or processes of their examination as the outcome becomes more
economically important to them. The AACN Synergy Model of Patient Care™ is a crucial
component in assuring the validity and legal defensibility of each of the AACN Certifica-
tion Corporation examination programs.

Legally Defensible and Psychometrically
Sound

The commonly used catch phrase in the regulatory examination community, “legally de-
fensible and psychometrically sound,” is generally used when referring to an examination
program that meets best practices in standards and processes. Two key elements in psy-
chometric soundness include examination reliability and validity. Reliability refers to the
likelihood that a candidate would receive the same results if they took different but compa-
rable forms of the same certification examination on different days, discounting extrane-
ous factors such as fatigue.
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Validity of the examination is related to the ability of the instrument to measure what
it is intended to measure; that is, the candidate’s job-related knowledge, skills, and abili-
ties. Regulatory examinations are primarily concerned with content validity. Scores on
credentialing examinations are considered to be related to the knowledge which underlies
the critical skills and abilities necessary to perform effectively in practice. There are three
assumptions necessary to document the validity of a credentialing examination:

1. There are certain critical abilities necessary for effective performance, and that indi-
viduals who lack these abilities will not able to provide safe and effective care;

2. Individuals scoring low on the examination lack knowledge underlying these criti-
cal abilities and will not be able to provide safe and effective care; and,

3. Examinations can be designed to accurately identify the point at which the knowl-
edge, skills, and abilities demonstrated on the examination are most indicative of
the candidate’s ability to provide safe and effective care (Fabrey, 1996, p. 16).

The first link in the chain of evidence assuring the job-relatedness of a regulatory
exam is achieved by conducting a job analysis of the role to be licensed or certified. A job
analysis may also be known as a role delineation study, role validation, study of practice,
or other term. There are a variety of methods which may be used to conduct a job analysis,
including focus groups, surveys of incumbents in the role, activity logs, or direct observa-
tion. Cost, ease, and access to practitioners may determine the method that is chosen for
the research. Regardless of the methodology, the job analysis must determine the critical
abilities necessary for safe and effective practice. Accreditation standards require creden-
tialing examination programs to conduct job analyses at least every five years to maintain
the currency of the examination and to assure public protection.

At this point in the exam development process, we see some divergence in the focus of
the professional association and the certification corporation. The role of the professional
association is to advance the profession and to set standards for excellence in clinical prac-
tice. The intent of the certification corporation in conducting a job analysis is to document
the actual practice of competent practitioners as it currently exists, not to analyze practice
as we wish it would be delivered and then to develop an examination based on that ideal
scenario.

In order to determine the critical abilities necessary for safe and effective practice, an
expert panel is convened, comprised of geographically and demographically representative
participants from a variety of practice settings, including large and small facilities, rural
and urban sites, teaching and community hospitals. The panelists must be familiar with the
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competencies required of the group being analyzed. For example, for the CCRN examina-
tion, the group members must understand the knowledge, skills, and abilities required of
critical care nurses with two years, or 1,750 hours of clinical experience. The panel should
include representation from members of the group being considered for regulation. The
panel will draw on their experience as subject matter experts (SMEs) and may review addi-
tional sources of evidence to inform their knowledge of current practice such as textbooks,
journal articles, practice protocols, and other contemporary sources. If using the survey
method, the expert panel will develops a job analysis instrument compiled of a listing of
essential tasks, components, or other descriptors of the job being analyzed.

There is considerable debate in the measurement community as to the best format or
structure for the job analysis survey. Should the survey be limited to data collection about
specific technical procedures such as hemodynamic monitoring, knowledge of specific pa-
tient problems such as cardiac tamponade, or critical thinking abilities such as anticipatory
planning, or specific nurse competencies such as recognizing and tailoring caring practices
to the individuality of patient and family? Because of the complexity of acute/critical care
patient needs, the AACN Certification Corporation uses a job analysis survey format that
combines a data collection regarding patient types, technical procedures and processes,
and nurse competencies based on the AACN Synergy Model for Patient Care. Once a
draft survey form has been developed, it is further refined by focus panels and reviewed
by other experts in the field to determine if there are critical components of the job which
may have been overlooked, or if there is confusion in how the questions are asked, out-
dated practices, or regional biases in the survey. Finally, a random sample of incumbents
in practice are surveyed. For Synergy Model nurse competencies, nurses will indicate
what percentage of their time they spend in each of the competencies. Information will be
solicited regarding the patient types that they care for on a regular basis. For specific per-
formance- related items incumbents may be asked to rate the frequency and criticality, or
importance, of various tasks on the survey. Nurses will indicate how often they performed
a given activity in the past week or month, and also rate on a Likert—type scale how im-
portant it is to know how to perform the activity correctly. Or, they may be asked how
much harm it would cause the patient if the task was omitted. Consider activities such as
making a bed—it may be performed with high frequency, but cause little harm if omitted.
Defibrillation may be rarely performed, but cause great harm if omitted.

After the survey has been completed, the practice analysis task force reviews the
responses with the assistance of a psychometric consultant to determine the essential
knowledge, skills and abilities required of the nurse to safely and effectively meet the needs
of the patient types described in the survey. Survey results are reviewed thoroughly for
consistency, with careful consideration for institutional or regional differences. Compared
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to the old days of RN licensure examinations, which took place over a two-day period,
today’s nursing licensure and certification computer based examinations are able to make
reliable pass/fail decisions based on as few as 60 to 200 items, depending on the technol-
ogy and psychometrics. There is no room on the examination for “nice to know” content.
Each item on the examination will be important in determining whether or not a prac-
titioner should be designated as certified to provide care for an extremely fragile patient
population, and should be contributing to making a well-informed decision. This concept
becomes particularly significant when developing test plans for APRN examinations. The
practice analysis task force prepares a summary of recommended test specifications for the
examination. The psychometrician provides recommendations regarding percentages of
weight for each component of the examination. The comprehensive Test Plan includes a
description of the individual being certified and the eligibility requirements both for initial
certification and recertification. Final approval of the Test Plan is by the AACN Certifica-
tion Board of Directors.

AACN Synergy Model for Patient Care

The AACN Synergy Model for Patient Care was first introduced as the framework for the
CCRN Test Plan following a 1997 validation study conducted by Professional Examination
Services (PES). During this study, three levels of behavioral descriptions were developed
for each of the nurse characteristics by the practice analysis task force. Level 1 descriptors
were considered to be a “novice” level, level 3 statements were descriptors for the CCRN
level, and level 5 were considered to be descriptive of a CCRN with additional years of
performance, or an “expert” level. The results of the job analysis supported the applicability
of the Synergy Model to nursing practice. In a second study in 1998 designed to augment
the test specifications for the CCRN credentialing programs, neonatal, pediatric, and adult,
CCRNs identified the overall contribution of each of the eight nurse characteristics to opti-
mal outcomes for critically ill patients and their families. Following this study, the content
dimensions of the CCRN Test Plan included Synergy Model nurse characteristics, patient
care problems and nursing process categories. (Muenzen & Greenberg, 1998).

A content domain is a major category of a test plan or “blueprint.” Examples of content
domains could include concepts such as nursing diagnoses, patient care problems, Synergy
Model nurse characteristics, or the nursing process. As another link in the chain assur-
ing the job relatedness of the exam, accreditation requirements state that each examina-
tion item must be coded to a component of the Test Plan. Based on the results of the job
analysis, each of the content dimensions will have a percentage of weight assigned to it.
The examination forms are assembled based on those percentages so that the final exam
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will represent actual practice as closely as possible. For example, if “patient care problems”
is a content dimension, and the job analysis indicated that 28% of the patients that nurses
are consistently caring for have cardiovascular problems, then the final exam form would
contain 28% cardiovascular-related items. If another content dimension was Synergy Model
nurse characteristics, and on the job analysis nurses indicated that they spent 4% of their
time in the facilitation of learning role, one of those cardiovascular items could ultimately
be testing “developing a teaching plan for the cardiovascular patient,” and be double-coded.

The beauty of the Synergy Model is that it unambiguously defines the minute-by-
minute activities of nurses in any setting so that item coding becomes essentially seamless.
In 2001, the nursing process content dimension was dropped from the CCRN Test Plan.
Not only was it cumbersome to code items in two nursing models, it was difficult to distin-
guish between items that were testing for assessment abilities and items that were testing for
evaluation abilities. Nursing process remains a component of the item writer guidelines, but
items are no longer coded for the nursing process content dimension.

The AACN Certification Corporation again contracted with PES in 1998 to conduct a
job analysis to guide the development of a clinical nurse specialist examination in acute/
critical care. That practice analysis task force used the Synergy Model nurse characteristics
as the framework in developing the survey, formulating a level 7 to describe behavioral
characteristics of the CNS. Again, the research validated the applicability of the Synergy
Model to CNS nursing practice. Following this study, the content dimensions of the CCNS
Test Plan included Synergy Model nurse characteristics, patient care problems, and the three
spheres of influence toward which CNS activities may be directed.

In the fall of 2002, the AACN Certification Corporation Board of Directors approved a
strategy for a comprehensive study of critical care nursing practice from entry level through
advanced practice roles. This was a unique project that had not previously been conducted
by any specialty organization. A diverse Practice Analysis Task Force was convened to
work with expert researchers from PES to develop survey instruments to define practice
characteristics of CCRNs, CCNSs, acute care nurse practitioners (ACNPs), and entry-level
(less than one year of practice) critical care nurses. Later in the process, a group of 1,000
progressive care nurses were added to the group. Progressive care is the term the American
Association of Critical-Care Nurses (AACN) uses to collectively describe areas that are
also referred to as Intermediate Care Units, Direct Observation Units, Step-down Units,
Telemetry Units, or Transitional Care Units, as well as to define a specific level of patient
care. AACN recognizes progressive care as part of the continuum of critical care. The goal
in adding the progressive care group was to define the characteristics of nurses practicing
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in progressive care settings; to identify the types of patients cared for in these units, and

to delineate the competencies necessary for safe and effective care. Because of the current
shortage of critical care beds, patients are often rapidly or abruptly transferred out of critical
care to progressive care units, while still requiring a high level of nursing care and vigilance.
An important component of this study was to compare the competencies of CCRNs with
those of the progressive care nurses. Other goals of the study were to update the CCRN and
CCNS examinations.

Again, the Synergy Model of Patient Care served as the framework for this ambitious
project. The original nurse characteristics levels 1, 3, 5, and 7 were revised. Level 7 was
renamed 7a for CCNS practice, and a level 7b was developed for ACNP practice. These be-
havioral descriptions were further refined and validated through expert review and focus
groups. Other content dimensions assessed in the study included patient care problems and
knowledge and skills (procedures and interventions).

Results of the study were reflective of current practice as predicted by the expert panels
and focus groups. The Synergy Model continued to be validated as the underpinning of
acute/critical care nursing practice. The revised level 1 through level 7 behavioral descrip-
tions were validated in the study by nurses from entry level through advanced practice
roles, including groups who had never been tested or exposed to the model. All advanced
practice participants were surveyed using the same instrument, and the results clearly
indicated the similarities and overlaps between the two roles. The progression of practice
from novice (level 1) through advanced practice roles (level 7) was validated in 77% of the
behavioral statements. The practice analysis task force forwarded the recommendation of
the test service to disseminate the new baseline competencies list, the revised behavioral
descriptors for performance at levels 1, 3, and 5 of each characteristic, and the expanded list
of advanced practice activities for each nurse characteristic to the nursing community for
potential use in the critical care preceptorship process.

The Synergy Model serves the Certification Corporation well in its mission to protect
the public by providing examinations that are job related. But in addition to that important
function, the model serves another helpful role. The clarity and completeness of the leveled
Synergy Model nurse characteristics statements provide the item writers and examination
development committees with an understanding of the higher cognitive levels that must be
tested to determine competency.

Consider a new item writer developing an item on clinical judgment. For an entry-level
examination, the writer would be given the following guideline:

The candidate recognizes normal and abnormal assessment findings.
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A CCRN item writer who was writing on the same topic would be given this guideline:

The candidate collects and interprets complex patient data.

A CCNS item writer would be given this guideline:

The candidate synthesizes and interprets and makes decisions based on
complex, sometimes conflicting, sources of data.

These specific behavioral statements give the item writer clear guidelines as to how
specific and complex the question may be and still be fair to the exam candidate.

Since 1997, the Synergy Model has been validated in our research as a workable model
for nursing care in acute and critical care by the practicing bedside nurse. It is easily un-
derstandable and unambiguous, and facilitates our ability to provide potential examination
candidates with complete information regarding the content of the certification exams as
required by fairness standards and accreditation guidelines. We have encountered very
little confusion regarding the model on the part of educators, candidates, and regulators
because it is so intuitive and the behavioral descriptors are so clearly stated. The model has
shown the ability to adapt to the rapid changes in acute and critical care nursing practice,
is applicable to advanced practice as well as registered nurse practice, and we expect it to
remain the cornerstone of our certification programs for the future.
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Vision and Model for
Transformational Change

Implementing the AACN Synergy Model for Patient Care has
been a truly transformational experience at Clarian Health Part-
ners in Indianapolis, Indiana. Deep transformational change of-
ten begins with a catalyst ... like a nurse executive who sees

the possibilities of the organization in a different way, a more ob-
jective way ... with a vision. Dr. Karlene Kerfoot was that catalyst
for Clarian nursing. Kotter (1995) has described a vision as saying
something that clarifies the direction in which an organization
needs to move. A vision needs to be big enough to encompass the
now and the future, and broad enough so that all see themselves
as part of that vision. The Clarian nursing vision of “Second to
none, transforming the lives of our patients and our nurses” pro-
vided for us that all encompassing call to action. Our goal was

to be a magnet hospital and a preeminent nursing division that

could and would influence nursing practice at a local, regional,
and national level.



Not only has this vision deeply changed the level of professional practice, but it has
also provided incredible growth and excitement for the people working on the project.
Implementing the Synergy Model has resulted in our nurses being re-enchanted with nurs-
ing. Planning a change of this magnitude is a challenge, and we all felt the importance of
what we were trying to accomplish. For guidance, we utilized Kotter’s (1995) framework
for leading transformational change. It was from this framework that we found the guide-
lines that would serve as our road map for using the Synergy Model to transform the care
we provided to our patients and recreate an excitement for nursing practice in our organi-
zation. There are eight guidelines in this framework: establishing a sense of urgency, form-
ing a powerful guiding coalition, communicating the vision, empowering others to act on
the vision, removing barriers, creating short-term wins, consolidating improvements, and
institutionalizing new approaches (Kotter, 1995). As we take you through our experience,
we will be referring back to these guidelines as they provided the basis for the strategic
and tactical plan for the creation and implementation of the Clarian Nursing Professional
Practice Model.

Choosing the AACN Synergy Model for
Patient Care

We were in search of a professional practice model that would reshape nursing practice
and illuminate all the important contributions of nursing. We were looking for a concep-
tual framework that would provide a common philosophy for patient care and nurse devel-
opment in the context of the current challenges in the health-care environment. Guided by
the vision of the chief nursing officer, our goal was to establish Clarian as the benchmark
for clinical excellence in multi-hospital systems.

We were compelled by a sense of urgency that was driven by many factors. As a newly
merged organization that included three separate hospitals, we needed a unifying vi-
sion for shaping our future and assuring the best possible outcomes for patients and their
families, nurses, and the system. The acuity of our patients and the complexity of the work
environment demanded a new paradigm that would emphasize patient centrality and
create a culture of professional accountability. At the time we begun work on the model,
our turnover rate was 18%, our vacancy rate was 12%, and we had become dependant on
contracted labor to fill core-staffing vacancies. We were spending millions of dollars in
contingency staffing resources and special pay programs. We had also just completed a
nurse satisfaction survey and the results were sobering, with scores in several areas such
as satisfaction with manager/staff relationships, work environment, and ability to practice
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autonomously, at about a 50% satisfaction level. We needed a model that would resonate
with nurses and move us to an environment filled with the forces of magnetism.

Conceptual models are important because they illuminate what is essential or rel-
evant to a discipline (Curley, 2004). While various models have been utilized to describe
professional nursing practice, we chose the Synergy Model, which was originally crafted
by a think tank commissioned by the American Association of Critical Care Nurses, to
describe certified nursing practice (AACN, 1995). The beauty of the Synergy Model lies
in its simplicity: It identifies the patient as the central focus, describing the patient’s needs
and the skills required of the nurse to best meet those needs (Curley, 1998). It provides
clear concepts for defining the relationship between nurses and their competencies and the
characteristics or needs of patients. Most importantly, it makes sense to nurses because it
articulates their unique contribution to patients, each other, and the health-care system.

We began the work of implementing the use of the Synergy Model by focusing on the
nurse characteristics. It was our belief that in order to fully understand and respond to the
needs of patients, we first needed to define the competencies nurses required to meet those
needs. Coupled with the urgency to respond to our current challenges, we were compelled
to raise the bar on professional practice and create an environment that would recognize
and reward clinical excellence and leadership contributions. The call for change was clear
and the focus was to be nursing practice. In order to begin the transformation it was para-
mount to focus our efforts entirely on defining what behaviors needed to change and in
what way. Our vision of clinical excellence second to none was established and it was to
guide us as we formed the coalition to propel forward.

Successful transformations require a powerful coalition that goes beyond the head
of an organization. They must include a mass of people, who come together to develop
a shared commitment to excellent performance through renewal (Kotter, 1995). For us,
building a powerful guiding coalition included identifying key partnerships and assem-
bling a group with enough power to lead the change. We were very fortunate to develop
a unique partnership with the American Association of Critical Care Nurses to serve as a
clinical incubator for the application of the Synergy Model in the practice environment.
In addition, consultation with Dr. Martha Curley provided the vital expertise of the model
that we needed in the initial phases of development. The structure for leading us into the
future included the formation of the Synergy Steering Committee. Members of the com-
mittee were recognized leaders in clinical practice, staft development, human resource
management, and change agency. Sub-committees with internal experts on all of the nurse
characteristics were formed along the way to formulate various components of the model
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in detail. Through a series of widespread review of the work, more than 1,500 profession-
als from multiple disciplines were included in the coalition.The approach to development
of the model became the energy behind widespread communication of the vision driving
our work. Everyone involved in the work began to incorporate the vision and strategy into
their thinking. Every imaginable vehicle was utilized to communicate the vision and the
strategies for how it would be revealed. Lead by the example of the guiding coalition, the
transformation had begun.

The Guiding Principles

The primary outcome of our initial work was the development of job documents that rec-
ognize, reward, and promote professional nursing practice. The program goals were to:
articulate professional nursing practice for all Clarian Nurses; promote nurse satisfaction;
improve recruitment and retention; provide a framework for professional development
toward expert clinical practice; and differentiate pay for nursing staff according to the stage
of clinical practice and scope of contribution to clinical practice leadership. The articula-
tion of professional nursing practice began with an examination of core beliefs and values
about the practice of nursing at Clarian Health. We began with a critical assessment of ex-
isting job documents and an analysis of previous clinical ladders that had been used in the
institution. We believed we could start from these documents and build a new vision from
our current reality.

As a result of this self examination, we determined the previous state of nursing prac-
tice at Clarian was not anchored in a nursing theory, model, or framework. Most impor-
tantly, the foundation of our practice was not defined by the nurse-patient relationship.
As a result of the 1990’s re-engineering and work redesign movement, major portions of
nursing practice were removed from bedside nursing job documents and the professional
nursing practice role at Clarian had begun to unravel.

The nursing clinical ladders had failed primarily because they focused on nurse centric
parameters and nursing could not demonstrate a difference in patient outcomes as a result
of the ladder. A culture of “entitlement” had been created in which all nurses believed they
deserved to be promoted after 2-3 years of practice. This “entitlement” culture had resulted
in an escalation of the cost of nursing without any visible outcomes to patient care or the
organization. Given the lack of measurable outcomes, the organization determined there
was no return on their investment.

The failure of the clinical ladders had resulted in the development of a single RN
job document. The nursing staft felt “victimized” by the loss of the clinical ladder and
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mourned the loss of recognition experienced with the clinical ladders. We quickly realized
that the current reality base was broken beyond repair and could not serve as a jumping
off point. Therefore, the essence of nursing at Clarian Health had to be different than what
had been before. The dialogue that occurred as a result of these deliberations formed the
foundation for the rebirth of professional nursing practice based upon a new set of core
values and beliefs.

Patient Centrality

This new set of values began with a commitment to anchor nursing practice with the pa-
tient at the core and to build practice keeping the patient and the nurse relationship as the
central focus. The Synergy Model describes the elements necessary to optimize patient
care by defining the needs of the patient and matching those needs to the competencies

of the nurse (Curley, 1998). The Synergy model is historically embedded in the practice of
nursing as defined by Virginia Henderson (Curley, 2004). Nursing is primarily assisting
the individual (sick or well) in the performance of those activities contributing to health,
or his recovery (or to a peaceful death) that he would perform unaided if he had the neces-
sary strength, will, or knowledge (Henderson, 1966). It is likewise the unique contribution
of the nurse to help the individual to be independent of such assistance as soon as possible
(Henderson). The Synergy Model was chosen to provide the framework for nursing prac-
tice in order to maintain patient centrality as we built the future.

Differentiation

We had experienced the results of having a single job description and learned that nursing
practice is not static or fully described by a single role. We believed that nursing practice is
differentiated, and in order to recognize the individual contributions of all nurses, the pro-
gram would reflect this differentiation. The concept of differentiated practice is defined as
a philosophy that focuses on the structuring of roles and functions of nurses according to
education, experience, and competence (Koerner & Karpiuk, 1994). We embraced the con-
cept of differentiation and chose to create three separate and distinct job descriptions dif-
ferentiated by stage of practice and scope of responsibility. The description of how nurses
advance in their clinical expertise from one level to another is based on Patricia Benner’s
work “From Novice to Expert” (1984).

Choice

We clearly intended to create personal choices for nurses in selecting their career path,
practice level, and level of participation in the leadership of the unit, service, and organi-
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zation. This core value was an extremely important decision and clearly a departure from
our previous culture of “entitlement”. Our culture had been one in which nurses felt and
behaved as if they were powerless. This sense of powerlessness had to be addressed, and
the primary strategy was to build the concept of choice into the core belief system and
infrastructure to support this concept in the new model. In the book “Implementing Dif-
ferentiated Practice,” Koerner and Karpiuk devote an entire chapter to a concept analysis
on choice (1994, chapter 4). Through the experience of implementing differentiated prac-
tice at Sioux Valley Hospital they had determined choice to be a cornerstone value. By
providing nursing staff with choices, staff were empowered, proactive, and participated in
making choices (Koerner & Karpiuk). The importance of this concept was significant as
this assumption was built into the job descriptions as a basic assumption that nurses would
engage not only in personal choices about career path, but also engage in organizational
choice and decision-making in order to create and sustain a professional practice environ-
ment that best supports the care of patients.

Excellence

We were determined to build this new model through a commitment to excellence which
would include an evidenced-based approach to “raise the bar” and elevate practice to a
level never achieved before in our institution (Kerfoot, 2001). We desired a future state

in which all practicing nurses would have a multidimensional practice encompassing

the eight competencies as defined by the Synergy Model. This commitment to excellence
positioned the nursing department for a habitual and perpetual revolution toward excel-
lence and aligned nursing with the vision of Clarian Health to be a preeminent provider of
health care.

Sustainability With a Visible Link to Outcomes

As Joyce Clifford noted, the challenge for nursing models is to create flexibility in order

to respond to the changing context of practice while staying focused on the time-honored
essence of practice- the relationship of the nurse with the patient and family (2004). We
were fully committed to create a model that would be sustainable over time and that would
provide Clarian nursing a strategy for demonstrating the value of nursing’s contributions
to patient care outcomes and to the organization. This was critical to the long term viabil-
ity of the program and would be necessary to demonstrate the value of the program to the
organization.
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Creation of the Job Documents

The methodology for the creation of the RN job documents required dimension devel-
opment of each of the eight nursing competencies, the establishment of content validity
across all practice areas at Clarian Health, and the development of criterion measures to
fully evaluate the behaviors for each of the dimensions.

Dimension Development

Rapid design sessions were planned with the goal of producing a working draft of job be-
haviors leveled from competent to expert stage, with 4-10 behaviors listed under each stage
for each dimension. The size of the team varied depending on the size of the dimension
ranging from 15-25 participants. Each development team included nurses from each of
our three hospitals. Representation also included content experts from disciplines outside
of the department of nursing. For example, representatives from chaplaincy and social
work participated in the development of the caring practice dimension and provided con-
struct validity for the content. All participants were assigned to read articles related to the
Synergy Model, Benner’s model of novice to expert, and content specific to the area under
development.

The one day rapid design sessions started with an overview of the project, highlights
of the synergy model, a review of the core values, and the vision for the creation of the
job documents. A brainstorming session was held and all participants suggested ideas for
content and behaviors that should be represented in the job document. The ideas were
grouped into similar categories and participants multi-voted to condense the ideas to those
most relevant to the dimension of practice. The work group was divided into three sub-
groups and assigned a stage of practice: competent, proficient, and expert. Each sub-group
was asked to select from the entire list those behaviors that best represented the assigned
stage of practice. In addition, they were asked to come to consensus on the work of the
other sub-groups on the assignment of behaviors per stage of practice. The drafts from the
review sessions then underwent an editing process that included review by Melanie Cline
and Kevin Reed, co-chairs of the job document process and Martha Curley, AACN con-
sultant. Edited versions were then returned to the design teams for final approval. All eight
drafts were developed over a 3 month period.

Content Validation

The edited drafts were posted on each nursing unit for a period of 1 month. Frontline staft
were asked:
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* Do the behaviors accurately describe the dimension under development?
* Do the behaviors describe the stage of practice?

o Are there missing elements or redundancies?

Participants were also asked to rank the behaviors in order of importance. Participation
in the review process was very high with over 1,500 respondents.

Criterion Measures

At the completion of this extensive content validation we began to develop criterion mea-
sures for each of the eight nursing dimensions related to each practice setting. The purpose
of developing the criterion measures was to give concrete examples of what constitutes
meeting a behavior so that performance could be evaluated against the job documents.
Criterion measures were developed by staff nurse groups representing inpatient critical care
and acute care (pediatric and adult), outpatient, procedural areas such as radiology and op-
erating room. This phase of development was completed when consensus was reached on
the equivalency of criterion measures across all practice settings.

Development of a Career Advancement ProgramThe development of job documents
that differentiate levels of practice provided the foundation for the development of a career
advancement program, which delineates three levels of clinical practice and leadership. We
worked closely with the Clarian Human Resources Department and gained acknowledg-
ment that the job documents constituted distinctly separate levels of job performance, and
therefore a promotional opportunity. Borrowing from the model of the professional practice
of attorneys and physicians, we defined these three levels as Associate Partner, Partner, and
Senior Partner. Our goal was to establish the idea that we were all partners in the work of
patient care and that movement along the levels created increasingly more ownership and
responsibility for advancing the practice of nursing.

The three stages of practice for our model include the competent, proficient, and expert
practitioner. Within each of the job documents is a continuum of progressive knowledge
and skills that reflect the needs of a particular patient population. This continuum is reflect-
ed in each of the levels through the use of defined behaviors designated as primary or sec-
ondary. All of the primary behaviors must be demonstrated prior to application for promo-
tion. The secondary behaviors within each job document provide an ongoing developmental
plan for the newly promoted Partner and Senior Partner. They are designed to provide an
additional stretch to raise the bar on clinical practice, scope of practice, and leadership com-
petencies. The secondary behaviors must be met within six months of promotion.
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The Associate Partner is defined as a competent practitioner whose primary focus is
on the relationship with the patient. The scope of the associate partner is the work of direct
patient care on a designated unit and whose practice supports the attainment of nurse sensi-
tive outcomes that result from direct nursing care including rate of adverse events, compli-
cation rates, mortality rates, the patient’s length of stay, and patient and family satisfaction.

The Partner has met the expectations of competent practice as outlined in our Associ-
ate Partner job document and has demonstrated significant movement along the continuum
of proficient practice. The primary focus for the Partner includes both a focus on the rela-
tionship with the patient and their nurse colleagues. At this level the nurse has expanded
her/his ability to concentrate on her/his patient and demonstrates behaviors that optimize
outcomes for groups of patients and the practice of other nurses. Their scope of practice
contributes to advancing the level of practice on a given unit with the special expertise of
precepting, mentoring, or taking on specific unit-based responsibilities such as quality or
diversity (Cox, 2004). They have the ability to influence outcomes at the unit level. Unit out-
comes include measures that are specific to the nurse’s contribution and may include such
things as compliance with evidence-based process measures, improved regulatory compli-
ance and a reduction of turnover and vacancy rate of nursing staft.

The Senior Partner is capable of advanced practice over a broad continuum. They have
met the expectations of proficient practice and have begun to practice at the expert level.
The Senior Partner is highly influential at the system level while retaining the focus on the
nurse-to-patient, nurse-to-nurse, and nurse-to-unit relationships (Kerfoot & Cox, 2005).
Their expertise is apparent in interactions with individual patients, nurses, and the health
care system. They are capable of leading system-wide change that results in improved out-
comes that may include reduction of complications and length of stay of patient popula-
tions, improved resource utilization, and an overall reduction of health-care costs.

In order to fully realize our efforts to advance the professional practice of nurses, we
also defined eligibility requirements for promotion between our differentiated levels. Within
the model we conceptualized a professional workforce characterized by higher levels of ed-
ucation, specialty certification, and experience. To advance from the Associate Partner level
to the Partner level, 3 to 5 years of experience is recommended, certification is required,
and a BSN is preferred. To advance to the Senior Partner level, 5 to 8 years of experience is
recommended, and a BSN and continued specialty certification are required. While there is
clearly some flexibility in the experience requirements, we wanted to give some guidance to
nurses in developing their career path trajectory and realizing their full potential.

In addition to the eligibility requirements, minimal work hour expectations were es-
tablished to assure maintenance of clinical expertise and to build in time away from the
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bedside to maximize contributions. A work commitment of at least thirty hours per week
is required for advancement to a partner level and movement to a senior partner level re-

quires a commitment of thirty-six hours per week. While initially controversial, over time
there has been a realization that the work of the Partner and Senior Partner cannot be ac-
complished without this level of commitment.

The Process for Advancement

Development of the scope of practice and eligibility requirements naturally led to the evo-
lution of a process by which nurses could apply for career advancement. The components
of the process were identified and included the nurse’s ability to describe an advanced

level of practice, and provide evidence of contributions in clinical practice and leadership.
Keeping with the core values of personal choice, the staft nurse was given responsibility for
deciding whether to seek promotion through the program, thus advancement is defined

as optional. One of the elements needed to apply for advancement is a discussion with

the clinical manager, which triggers a performance review at the current level and pro-
spective review at the level being sought. Once agreement of readiness between the nurse
and the manager is determined, an application is completed and a professional portfolio
developed. The portfolio includes documented evidence of the scope of practice reflected
by professional activities and contributions including such things as committee activities,
leadership with various patient care and outcomes initiatives, and process improvement
projects. A minimum of two professional exemplars, which describe real nurse/patient
relationships and care experiences that the nurse has encountered, provide the basis for
evaluating and staging the level of practice as competent, proficient, or expert. Three letters
of reference, including one from the unit manager, are also included.

To assist with the development of the portfolio, we developed the role of the Synergy
Coach. Each nurse applying for promotion is assigned a coach at the beginning of the
application process. Initially, these were individuals involved in the design and imple-
mentation of the program that could mentor the nurse through the application process,
including the formulation of an exemplar that reflected an advanced level of practice. This
model has evolved over time with partners and senior partners now also mentoring their
colleagues in their professional development and the advancement process.

Once completed, the portfolio is submitted to an internal review board for evaluation
and decision-making. The review board is made up of professional nurses from all levels
in the organization including partners and senior partners. This allows us to incorporate
elements of peer review and enriches the professional nature of the advancement process.
Members of the review board have completed extensive training, which enables them to
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extract key themes and analyze exemplars to determine whether a nurse has achieved the
stage of practice commensurate with promotion. The Board of Review members are also
responsible for the validation of the level of time commitment (FTE) and scope of contri-
bution.

Reward and Recognition Through
Compensation

We developed a unique compensation program to reward and acknowledge experience,
advanced practice and the contributions that nurses make to patients, unit goals, and sys-
tem outcomes. The goals of the program included the ability to be easily understood, ad-
ministered and sustained in financially tough times, effective in recruitment, maintaining a
competitive base pay, and to reward and recognize individual performance within each job
document based on differentiated practice contributions.

Initially this required an extensive review, assessment, and revamping of our entire
nursing pay program. One of our goals was to be highly competitive in the local and re-
gional market with base pay rates at the Associate Partner level. Through this review we
found there were large inequities in pay rates according to experience. An additional goal
became the correction of these pay inequities that had been created by previous compensa-
tion practices and clinical ladder-type programs. As a result, pay adjustments were made
to smooth inequities with current staff and a compensation grid was developed to assure
that entry-level rates would be effective in recruitment of new nurses, and that staff would
feel valued for their years of experience. This was an early “short term win” When final-
ized, the grid included steps that moved base pay rates progressively along a continuum
rapidly enough to promote retention, while generating satisfaction with nurses with all
levels of experience.

The newly engineered salary grid formed the foundation for the development of a
compensation model to support the career advancement program. At the partner and se-
nior partner level we worked to develop a model that was competitive at the regional and
national market with systems having similar models of differentiated practice.Paid in the
form of a percentage increase to base pay, our promotional increases include an 8% adjust-
ment to move from associate partner to partner and an additional 12 % increase to move
from partner to senior partner. Along with the newly designed salary grid these increases
to base pay allow for the integration of both experience and advancement into the overall
compensation package. Other pay practices such as preceptor bonuses, and charge nurse
hourly pay were dropped once a nurse promoted to the Partner or Senior Partner level
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as the expectation for performance of these duties were embedded in the job documents.
These changes helped in funding for the new compensation program.

In order to gain approval and consensus around the compensation design concepts we
developed a return on investment proforma. Financed by projected reductions in turnover
and vacancy rates, and the elimination of high cost contracted labor and pay premiums,
we were able to calculate and present a proposal that actually demonstrated a cost savings
from the implementation of the career advancement program. The greater savings howev-
er, would come from the improved outcomes of patients that could be achieved by a higher
level of practice.Infrastructure to Support the Practice Model

It has been said that to “change everything, focus on one thing” and that to “change
one thing requires that you change everything”(Shea, 2001, chapter 2) . This was how it
was with the implementation of our new practice model. As we completed the job docu-
ments it became very clear that there were many things that needed to be changed and
created to support our goal of a preeminent nursing practice model. There were also many
obstacles to the implementation of the model. There were systems, structures, programs,
and policies that did not fit the new vision and in some instances seriously undermined
the vision. Most importantly, there were cultural and values changes that needed to be
made to ensure that the model would be embraced and successful.

Culture Change

The approach to the culture change was fairly bold. We were a pretty typical nursing or-
ganization, with traditional management approaches and values. Imagine what happens
when the nurse executive starts the communication of the vision with town hall meetings
of the staff nurses and not the leadership team. A strategy even more bold was to assign
the development of the model below the nurse executive level and with the expectation
and emphasis that this was going to be a staff-driven process. Our embedded beliefs were
challenged and a movement from management centric to staff and patient centric was re-
quired. It was during this time of destabilization of the “old” culture that rapid movement
to the “new” was possible. Those working on the project didn't have to ask for permission
to create and innovate. They were empowered to act on the vision and encouraged to take
risks, develop non-traditional ideas, and access resources needed to support the project.
The values supporting the old culture were challenged as well and had to change. These
values were reflected in statements like “a nurse is a nurse is a nurse” or “seniority is the
most important determinant for pay.” These values and paradigms had to be exposed as
antiquated and out of step with the vision.
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The Nursing Department

Beyond the culture changes, there were many additional changes within the nursing de-
partment required to support the new model. Our orientation program was not aligned
with the new nursing competencies that had been identified. Ours, like many other organi-
zations, focused on only a few of the eight dimensions of practice. The orientation content
was devoid of any focused exposure to caring practices, response to diversity, or systems
thinking. Likewise, we did not have a continuing education program that supported the
nurse’s advancement in assuming more scope in her practice. We identified four areas for
curriculum development needed to support the model.

Curriculum on the Synergy Model was designed to establish an understanding and
knowledge of the organizing framework based on the Synergy Model. The curriculum for
practice established content required by the nursing dimensions of practice for each job
document. Work was done on curriculum designed to establish competencies in assessing
patient needs according to the eight patient characteristics. The curriculum for leadership
focused on skills development in coaching and mentoring; skills in creating, supporting
and sustaining a shared leadership environment; and skills in focusing on strengths and
talent development versus deficit management. Finally for the staff, there needed to be
curriculum on how to advance which included education on the policies and procedures
for advancement, evaluating one’s own practice, and how to write exemplars. For the desig-
nated board of review members, extensive curriculum on the use of hermeneutic phenom-
enology to interpret exemplars and stage practice was developed based on the work and
expert consultation of Dr. Patricia Hooper Kyriakidis.

With the value change to “education matters and more is better,” we needed to con-
duct a workforce analysis. The focus of this analysis was to determine the percentage
of the staff who were prepared at the ASN and BSN, as well what percent of a fulltime
equivalent they were employed. This was important as we wanted to be able to determine
how many staff would be affected by the eligibility criteria for advancement. Based on the
results of the analysis, and keeping with our guiding principle of choice, we developed a
generous scholarship program with the help of the Methodist Foundation and the Riley
Children’s Foundation coupled with a partnership with the University of Indianapolis. The
scholarship offers an on-site RN-to-BSN program for those choose to go back to school
and exercise their choice to advance in the field. Shared leadership became a basic tenet
for how we conducted business within the nursing department. We established an ag-
gressive timeline for all care centers within each hospital and all units within care centers
to establish their structure. In addition, several cross campus shared leadership councils
were established and these included Clarian Clinical Practice Council, with staff nurse
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representatives from each of three hospitals, The Clinical Director Cross Campus and the
Clinical Manager Councils. All leadership job documents were revised using the eight di-
mensions of practice outlined in the Synergy model. We felt we couldn’t have bedside staft
in one framework for practice and management staff in another. Management needed to
be as connected to the model as the bedside nurse, and management and leadership func-
tions needed to be framed in the context of the model. Included were the job documents
for: clinical director, clinical manager, clinical nurse specialist, and clinical educator. We
formed cross campus groups of clinical managers, clinical educators, clinical nurse special-
ists, and clinical directors, and charged them with revising their job documents according
to the Synergy Model. This was very hard work. The first drafts were merely the old job
statements re-organized under the eight dimensions. It took several iterations before we
finally got to job content that was truly synergized. As a result, there were several new foci
that emerged as leadership competencies. These included creating and sustaining a profes-
sional practice environment, coaching staft nurses in career advancement, and establish-
ing venues for multidisciplinary collaboration and system alignment. This accomplished
two major goals. The leadership staff learned and become immersed in the model. They
also began to think about the model in terms of what this change meant to them person-
ally. Initially many in the leadership ranks felt this was only going to change things for the
nurse at the bedside. It was at this pointwe began to see more risk taking, non-traditional
ideas, and activities being used at the unit level to promote the model and drive program
revisions and development.

The Organization

We conducted a thorough stakeholder analysis to provide a basis for design, strategy and
tactics to gain broad based support. Key to this analysis was to identify not only the in-
vestments and interests of each group, but to put these in the context of a return on the
investment.. This document became one of the key documents and touch stones as we
planned for communication presentations. It also kept us true to the vision. Change of this
magnitude has to be communicated in such a way to be explicit about the obvious, and at
times the not so obvious, “what’s in this for me?” Stakeholders identified were patients and
families, the “Clarian Registered Nurse,” physicians who used our facilities, the Clarian
support departments including finance, ancillary departments, human resources and com-
pensation, and the Indiana University School of Nursing.

Communication plans were drafted for each of the stakeholder groups. It was vitally
important that the news of the new program and potential associated compensation pro-
gram come directly from Nursing to each group, particularly the ancillary services, versus
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through the grapevine. Many hours were spent going to each specific group with these tai-
lored communications.

The most difficult of the hurdles was the finance department and senior hospital ex-
ecutives. They were very skeptical that nursing could deliver on such a plan in the face of
the budget overruns we were experiencing due to high levels of contingency staffing. With
provisional approval, key metrics to demonstrate progress were agreed upon. One of the
most powerful characteristics of the program for finance was the movement away from the
old entitlement programs represented by previous “clinical ladders” and the development
of unit specific business plans for the numbers of partners and senior partners needed.
Although the number of positions at each level varied according to clinical program and
patient needs., our overall percent of projected distribution at each job level was 65% As-
sociate Partner, 25% Partner, and 10% Senior Partner. These business plans were submitted
as part of the annual budget development for the organization. In addition to the business
plan approach to calculating the overall cost, we were diligent about aligning nursing unit
and service patient outcome projects with the Clarian Five Year Strategic Plan so that a
clear articulation of the outputs of the program could be expressed. These included reduc-
ing length of stay and complications, and improving patient and family satisfaction.

Outcomes

The implementation of the Synergy Model at Clarian Health was a labor of love and re-
quired the proverbial village to build and support. The fruits of this labor are now apparent
to us and the potential for greater outcomes is always on the horizon.

* Clarian Health exceeded the Leapfrog Group quality and safety benchmarks in 25
of 27 categories.

o Patient satisfaction scores are the highest ever recorded.

 Nursing certifications have increased from 5% to 42%.

o The percentage of BSN prepared nurses working at Clarian Health have increased
from 40 to 58%.

 Nursing turnover has decreased from 18% to 8%.

 The vacancy rate has decreased from 17% to 4%.

In addition to these concrete measures, we currently have 200 Partners and 15 Senior
partners actively participating in unit and system decision-making about patient care at a
level that is unprecedented. There has been a dramatic increase in the number of nursing
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staff participating and presenting at national nursing meetings influencing the practice

of nursing at the state, local, and national level. Nurse satisfaction, as measured by the
NDNQI RN survey, has steadily increased in areas such as satisfaction with autonomy and
participation in decision-making, opportunity for professional development, RN to RN in-
teraction, RN to MD interaction, professional status, and satisfaction with job. In the fall of
2004 we achieved Magnet designation through the American Nurses Credentialing Center.
To date, we have eliminated $25 million in contingency resources.

Lessons Learned

We have learned many things from our experience with the Synergy Model in creating
deep transformational change. The creation of a powerful vision that generates excitement
about future possibilities and draws others toward a higher order of things was instrumen-
tal in leading us forward. Not only has the vision led to a new level of professional practice,
but it has also provided incredible enthusiasm for the work that has been completed and
the work yet to be done. Without a powerful vision, one that compels people to move to a
preferred future, a change of this magnitude becomes just a group of tasks that result in a
feeling of drudgery.

At Clarian Health Partners we started our work with the nurse side of the Synergy
Model. This was based on a sense of urgency to build a professional environment that
would enable excellence in patient care and optimal patient outcomes. Organizations that
have accomplished this work may choose to start their work with the patient side of the
model. While either approach can be successful, the decision should be based on a com-
prehensive analysis of where the greatest need exists and the ability to build a strong guid-
ing coalition around the work.

The strength of the guiding coalition, including diverse representation throughout the
system, enables the ability to generate dialogue to bring clarity to the vision. Repetition
and discussion in a variety of forums is needed to expose as many people as possible to
the ideas and concepts of the proposed changes. In spite of our efforts, we continue to find
pockets of people who have not gotten as much information as others. As difficult as it can
be to communicate with nurses in a system that has implemented flexible work patterns,
we found this to be a vital step to the success of the project.

We also learned that it is important not to underestimate obstacles along the way.
Setbacks will occur and should be planned for in order to avoid regression that becomes
counter-productive to moving forward. Remaining flexible and open to the views and
opinions of others will help when problems arise. Even when we didn’t want to hear the
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bad news, it was essential for us to listen and be willing to incorporate new ideas and
concepts into our thinking. In the book “Good to Great: Why Some Companies Make the
Leap.. and Others Don't,” author Jim Collins identifies the willingness to confront the bru-
tal facts as an essential characteristic of companies who “make the leap” from good to great
(Collins, 2001, chapter 4). We learned that confronting the brutal facts of your current re-
ality is essential from start to finish in achieving excellence.

Planning for and creating short-term wins during periods of revolutionary change
is critical to provide the necessary energy for members of the driving coalition. This will
feed the souls of those who may have grown battle-weary. Celebration when progress is
incremental allows those outside of the inner circle to see the progression toward the ulti-
mate goal. It provides momentum and meaning to the gestalt of changes that are needed to
achieve transformation.

Duggan (Duggan, 2003) makes the point that analysis and synthesis are a mirror im-
age of each other. He notes that breaking a problem by analysis builds a solution by synthe-
sis. This is how we have approached this project, and now we can see the elements coming
together in a model of synthesis and synergy with each other. This is the work of leader-
ship: analysis and synthesis that produces real transformations such as Clarian’s Synergy
Model of Professional Practice.
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The Synergy Model
N an Ambulatory
Practice Setting

Carolyn Hayes, PhD, BN, CNAA

As a relatively new nurse in Chicago, Illinois, I remember an in-
tern once wrote an order in a patient record stating “nursing per
routine” I remember being amused by the order. Classes, and
even whole courses, in graduate nursing programs are dedicated
to answering the question “What is nursing?” What exactly did
this intern mean? Of course, any nurse would know he was refer-
ring to tasks such as vital signs and assistance with activities of
daily living. The order was meant to convey that medical judg-
ment determined this patient needed no more or less observation
than stated in the unit-based standards developed with an “aver-
age” level of assessed need for the patient population routinely
admitted to that patient care area.

What the intern did not understand is that nursing is not
definable by the tasks he was seeking for his patient, but rather is
relational at its core, and impossible to define by tasks. How could
he understand that nursing care is planned and implemented
considering, but not solely based on the patient’s disease or treat-
ment plan? It is practiced based on individualized patient-specific
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phenomenon. Therefore, nursing is ontologically impossible to describe as “routine” Nurs-
ing exists only when there is a patient with specific needs and a nurse in relationship with
him or her. Ideally it exemplifies the premise for the AACN Synergy Model for Patient
Care™, when “..patients’ characteristics drive nurses’ competencies” and patients’ out-

<

comes are optimized because “...patients’ characteristics and nurses’ competencies match

and synergize...” (Curley, 1998, p.64).

I recalled this incident over twenty years later while serving as part of a small task
force charged at Dana-Farber Cancer Institute (DFCI) to decide on a theory or conceptual
model to describe nursing practice in an ambulatory clinical setting. The charge was part
of our quest for the subsequently attained Magnet ™ Status designation (American Nurses
Credentialing Center, 2003). Already familiar with the Synergy Model, I accepted this
conceptual model as a valid mechanism to determine individualized patient care and to
describe the clinical, caring and moral import of nursing practice in the acute care setting
from which it was first conceived (Curley, 1998). What the task force wanted to determine
was — could a conceptualization of practice originated by critical care nurses adequately
portray diverse ambulatory nursing roles? Should we even consider it?

The conceptual model captured the uniqueness of patients, allowing for eight patient
characteristics inclusive of physiological, psychosocial and spiritual characteristics. How-
ever, was the environment in this case different enough from the source environment,
critical care, to limit application in an ambulatory setting? Smith (2006) praised the inclu-
siveness of the model by stating, “...each patient is more than the pressing physiological
needs that caused hospitalization for the critical illness” as a strength (p. 42). But what
about patients not in need of hospitalization? Was Curley (1998) right when she stated,
“Although the Synergy Model will be used as a blueprint for the certification of acute and
critical care nurses, it is conceptually relevant to the entire profession” (p. 64)? Could this
model adequately represent our ambulatory practice?

Background

DEFCI is a Magnet Hospital whose patients span the continuums of ages and stages of treat-
ment. DFCI’s website states, “The mission of Dana-Farber Cancer Institute is to provide
expert, compassionate care to children and adults with cancer while advancing the under-
standing, diagnosis, treatment, cure, and prevention of cancer and related diseases. As an
affiliate of Harvard Medical School and a Comprehensive Cancer Center designated by
the National Cancer Institute, the Institute also provides training for new generations of
physicians and scientists, designs programs that promote public health particularly among
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high-risk and underserved populations, and disseminates innovative patient therapies and
scientific discoveries to our target community across the United States and throughout the
world” (http://www.dana-farber.org), accessed February 4, 2007). Adult patients at DFCI
are treated in 12 specialized care centers, each devoted to a different type of cancer. DFCI
also offers comprehensive family-centered services for children with a suspected or diag-
nosed cancer or who are at high risk for cancer, as well as care for cancer survivors.

Along with the clinics mentioned, DFCI is a hospital accountable for 27 acute care
beds under its license. DFCI patients requiring hospitalization are admitted to either
Children’s Hospital Boston (CHB), pediatrics, or Brigham and Women’s Hospital (BWH),
adults. The 27 acute care beds licensed to DFCI are geographically located at BWH. Nurs-
ing practice is multi-institutional. However, the task force charge to find a conceptual
model or theory to describe nursing practice at DFCI was directed to focus exclusively on
the ambulatory practice environment.

In ambulatory practice, patient relationships develop during intermittent contacts
over long periods of time, which is different from patient relationships experienced by
nurses who practice exclusively in acute care settings. It could be argued that this practice
is the other anchor point on a continuum from the originators—critical care nurses—of
the Synergy Model. To fulfill our mission, nurses at Dana-Farber Cancer Institute (DFCI)
practice in a variety of roles. Those roles include RNs practicing as nurse practitioners,
research nurses, nurse scientists, infusion nurses, nurse educators, nurse managers, nurse
executives, and other nursing roles necessary to create and maintain clinical and research
infrastructures.

In 2004, the senior vice president for Patient Care Services and chief nursing officer
charged the nursing Council to select a nursing theory or conceptual model that would de-
scribe nursing practice at DFCI. The use of a conceptual model or theory is considered im-
portant to facilitate describing, developing, discovering, and evaluating nursing practice.
The Nursing Council consists of nurses from all roles and is directed to provide a working
forum for nursing leadership, educators, and staff within the DFCI/CHB, DFCI/BWH
cancer programs to: 1) identify priorities and develop recommendations for practice and
operational policy changes within nursing, 2) integrate the work of all nursing committees,
3) monitor ongoing projects, and 4) communicate activities to front-line staff. This specific
charge to the council was to select a theory/conceptual model that described DFCI nurs-
ing practice, that would facilitate the work of the council, and that would communicate the
selection and rationale to their colleagues.

The first step in the selection of a theory or conceptual model was to query council
members as to how they would describe DFCI nursing practice. This brainstorming ses-
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sion was facilitated by one of the council members, a nurse manager. In the resulting list of
descriptors, the values of our discipline and department were evident. The descriptors were
clear that nursing practice at DFCI centered on our patients and their unique journeys.
Council members described nursing practice at DFCI in relationship terms, not diagnoses
or role-specific terms. In fact, what would become evident later was that DFCI nurses pro-
vide “safe passage” for their patients based on the unique needs of each patient.

In addition to the descriptors, the previously stated departmental values were rein-
forced as essential to our practice in our brainstorming session. Those values are that: 1)
we create an environment of care that is patient-centered and compassionate, inspiring and
motivating; 2) we deliver expert clinical care through evidence-based practice partnerships
with patients, families, and colleagues; 3) we exhibit our professional commitment through
individual integrity, honesty and reflection, accountability to self and others; 4) we engage
in collaborative decision making, utilizing available data expertise and wisdom of the col-
lective; 5) we are committed to continuous learning and improvement through high spirit
of inquiry, innovation and risk taking, mentoring; 6) we demonstrate respect for patients,
families, and colleagues through cultural sensitivity, active listening and response, ethical
conduct. For me, as someone reasonably familiar with the Synergy Model, the eight nurse
characteristics were visible. For example, “high spirit of inquiry, innovation” was nearly the
same language as “clinical inquiry or innovator/evaluator”

The next step for the council was to charge a task force, all members of the larger
council, to take the descriptors and the already articulated departmental values to examine
for a potential fit with existing nursing theories and conceptual models. The task force re-
viewed a list of nurse theories and how they define nurse, person, environment, and health
and the core concepts of one conceptual model, the Synergy Model. Task force members
were charged with doing a more thorough analysis of each theory/model and making a
recommendation to the task force regarding that theory/models fit with the list of descrip-
tors and known department values. In addition, the task force had the benefit of narratives
from DFCI nurses describing nurse-patient encounters from actual practice. Each member
of the task force could articulate her personal practice from the conceptual perspective she
was asked to represent, but we could not necessarily articulate DFCI nursing practice over-
all, based on the descriptors from the council, when challenged to do so. The task force
decided to forward two vehicles, Watson’s Theory of Transpersonal Caring and the Synergy
Model, as seemingly the best to describe this expert, ambulatory, oncology nursing prac-
tice in each of the varied roles we represent (Watson, 2001).
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Narratives as a Means to Decide

Two task force members agreed to present the theory and the conceptual model to the
council in depth. The presenters had formal academic and/or research experience, as well
as practice, with their respective theory/model. In addition to a presentation on the basic
tenets of each, a narrative from DFCI nursing practice was read to the council, and the
presenters then applied their respective theory/model to the narrative (see Box 8.1).

Box 8.1. Narrative Used to Demonstrate

Synergy Model
by Karen Schulte, BSN, RN

It was the end of August and | had just returned to work after having some
time off when | noticed | had a new patient on my schedule. | started to do
my usual preparation pattern, which was to check to see if there were any
pathology reports, radiology reports, or dictated notes at all. In my process,
| discovered that it was a brand new patient to the

Dana-Farber Cancer Institute, and she had recurrent breast cancer. It
dawned on me | had met her about two weeks ago when radiology had
called to say they had a difficult intravenous stick they were sending to the
infusion room. The patient, Christina, had an appointment later that morning
with me.

A few hours went by and the LPN | worked with, Beverly, told me she

had put my new patient, Christina, in one of the private rooms that was
available. | entered the room to introduce myself and immediately thought
of my sister. It was not that she physically looked like my sister; she just
happened to be the same age. Christina and | were five years apart in age
just like my sister and me. | could not help thinking that she looked like a
model that had been plucked from the Talbot’s catalogue. Christina was
petite, no more than a size six, and stood about five feet tall in height. She
had big green eyes framed by her bob haircut, which was pulled away from
her face with a single jeweled barrette. As she and | spoke, she proceeded
to setup the room to her liking by taking out of her L.L. Bean tote bag her
lunch from home, her book to read, and a Sony CD walkman. She sat down
on the bed and began to tell me the story of her breast cancer.

Christina and her family had recently moved to Natick from Vermont.
Her husband, Walt, had signed a two-year contract to do international
consulting with a prominent bank. Christina was not happy about leaving
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could manage at home as well as what they wanted to expose the children
to. She passed away in the middle of the month.

| remember going to her memorial service and being struck not only at the
volume of people in attendance for being in the community so short a period
of time but also by the feeling of hope. Walt delivered a beautiful tribute to
his wife. He spoke of her vitality and spunk as well as her commitment to
friends and family. He painted a cherished picture of a gracious lady that |
had the privilege to know during a very intimate time of her much-too-short
life. The service closed with everyone singing Christina’s favorite song,
which she sang to her children nightly.
Twinkle, twinkle little star
How | wonder what you are
Up above the world so high
Like a diamond in the sky
Twinkle, twinkle little star

How | wonder what you are

*NOTE: All patient and family names have been de-identified

The narrative detailed a nurse-patient relationship from start to finish; the patient’s
entry for recurrent breast cancer treatment up to the patient’s funeral. Embedded in the
narrative were descriptors of assessing the patient’s and her family’s changing needs. The
author of the narrative, the nurse, knew because of her expertise and clinical judgment that
the patient’s diagnosis implied a certain trajectory and predictability, and her social status
described resource availability. The nurse also described unique contributors, for example,
a recent relocation and two very young children, which would threaten this particular
patient’s resiliency. As the narrative unfolds, it becomes clear that the nurse uses different
skills at different times. When the patient becomes physiologically unstable, the nurse clear-
ly prioritizes her clinical reasoning and systems thinking skills over the previously domi-
nant caring practices and facilitation of learning. The nurse, demonstrating a facilitation of
learning and caring practices, toured two little children through a pharmacy and infusion
unit to see how and where Mommy got her medicine. This same nurse became the nurse
physiologically rescuing a seizing patient, showing her clinical judgment/reasoning.

The presenter to the council was also able to pull from other collected narratives to il-
lustrate the application of the Synergy Model to our practice. For example, one nurse
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performed a literature review, to find a solution for one of her patients with mouth sores
resistant to usual interventions. This exhibition of clinical inquiry revealed morphine
mouthwash to be the best possible solution. However, she also discovered there are barri-
ers to pharmacies making this mouthwash available. So, the nurse telephoned area phar-
macies until one capable of making the compound was found. That is a clear example of
systems thinking.

Yet another narrative details the response to diversity and systems thinking that is
necessary in certain situations. The research nurse had to ensure continuity of care for a
non-English-speaking 5-year-old and her family, who had to leave their home to get their
daughter on a life-saving protocol. There are numerous examples of advocacy/moral agen-
cy and collaboration in the narratives. Every narrative, the descriptors, and the departmen-
tal values are clear on the essential presence of caring practices.

A close review of the narratives collected to date revealed that the Synergy Model’s
eight patient and eight nurse characteristics were all present and could provide a full de-
scription of the practice. The model facilitates describing why one patient does not get the
same nursing care as his/her demographic mirror image, that is, of the same gender, race,
age, and protocol. The uniqueness of each patient generates customized nursing practice.

The council had options: select one of two choices presented, ask the task force to
present different models if neither was a good fit, or decide that no theory/conceptual
model would not be of use. A post-presentation dialogue ensued with a near-unanimous
vote to adopt the Synergy Model. The council members felt strongly that the conceptual
model with the eight patient and eight nurse characteristics was very representative of our
ambulatory nursing practice.

The council members articulated that the model resonated with their own and ob-
served practice. In addition, CHB, where our pediatric population is hospitalized, cur-
rently uses the Synergy Model in its department of nursing. Leadership staft is shared
between these two institutions. One nurse executive accountable in both institutions is a
council member, and was present for the dialogue. She was able to articulate the benefits
and relative ease of incorporating this model into departmental and practice initiatives.
Since the decision, other DFCI nurses have had an opportunity to react to the selection of
the model. Overwhelmingly, when the basic components of the model are presented to the
nurses, they respond, “That is exactly what we do here”
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Conclusion

The senior vice president for Patient Care Services and chief nursing officer introduced

the model to the entire nursing staff based on the recommendation from the Council. In
addition, copies of Curley’s 1998 “Patient-Nurse Synergy: Optimizing Patients’ Outcomes”
article were made available in each patient-care and research practice area. Dr. Curley
presented the model to the council. Moving forward with the Synergy Model as our guide
to nursing practice and research at DFCI has been exciting. We believe it represents the
nurse-patient relationship embedded in the unique journeys of our patients and families. It
allows each nurse to define person, environment, health, and nursing as necessary for his/
her practice/research environment but still provides language to describe the unique en-
counters we value. The Synergy Model is currently being embedded in the Department of
Nursing job descriptions at Dana-Farber Cancer Institute, an ambulatory nursing practice
whose environment may be very unlike the model’s critical care origins; but whose nursing
practice is equally synergistic.
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The Magnet Recognition Award for hospitals has become a hall-
mark of nursing practice excellence (American Nurses Creden-
tialing Center, 2003). Even hospitals that may elect not to seek
Magnet status view the criteria as the ultimate benchmark for
enhancing professional nursing practice and improving qual-

ity outcomes. Since Magnet requires evidence of a professional
practice model, many nursing service departments are making

a conscious effort to create and implement these models in their
organizations. However, Arford and Zone-Smith (2005) pointed
out that an organization’s commitment to a model may be insuffi-
cient to ensure professional nursing practice at the unit level. It is
therefore critical to create structures and processes that can trans-
late the model from the organization level into the actual context
of the nurse.

Introducing a professional nursing practice model requires
an integrated and supporting infra-structure. For the model to

have life, it must be threaded throughout both clinical practice
and operations. The model should be what we reference against



and use as our guide for choices and decisions. All this work does not happen overnight, but
rather it is a journey of development, integration, and discovery and represents an on-go-
ing dynamic process. This chapter will discuss our institution’s journey to create strategies
to operationalize a professional practice model reflecting a strong foundation in the AACN
Synergy Model for Patient Care™ (Synergy).

Origins of Our Practice Model

At Baylor Health-care System (BHCS), we had the beginnings of our professional nursing
practice model with Synergy as a core foundational piece. The model’s development quickly
accelerated when Synergy was used as the organizing framework for our new Professional
Nursing Advancement Program (PNAP). The diligent work done on our PNAP helped us
to articulate and differentiate the dimensions of nursing practice in terms of competencies,
scope, and outcomes. These efforts created greater clarity for our practice model. As the
model continued to evolve, we also felt it was important to include the three defining quali-
ties of professional nursing practice-authority, autonomy, and accountability.

Baylor Health-care System
Professional Nursing Practice Model
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Figure 9.1. Baylor Health-care
System Professional Practice Model.
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Professional practice, however, does not take place in a vacuum. Instead, it occurs
within a dynamic organization. This work environment must facilitate and foster profes-
sional nursing practice, not create obstacles and barriers. The publication of the AACN
Standards for Establishing and Sustaining Healthy Work Environments (2005) was a natu-
ral fit for the larger context in which our professional practice should occur. By match-
ing patient needs to nurse competencies, we can realize synergistic nursing practice and
achieve our outcome goal of Safe Passage. Building upon Curley’s 1998 work, we defined
Safe Passage as “an optimal outcome of nursing. Nurses promote Safe Passage for their pa-
tients by using knowledge of patient needs and the health-care environment to assist them
to transition through the health-care encounter without any preventable complications or
delay” (Bradley, 2005; See Figure 9.1).

Operationalizing the Model

Leaders must embrace the model and be able to “walk the talk” as a first step. The BHCS
PNAP was adopted by the chief nursing officers across the system. This approval was as-
sisted by the sequencing and timing of having already adopted the PNAP coupled with The
Joint Commission’s endorsement of AACN’s Healthy Work Environments Standards. Ad-
ditionally, the chief nursing officers endorsed a Scope of Nursing Practice that reflected the
integration of the new model. Other than the PNAP, which was implemented across most
of the health-care system’s hospitals, most of the other initial strategies have been imple-
mented first at Baylor University Medical Center, which is a large teaching hospital and
the hub of the health-care system. As suggested by Arford and Zone-Smith (2005), moving
beyond development and commitment to ensuring that the model is embraced by nurses
at the unit level creates many challenges. Now our efforts needed to focus on translating
this into clinical practice.

The welcome for new hires during general nursing orientation has been revamped.
Nursing administrators who present this part of the program now include the model in
their presentation with a discussion of its application to professional practice and our defi-
nition of Safe Passage. This introduction allows new hires to hear nursing administration’s
commitment, “walking the talk,” to professional practice and sets the groundwork for
continued integration of the practice model that new hires will be experiencing during
orientation.

We are continuing to reframe our general nursing orientation so that it solidly cen-
ters on nursing practice that promotes Safe Passage. There are so many things than can be
taught or checked off during general nursing orientation, but our goal is to focus our lens
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on those essential and most vital components that supports the nurse in fulfilling our defi-
nition of Safe Passage. Specifically, skills check-offs for equipment, such as infusion pumps,
do not just include observation of step-by-step adherence to a procedure, but require the
orientee to articulate the rationale for use of safety features in preventing potential adverse
events. This concentration will best prepare the nurse to provide interventions and utilize
resources so patients can transition through the health-care encounter without any pre-
ventable complications or delay.

Internships have been working to incorporate Synergy concepts into their respective
curricula. For example, during case studies questions are posed based on the eight patient
needs. For the educators, translating concepts like resiliency or vulnerability into probes
was not always easy. As a result, a discussion guide was created (see Figure 9.2). For each of
the patient needs/characteristics, sample questions were developed. This resource also has
applicability for preceptors who continue on with orientation once the new hire leaves the
education department. . Nurse managers can select questions from this tool, as well and
use them when rounding on their units to identify key needs of patients.

Susceptibility to actual or potential stressors that may adversely affect patient outcomes

\[11[31=1 = 1511132 | LEVEL 1 - Highly vulnerable LEVEL 2 - Moderately vulnerable LEVEL 3 - Minimally vulnerable
Susceptible; unprotected, fragile Somewhat susceptible; somewhat protected Safe; out of the woods; protected, not
fragile

» Does this patient have pre-existing risk factors/conditions or ones that have developed during hospitalization?

Do these make him/her more vulnerable to actual/potential stressors as compared to other patients with the same diagnosis or
procedure but don’t have these? For example, a surgical diabetic patient is at higher risk for infection that a non-diabetic surgical
patient. A patient who is blind is at higher risk in an unknown environment like a patient room than one who can see.

« Some vulnerabilities to consider include: allergies, pain & pain management, sedation use, disorientation/agitation, fall/wandering
risk, caloric compromise (weight loss +/-10%, NPO, not eating, poor intake), restrained, immunosuppressed, critical dependence
on vasoactive infusions and/or oxygen, tobacco/ETOH withdrawal, diabetes, severe lung disease, immobility/paralysis, low blood
or white cell counts, existing skin breakdown, anti-coagulation/bleeding disorders, recurrent diarrhea, large volumes of NG
drainage, swallowing difficulty/aspiration risk, toxic levels of medications, unresponsiveness to therapies, etc.

« Don't forget other conditions such as non-English speaker, aphasic, blind/poor vision, deaf/HOH, isolation, etc.

« Are there any family issues/situations that may create vulnerability for the patient (e.g., abusive home situation, family members
who smoke and patient needs smoke-free environment, patient is primary breadwinner &/or cornerstone for the family thus even
though ill has multiple stressors/demands put upon him/her, etc.)

the ability to maintain a steady-state equilibrium

LEVEL 1 - Minimally stable LEVEL 2 - Moderately stable LEVEL 3 - Highly stable
Labile; unstable; unresponsive to Able to maintain steady state for limited Constant; responsive to therapies; low
therapies; high risk of death period of time; some responsiveness to risk of death

therapies

* What is this patient’s trend? Is it stable as evaluated over time with minimal variation or erratic/labile?
* How difficult is it to keep the patient stable/alive?
« How often are you having to intervene and are the interventions successful?

« Remember that a patient can be acutely ill (e.g., on various types of support - IABP, vasoactives, vent, etc.) and still be stable,
that is the therapies/interventions are not requiring multiple and frequent manipulations.

Figure 9.2. Excerpted Educator/
Preceptor Guide.
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There are varying expectations of the level of performance for new hires when exiting
from orientation. Some expect baseline competent performance, while others sometimes
expect these new hires to be expert. Our focus has been on “safe and competent,” realizing
that a person cannot learn every possible detail during orientation. The profile of a safe
and competent practitioner is well-defined in the Level 1 definition of the Synergy Models
nurse competencies (see Chapter 4). Probably what has created some confusion around
expectations is not having consistent well-defined exit goals. The orientee who finishes up
orientation is a product of the orientation process by both the educator and the precep-
tor. As such, we should be able to evaluate this “product.” The eight nurse competencies at
Level 1 then are an excellent fit for this task. We are currently working on an exit-from-
orientation evaluation tool. With defined exit goals, the pathway for progression during
orientation is much clearer. Plus the evaluation of this “product,” the new hire, is also an
evaluation of the quality of the educator and preceptor’s work and influence. One of our
intensive care units which is serving as an incubator for best practices has synergized their
specific unit-based orientation processes and materials as a further means to reinforce this
approach to practice.

Since Synergy provides an organizing framework for assessing patient needs, it fits
well with patient information handoffs. We used Synergy to develop our Professional
Exchange Report (PER) guidelines. PER is used for shift change report or when a patient
is transferred from one unit to another. Previously, new hires have provided feedback on
variability amongst preceptors regarding structure and content of shift reports. While no
single process was absolutely wrong, the orientee did not have a clear direction. Orientees
did not know whether to create some type of composite, adopt whatever the last precep-
tor said, or explore and develop their own method through trial-and-error. This situation
pointed out the need for a defined reference or “gold standard” Having such a guideline
would help to decrease variability plus provide new hires with a reliable reference tool that
guided both structure and content. An introductory script was developed for the patient
history and then the report is based on the eight patient needs. It is not necessary to ad-
dress every item on the PER guideline, but rather to report only on those items that are ap-
plicable to the patient. Three PER guidelines have been created — medical-surgical/telem-
etry, adult critical care, and neonatal intensive care (see Figure 9.3). Individual feedback
from new hires has been positive. They appreciate having a “hard copy” resource that they
can reference when they want. Some incumbent staff felt they did not need this guideline
because their perception was that the way they have been giving reports has been just fine.
One manager listened to shift reports by the experienced nurses on her unit and observed
that while some may feel that way, the structure and content of their report would defi-
nitely benefit from the PER.
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(Patient Name) is a (age) (gender) in room (#) admitted (#) days ago on (date)
(if was via ED note this) with (chief complaint) . Attending MD is (MD name) .
Significant/Pertinent/Major . " .
medical history includes: (chronic conditions) (major procedures)
Since admission, hospital (new diagnoses) (major procedures) (complications/problems)
course has included: 9 jorp P P
Patient Needs* Content Focus Areas
-~ « Vital Signs - Patient’s Typical Parameters and any deviations
Stability Setziﬁi}ll)rsilt;twe « Abnormal Lab/Test/Assessment Results
* Meds/Treatments in response to deviations/abnormals
* Neuro [altered LOC, disoriented]
« Cardio/Peripheral Vascular [DVT, Pacer, ICD, LVAD, Rhythm, Vasoactive drips]
* Pulmonary [artificial airway, O2 therapy, aspiration potential, swallowing difficulty, chest tube,
Systems tobacco usage]
Assyessment * Gastrointestinal [nausea', tuge fegdings, iI.euS, constipated]
| t * Genitourinary [due to void, dialysis, dysuria]
fin di‘i{;g o ithin | * Endocrine [diabetic, DFS resuits]
defined limits * Hemat/Immuno [anticoagulated, bleeding disorder, infection, immunocompromised]
Complexit * Integument [integrity, incontinent]
plexity « Musculo-Skeletal [immobility, paralysis]
[Selected Key Risks] . Va.sc‘ular Acces.s Devices/IV Therapy/TPN
* Incisions/Dressings
« Drains/Tubes
* Specialty Equipment/Devices
* ISOLATION
Psychosocial Needs | « Religious, Spiritual, Cultural Needs
Pt/Family Dynamics | « Patient/Family Issues
ALLERGIES * Drug, Food, etc. Allergies
+ Pain Assessment/Management
Pain « PCA/Epidural/PRN Meds
¢ Intrathecal Med — Expiration Time
« Sedation Effects: hypoxia, hypoventilation
. « Fall/Wandering
Vulnerability Risk Factors * Weight Loss +/- 10%
(actual or potential | « NPO/Not Eating/Poor Intake
stressors) « Restraints
* Immunosuppressed
* Others...
C ication &/
Sensory Limitations | * No English, Aphasic, Biind, Glasses/Contacts, Deaf[HOH, Hearing Aid

Figure 9.3. Excerpted Adult Medical-Surgical/
Telemetry Professional Exchange Report.

Similarly, charge nurse-to-charge nurse report varied across units. A workgroup re-
viewed this issue and came to consensus on a set of essential content elements. All charge
nurses would include these as the core of their report and could add to these based on the
unique context of their own unit and patient population. When this consensus list was ini-
tially presented in the practice council, the question was raised if these elements could be
mapped to Synergy and be consistent with our practice model. Mapping was subsequently
done and the charge nurse guideline was synergized. This situation was a good example of
staying alert for opportunities to continually introduce and further integrate PNAP into
operations (see Figure 9.4).
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PATIENT
NEEDS* CONTENT AREAS

Vitals, Labs/Tests

Codes/RRT Calls

Review of Body Systems

Vascular Access Devices/IV Therapy/TPN
Incisions/Dressings

Drains/Tubes

Complexity Specialty Equipment/Devices

Isolation

Medical Alerts

Psychosocial Issues

Patient/Family Issues/Dynamics

Pain: Assessments, Management, Meds
Risk & Safety Issues

Vulnerability (e.g., Sedation Effects: hypoxia, hypoventilation, Fall/Wandering, Weight Loss +/- 10%, NPO/Not
Eating/Poor Intake, Restraints, Immunosuppressed, Aspiration Risk, Paralysis, Errors/Near Misses, Etc.)

Communication/Sensory
(e.g., No English, Aphasic, Blind, Glasses/Contacts, Deaf/HOH/Hearing Aid, etc.)

Stability

Participation .
in CZre Degree of assistance needed

Needed Consents/Permits
Participation in DNR Status

Decision-Making | Advanced Directives/EOL Issues
Palliative Care

Family & other support sources
Resource Learning Needed/Ongoing
Availability D/C Planning

Social Work/Care Coordination

Resiliency Patient response to illness/coping

Course of lliness: Current Major Nursing Priorities, Goals of Care yet achieved

Predictability 3 A
Pending consults, tests, procedures, treatments, surgeries

Figure 9.4. Excerpted Charge Nurse Report.
Bolded items are required elements.

One of our programs where Synergy is most widely applied is ASPIRE (Achieving
Synergy in Practice through Impact, Relationships, and Evidence), our voluntary profes-
sional nursing advancement program. An advancement program designed to capture and
recognize the influence nursing practice has on outcomes is a primary vehicle to translate
expectations of the professional practice model. Practice is differentiated into three levels
—Colleague, Mentor, and Leader. These levels are differentiated by scope of influence and
outcomes of intentional actions at the individual/shift, group/unit, or patient population/
system level.

While Synergy elements are woven throughout the program, there are four major
categories with distinct mappings to Synergy (see Table 9.1), in addition to the required
elements. For each category, the nurse chooses from a number of activities reflecting “Syn-
ergistic Practice”
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Table 9.1.
Category Synergy Correlates
Clinical Practice Clinical Judgment, Caring Practices, Response to Diversity, Advocacy
Leadership Collaboration, Systems Thinking
Education Facilitation of Learning
Best Practices Clinical Inquiry

In addition, the nurse must complete a number of required elements. One of the most
exciting of these is Linking Nursing Actions to Outcomes for Safe Passage, a clinical narra-
tive. Each nurse, depending on level selected, must describe how their “intentional” nurs-
ing actions created Safe Passage for a patient during an encounter (Colleague), a patient
across their stay (Mentor), or for a population of patients (Leader). Through this activity
we have seen nurses move from seeing their actions as “calling the doctor;,” to applying
specific nursing actions to decrease pain for the patient, or extending their assessment to
identify how a mother’s nutritional status was impacting her breast milk and compromis-
ing her infant’s life. These examples are truly capturing how a specific nurse’s competency
when linked to patients needs creates synergy and results in Safe Passage. Some have said it
is the first time that they have taken the time to look at their professional practice and the
unique contribution it makes.

Another opportunity presented itself when a system-wide nurse manager survey was
being developed. The purpose of this survey was to collect information to accurately de-
scribe the current nature, scope, and span of the nurse manager’s role. Traditional quan-
titative measures, such as the size of a unit and number of direct reports, were part of
the emerging set of questions. The strict focus on numbers led to a discussion that those
measures did not accurately represent the unit. There seemed to be an inherent assump-
tion that the higher the number, the greater the complexity. For example, a unit with 60
beds was more complex than a unit with 30 beds. However, it was noted that if the 30 beds
were a new unit and the 60 beds a well-established unit, it may be that the 30 beds have far
greater needs and thus may require more nurse manager resources and competencies. So,
the focus was directed on how to capture a complete picture. The measures were coupled
with the 8 characteristics from the Synergy Model since they can be applied to units and
systems. Nurse managers were asked to rate the degree to which their units exhibited the 8
characteristics such as stability, complexity, or resiliency. Definitions for each of the char-
acteristics were also included with the survey.

On-going work includes inclusion of the practice model’s language into such things
as in policies and procedures. For example, with our Patient Handoff Guidelines policy,
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the purpose states “To create safe passage for patients through improved communication
effectiveness” As an American Nurses Credentialing Center approved provider of continu-
ing education, we are planning on adopting the Synergy CERPs classification system for
all our continuing education programs. By using this classification, staff can determine the
nature and scope of their on-going education choices. We too can evaluate if we are pro-
viding diverse offerings, and not just focusing on classic content such as pathophysiology.
Hopefully we can revise our job descriptions and performance evaluations to bring them
into alignment with Synergy.

What is so nice about Synergy is that most of the differentiating criteria between levels

1, 2, and 3 of performance have already been defined and were based on actual studies of
practices. Level 1 represents competent practice, level 2 is certified practice, and level 3 is
expert practice. These levels would align well with a performance grading system such as
good solid performer, excellent, and distinguished. Probably the most important factor is
being continually mindful and aware of opportunities when they present themselves for
further integration of the model and the Synergy concepts. We must be careful to not de-
velop tunnel vision and just focus on current projects already underway.

Table 9.2. Synergy CERPS.

Category A Clinical Judgment
Clinical Inquiry
Category B Caring Practices
Response to Diversity
Advocacy
Facilitation of Learning
Category C Collaboration
Systems Thinking

Some Lessons Learned

We have found that sometimes the word “model” or the picture of the model itself seems
to generate in people feelings of discomfort. Such feelings seem similar to ones described
by individuals when talking about grand nursing theories from school which seemed
confusing as many could not link these directly to practice and thus couldn't their utility.
A similar phenomenon is observed when the word “research” is used to discuss evidence-
based practice. Also, some of the terms in Synergy do not have relevance or personal
context for nurses. For example, resiliency may not be something with which nurses can



130

Synergy

readily identify, so translation is required. If you ask questions such as “how well does your
patient rebound from set-backs such as a drop in blood pressure or dizziness when sitting
up on the side of the bed” and “does this situation pass quickly or does it require some type
of intervention by you to help the patient,” staff can quickly understand and identify with
these situations. This method of exploring practices assists with “backing into” the Synergy
Model and helps staft to understand the eight areas of patient need.

As such, when presenting the practice model a better approach is to start with a dis-
cussion about practice. Ask individuals how they approach their practice, how do they
know what to do, and what organizing framework do they use. Sometime the answer is “I
just take care of my patients,” which prompts the question “how do you go about that?”
Such questions typically open the discussion of what nursing practice is, something many
have not thought about, given the rapid-fire pace of today’s health-care environment. If,
as nurses, we cannot clearly articulate our unique contribution to creating Safe Passage
for patients, then how can we expect to be valued? Such discussions often begin with indi-
viduals citing various psychomotor tasks, but through continued dialogue the autonomous
practice of nursing begins to evolve. From medication administration skills, staft begin to
identify nursing interventions, and descriptions of nursing begin to emerge. These descrip-
tions address areas such as assessment, teaching, and evaluation based on unique patient
needs. Explorations and discussions such as these help to create linkages to the eight nurse
competencies and eight patient needs of the Synergy Model.

As these are adult learners, it is important for staff to understand and see the relevance
to their practice. Describing how Synergy evolved from, and is grounded in, studies of
actual bedside practice helps fulfill this expectation and assists with clarifying its direct
applicability to practice. Additionally, many staft plan on taking CCRN or PCCN certifica-
tion exams of which twenty percent of the exam’s blueprint is an application of the eight
nurse competencies covering Professional Caring and Ethical Practice. Using and applying
Synergy as part of practice on a daily basis should better prepare an individual for these
certification exams.

Given the predominance of the medical model in health care and an increasing fo-

cus on medical practice quality indicators, nurses can unknowingly slip into a biological
framework. For example, shift reports may be reduced to a physiologic body systems re-
port. While this information is important, it fails to address the definition of nursing prac-
tice — “...the protection, promotion, and optimization of health and abilities, prevention of
illness and injury, alleviation of suffering through the diagnosis and treatment of human
response, and advocacy in the care of individuals, families, communities, and populations”
(ANA, 2004). By using Synergy, the nurse looks at the complete patient and fulfills this ac-
countability.
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Teaching or precepting undergraduate nursing students requires
the use of effective teaching strategies. The basic goal in nursing

education is to facilitate learning through critical thinking skills

(Simpson & Courtney, 2002). Nurses today must possess strong

clinical judgment and clinical inquiry to ensure safe care. Hence,
this chapter will describe the use of integrating methods such as

the Outcome-Present State-Test (OPT) model, concept mapping
and the Synergy Model to enhance clinical judgment in the care

of patients and families.

Clinical Reasoning Model

Clinical reasoning is the “reflective, concurrent, creative and criti-
cal thinking” utilized in identifying the best nursing intervention
for each given clinical situation (Pesut & Herman, 1998, p.31).
Ultimately, faculty work with students to help them shift from

focusing on tasks to clinical decisions and actions for optimizing
patient outcomes.



The Outcome-Present State-Test (OPT) has been described (Pesut & Herman, 1998)
and utilized at the University of NC at Charlotte for teaching clinical reasoning to enhance
clinical judgment for over 5 years. The OPT model uses the facts associated with a clinical
case, either designed by an instructor or from the clinical arena, as the context for choosing
the nursing action most appropriate for patient goals. Such a model provides faculty and
students an alternative to the traditional nursing process of assessment, plan, intervene, and
evaluate.

Students are taught to identify cues and reflect on the patient’s present state as com-
pared to the outcome state through continuous reflective practice (Kuiper & Pesut, 2004).
Reflective practice is being in the moment of the learning experience and dancing back and
forth between the cues, possible choices, and identifying more data points to consider. Nurs-
ing students utilize subjective and objective cues that present in patient scenarios as present
state and to identify outcome states. The facts of a patient case are used to frame the context
from which clinical judgments are chosen through reflection and decisions making. Nurs-
ing actions are chosen to help patient’s transition from the present state to the outcome state
(See Figure 10.1). Clinical judgment becomes nursing action as choices are made.

Reflection

Client
Present
State

Decision @ Clinical
Making Judgment

Client
Outcome
State

Nursing
Actions

Reflection

Figure 10.1. The Outcome-Present State
(OPT) model of clinical reasoning.

While the OPT model provides various thinking strategies such as knowledge work,
self talk, schema search, prototype identification, hypothesizing, if-then thinking, com-
parative analysis, juxtaposing, reflexive comparison, reframing, and metacognitive checks
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(see Table 10.1), each student must develop strategies that separate the critical data from
the superficial information received during patient assessments, review of the chart, and

in review of the most current literature. This student works toward moving the patient
toward the outcome state by choosing the best practice. Comparative analysis between

the present state and the outcome state is continuously occurring during the time that the
nursing student is providing care. These thinking skills are utilized to develop a graphic
depiction, or “concept map,” of their thinking and categorization of nursing actions needed
in the care of the patient.

Table 10.1.  Ciritical Thinking Strategies utilized in the OPT Model.

Knowledge work Active practice

Self talk talking content over in one’s mind
Schema search using the past to apply to the present
Prototype identification  use of a model case

Hypothesizing identifying possible explanations

If-then thinking linking ideas

Comparative analysis evaluating competing alternatives
Juxtaposing comparing present state to outcome state
Reflexive comparison continuously comparing

Reframing shifting thinking due to new data

Metacognitive checks self-evaluation and self correction
(Pesut & Herman, 1998).

Concept Mapping

Concept mapping is “a scheme representing visual knowledge in the form of a hierarchical
graphic network composed of nodes and links” (Hsu & Hsieh, 2005, 141). Mapping is be-
ing integrated into undergraduate curriculums to promote clinical reasoning and evidence
based clinical judgment. This method of analyzing a client situation requires the student to
connect the meanings of concepts or nursing actions to capture the entire situation in such
a way as to display nursing practice. Information is presented in a logical order and then
connected through interconnecting lines to show relationships between concepts and ac-
tions. The cognitive processes utilized in concept mapping are those described in the OPT
model. The map can provide a visual picture that shows prior knowledge, experience, and
what students are thinking (Hsu, 2004).
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Given the complexity of many health care problems, nursing education must take a
new approach to teaching. The use of nursing care plans, while useful at one point in the
history of nursing, have become passé. Nursing instruction continues to evolve through
the development of different learning strategies. Concept mapping provides the instructor
with information to assess student understanding of a clinical case and to clarify students’
clinical judgment.

Utilization of Nursing Theory

Nursing theory has been utilized to shape practice in many nursing schools. Most nursing
schools utilized an eclectic model, while some use grand nursing theories, such as Roy,
Roger, Orem, or Neuman. Nursing students need a framework which provides the founda-
tion for structuring and thinking about practice. Proponents of nursing theory believe that
the best strategy for teaching is through the use of nursing theory. Nursing theory provides
the student with focus in the assessment and design of patient specific interventions.

The theory which can help the student understand the patient and the competencies
needed to be a nurse is best found in the Synergy Model. The model is applicable to pa-
tients in all setting and at all acuity levels. This model assumes that the nurse has the goal
of restoring the patient to an optimal level of wellness through the identification of an out-
come state. A key focus within the Synergy Model is the integral interconnectedness of the
patient and nurse characteristics that, if aligned appropriately, can restore the patient to an
optimal level of health (Curley, 1998). The characteristics of the patient and nurse should
be considered in the design of patient care. This model is utilized to enhance clinical rea-
soning and clinical judgment in a variety of patient settings.

Orientation to the Synergy Model

An overview of the model provides the students with the basic information of the frame-
work and allows the student to ask questions regarding application to practice. The con-
cepts of the model are the eight nurse and eight patient characteristics. These should be
fully described so that a clear understanding occurs. When teaching the model, the in-
structor should describe each characteristic and provide the student with an application in
order to facilitate an understanding of the framework for complex patients that are criti-
cally ill (Hardin & Kaplow, 2004).

For example, the concept of resiliency is defined as the patient’s capacity to return to a
restorative level of functioning. Resiliency is accomplished through the use of compensa-
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tory mechanisms such as when a patient has low hemoglobin, the heart will beat faster to
circulate blood in a manner to deliver an adequate amount of oxygen to the tissue. Resil-
iency can be demonstrated through case presentations (Kaplow, 2003). Students need to be
encouraged to identify the cues that provide data reflecting the patient’s level of resiliency.
Given the patient’s level of resiliency, the student should discuss how each of the eight
nursing characteristics must be aligned to support optimal patient outcomes.

Students should be given classroom case examples and then moved to utilizing the
model in the clinical area. Each patient characteristic and nurse characteristic should
be analyzed separately, and then in union with each other. Subjective and objective cues
should be identified for each characteristic, along with the identification of the level of that
specific characteristic for the case. “The level of the characteristic is a useful mechanism
in that it allows the student to judge the degree to which the patient is experiencing each
characteristic” (Hardin, 2004, 3).

A Synergy Model Assessment tool (See Table 10.2) allows the student to gather data,
organize their thinking, and identify the level at which the patient is presenting each char-
acteristic. This clinical worksheet facilitates critical thinking skills and supports the student
in prioritizing the most important cues for each characteristic.

Table 10.2. Synergy Model Assessment Tool for Patient and Nurse
Characteristic.

Instructions: Mark an X at the level the client is reflecting each of the characteristics below.
Identify supporting data for your assessment.

Patient Characteristic-Stability Supporting Data
1.

| : 2,

Minimally Highly <o

Patient Characteristic-Complexity Supporting Data
1.

| | 2.

Highly Minimally 3.

Patient Characteristic-Vulnerability Supporting Data
1.

| : 2

Minimally Highly 3.

continues
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Patient Characteristic-Predictability

| |
Not Highly

Patient Characteristic-Resiliency

| |
Minimally Highly

Patient Characteristic-Participation in
Decision Making

| |
None FLIJ”

Patient Characteristic-Participation in Care

| 1
None Full

Patient Characteristic-Resource Availability

|
Few Many

Support Data
1.
2.
3.

Support Data
1.
2.
8,

Support Data
1.
2.
3.

Support Data
1.
2.
3.

Support Data
1.
2.
3.

Patient Needs for Each Nurse Characteristic

Instructions: Mark an X at the level of patient need for each of the nurse characteristics.

Nurse Characteristic-Clinical Judgement

|
Low High

Nurse Characteristic-Clinical Inquiry

| |
Low High
Nurse Characteristic-Caring Practices

|
Low High

Nurse Characteristic-Response to Diversity

|
Low High

Support Data
1.
2.
3.

Support Data
1.
2.
3.

Support Data
1.
2.
8

Support Data
1.
2.
3.
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Nurse Characteristic-Advocacy Support Data
1.

| ! e

Low High S

Nurse Characteristic-Facilitation of Learning Support Data
1.

| | 2.

Low High 3.

Nurse Characteristic-Collaboration Support Data
1.

! : =

Low High 3.

Nurse Characteristic-Systems Thinking Support Data
1.

| | 2.

Low High 3.

Clinical Reasoning

The Synergy Model is essential for facilitating critical thinking skills in baccalaureate edu-
cation. Patient data can be analyzed through concept mapping or a clinical reasoning web
(Pesut & Herman, 1999). In the concept map in Figure 10.2, a student analyzes the patient
in relationship to each of the eight patient characteristics surrounding the patient. Within
each circle, the student will see a patient characteristic that will need to be completed with
subjective and objective cues. A second concept map allows the student to think about
the competencies of the nurse in relationship to the patient. The student identifies specific
nursing interventions for the patient that are based upon the competencies of the nurse.
Data from the patient or case is analyzed and placed in the circle for each characteristic.
Then a clinical reasoning web is developed by drawing lines from each characteristic that
impacts another characteristic of the patient or the nurse. The patient and nurse concept
maps are completed by each student and presented in small discussion groups. Small
groups reflect on each characteristic and the cues gathered from the case or the patient
(see sample concept maps designed for patient and nursing clinical reasoning webs in fig-
ures 10.2 and 10.3).
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Student’s Clinical Assignment

Most undergraduate students spend time in clinical observing, participating in care and
selecting evidence-based interventions through the use of clinical judgment with the over
site of an instructor. The benefit of clinicals is to provide care in a real life situation. Stu-
dents are accountable for patient outcomes and responsible for overseeing the care during
a typical shift. Prior to caring for the client, students should have the opportunity to review
the medical record and obtain information through a shift report. Students can gain sub-
jective and objective cues from the medical record and through talking with the patient
and family. Student begins to interpret data for the Synergy Model from the moment
report is given, and continuously throughout the day. The Synergy Assessment tool and
clinical concept mapping tools for both the patient and nurse are completed by the student
and utilized by the instructor to gauge student knowledge and critical thinking skills. Stu-
dents draw relational lines between the characteristics and provide a pictorial view of their
thinking. The use of different colored pencils facilitates the evaluation of the concept maps
by allowing the faculty to see how linkages are being conceptualized by the student. The
Synergy Model clinical concept mapping lays the plan for the nursing interventions to be
delivered during the time period that students are overseeing patient care.

The Synergy Model can be utilized during post conferences by selecting one char-
acteristic to review in-depth for each patient that the class was assigned. The selection of
one characteristic allows students to view the characteristic from multiple patients with a
variety of medical diagnoses. Another strategy for utilizing the model has students pres-
ent their patient as a case study to the group through describing each patient characteristic
along with the subjective and objective cues, the rational for selection of nursing interven-
tions and the identified outcome state. Asking other students in the group to provide sug-
gestions can stimulate conversation and further critical thinking. Faculty should ask the
student to identify potential complications and describe the cues that would support each
potential complication. This level of dialogue can stimulate critical thinking skills. Faculty
should also prompt the student to identify previous experiences which helped them to
form their clinical decisions. Making linkages with past experiences promotes the use of
clinical reasoning. Another strategy to facilitate the understanding of the Synergy Model
is to assign students a characteristic to research prior to the next post conference. Their
research should include the latest literature on the concept as it is applicable to a specific
medical diagnosis. This information can be shared in a post conference to help facilitate
group learning.

The Synergy Model is useful in guiding students in clinical practice. The model can be
combined with clinical reasoning and concept mapping to facilitate clinical judgment. Fur-
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ther development of innovative tools is needed to facilitate learning in the classroom and
clinical setting. Undergraduate faculties are challenged to continue the pursuit of creative
strategies for teaching and learning to ensure safe practice. Choosing a nursing model such
as the Synergy Model can provide guidance to the undergraduate nursing student who has
little prior experience with patient care. Historically, most nursing schools have utilized an
eclectic framework, which can be very confusing. The best practice in nursing education

is to utilize a nursing model that can be integrated into classroom and clinical settings to
ensure consistency in the delivery of information and reinforcement of content required
for knowledge acquisition.
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“Synergy is everywhere in nature.”

-Steven Covey

The School of Nursing at Duquesne University is using the AACN
Synergy Model for Patient Care™ as the framework for the bacca-
laureate and master’s educational programs offered in the school.
The purpose of this chapter is to describe the process by which
the faculty determined to use this approach, to outline the various
internal processes we used, and to summarize how this frame-
work has guided the identification of content, and the evaluation
of student performance.

The initial interest in the Synergy Model emerged in the
fall of 2002, when the faculty of the school began to explore the
possibility of developing a critical care focus in the master’s de-
gree program. Since the faculty of the school believes that the
primary purpose of educational programs is to complement and

respond to the needs in the clinical practice arena, we contacted
the American Association of Critical-Care Nurses (AACN) to



identify experts in both critical care and the educational preparation for that practice. We
subsequently invited Ramon Lavandero,Director of Development & Strategic Alliances
for AACN, and Patricia Moloney-Harmon, author of “The Synergy Model: Contemporary
Practice of the CNS,” to visit the campus and spend a few days with the faculty as we ex-
plored approaches to this new master’s emphasis.

The first issue to consider in the planning was to determine the nature of the graduate
that we were aiming to produce. There appears to be numerous programs that emphasize
the acute care nurse practitioner; while another segment of the nursing education world
is committed to the preparation of clinical specialist in acute care nursing. We decided
to focus on the development of a clinical specialist for a number of reasons, not the least
of which is the dearth of leadership in clinical settings and the broad based concerns ex-
pressed by many that the arena of direct patient care is sorely in need of nurses with strong
leadership skills.

Once we had decided that the clinical specialist route was our goal, the Synergy Model
became increasingly appealing to us as a frame of reference. Our first interest was piqued
by the organization of the model, which identifies three spheres of influence: nurse-patient
sphere, nurse-nurse sphere, and nurse-system sphere (Moloney-Harmon, 1999). This tril-
ogy of influence spheres appeared to us to ideally reflect the role of the clinical specialist.

In the first instance (nurse-patient), the clinical specialist is an expert in a domain of
nursing practice in which the establishment and maintenance of outstanding relationships
with patients are vital. In the academic arena at this level, course work focuses on the in-
tegration of the skill set required to meet the full range of patient needs as outlined in the
model. In the second instance, the focus moves to the nurse-to-nurse sphere. At this level,
the central importance is for the clinical nurse specialist to explore ways to maximize the
use of nursing personnel and to assist other nurses develop their competence. The end
result of these activities is an enhanced provision of safe care. Within the course work and
clinical experiences in the program, emphasis is placed on assisting nurses to work togeth-
er in the belief that as nurses grow in their ability to work together, they advance nursing
services for acutely ill patients and their families thereby enhancing patient safety.

Finally, in nurse-system sphere of interaction, a framework for the analysis of the po-
litical, economic, and financial realities of the health care industry is provided in light of
the manner in which these impinge on clinical services.

The use of the Synergy Model also enables attention to the competencies of the nurse
in practice and how these interact with the spheres of influence. For example, in the first
theory-clinical course combination in the master’s program, the focus is on enhancing the



The Synergy Model as a Framework for Nursing Curriculum | 143

clinical competence of the nurse in practice with the attention to the nurse-patient sphere.
In the second series of course, while continuing the foster the nurse competencies in prac-
tice, attention is also directed at the development of the collaborative skills of the nurse to
enhance the nurse- nurse sphere of influence.

The final course combination in the specialty courses enables the student to develop
strategies for working within systems, including skill in financial planning for safe patient
care. The student is still working on the advancement of clinical competence. In addition,
the student is developing and evaluating research-based decision trees, protocols, and
clinical pathways to improve patient outcomes. Considerable effort is directed to fostering
new approaches and innovations in health within an interdisciplinary context.

In addition to this course work specific to acute care, the program of study to earn the
Master of Science in Nursing includes core work in nursing theory and research, bioethics,
and a clinical core (advanced physical assessment, pathophysiology, and pharmacology).
The organization and sequential development of these courses is guided by the Synergy
Model, as well. Figure 11.1 summarizes the model.

The Synergy Model for Patient Care

Functional charge;
behavioral charge;
trust; ratings; satisfaction;
comfort; quality of life

Patient

Patient
Physiological Characteristics
change;
presence

or absence of
complications;

Nursing
extent to which Bt
care or treatment
objectives were SySte m
attained Recidivison;
Nurse costs/resource

utilization

Figure 11.1.  The AACN Synergy Model for
Patient Care.
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Baccalaureate Program

Clearly there is no large leap required to use a model for critical care patients in a special-
ization program in that clinical domain. However, coincident to the development of the
master’s program in acute care, the faculty at the school was also reviewing the undergrad-
uate program and exploring various frameworks for utilization with the new curriculum.
The faculty began to identify the many aspects of the Synergy Model that were consistent
with their values. For example, one element imbedded in the Synergy Model which is of
critical importance to the faculty is the notion of “safe passage” (Curley, 1998). The respon-
sibility of the nurse to assure “safe passage” for the patient through all aspects of the health
disruption resonated with many beliefs of the faculty. Among the most important to them
was the inclusion of end-of-life issues. The faculty at Duquesne University interprets safe
passage to mean the provision of support and assistance to the patient and his/her family
at all junctures in the illness episode, including through the death process.

Another important dimension of the nurse’s competency that was important to the
faculty was the characteristic related to moral advocacy. The Synergy Model recognizes
and provides for the range of activities and interventions in which a nurse must engage
on behalf of the patient and his family as these relate to representing the interests of the
patient. This moral advocacy also assures all the patients that his/her values are included in
the approaches to care, and that the authenticity of the patient as a unique and valued indi-
vidual will be respected and supported.

In addition to the above, the faculty of the school had articulated a strong commit-
ment to enhancing the cultural competence of the graduates. Many of the faculty are active
members of the Transcultural Nursing Society, and a course in Transcultural Nursing had
long been a staple of the undergraduate and masters’ programs. Once again there was com-
patibility between the faculty and the tenets inherent in the Synergy Model in the attention
to cultural competence in the nurse characteristic of “response to diversity.”

As faculty members began to discuss the approach to patient care inherent in the Syn-
ergy Model, they embraced the notion of the need for compatibility between the skills of
the nurse and the needs of the patient. However, there was also a commitment among the
faculty to develop a program of study consistent with the faculty analysis of the health care
needs of the region; an assessment that led to a need to emphasize the community basis for
care, and the demands for primary care. Would a framework developed for an acute care
setting translate to the other levels of care? How could a practice framework guide curricu-
lum development?
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Curriculum Process

We began this curriculum work with a re-evaluation of the philosophy of the faculty about
nursing and found that the core competencies of the Synergy Model were consistent with
faculty beliefs. As a result, the following statements were introduced to the philosophical
statements of the school.

The faculty believe that there are core competencies that enable a nurse
to provide “safe passage” for patients. The core competencies are the
basis of the nurse’s ability to provide, design, manage, and coordinate
caring practices. These core competencies are: clinical judgment, clinical
inquiry, caring practices, response to diversity advocacy, facilitation of
learning in patients and staft, collaboration, and systems thinking.

The faculty spent a considerable amount of time analyzing the model, specifically as-
sessing the characteristics of the nurse. It was not long before the faculty began to see how
these characteristics of the nurse could potentially be used within a curriculum framework
as the characteristics of the graduates of the program. We then examined these outcomes
and considered how these would be developed over the course of the program of studies.
Table 11-1 provides a succinct delineation of the product of that work. Following the table
horizontally, the reader can see at each year of the program of study, the level at which the
nurse competency is expected to develop. Included at each characteristic are the objectives
that provide the learning expectations underpinning the competence. Essentially, this table
documents how the competencies of the nurse are developed over the course of the pro-
gram of study, and clearly demonstrates how these characteristics have been used to guide
the progression of content. Essentially the sequential development of these characteris-
tics is leveled across the years of the program and serves as a guide to the delineation of
course content. Table 11-2 summarizes the courses at each of these levels, along with broad
strokes of the content included. While the progression is succinctly presented, the genera-
tion of the table was accomplished over a number of months.
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Table 13-2  Curriculum Grid/Program of Studies
Freshmen Sophomores
Concepts Fall CR | Concepts Fall CR
Courses Courses
Self awareness  Theology Core 3 Wellness Human Growth & 3
) Development
Personal and Life Processes 3 | acrossthe
professional Health & Wellness lifespan e Growth & development
values o Wellness -Fetal development
. e Definitions of H & W across body -Reproduction
(assignments e Health Behavior -Death & dying
within these first o pjodels of H & W systems -Developmental
level courses e Individuals& community milestones
will include applications e Cultural variations
community e Personal health practices, e Role of genetics
involvement) lifestyle and behaviors e Introduction to family and
e Health history/ personal community assessment
health appraisal
e Cultural rooting AP 4
e Coping strategies
e Self-esteemn Basic Philosophical
e Intro to health care Question
systems as consumers Social, Political, Eco 3
(insurance) Systems
Principles of Communication 2
Thinking & Writing Across 3 e Communications theory
the Curriculum e Developing therapeutic
Nutrition for Wellness 3 and culturally
competent relations in
nursing
e Conflict and conflict
resolution
e Collaboration concepts
e Group dynamics
® Interviewing skills
e Health history interview
*Synergy in Nursing Practice: 2
Healthy People |
e Teaching health promotion
and wellness, e.g.
wellness clinics (prenatal
clinics), churches, food
banks, senior citizen
places, schools, daycare,
shelters
e Fvidenced based
practice applications
15 17

BOLD = University Core Courses

* = Clinical Course

Underlined = Nursing Courses
11/19/03; revised 12/11/03; 1/7/04; 3/2/04; 3/23/04;



150 | Synergy
Junior Senior
Concepts Fall CR | Concepts Fall CR
Courses Courses
llness across  Pharmacology 3 | Maximize Case Management 2
the lifespan Technologies in Nursing 3 | health e Collaboration
across
e Self-directed learning lifespan * Population-based health
modules (use of NAPs) care
coordinated with lliness |. Nursing Research 3
* Frontloaded with the use of )
assistive technologies, e.g., General Elective or 3
SimMan Creative Arts Core
e Basic to advanced Collaborative Care and 4
. . y i i g
Applied Pathophysiology | 3 Sysftems Th‘mkm
(taught by the SON) e Synthesis course
e Developmental patho.(e.g. * Case study format
diabetes across the e Chronic illness models
lifespan, i.e., gestational, e Chronic multisystem
Type 1 and 2, MODY, management
z);\jtem/c complications of -Vertically-integrated,
) wrap-around services)
Nursing Care of the Patient 3 e FEffects of illness and
Experiencing lliness | hospitalization of the
e Case study format individual on the family
e Acute illness/Acute exacer- and community )
bations of chronic illness * Nurse as the coordinator
) of care
e Systems failure ‘
e Pediatric disorders ‘ Egonom/c and .
reimbursement issues
e Obstetrical emergencies
*Synergy in Nursing Practice: 5
*Synergy In Nursing Practice: ~ 3+2 Management of Chronic
liness Aclross the Lifgsoan | liness Across the Lifespan
(community = 2 credits) (community = 2 credits)
e Acute care with integrated
clinical competencies
(acute care instructor
together on the clinical unit
with consultation with other
specialists)
e FEvidenced based practice
applications
17 17

BOLD = University Core Courses
* = Clinical Course

Underlined = Nursing Courses
11/19/03; revised 12/11/03; 1/7/04; 3/2/04; 3/23/04;
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Freshmen Sophomores
Concepts Spring CR | Concepts Spring CR
Courses Courses
Professional Ways of Knowing in Nursing 3 Science and A&PI 4
jalizati i ki art of health
SOC'a“Z?tlon * Critical thinking . Introductory Microbiology 4
Professional e Scientific method/logic Mind-body (BIOL 203/204)
ontology ) interplay
. e Intro to nursing process and Health Assessment of 4
(assignments theory Individuals and Community
within these . Evid based ¢
first level vidence-based practice o Adult
courses e Teaching/learning process o Older adult
will include e Concept mapping e Child
pomlmunityt e Cognitive/psychomotor/ e Pregnant woman
involvement) affective learning
e Community
e Use of technology
e Self-esteem Health Promotion 2
¢ Professi | e Health risk assessment/
Congepts of Professiona 3 behaviors
Nursing Practice
. s Mods! -developmentally based
ynergy Moae (asthma, depression, home
e History of nursing assessment, safety and
e Intro to professional nsg violence, obesity
-advocacy, agency, safety, e Cultural variations
quality, ethics, caring, legal, ® Health disparities
collaboration e Defense mechanisms
* Licensure e Stress and anxiety
* Nursing roles e Coping strategies
* Nursing organizations e Crisis intervention
Service Learning Strategies 1 e Threats to health in a
e Service learning criteria community
Imaginative Literature 3 * Ethical and legal issues
Transcultural Responses 3 *HSvrwlte}:qx/F)in Nlurlsli”q Practice:
. . \ p
to Diversity in Healthcare e eopie
) e Community/Project-based
Shaping of the Modern 3 o Normal assessment
World
e Schools, homes
e Fvidenced based practice
applications
16 16

BOLD = University Core Courses

* = Clinical Course

Underlined = Nursing Courses
11/19/03; revised 12/11/03; 1/7/04; 3/2/04; 3/23/04;
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Juniors Seniors
Concepts Spring CR | Concepts Spring CR
Courses Courses
liness across Community Health Concepts 3 Collaborative  General Elective or 3
the lifespan o Public health models wellness Creative Arts Core
(cont) ) —illness .
-Primary/secondary/ facilitation Role Preparation/ NCLEX 1
tertiary prevention and )
; Professional Concepts and 3
planning
" I Issues
-precede-proceed mode
P ) } P e Synthesis/case study
e Epidemiology approach
e (Capacities of communities e Nursing policy
e Building relationships with o Law
communities )
e Fthics
e  Community planning ) )
® Professionalism
e Disaster planning
« Bioterrorism, Synergy in Nursing Practice 5+2
(community = 2 credits)
Applied Pathophysiology II 3 e Capstone clinical course
e Continuation of AP |
e |nclude Psychopathology
Fundamentals of Statistics 3
Nursing Care of the Patient 3
Experiencing lliness Il
* Case study format
e Acute multi-system failure
including psychosocial care
*Synergy In Nursing Practice:  3+2
lilness Across the Lifespan Il
(community = 2 credits)
e Acute care/critical care
with integrated clinical
competencies
e Acute care/community
mental health
e FEvidenced based practice
applications
17 14

BOLD = University Core Courses
* = Clinical Course

Application to health within iliness

Chronic

Underlined = Nursing Courses
11/19/03; revised 12/11/03; 1/7/04; 3/2/04; 3/23/04;



The Synergy Model as a Framework for Nursing Curriculum | 1563

As the faculty became more comfortable with this model we began to see how this
model could also be used to reflect the combination of factors. For example, just as the
Synergy Model is predicated on the premise that patient outcomes are enhanced when the
nurses’ competencies are compatible with the characteristics or needs of the patient, when
applied in the educational system, that premise translates that student learning outcomes
are improved when faculty competencies are aligned with the learning needs of the stu-
dents. Just as there are three spheres of influence in the practice model: the patient, the
nurse, the system, so there are three spheres of influence on learning outcomes: the student
(motivation, talent, inquisitiveness, basic abilities), the faculty (their competence as teach-
ers and as clinicians), and the system (university resources, clinical access, the curricu-
lum). Figure 11.2 summarizes these variables within the spheres of the Synergy Model.

The Synergy Model for Nursing Education

Curriculum
Teaching Skill
Clinical Competence

Faculty

Educational

Program

Student

Motivation Student
Talent
Skills
Other

System

University resources
Clinical access
Opportunities

Figure 11.2. The Synergy Model in
Nursing Education

Characteristics of Patients

While the examination of the characteristics of patients was scrutinized during this time,
the role of these dimensions in the curriculum development was difficult to define. We
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looked at the possibility of having some “synergy” within the curriculum in pairing stu-
dent level of achievement of nurse competency with some levels of patient characteristics.
The outcome of that analysis was a general agreement that the nature of patient needs was
too interrelated to attempt to divide between courses. We also feared that in emphasizing
one patient characteristic over another, we ran the risk of fragmenting patients, or at least
minimizing the importance of holistic approaches to patient care.

That was a few years ago. Since that time we have developed a stronger sense of the
ways in which the needs of the patients guide student learning experiences. In the sopho-
more year of study, the patients tend to have more resources, are more open to learning,
and have a greater capacity to participate in their care. In the junior year, where the focus
is more on the acutely ill patients and their families, the full range of resources of the pa-
tient are challenged, as are the families’ abilities to compensate. In that context the use of
patient characteristics is more entwined with the overall evaluation of student learning.

Evaluation of Learning

The Synergy Model is also fully used by the students as they engage in self-evaluation
practices. The overall theme of the curriculum clearly documents what students should

be responsible for, and the level of learning that they should have achieved. Furthermore,
since all of the academic programming in the school uses the same basic framework, there
is good communication and idea sharing between and among the various elements of the
faculty.

The Synergy Model in Undergraduate and
Graduate Education

In rethinking our academic approaches to the model, it is interesting to note the differ-
ence between the uses of the model in the graduate program and the manner in which the
model is used in the undergraduate program. In the context of master’s education for the
specialist, it is very clear that the emphasis is on the nurses’ role in the various spheres of
influence. In all the clinical specialties at the master’s level the role of the nurse with the
patient is pivotal. However, in various specialties, the focus on the other spheres is vari-
able. For example, the school has a large and highly successful forensic nursing option at
the master’s level. In this specialty area the forensic nurse must collaborate and interact
with staff nurses in emergency rooms and other settings where crime victims turn for care.
Here the forensic expert has considerable work to do to guide the practice of the emer-
gency room nurse, who may not be an expert in sexual abuse or violent trauma. Therefore,
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in this specialty there is a high level of mentoring and collaboration between the forensic
nurse and the staff nurse (nurse — nurse). Finally, since the victim, and perhaps the perpe-
trator, may move into other highly complex systems, in addition to the health care arena,
it is necessary that the forensic nurse be able to guide them through these systems. Similar
comparisons could be made of nurses at the advanced level in other specialties.

In the undergraduate program, primary attention and concern is in the development
of the nurse characteristics that foster quality patient care outcomes. While the graduate
program entails the development of skill in each of the competency areas, there is more
concern about applying those competencies within the broader framework of the health
care system. Although many of the support courses in the undergraduate program seek
to develop within the student a broad perspective of the needs of the patient as a holistic
entity—whether conceptualized as an individual, family, group, or community—there is
substantially less attention to the larger context of health care delivery in this program
than in the master’s.

In sum, the faculty at Duquesne University School of Nursing has found the Synergy
Model to be an effective and meaningful framework for the organization of the under-
graduate and master’s programs. We are grateful for the work done by critical care nurses
in developing a model that has such broad application in the academic setting and that can
pave the way for the kind of “synergy” that needs to be fostered between the clinical and
the educational setting.
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N Nursing Staff
Development

Grif Alspach, RN, MSN, EdD, FAAN

Since its developmental inception over a decade ago, the AACN
Synergy Model for Patient Care™ has represented an enlight-
ened engagement in establishing not only theoretical, but actual
linkage between clinical nursing practice and patient outcomes
(Curley, 1996). The pivotal concept of this model portrays a pa-
tient-centered health-care system where patient and family needs
dictate the competencies nurses must have to meet those needs
(Edwards, 1999). Optimal patient care (quantifiable as patient
outcomes) may then be achieved when synergy exists between
patient needs and nurse competencies. This trio of interacting ele-
ments among the health-care system, the patient, and the nurse
can be viewed holistically to highlight their mutual relationships
(Curley, 1998).

One of the strengths of the Synergy Model is that it weaves
the threads of patient needs into the nurse competencies nec-
essary to meet those needs as a theoretical fabric. The model

applies an evidence-based backing derived from and validated
by bedside nurses that identifies the specific sets of patient and



nurse characteristics most salient to affecting the synergy sought in patient care (Muenzen,
Greenburg, & Pirrol, 2004). Patient and nurse characteristics, moreover, are portrayed not
as static attributes or absolutes, but as variable in nature and degree as the human condi-
tions each reflects. Although optimal patient outcomes require that the nurse be compe-
tent in all eight nurse dimensions, individual patients and their specific changing clinical
situations will influence which nurse competencies are most important at any particular
time. Just as each category of patient needs exists somewhere within a range of possible
scenarios, each of the nurse competencies is also viewed along a continuum.

Following its initial dissemination to the nursing community, the Synergy Model has
gradually gained increasingly wider audiences of nurses who acknowledge not only the
relevance of its message, but the elegance of its vision. In 2005, a workshop for precep-
tor development served as the venue for introducing the notion that the Synergy Model
could also be applied to the orientation component of nursing staff development (Alspach,
2005). The central thesis of this application was characterized in the following paired cor-
ollary, just as in the Synergy Model:

Optimal patient outcome can best be achieved when the patient’s
characteristics (expressed as need) are matched by the nurse’s characteristics
(expressed as competencies—see Figure 12.1). The corollary holds true
for a proposed Synergy Model for Orientation via Preceptorship—that
optimal orientation of new nursing staff can best be achieved when the
orientee’s characteristics (expressed as needs) are matched by the preceptor’s
characteristics (expressed as competencies—see Figure 12.2).

In 2006, this fundamental assertion regarding the relevance and transferability of

the Synergy Model to the orientation of new staff was extended to consider whether that
supposition maintained continuity and consistency when subjected to the same set of as-
sumptions that underlie the model (Muenzen, Greenburg, & Pirrol, 2004). Alspach (2006)
linked the nine assumptions guiding the Synergy Model to a corollary set of assumptions
guiding the proposed Synergy Model for Preceptorship (see Table 12.1). No conceptual or
practical issues were apparent in proposing these linkages and no refutations were offered
by those who responded to the solicitation for critique of the suggested linkages.
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=

Patients’
characteristics

Nurses’
competencies

Figure 12.1.  Synergy Model.

a

Preceptee
characteristics

Preceptor
Preceptor characterstcs‘

Figure 12.2. Alspach’s proposed Synergy
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presented at 2005 AACN National Teaching Institute, New Orleans, LA; May 2005.
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Table 12.1.  Assumptions guiding Synergy Model applications.

AACN Synergy Model for Patient Care Alspach’s Proposed Synergy Model for
Preceptorship

1) Patients are biological, psychological, 1) Preceptees® are biological, psychological,
social, and spiritual entities who present social, and spiritual entities who present at

at a particular developmental stage. a particular developmental stage. The whole
The whole patient (body, mind and preceptee (body, mind, and spirit) must be
spirit) must be considered. considered.

2) The patient, family and community 2) The preceptee and community contribute to
all contribute to providing a context for providing a context for the preceptor-
the nurse-patient relationship. preceptee relationship.

3) Patients can be described by a number 3) Preceptees can be described by a number of
of characteristics. All characteristics are characteristics. All characteristics are
connected and contribute to each other. connected and contribute to each other.
Characteristics cannot be looked at in Characteristics cannot be looked at in isolation.
isolation.

4) Similarly, nurses can be described on a 4) Similarly, preceptors can be described on a
number of dimensions. The interrelated number of dimensions. The interrelated

dimensions paint a profile of the nurse. dimensions paint a profile of the preceptor.

5) A goal of nursing is to restore a patient 5) A goal of orientation is to insure the preceptee
to an optimal level of wellness as demonstrates an optimal level of competency
defined by the patient. Death can be an  as defined by the hospital. Rescinding an
acceptable outcome, in which the goal offer of employment can be an acceptable
of nursing care is to move a patient outcome, in which the goal of preceptorship
toward a peaceful death. is to move preceptee toward an alternative

position or employer

6) The nurse creates the environment for  6) The preceptor creates the environment for the
the care of the patient. The environment  orientation of the preceptee. The environment
of care also affects what the nurse can of the orientation program also affects what
do. the preceptor can do.

7) There is interrelatedness between 7) There is interrelatedness between impact
impact areas, which may change as the areas, which may change as the experience,
experience, situation, and setting change. situation, and setting change.

8) The nurse may work to optimize out- 8) The preceptor may work to optimize outcomes
comes for patients, families, health- for preceptees, health-care providers, the work
care providers, and the health-care unit, and the health-care system.
system.

9) The nurse brings his or her background 9) The preceptor brings his or her background to
to each situation, including various levels  each situation, including various levels of
of education/knowledge and skills/ education/knowledge and skills/experience.
experience.

From Alspach, J.G. (2006). Extending the Synergy model to preceptorship: A preliminary proposal. Critical Care Nurse.
26(2): 10-13. Reprinted with permission.
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This chapter will further the proposal that the Synergy Model can be readily applied
to not only the relationship between a preceptor and orientee during the orientation pro-
gram, but how this framework can be used to realign all major elements of staff develop-
ment, to sharpen the specific focus of staff orientation programs, and to describe how the
preceptor’s role and preceptor development programs would be modified by this integra-
tion. As a prelude to that discussion, some background related to terms and traditional
approaches to relevant aspects of staff development are needed.

Staff Development

The American Nurses Association (ANA) defines nursing professional development as “the
lifelong process of active participation by nurses in learning activities that assist in devel-
oping and maintaining their continuing competence, enhance their professional practice,
and support achievement of their career goals” (ANA, 2000, p. 4). The activities encom-
passed by nursing professional development include the three potentially overlapping
domains of academic education, staff development, and continuing education. In contrast
to undertaking academic courses towards completing a degree or other academic program
or pursuing any form of systematic learning that might enrich a nurse’s general knowledge,
attitudes, or skills, the term staff development refers more specifically to employer-spon-
sored and/or —provided educational programs related to the work setting. These activities
comprise orientation, in-service education, and continuing education programs (ANA,
2000).

Orientation introduces new staft to the culture, philosophy, goals, policies, role expec-
tations, and other elements required for functioning effectively in a particular work set-
ting; verifies the competency of newly hired staff to function in their assigned role, on their
assigned work setting, and assists in socializing new staff into the workplace. In-service
education assists nurses in maintaining and continuing to develop their job-related com-
petence throughout the duration of their employment and, within staff development, con-
tinuing education affords learning that may enrich any nurse’s professional career (ANA,
2000).

Reconceptualizing the Purpose of Staff Development
Programs

If synergy is to be achieved between the patient and the nurse providing care for that pa-
tient, then the nurse-patient relationship must remain the focal point not only for nurses
who provide direct patient care, but for those who practice nursing in complementary
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spheres of professional responsibility such as staft development, management, administra-
tion, or research. Within this patient-centered context, then, application and integration of
a Synergy Model framework into nursing staff development would affect the following:

* The primary purpose of orientation would no longer culminate in socializing new
staff, familiarizing them with the nuances of their new employer, or even with veri-
fying their competence to do the jobs for which they have just been hired. Rather,
the primary purpose of orientation within the Synergy Model would incorporate
and extend beyond these traditional outcomes to capture the patient as well. Within
the Synergy Model, then, the primary purpose of orientation is verifying that the
newly hired nurse actually provides nursing care that meets the behavioral criteria
included at level 1 of the nurse competencies (see Figure 12.3). The focal point for
orientation thereby shifts from the nurse to the nurse-patient interactions that rep-
resent those of a nurse at the competent level (Level 1) of nursing practice.

Clinical Judgment
Advocacy Moral Agency
Caring Practices
Clinical Inquiry
Collaboration

Facilitation of Learning
Response to Diversity

Systems Thinking

Figure 12.3. Primary purpose of
orientation within the Synergy Model.

* The primary purpose of in-service education would lengthen its focus commensu-
rately, shifting its emphasis from not only assisting nurses in maintaining and en-
hancing their job-related competence, but extending these concerns to furthering
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the nurse’s professional development from Level 1 through Levels 2 and 3 along the
practice continuum for each nurse competency identified as essential to providing
optimal patient care.

¢ The primary purpose of continuing education would, in kind, advance beyond
forms of organized learning that augment the nurse’s professional career to learn-
ing that enhances any of the nurse competency areas that contribute to provision of
optimal patient care.

Before leaving these points, it is important to clarify that the changes in staff devel-
opment that evolve from its integration into a Synergy Model approach to patient care
neither suggest nor imply that the traditional focus of staff development on augmentation
of the nurse’s knowledge, attitudes and skills is in any way erroneous, deficient, or misdi-
rected. To the contrary, optimizing the competence that the nurse brings to every patient
care situation is precisely the objective desired. The enlightenment on this issue owing to
the Synergy Model framework is its illumination of two considerations that might other-
wise be overlooked:

1. Unless nurses actually evidence the enhanced capabilities afforded through staft
development programs in their interactions with patients, such learning will not
contribute to optimal patient care and no synergistic effect will be forthcoming;

2. Although a multitude of nurse competency areas might be enhanced by staff de-
velopment and thereby improve the quality of patient care, to date only eight have
been systematically and scientifically verified to do so. Unless one or more of those
nurse competency areas is augmented, there is little evidence to suggest that the
synergy sought between nurse and patient will be realized.

Sharpening the Focus of Orientation

With the Synergy Model now extending the reach of orientation to embrace the nature and
quality of the nurse-patient relationship in all competency areas identified as relevant, a
number of other facets related to the orientation process will require refocusing in order
for the targeted end-point of synergy to be reached. Some of the manifestations of this im-
proved visual acuity for orientation could include the following:

Within the Synergy Model, then, the primary purpose of orientation is verifying that
the newly hired nurse actually provides nursing care to patients that meet all of the behav-
ioral criteria included at level 1 of the nurse competencies. The focal point for orientation
thereby shifts from the nurse to the nurse-patient interactions that represent those of a
nurse at the competent level (level 1) of nursing practice.
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Education

Academic
Education

Nursing Professional Development

Figure 12.4. Traditional framework of

nursing staff development.
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Figure 12.5. Alspach’s framework of nursing
staff development within the Synergy Model.
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o Reconstructing the traditional organizational framework for nursing staff develop-
ment to one more consistent with the Synergy Model. A preliminary example of a
framework for nursing staft development within the Synergy Model is suggested in
Figure 12.4. A preliminary example of a framework for nursing staff development
within the Synergy Model is suggested in Figure 12.5.

o Operationally relocating traditional components of the orientation process into the
reconstructed framework ~ e.g.,

o Traditional emphasis on assessment and verification of the nurse orientee’s
clinical competency as well as validation that their direct patient care is con-
sistent with facility policies and procedures as well as with accrediting, regu-
latory, and statutory requirements, and related imperatives could be largely
relocated under the nurse characteristic of Clinical Judgment;

o Traditional requirements not related to direct patient care, such as fire and
electrical safety, response to natural or man-made disasters or chemical or
biological incidents, can be located within whichever competency area is
most fitting- e.g., Collaboration, Systems Thinking, etc.

o Traditional emphasis on socializing new staff into the workplace could be
relocated under the nurse characteristic of Collaboration and/or Response to
Diversity.

o Traditional emphasis on introducing new staff to the culture, philosophy,
goals, role expectations, and other elements unique to a particular work set-
ting may be relocated to whichever nurse characteristic they most suitably

fit- e.g., Systems Thinking, Advocacy/Moral Agency, Response to Diversity,
and the like.

o Providing any necessary instructional support in Synergy Model elements to all
nurse orientees- e.g.,

 An introduction to the Synergy Model with description of its implications
and adoption at that facility

o Definition and explanation of the patient characteristics and their tri-level
continuum along the health-illness spectrum

o Definition and explanation of the nurse characteristics and their tri-level con-
tinuum along the nursing practice spectrum

o Explanation of how the model is evidenced and experienced throughout
orientation, in-service, and continuing education offerings, as well as in sub-
sequent employment issues such as performance appraisals and clinical ad-
vancement procedures at that facility
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o Adding any neglected Synergy Model elements to appraisal segments of the orien-

tation program- e.g.,
o Insuring that orientee assessments and evaluation procedures include all
nurse competency areas

o Insuring that completion of orientation requires all staff nurse orientees to
demonstrate all behavioral criteria listed at nursing practice Level 1 (Compe-
tent) for all nurse competencies

Providing any necessary instructional support in Synergy Model elements to all
nurse orientees- e.g.,

o An introduction to the Synergy Model with description of its implications
and adoption at that facility

Curriculum design, content distributions and time allocations for the orientation
program might also be influenced by the same research originally targeted for de-
termining content distribution in the AACN Certification Corporation’s CCRN
certification exam. Since the most recent survey of nursing practice in critical care
determined that the great majority of critical care nursing time is expended in
activities related to the Clinical Judgment competency area, 80% of content in the
CCRN examination is targeted to that area, with the remaining 20% distributed
among the remaining seven nurse competencies. Although the composition and
circumstances of nurse orientees at a given facility would surely affect those alloca-
tions, the relative importance of various content areas gleaned from the Synergy
Model would afford nurse educators with a good starting point for decision-making
related to the relative proportion of instructional and evaluation times during the
orientation program that should be planned for each of the various nurse compe-
tency areas.

The evaluation tools (e.g., checklists or comparable means) used for documenta-
tion of an orientee’s progress in completing orientation would also need revision to
ensure that these devices reflected not merely a long enumeration of the new hire’s
knowledge, attitudes, and skills. Since orientation using the Synergy Model encom-
passes the nurse’s actual interactions with the patient, then “successful completion”
of orientation requires that the newly hired nurse demonstrates patient care consis-
tent with all of the behavioral criteria included at Level 1 of the nurse competencies.
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Synergy Integration into the Preceptor’s Role

Preceptors have two primary spheres of responsibility: orientation and integration of new
staff (Alspach, 2000).

1) Orientation ~ Preceptors are responsible for assisting the newly hired nurse to
complete the orientation process for their designated position as well as to their
assigned patient care unit, including both the unit’s physical features as well as its
formal policies, procedures, operations.

2) Integration ~ Preceptors are responsible for facilitating the professional and social

integration of new staff members with their colleagues, coworkers, and with the for-

mal and informal culture and mores of the work setting.

In fulfilling these responsibilities, preceptors serve in three primary roles (Alspach,
2000; see Figure 12.5):

Preceptor Roles

1 Role Model
2 Socializer

3 Educator
+ Assessor
* Planner
* Implementor

- Evaluator

Figure 12.6. Primary preceptor roles.

© 2005 JoAnn Grif Alspach. Adapted from: Alspach,
Grif. Preceptor Empowerment #101 and #102.

Mastery Session presented at 2005 AACN National
Teaching Institute, New Orleans, LA; May 2005.

1) Role model: wherein the preceptor personally exemplifies how the orientee is ex-
pected to carry out the duties associated with their designated position in their as-
signed work setting.

2) Socializer: wherein the preceptor welcomes and facilitates the new staff member’s
integration with their peers, coworkers, and employer.
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3) Educator: wherein the preceptor provides instructional support to the orientee by
enacting any or all of the following subroles:

Assessor of orientee’s learning needs related to orientation outcomes
Planner of learning experiences for the orientee
Implementer of learning plans and activities

Evaluator of the orientee’s job performance

As changes are instituted in the orientation program, the preceptor’s roles will not nec-
essarily need modification to accommodate the program changes. The most direct influ-
ences that enveloping orientation within a Synergy Model framework would likely impose
on the preceptor’s roles and responsibilities include:

* Reflection among current preceptors regarding how institution of a model of pa-
tient care based on the Synergy Model influences nursing practice at their facility
(in general), on their patient unit (in particular), and in their orientation program
for new staff (in detail).

* Rethinking their personal perspective on the role of a preceptor to enable shifting
from the traditional emphasis on imparting information, teaching clinical proce-
dures, demonstrating role execution, and validating the orientee’s knowledge, at-
titudes, and skills to verifying that the orientee actually applies these capabilities in
providing patient care on their assigned unit.

* Anticipating the need to provide considerable additional support to new graduates
in making the transition from knowledge acquisition, task management, and skill
mastery to transfer these elements into hands-on patient care.

* Ensuring that orientee appraisals and competency verification procedures include
documentation of the orientee’s performance of all Synergy Model nurse character-
istics at least the Competent (Level 1) performance for each.

* Providing, reinforcing, and augmenting any background instruction related to the
Synergy Model patient and nurse characteristics that were not included in system-
or facility-wide central staff orientation programs.

Synergy Integration into Preceptor Development
Programs
In addition to adding the above elements to the existing preceptor development program,

adoption of a Synergy Model framework for nursing will likely require enhanced emphasis
on two specific facets of those programs:
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1. Assessment and evaluation of orientees ~ health-care facilities will need to de-
termine how they wish to restructure their orientation programs via the Synergy
Model. In so doing, each facility will need to make decisions regarding the specific
behavioral criteria they will employ for both appraising and evaluating new staff in
each of the nurse characteristics. Many facilities will likely both incorporate the be-
havioral criteria already stipulated by AACN and add others to meet local, regional,
or regulatory mandates. Although all facilities will have pre-existing requirements
of orientees for competency areas related to Clinical Judgment and Facilitation of
Learning, many may currently lack comparable appraisal criteria for areas such as
Advocacy and Moral Agency, Systems Thinking, or Clinical Inquiry. The preceptor
will need to use whatever criteria the facility determines for this purpose, so any
issues or problems with clarity, ambiguity, interpretation, or documentation related
to those criteria should be ironed out before the new preceptor actually begins
working with new staft.

2. Instruction ~ For any new staff that need instructional support for meeting ex-
pectations related to the nurse competencies, prospective preceptors will need to
know how to provide any necessary instruction in these areas. At some point in the
future, academic nursing programs may well provide this foundation for student
nurses, but until then, orientation programs and preceptors will need to provide
any necessary supplementation. As a result, preceptors will need instruction on
how to teach not only the more familiar aspects of Clinical Judgment such as criti-
cal thinking, but on how they can effectively and efficiently teach less familiar prac-
tice areas such as Caring Practices, Advocacy, Collaboration, Clinical Inquiry, and
Systems Thinking.

Summary

As the Synergy Model continues to gain pre-eminence in clarifying the beneficial rela-
tionship between nursing practice and optimal patient outcomes, its applications to other
nursing functions such as management, administration, staff development, and research
become increasingly apparent and visible. This chapter describes a natural and seamless
integration that can be achieved between the Synergy Model and nursing staff develop-
ment that complements the former by transforming the latter into a consistent execution
of nursing functions that maintains the primacy and quality of nurse-patient interactions
as its centerpiece.
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Introduction

Change in health care as a microcosm of the broader universe is
occurring at a rate that makes it almost impossible to keep up.
Mechanisms for delivering service, generating relevant products/
processes and reconfiguring systems are becoming increasingly
complex. Seemingly some of the most formidable characteristics
of these systems are that they are inherently uncontrollable and
unpredictable, thereby requiring new models and approaches for
responsive intervention. For example, concepts such as shared
leadership, healing sanctuaries, servant leadership, communities
of caring, and self-managed work teams are evolving in support
of values related to patient/family centrality, customer-focused
behavior, process improvement, lean thinking, safety, and high-
quality clinical/behavioral outcomes.

One of the key problems is that past approaches to leading,
managing and learning are far less relevant in environments char-

acterized by values associated with newer knowledge about how
change occurs and how individuals think and behave (e.g., Green-



leaf, 1996; Goleman, 1998; Porter-O’Grady & Malloch, 2003). In particular, traditional cus-
toms about teaching/learning with regard to aims, content, and methods may now serve

as impediments to organizational growth and understanding of models of transformation.
The content of transformation requires a movement away from industrial/linear thinking
toward a focus on integration, outcomes, flexibility, responsiveness, holism, contingency
thinking, and anticipatory openness to possibility.

The AACN Synergy Model for Patient Care™ provides a framework for nursing prac-
tice driven by the needs and characteristics of patients and the demands of the health-care
environment predicted for the future. The fundamental premise of the model is that patient
characteristics drive nurses’ competencies. When patients’ characteristics and nurses’
competencies match and synergize, patients’ outcomes will be optimized. This paradigm
is extraordinarily relevant and elegant in that it assumes professional accountability and
authority for a clearly articulated set of competencies that vary in light of patient require-
ments. Moreover, those competencies represent contemporary nursing practice and reflect
a dynamic integration of wisdom, experience, values, and knowledge. As such, the model
provides a compelling perspective when compared with prior approaches that didn’t ad-
equately account for the ever-increasing complexities manifested by patients in contexts
marked by variability and unpredictability.

Transformational Clinical Education

As health care and nursing organizations mobilize to design and implement products and
processes that demonstrate relevance to the principles and assumptions noted above, it is
apparent that there exists a growing dissonance between what is required in the clinical
world and that which is incorporated in educational programming. From the perspective
of academic nursing, it has been my experience that curricular relevance and integrity are
only enhanced when faculty and clinical nursing leaders (e.g., administrators, managers,
clinical educators, advance practice nurses) engage in mutual, ongoing, regularly sched-
uled, honest, participative dialogue/discourse about evolving realities and operational
standards/phenomena in practice. In a fully realized, mutual partnership, this dialogue
rests within legitimate venues of authority and governance. That is, clinical representatives
routinely participate in established academic committee venues. Conversely, academic fac-
ulty must necessarily partner and participate in similar clinical governance structures. In
addition, new partnership models that proactively and substantively link clinical instruc-
tion activities with actual practice and team membership/participation are essential for
transforming student development from distanced/simulated instructional activity to fully
engaged learning.
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New paradigms of change should influence processes that impede or delay opportuni-
ties for innovation. It is imperative that creativity, knowledge utilization, responsiveness
and openness prevail as normative behavior and expectations in the “new age” As bench-
marking related to expected outcomes of clinical performance is the industry standard for
measuring organizational value, so must we apply similar constructs of expected, predict-
able, reliable, measurable outcomes with respect to educational productivity. Organiza-
tions, whose means of survival and growth depend on high quality clinical practice that is
tailored and responsive to customers’ needs and expectations, are increasingly taking on
greater responsibility for workforce development. In addition, there is substantive variabil-
ity in quality and performance of entry-level graduates. Thus, it behooves us to carefully
engage in the examination of educational outcomes from a perspective that represents the
best thinking of both academic faculty and clinical practitioners.

Even assuming that greater educational synergy will be accomplished in the near term
by implementing enhanced opportunities for interactive dialogue and instructional rede-
sign between academic and clinical partners, there will always remain the requirement for
ongoing educational intervention in our practice settings. First and foremost, the transi-
tion from an academic setting to the practice arena is monumental. Pace, volume, and acu-
ity provide the context for new learning and application of principles in real time. Com-
plexity and variability in processes, environment, and personnel further complicate one’s
trajectory for learning, whether one is new to the profession or new to the organization.
Unreasonable expectations for contribution and productivity may add to the “mixture” of
risk and insecurity. Growing realization that one has actual authority for a defined scope of
practice and is accountable for patient outcomes can provoke a sense of personal distress
about limited capacity or evoke a crisis of trust about others and their level of competency
or support. In any instance, the implications for learning and development are as complex,
variable and/or demanding as are the prevailing context and related content.

From the perspective of clinical nursing practice, it is my experience that common im-
plications for educational programming are characterized by the need for breadth, depth,
continuity, responsiveness, regulatory sensibility, flexibility, 24/7 availability, just-in-time
requirements, etc. More importantly, the utilization of a conceptual model to provide in-
frastructure that decreases variability among nurses in any functional capacity is central
to set a firm direction about where an enterprise needs to go (Kerfoot, Lavandero, Cox,
Triola, Pacini & Hanson, 2006).

Whether one engages in direct patient care, serves in a management role, educates
staff, participates in the work of inquiry, and so on, the motivation for productivity and
evaluation of success is driven by the understanding of patient-nurse centrality as embod-
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ied in the Synergy Model. Tenets of the model further assume and prescribe that perfor-
mance and role expectations of nurses practicing therein are living a professional reality.
That is, behavioral characteristics embodying clinical judgment (incorporating things such
as wisdom, reasoning, intellectual capacity, innovation, and so on), clinical inquiry, caring
practices, and response to diversity (broadly defined as advocacy/moral agency, facilita-
tion of learning, collaboration, system’s thinking) reflect a cadre of competencies essential
to meeting patient needs. These are not the tenets of ritualistic, task-focused practice.
Furthermore, patient characteristics are identified and reflect an integration about manifes-
tations that necessarily drive/predicate a professional response. Characteristics of vulner-
ability, resiliency, stability, complexity, predictability, and so on are not routinely managed
from a stimulus-response perspective, nor are they adequately addressed by providers
practicing within a hierarchical, maternalistic/paternalistic scheme of intervention. Rather,
the underlying assumption is that patients/families are not bystanders or passive recipients
of one-size-fits-all care—they are actively engaged participants in care and decision-
making.

Further study and analysis of the model reveals opportunities and options for revolu-
tionizing conventional approaches to education in clinical settings. Current practice often
focuses on accomplishing regulatory mandates/requirements that may serve to justify the
utilization of methods that have very little to do with professional development. Indeed,
practice reality requires intervention, documentation and validation of certain mandates,
but is that all there is? In a clinical environment shaped by Synergy, that certainly is not all
there is. Synergy is prescriptive for an approach that moves beyond requirement to pos-
sibility.

With Synergy; it is no longer acceptable to view a group of newly hired RN as a col-
lection of people conveniently clustered together for the purpose of “giving them what
they need” Nurses manifest different strengths and needs with respect to each of the char-
acteristics. Thus, models of learning needs assessment need to be reconfigured in light of
nurse attributes conceptualized on a continuum (vs. a dichotomous interpretation of com-
petence). Integration of the concept of safe passage (Curley, 1998) necessarily implies that
the trajectory of orientation, learning, and ongoing development must be shaped by the
reality of patient-focused phenomena and outcomes. Differentiated practice and support
of professional development requires ongoing competency-based educational program-
ming that facilitates skill development characterized by judgment, intellect, and contri-
bution. Transformational learning experiences require approaches and methods beyond
traditional means of lecture and demonstration. Experiential learning occurring under the
guidance of well-prepared clinical coaches or preceptors will facilitate the development of
proficiency and expertise.
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Application of the Synergy Model to Clinical
Nursing Education

The journey to educational reformation and transformation can be unequivocally shaped
by the Synergy Model. Assumptions about key elements of educational processes and
products should necessarily parallel constructs embedded in the model. For example, job
documents of clinical educators and education specialists can be configured in terms of
the nurse characteristics. Behaviors and criteria for performance evaluation should be
described in terms of clinical judgment, clinical inquiry, caring practices etc. For example,
the work of clinical judgment as manifested by an education specialist would incorporate
high level intellectual expectations around the processes associated with teaching/learning:

Demonstrate excellence in educational practice through systematic
assessment of learning needs of clinical and educational staff, analysis

of data/evidence, prioritized planning in accordance with strategic
directives, curricular design congruent with current and projected
benchmarks of excellence, implementation of instructional methods
consistent with broad organizational requirements and learner needs, and
evaluation of outcomes in terms of contribution to organizational aims,
vision and directives.

The characteristic of clinical inquiry demands that an education specialist would:

Incorporate pertinent nursing, patient care and/or educational research
into staft development programs and materials; conduct evaluation
research to determine the effectiveness of educational programs to

meet desired clinical, service, people, and fiscal outcomes; analyze and
evaluate educational structures, processes and outcomes in accordance
with national standards and benchmarks and implement change
processes that positively impact expected outcomes; apply performance
improvement methods to continuously enhance programmatic impact
and contribution to strategic aims; mentor staff in the use and application
of valid and reliable methods to evaluate competency and performance.

These are but two examples of how educator job expectations can be delineated using
the nurse characteristics of the Synergy Model as an organizing framework.

In addition, it is critical that practice be differentiated between masters-prepared
specialists and clinical educators. Expectations related to leadership and expertise in
assessment, curricular design, program management, outcomes analysis, and testing/



176

Synergy

measurement/evaluation must be incorporated in the specialists’ job document. Educa-
tion specialists should also be charged with ongoing development and coaching of clinical
educators in the application of standards of practice for nursing professional development.
They would serve as “master teachers” Non-masters-prepared clinical educators generally
manifest extraordinary readiness and competence in implementation of educational prod-
ucts and processes at a grass roots level. Furthermore, assessment of clinical educators’
performance must necessarily be defined in terms of safe passage. That is, the trajectory
of learning within the timeframe of orientation is conceptualized as a highly interactive
partnership among the orientee, the preceptor, and the clinical manager. Charged with
oversight of these triads, the clinical educator must intervene with one, or any, or all of the
participants to guarantee a safe passage for healthy learning during this critical period.

Patient characteristics can also serve as operational descriptors for learners. As educa-
tors, we should take the position that learners vary across the same dimensions as patients.
Thus, mechanisms for assessing learning needs could be reconfigured in recognition of the
fact that resiliency, vulnerability, complexity, etc. are detectable manifestations for all kinds
of recipients of nursing intervention, including nursing orientees and others engaged in
programs of learning. It is also hypothesized that utilization of “ranking” on a continuum
(vs. dichotomous assessment of task accomplishment) will provide more useful baseline
data for ongoing developmental planning.

Orientation

Traditional models of orientation customarily provide newly hired employees with a sub-
stantial volume of required information early on. Variations on this theme have incorpo-
rated web-based/online validation options, self-study programs and other approaches for
orienting individuals to a wide variety of regulatory/mandatory requirements. It has been
my observation over many years and across several organizations that a common view
seems to be that we have a captive audience of learners and a lot of information to “give”
them, so let’s plow through it all and get it “over with” I can’t begin to recall how many
times I've heard the suggestion: “Well, we can add that to orientation when we've got them
all together” Any clinical educator or preceptor can easily describe the glassy-eyed look of
orientees after a week of being on the receiving end of content saturation and high-volume
skill/competency validation.

Clearly there is evidence in the literature that many organizations are applying new
approaches, content, and methods for evaluating orientees and outcomes of these impor-
tant programs. The concern is that we are approaching a level of hypervigilance when it
comes to issues of regulatory compliance and mandatory education. Progression toward
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clinical transformation and fully realized professional practice will not occur if educational
resources are stacked so predominantly toward accomplishing these limited, though es-
sential aims. Critical distinctions need to occur in curriculum design from the outset. For
example, tenets of educational theory combined with standards for professional develop-
ment would necessarily limit early orientation content and methods around a focus of
what is essential and necessary to know. Attention to patient safety, cue recognition repre-
senting impending crisis, and need for support, and resource availability (e.g., delegating
up to supportive/knowledgeable colleagues) provide direction for inclusion and exclusion
of relevant content. The implementation of orientation should be a temporally organized
experience with provision for coordinated/planned interface between didactic and clinical
instruction. Mutuality and learners’ needs must drive teacher interventions. When there
is synergistic interaction, learning outcomes will be enhanced. It is also essential that we
begin to substantively adopt the “commandment” that orientation does not conclude on
the day that an individual is “counted into staffing” Current economic models that drive
orientation have obliterated most sensibility about assuming a developmental posture in
our relationships with new employees. It seems that if someone doesn't “hit the ground
running” at the conclusion of some arbitrary time frame, the inference is that there is
something wrong with the individual. Notwithstanding the likelihood that we have as-
signed the new employee to an off-shift with limited resources related to educational or
developmental support. Having said that, and clearly understanding that there is a require-
ment for fiscal responsibility, the notion of orientation redesign should take into account
the need for dedicated, periodic interventions that will continuously facilitate professional
growth and development in our settings. This position is derived from and substantiated
by the work of Benner and her colleagues (Benner, 1984; Benner, Tanner & Chesla, 1996;
Benner, Hooper-Kyriakidis & Stannard, 1999) who have so clearly documented the trajec-
tory of skill and knowledge acquisition for nursing.

The Synergy Model provides an infrastructure that has a high degree of utility for
orientation redesign. For example, by using the constructs of safety and safe passage, early
orientation, weeks 1-4, would be dedicated to accomplishing those essential competencies
and tasks that preserve the safety of patients and prepare the nurse to function within the
context of a new setting. As nurses have accumulated some operational experience in their
new setting or role, the next phase of orientation, weeks 5-12, should provide individuals
with opportunities to debrief and develop their practice around principles embedded in
the patient side of the Synergy Model. The overall aim would be to support nurses as they
apply and utilize the model in practice, especially as it relates to patient/family manifesta-
tions of the characteristics. A conscious shift in focus, away from task and procedure, to-
ward seeing the nuances of the patient/family through the lens of resiliency, vulnerability,
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stability, complexity, etc. facilitates the development of a lived practice that is patient-centric
in essence. A third phase of orientation, week 12 or thereafter, would provide individuals
with an opportunity to come to understand the opportunities for professional development
or advancement within their organization. The aim would be to provide nursing staft with
useful and appropriate developmental tools to accomplish performance expectations and
achieve professional success. The nurse side of the model would provide the organizing
framework for this phase of orientation.

Professional development

The American Nurses Association (2000) has outlined the scope and standards of practice
for nursing professional development. Several philosophical statements direct one to inter-
pret that the creative work of professional development requires a substantive commitment
far beyond obligations associated with meeting regulatory or task-focused requirements.
The work of facilitating the development of fully engaged nursing professionals transcends
a notion of something “nice to do,” to something essential and necessary to do. In addition
and as noted previously, the acquisition of skill and knowledge in a clinical practice setting
as described by Benner and her colleagues (Benner, 1984; Benner, Tanner & Chesla, 1996;
Benner, Hooper-Kyriakidis & Stannard, 1999) requires ongoing developmental interven-
tion as one progresses through the stages of early practice, competency, proficiency, and
expertise. Again, the Synergy Model provides an exemplary framework for designing and
implementing a comprehensive educational approach to support the progression and ad-
vancement of nurses in an environment that recognizes and rewards differentiated practice
and clinical leadership.

Using the eight nurse characteristics (i.e., clinical judgment, clinical inquiry, caring
practices, response to diversity, advocacy/moral agency, facilitation of learning, collabora-
tion, system’s thinking), one can conceptualize and construct an educational program that
integrates knowledge development that can only be acquired by being in the presence of
patients and families and that which can be enhanced or facilitated using didactic methods.

If one considers the development of clinical judgment, caring practice, and agency for
example, it is hard to think that skills such as those are honed in any type of artificial set-
ting. Rather, the development of clinical wisdom, skill of involvement, engagement, and
advocacy evolve by being present to patients/families while being guided and nurtured by
other nurses who practice at a proficient or expert level. For example, advanced beginners
live in a world of insecurity and concern about the adequacy of their performance overall.
They can be assisted by offering opportunities to review and contemplate over situations
that did not go particularly well. It is imperative that advanced beginners work in environ-



The Synergy Model: A Framework for Professional Development and Transformation | 179

ments where they feel secure asking questions. In order to maintain a safe clinical experi-
ence for patients, it is essential that beginners’ inexperience not be judged as personal
inadequacy, but recognized as an expected phase in the development of clinical judgment.
Most hazardous to patients are those environments which are interpersonally threaten-
ing, which punish early mistakes, or set up barriers to the free exchange of questions from
advanced beginners. Despite the reality that “official” orientation may conclude after four,
six, eight, ten, or twelve weeks, it is crucial to sustain some type of coaching relationship
for at least six months. Giles and Moran (1989) discovered that the option of maintaining
a recognized relationship between each advanced beginner and one experienced nurse for
the full duration was most efficacious.

The journey to competency, proficiency, and expertise around the aspects of judgment,
caring practice and advocacy also require unique developmental opportunities. Benner et
al. (1996) suggest that new kinds of staft development be implemented for nurses who are
becoming proficient. Narratives of learning told in small groups that focus on changing
one’s perspectives and expectations in a clinical situation can be very instructive and sup-
port the advancement of skill development in problem identification and responsiveness
to salient patient manifestations. It is important for the individual who leads this type of
intervention to publicly sanction the learner’s recognition of changing clinical relevance
and legitimize the correlated thinking as being astute and flexible. This is a very different
instructional stance than being critical that the individual had the incorrect perception
or plan from the outset. Instead the developmental and instructional work is to flesh out
the thinking and judgment exhibited by the nurse that ebbs and flows with evolving and
changing clinical data.

Perhaps the most important consideration in facilitating learning with competent or
proficient nurses is the reality that one’s authentic engagement, support, acceptance and
receptivity can actually contribute to the individual’s formation around moral agency. Ben-
ner, Tanner, and Chesla (1996) tell us that this is a very powerful obligation and the work
of assisting nurses to know what things can and cannot wait has substantive implications
for the well-being of patients and families. In all, it is essential to recognize that profession-
al development around the constructs of judgment, caring and agency requires personal
investment, coaching and sophisticated just-in-time interventions that occur in direct
response to the manifestation of clinical phenomena as experienced by the learner. This
is not the “stuft” of textbooks and classroom instruction. However, these skills will not be
developed randomly either. Rather, models of ongoing clinical development using distinct
instructional methods that occur in the lived experience of practice are required to evolve
a cadre of nurses who demonstrate expertise around the critical characteristics of clinical
judgment, caring practice, and agency.
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When one considers the nurse characteristics associated with inquiry, response to
diversity, facilitation of learning, collaboration, and systems thinking, it is conceivable to
think that one could construct a developmental curriculum that enhances key skills associ-
ated with these domains of practice. The focus of this type of instruction would serve to
facilitate the enhancement of competencies related to professional contribution and lead-
ership at the unit level. In an informed and progressive nursing culture, concepts related to
authentic professionalism, transformation, authority, and accountability for practice and
clinical leadership would necessarily infuse the developmental program.

While at Clarian Health Partners, Inc., the Synergy Curriculum was designed for reg-
istered nurses who elected to apply for promotion within the Clinical Advancement Pro-
gram (CAP). The prevailing aim of this sequence of modules (courses) was to enhance the
development of proficient practitioners who would assume positions of clinical leadership
in the domain of clinical practice (versus management or education). This curriculum pro-
vides an example of a model whereby the Synergy nurse characteristics were used to orga-
nize a professional development program that extended beyond the confines of orientation
and served to enhance the development of nurses in various stages of practice. By design,
classes were offered during all shifts and on weekends so that all nurses could elect to par-
ticipate. Certain course elements and some of the modules had online options for comple-
tion. Managers were free to use the curriculum as a tool for individualized professional
development and/or encouragement. Interactive methods, small class size and utilization
of the seminar format were incorporated to enhance opportunities for dialogue and active
learning processes. Modules were configured as follows:

Enhancing coaching and effective commmunication skills
in the peer review process

¢ Differentiate among the concepts of precepting, mentoring, and coaching in re-
gards to definition, purpose, characteristics and scope

» Determine the skill set that one needs to be an effective coach for staff

¢ Identify a specific area within one’s care environment in which one could effect
change

» Compare and contrast effective and ineffective peer review situations

* Provide constructive feedback to peers to enhance their clinical practice regarding
psychomotor, affective, and cognitive skills
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Teamwork, patient safety, and conflict management

Compare and contrast characteristics of groups that function as a team and those
that do not

Identify common problems with achieving the ideal of “team” and the effects on
patient safety

Identify common clinical situations that result in conflict between patient-nurse,
family-nurse, nurse-physician, nurse-other health team member, peer-peer

Describe methods to enhance conflict management skills

Engaging as a clinical leader

Identify a variety of clinical tools for evaluating and guiding practice (e.g., algo-
rithms, protocols, care maps, teaching records, etc.)

Identify sources and/or resources of professional standards
Apply quality improvement methodology to clinical practice outcomes
Evaluate quality markers/data sources for determining unit population outcomes

Extract practice implications to improve outcome achievement for population or
unit-based trajectory of care

Describe unit-based shared leadership (governance) structure(s) and identify op-
portunities for contribution

Distinguish shared leadership (governance) from administration

Effecting change in the practice environment: Unit as
system

Utilize elements/processes embedded within business planning and/or project
management frameworks to manage change that affects the RN’s practice en-
vironment

Mobilize a variety of resources to proactively effect change in the practice en-
vironment

Evaluate effectiveness of change within the practice environment

Analyze data sources to establish priorities for change relevant to system needs/
aims
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Facilitator of learning: Taking professional accountability
beyond the bedside

* Apply principles of learning assessment in the clinical setting

 Adapt traditional teaching methods to achieve patient/family learning in atypical situ-
ations

¢ Identify valid and reliable approaches for evaluating outcomes of instruction

The Ripple Effect: Caring for people of many cultures
» Assess one’s individual level of cultural IQ
* Define cultural competence
¢ Identify a minimum of two reasons why cultural competence is vital to the organiza-
tion’s future

o Identify three ways that cultural competence can impact treatment or care processes

Code of ethics for nurses with interpretive statements
(American Nurses Association)

* Identify the nine planks of the Code of Ethics for Nurses
* Analyze the key interpretive statements

 Explain the significance of the Code in guiding and empowering nurses in their prac-
tice (empowered caring)

* Apply the Code of Ethics for Nurses to one’s nursing practice and to the practice of
nursing within the workplace

Summary

Given the current demands of the health-care environment, the need for nurses minimally
competent with respect to behaviors/characteristics around clinical judgment, clinical in-
quiry, caring practices, response to diversity, advocacy/moral agency, facilitation of learning,
collaboration, and system’s thinking, is critical in light of ever-increasing contextual com-
plexity and variability of patient needs. The Synergy Model provides an exemplary and rel-
evant framework for clinical practice with the ultimate aim of improving patient outcomes.
Tenets of accountability and professionalism are central to the model and, in its entirety;

it provides a practical and useful approach for thinking about and redesigning educational
products and processes in clinical settings.
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The AACN Synergy Model for Patient Care™ is a patient-driven
conceptual framework for nursing. The basic premise of the mod-
el is that optimal outcomes can be produced through the syner-
gistic interaction between the needs of the patient and the com-
petencies of the nurse (Curley, 1996; 1998). Such a model repre-
sents a re-conceptualized view of nursing practice and would, if
validated, require a uniquely designed credentialing program for
practitioners. So too, implementation of the model would require
revised collaborative initiatives in regard to pre-service, in-ser-
vice, and continuing education.

Synergy occurs, and optimal outcomes may result, when the
competencies of the nurse complement the needs of the patient.
Implicit in the interactions between the patients and the nurses is
the notion that the patients with the greatest level of need require
the nurses with the highest degree of competency. When nurses
perform at the level of competency required to meet the needs of
the patient, optimal outcomes may occur.

Chapter




In 1996, AACN Cert. Corp. contracted with Professional Examination Service (PES)
to undertake a comprehensive, systematic study of critical care nursing practice using the
Synergy Model as the conceptual framework. While the immediate objective of the study
was to further articulate the components of the Synergy Model, the longer-term objec-
tives were to facilitate the development of a model-based credentialing program for nurses
providing care to acute and critically ill patients—a comprehensive credentialing program
that is responsive to changes in the delivery of service to acute and critical care patients by
direct care nurses and advanced practitioners.

Traditional versus Model-Based Role
Delineation

Traditional role delineation studies focus on identifying domains of practice and discrete
tasks performed in a profession and the knowledge and skill base required to perform
those tasks. The knowledge and skills identified in such studies becomes the focus of cer-
tification examination questions. In 1991, PES completed a traditional role delineation
study of critical care nursing practice (PES, 1992; Niebuhr, 1993). In that study, subject-
matter experts (SMEs) delineated and validated the domains of practice and specific tasks
performed in critical care nursing practice, and the associated knowledge and skills. Eight
body systems (e.g., cardiovascular, respiratory) provided the context for the delineation of
more than 75 patient care problems. The final blueprint provided specific guidance regard-
ing both content and process; test specifications were published in terms of percentages of
questions related to the systems, patient care problems, and the associated knowledge and
skills.

Consistent with the vision statement of the AACN Certification Corporation—As
a leader in credentialing, the AACN Certification Corporation is dedicated to fostering
optimal health outcomes for acutely and critically ill patients through the creation of trust-
worthy health-care environments where the knowledge and competencies of nurses are
driven by the needs of patients and their families—a unique study of practice was designed
to identify and validate the range of competencies required to meet the needs of acute and
critically ill patients. In contrast to the traditional role delineation approach that identifies
discrete knowledge and skills suitable for testing in a certification examination, a study of
practice based on the Synergy Model would create a different framework for examination
development and would represent a shift in focus from specific knowledge and skills to
more integrated competencies.
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Purpose of Study

The purpose of the study was to explore the utility of the Synergy Model in light of its po-
tential as a guiding force in the credentialing programs implemented by the AACN Certifi-
cation Corporation (i.e., CCRN for critical care nurses working with neonatal, pediatric, or
adult patients; and CCNS for acute and critical care clinical nurse specialists). Accordingly,
the Synergy Model and the study of practice were viewed as ways to understand critically
ill patients and critical care nurses in order to define and implement more useful eligibil-
ity, examination, and experience requirements for the changing world of the critical care
nurse.

Three research questions were developed:

1. Can a set of patient characteristics be developed that comprehensively describe the
patients seen by nurses providing direct care services to sub-acute, acute, and criti-
cally ill patients? Can patients presenting with varying levels of acuity (as globally
identified by nurses) be differentiated in regard to their level of need in terms of the
patient characteristics?

2. Can a set of nurse characteristics be developed that comprehensively describe
the competencies of nurses providing direct care services to sub-acute, acute, and
critically ill patients? Do nurses working with patients on the extreme ends of the
patient characteristic continua identify themselves as more- or less-competent than
other nurses?

3. Is there a relationship between the characteristics of the patients and the required
characteristics of the nurses? That is, do nurses identify that more competent nurses
are required to provide optimal outcomes to more compromised patients?

Method

Operationally Defining the Elements in the Synergy
Model

Working from the preliminary think-tank conceptualization, a panel of subject-matter
experts (SMEs) characterized the patient need aspect of the model in terms of eight patient
characteristics—stability, complexity, predictability, resiliency, vulnerability, participa-

tion in decision-making, participation in care, resource availability. They characterized

the nurse competency aspect of the model in terms of eight nurse characteristics—clinical
judgment, clinical inquiry, caring practices, response to diversity, agency/moral advocacy,
facilitator of learning, collaboration, and systems thinking.
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Over the course of three meetings, the SME group developed and refined definitions
for eight patient characteristics and eight nurse characteristics, and 5-point rating scales to
behaviorally anchor the endpoints and midpoint of the continuum describing each patient
and nurse characteristic. The work of the SMEs was augmented by information obtained
via critical incidents interviews and independent reviews of the definitions and the rating
scales by critical care nurses and advanced practice nurses working with acute and criti-
cally ill patients.

The 5-point rating scales for the patient characteristics were developed to include
descriptors for the most compromised patients (scale point I) and least compromised pa-
tients (scale point 5), as well as for mid-point patients (scale point 3). (See Table 14.1 for a
sample of the descriptors at each of three scale points for the patient characteristic of Resil-
iency). Similarly, each nurse characteristic rating scale included descriptors reflecting nov-
ice (scale point 1), competent (scale point 3), and expert (scale point 5) performance by a
nurse providing direct care to a patient—consistent with the pattern of skill acquisition de-
scribed by Benner (Benner 1984). (See Table 14.2 for a sample of the descriptors associated
with the nurse characteristic of Clinical Judgment). The sets of scales were designed so that
the most critical patients would be categorized by low ratings (i.e., scale points 1 and 2) on
the patient characteristics scales and the least critical patients would be categorized by high
ratings (i.e., scale points 4 and 5). The directionality of the nurse characteristic scales was
such that less-expert nurses would be categorized by low ratings (i.e., scale points 1 and 2)
and more-expert nurses would be categorized by high ratings (i.e., scale points 4 and 5) on
the nurse characteristics scales.

Table 14.1. Levels of the Patient Characteristic of Resiliency.

Level Description

1 Minimally resilient
Unable to mount a response
Failure of compensatory/coping mechanisms
Minimal reserves
Brittle

3 Moderately resilient
Able to mount a moderate response
Able to initiate some degree of compensation
Moderate reserves

5 Highly resilient
Able to mount and maintain a response
Intact compensatory/coping mechanisms
Strong reserves
Endurance
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Table 14.2. Levels of the Nurse Characteristic of Clinical Judgment.

Level  Description

1 e Collects basic-level data.
e Follows algorithms, decision trees, and protocols with all populations and is
uncomfortable deviating from them.
e Matches formal knowledge with clinical events to make decisions.
e Questions the limits of one’s ability to make clinical decisions and delegates the
decision-making to other clinicians. e Includes extraneous detail.

8 e Collects and interprets complex patient data.
e Make clinical judgments based on an immediate grasp of the whole picture for
common or routine patient populations.
e Recognizes patterns and trends that may predict the direction of iliness.
¢ Recognizes limits and seeks appropriate help.
e Focuses on key elements of case, while sorting out extraneous details.

5 e Synthesizes and interprets multiple, sometimes conflicting, sources of data.

* Makes judgments based on an immediate grasp of the whole picture, unless
working with new patient populations; uses past experiences to anticipate
problems.

e Helps patient and family see the “big picture.”

e Recognizes the limits of clinical judgment and seeks multi-disciplinary
collaboration and consultation with comfort.

e Recognizes and responds to the dynamic situation.END TABLE

Instrumentation and Procedures

A survey instrument was developed to gather data to address the three research questions.
The survey contained three major sections, each directed toward an examination of one
question, plus a background questionnaire and section soliciting qualitative comments
about the Synergy Model.

In the first section of the survey, respondents were asked to review each patient char-
acteristic and its associated 5-point rating scale, and then indicate the percentage of their
own patients who functioned at each point on the scale. The specific question posed was:

Consider all of the patients in your primary employment setting to
whom you provided direct care in the last thirty (30) days. Think of the
time when their needs were the greatest. Then, regardless of the actual
number of patients you saw, write down the percentage of those patients
who could be described by Levels 1, 2, 3, 4, and 5.

Given the directionality of the scales, it was expected that nurses caring for more-
compromised patients would indicate that a higher percentage of their patients function at



188

Synergy

the lower scale points; conversely, nurses caring for less-compromised patients would indi-
cate that a higher percentage of their patients function at the higher scale points.

In the second section of the survey, respondents were asked to review each nurse char-
acteristic, and then indicate where their own performance fell on the associated 5-point
scale. Specifically, they were asked to select the level that represented a self-assessment of
their own level of performance on each nurse characteristic. It was thought that nurses
working with more-compromised patients might identify themselves as performing at high-
er levels of competency than would nurses working with less-compromised patients.

The third section of the survey was designed to provide an indirect exploration of the
basic premise of the Synergy Model: that optimal outcomes are achieved when nursing
competencies are matched to patient needs. It was reasoned that, given the goal of achieving
optimal patient outcomes, more-compromised patients would be identified as requiring di-
rect care nurses performing at higher levels of competency on each nurse characteristic than
would less-compromised patients. Therefore, when presented with descriptions of patients
ranging from sub-acute to critically ill, it was hypothesized that nurses would identify differ-
entiated levels of nursing competency as required to achieve optimal outcomes.

To address the question, patient profiles, structured as nurse-to-nurse shift change re-
ports, were developed by SMEs. Each profile included a review of systems, laboratory values,
medication orders, psychosocial information, and an overview of the patient’s status. As-
signments for profile development were made such that each SME was responsible for the
development of one profile of a neonatal, pediatric, or adult patient at a particular level of
criticality (low, medium, or high). During the development process, other SMEs reviewed
the profiles and provided feedback on the degree to which the profile fit the assignment. Box
14.1 contains a patient profile for an adult, acutely ill patient and Box 14.2 contains a patient
profile for a pediatric, critically ill patient.

Box 14.1. Adult Acute Care Patient Profile

Rose is a 65-year-old female with shortness of breath that has been
increasing for the past few weeks. She has a long-time history of exertional
dyspnea, but recently she is breathless even at rest. She had an aortic
valve replacement 18 years ago. Also, she has a history of rheumatic fever,
hypertension, CHF, and diabetes controlled with diet.

Four days ago she came into the emergency room. She had wheezing,
crackles (rales) one third of the way up, and hepatomegaly. CXR showed
pulmonary edema. She received furosemide (Lasix) and responded with a
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In the third section of the survey, respondents were asked to rate three hypothetical
patients representing different points on the criticality continuum—Ilow, medium, and high.
No information was provided regarding the theoretical criticality level of the patients; that
is, whether the patients were supposed to be functioning at a low, medium, or high critical-
ity level. Respondents rated each patient using the patient characteristic rating scales, as-
signing a level 1, 2, 3, 4, or 5 for each patient characteristic, and made an overall rating of
the patient’s level of criticality using a 5-point scale. Then, for each of the three patients, they
were asked to indicate the level of competency that a nurse would need to demonstrate on
each nurse characteristic (i.e., level 1, 2, 3, 4, or 5) in order to achieve optimal outcomes for
that patient.

Data Collection

Table 14.3 provides a summary of the elements of the survey and the data collected. The
survey instrument was sent to a sample of 3,975 registered nurses: 2,000 nurses of adult
patients, 1,150 nurses of pediatric patients, and 825 nurses of neonatal patients. One-half
of the nurses providing care to patients in each age category were critical care nurses drawn
from the AACN Cert. Corp’s membership database, and one-half were acute care and/or
sub-acute care nurses whose names were drawn from relevant journal subscription mailing
lists. The members of the sample received a survey containing three patient profiles consis-
tent with the age of their own patients.

Table 14.3. Survey Ratings.

Section Task

1 Respondents were asked to consider all of the patients in their primary employment
setting to whom they provided care in the last 30 days, to think of the time when
their needs were the greatest, and to write down the percentage of those patients
who could be described by Levels 1, 2, 3, 4, and 5 on each patient characteristic.
Level 1 represented the least positive aspect of a patient characteristic and Level 5
represented the most positive aspect of a patient characteristic.

2 Respondents were asked to circle the level (1, 2, 3, 4 or 5) that represents a self-
assessment of their own level of performance on each nurse characteristic. Level 1
described an entry-level nurse and Level 5 described an expert nurse.

3 Respondents read three profiles, or write-ups of actual nurse-to-nurse shift change
reports. The profiles included examples of low, medium, and high criticality patients.
Respondents rated each patient using the patient characteristic rating scales. When
they had completed their ratings for each patient characteristic, they were asked to
make an overall judgment of how critically ill they believed that patient to be, using
a 1-to-5 scale. Then, for each nurse characteristic, they were asked to rate the level
of performance that a nurse would need to display to meet the patient’s needs and
facilitate optimal outcomes for him.
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Section Task

4 This section elicited professional and background information such as
respondent’s patient population, work setting, education, years of experience,
etc. 5 This section solicited open-ended comments regarding characteristics of
patients or nurses that might be missing from the Synergy Model.

Participants received a sequence of three mailings: a letter inviting them to participate
in the upcoming survey; the survey mailing including the survey instrument, a resource
book containing the patient and nurse rating scales, and an application to receive 1.5 hours
of continuing education credit for their participation; and a follow-up postcard thanking
them for completing the survey.

Eight hundred and seventy-one completed surveys were returned out of 3,557 eligible,
for an overall response rate of 24%. Respondents had an average of 14 years of experience
in nursing. The majority of respondents were staft nurses (75%), 11% were charge nurses,
and less than 5% each were managers, clinical nurse specialists, nurse practitioners, case
managers, nurse consultants, or nurse educators.

Data Analysis

In preparation for data analysis, each respondent was classified as either a neonatal, pedi-
atric, or adult nurse on the basis of the response to a background question regarding the
percentage of a respondent’s patients falling within each age range. Each respondent also
was classified as a sub-acute care, acute care, or critical care nurse on the basis of the re-
sponses to a background question regarding the percentage of their patients falling within
each acuity level. Assignment was made by creating a composite score, or weighted aver-
age, of the percentage of their patients the respondent judged to be functioning at each

of these three acuity levels. Patient acuity classification scores ranged from 1-to-5. Nurses
with higher percentages of critically ill patients had lower patient classification scores,
and nurses with lower percentages of critically ill patients had higher patient classification
scores. In absolute terms, the patient acuity classification scores used to assign each nurses
to a patient population classification were as follows: 1 - 2.0 = critical care nurse, 2.1 - 3.9
= acute care nurse, and 4.0 - 5 = sub-acute care nurse.

Finally, for each respondent, the percentage distribution of the respondent’s patients
across all five scale points of a given patient characteristic was transformed into a compos-
ite score for that patient characteristic. Patient characteristic composite scores ranged from
1 to 5. Lower patient characteristic composite scores indicated that a higher percentage of
that nurse’s patients functioned at the more-compromised end of the patient characteristic
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rating scale, and higher composite scores indicated that a lower percentage of that nurse’s
patients functioned at the more-compromised end of the rating scale.

Results

Patient Characteristics

Relationship to perceived patient acuity. Examination of frequency distributions for each
patient characteristic showed that nurses did use all five scale points when describing their
patients. Nurses working in intensive care units (ICUs) indicated that the majority of their
patients functioned at the more-compromised end of each patient characteristic rating
scale, but did describe some of their patients as functioning at less-compromised levels.
Nurses working in non-intensive care units indicated that the majority of their patients
functioned at the less-compromised end of each patient characteristic rating scale, but did
describe some of their patients as functioning at more-compromised levels. Exploration of
the qualitative comments regarding the eight patient characteristics suggests that they pro-
vide a thorough description of the patients.

Mean patient characteristic composite scores were calculated separately for nurses
working with neonatal, pediatric, and adult patient populations. Within each patient
population, patient characteristic composite scores were calculated separately for nurses
who had been classified as sub-acute care, acute care, or critical care. The results are dis-
played in Table 14.4. Composite scores exhibited the expected pattern. That is, for each of
24 possible comparisons, nurses classified as caring primarily for sub-acute care patients
characterized their patients as more stable, less complex, more predictable, more resilient,
less vulnerable, and greater ability to participate in decision-making and care, and hav-
ing greater resource availability than nurses classified as caring primarily for acutely ill
patients. Moreover, for 23 of 24 possible comparisons, nurses who were classified as caring
primarily for acute care patients on the basis of their demographic questionnaire charac-
terized their patients as functioning at the higher end of the patient characteristic rating
scales than did nurses classified as caring primarily for critically-ill patients. The data sug-
gest that the eight patient characteristics differentiate the patients of nurses who describe
their patient populations as differing in acuity.
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Table 14.4. Mean Patient Characteristic Ratings by Nurses Classified
by Age and Acuity of Patient Population.

Patient

Characteristic Neonatal Pediatric Adult
Sub-acute Acute Critical | Sub-acute Acute Critical | Sub-acute Acute Critical

Stability

M 3.8 8ul 2.7 4.2 3.6 2.7 3.4 3.1 2.8

SD 1.0 1.0 0.9 0.7 0.9 0.6 1.0 0.7 0.6

N 33 43 131 40 45 78 88 136 155

Complexity

M 3.5 2.8 2.2 3.3 2.8 2.4 3.1 2.8 2.4

SD 1.0 1.0 0.9 1.1 1.0 0.6 1.0 0.8 0.7

N 33 43 132 39 45 78 88 137 1565

Predictability

M 4.2 3.5 3.3 4.0 3.6 3.3 3.7 3.6 3.3
SD 0.7 0.9 1.0 0.8 0.8 0.7 0.8 0.7 0.8
N &3 43 132 40 45 78 88 187 155
Resiliency

M 3.5 2.9 2.5 3.6 3.3 2.8 3.2 2.9 2.6
SD 1.1 1.1 0.9 1.0 0.9 0.7 0.9 0.7 0.6
N 33 43 130 40 45 78 88 137 155
Vulnerability

M 2.9 2.4 2.0 3.1 2.8 2.5 3.0 2.6 2.4
SD 1.1 1.0 0.8 1.1 0.9 0.7 0.9 0.7 0.6
N 88 43 131 40 45 78 88 146 156

Participation in
Decision Making

M 3.7 3.6 3.4 3.8 3.7 3.5 3.6 3.5 3.4
SD 0.9 0.9 1.0 1.0 0.7 0.6 0.8 0.7 0.8
N 33 43 131 40 45 77 87 147 155
Participation

in Care

M 3.9 3.6 3.3 3.7 3.6 3.2 3.4 3.2 2.9
SD 0.7 0.8 0.9 1.0 0.8 0.7 0.9 0.8 0.8

N 32 43 132 40 45 78 87 137 165




200 Synergy
Patient
Characteristic Neonatal Pediatric Adult

Sub-acute Acute Critical | Sub-acute Acute Critical | Sub-acute Acute Critical

Resource
Availability
M 8.2 2.9 2.9 8.8 8.2 3.0 -2 Sh 3.0
SD 1.1 0.8 1.0 1.1 0.8 0.9 0.9 0.7 0.8
N 32 43 131 40 45 78 88 137 168

A multivariate trend analysis confirmed the relationship between patient acuity and
patient characteristic composite scores reported above (see Table 14.5). For each patient
population (neonatal, pediatric, and adult), there was a strong and significant linear as-
sociation between patient acuity scores (derived from nurses’ estimates of the percentage
of their patients who could be described as sub-acute care, acute care and critical care) and
composite scores for six of the eight patient characteristics (i.e., stability, complexity, pre-
dictability, resiliency, vulnerability, and participation in care). Nurses who described their
patient population as more acute also rated the patients they had seen in the past month
as less stable, less resilient, less predictable, more vulnerable, and less able to participate in
care, than nurses who rated their patient populations as less acute. Nurses who described
their patient population as less acute based on the demographic questionnaire also rated
their patients as more stable, more predictable, more resilient, less vulnerable, and more
able to participate in care.

Table 14.5. MANOVA: Trend analysis of patient characteristic ratings
made by nurses working with neonatal, pediatric, and adult patient
populations.

t-value
Effect df F
RE VU ST CO RA PC PD PR
Neonatal 3.5%
Linear 1 5.0* 5.1* 5.6* 6.9* 1.8 3.2° 1.3 4.8*
Quadratic 1 0.4 0.2 0.5 0.0 1.2 0.4 0.1 1.1
Pediatric 5.4*
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t-value

Effect df F

RE VU ST CO RA PC PD PR
Linear 1 4.6* 3.6* 9.8* 5.3* 1.6 3.0* 1.9 5.0*
Quadratic 1 -0.8 -0.3 -1.5 -0.1 -0.4 -1.2 -0.7 0.4
Adullt 4.7
Linear 1 5.4* 6.1* 5.8* 6.4* 1.5 4.1* 0.8 3.4*
Quadratic 1 0.5 1.0 -0.5 0.0 0.5 -0.1 -0.4 0.2

Relationships among the patient characteristics. Intercorrelations among the patient
characteristic composite scores were also explored (see Table 14.6). For each patient popu-
lation, correlations among the patient characteristics ranged from .15 to .68, suggesting
modest relationships among the patient characteristics. An exploratory factor analysis
(maximum likelihood with varimax rotation) was conducted to further explore these rela-
tionships (see Table 14.7). A two-factor solution was obtained for each of the three patient
age groups. For nurses of neonatal and pediatric patients, the first factor consisted of sta-
bility, complexity, predictability, resiliency, and vulnerability. This factor seems to reflect
the intrinsic (e.g., internal, physiological) characteristics of the patient and family. The
second factor consisted of participation in participation decision-making, participation
in care, and of resource availability seems to reflect characteristics extrinsic (e.g., external,
contextual) to the patient and family. A similar two-factor solution emerged for the adult
group, with the exception that predictability loaded with the extrinsic characteristics, rath-
er than the intrinsic characteristics.

Table 14.6. Correlations Among the Patient Characteristics.

RE VU ST CO RA PC PD PR

Neonatal
Resiliency —
Vulnerability .66 —
Stability .68 .65 —
Complexity .57 .64 .64 =
Resource Availability .26 .25 .30 .26 —

Participation in Care 44 .35 42 42 .54 =
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RE VU ST CO RA PC PD PR
Participation in
Decision-Making .32 27 .36 .29 45 .64 —
Predictability .51 .43 .56 44 .25 .41 .37 —

Pediatric
Resiliency —
Vulnerability 49 =
Stability 64 54 —
Complexity .40 .48 .56 —
Resource Availability .29 .35 27 .30 —
Participation in Care .46 .43 A7 .39 A7 —
Participation in
Decision-Making .26 .38 .24 .32 .49 .60 —
Predictability 1514 .46 .62 A7 .15 .37 .21 —
Adult
Resiliency —
Vulnerability .52 =
Stability .60 .56 —
Complexity .39 .52 .56 -
Resource Availability 27 .28 .30 27 —
Participation in Care .38 2 .38 .25 .50 —
Participation in
Decision-Making .35 .28 43 24 .40 .52 —
Predictability .38 .30 .49 .38 .30 L3I A7 -
Table 14.7. Factor Analysis of Patient Characteristics.
Neonatal Pediatric Adult

Patient Characteristic Factor 1 Factor 2 Factor1 Factor2 Factor1  Factor 2
Resiliency 71 .23
Vulnerability .57 .87
Stability .83 18 .32
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Neonatal Pediatric Adult

Patient Characteristic Factor 1 Factor2 Factor1 Factor2  Factor 1 Factor 2
Complexity 72 24 .57 .30 .66 .16
Resource Availability A7 .58 .19 .59 .18 .57
Participation in Care .29 .81 40 .66 .21 72
Participation in .20 .70 12 .82 .25 .67
Decision Making

Predictability .54 .32 .73 13 42 44

The findings from the trend analysis also support the distinction between the intrinsic

and extrinsic nurse characteristics: The findings revealed that while all five of the intrinsic

characteristics bore a linear relationship with patient acuity scores, only one of the three

extrinsic characteristics (participation in care) did so. Thus, it appears that the intrinsic

characteristics are more closely tied to nurses’ perceptions of the overall acuity of their pa-

tients.

Exploration of the qualitative comments regarding the completeness of the set of pa-

tient characteristics suggests that respondents perceive that the eight characteristics pro-

vide a thorough description of important patient variables.

Self-Ratings on the Nurse Characteristics

Descriptive statistics for nurse characteristic self-ratings are presented in Table 14.8 Self-

ratings were high for all eight nurse characteristics; on average, respondents placed them

selves toward the expert end of the continuum. Correlations between years of experience

and nurse self-ratings revealed that more-experienced nurses rated themselves higher on

each nurse characteristic than did less-experienced nurses.

Table 14.8. Means, Standard Deviations, and Correlations Among the

Nurse Self-Ratings.

Nurse Characteristic M SO CJ MA CP CL ST RD CI FL
Clinical Judgment 43 07 —

Advocacy/Moral Agency 3.9 0.8 .37 —

Caring Practices 42 08 .39 42 —

Collaboration 42 08 .48 37 36 —

Systems Thinking 40 0.8 .45 47 44 38 —
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Nurse Characteristic M SD GCJ MA CP CL ST RD (I FL

Response to Diversity 40 08 24 29 31 25 .38 —
Clinical Inquiry 40 09 .51 41 33 .49 40 .38 —
Facilitator of Learning 40 0.9 .30 .32 42 33 .46 .46 .43 —

T-tests were conducted to compare the mean self-ratings of subgroups of nurses.
Nurses based in intensive care units (where patients tend to be more compromised) rated
themselves higher on the nurse characteristics of clinical judgment, clinical inquiry, col-
laboration, and systems thinking than did nurses in non-intensive care settings (where pa-
tients tend to be less compromised). Regardless of unit or setting, self-ratings on the nurse
characteristics of clinical judgment, clinical inquiry, collaboration, and systems thinking
were modestly correlated with the patient acuity scores. These findings suggest that nurses
who characterize their patient populations as more-acutely ill perceive themselves as per-
forming at higher levels of nursing competency than do nurses who characterize their pa-
tient populations as less-acutely ill.

Exploration of the qualitative comments regarding the completeness of the set of nurse
characteristics suggests that respondents perceive that the eight characteristics provide a
thorough description of important nurse competencies.

Results Related to the Patient Profiles

Criticality ratings. Ratings of the overall criticality of the low, medium, and high criticality
patient profiles generally corresponded to the levels of criticality initially assigned to the
profile developers. Accordingly, respondents tended to rate the high criticality profile as
equal to or higher in overall criticality than the medium criticality profile, and to rate the
medium criticality profile as equal to or higher in overall criticality than the low criticality
profile.

Correspondence between rated and intended patient criticality was greatest for the
pediatric patient profile set, where 98% of respondents ranked the criticality of the three
patient profiles in accordance with intentions. Correspondence was lowest (72%) for the
neonatal patient profile set. Where criticality ratings departed from the expected ordering,
respondents tended to perceive the medium criticality neonate (a full-term boy, observed
for respiratory compromise and maternal drug effects) as more critically ill than the high
criticality neonate (a 28-week, premature boy with respiratory distress syndrome.) The
correspondence rate was 81% for the adult patient profiles. Where criticality ratings de-
parted from the expected ordering, nurses ranked the low criticality adult (an AIDS pa-
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tient who was not at a critical stage of the disease) as higher in criticality than the medium
criticality adult. In the latter cases, is possible that nurses’ perceptions of the gravity of the
disease colored their views of the patient’s immediate status, which was not critical.

Relationship of patient characteristics to overall patient criticality. Treating each
respondent’s ratings for the three patients as independent observations, correlations were
calculated between the patient characteristic ratings and the overall criticality ratings. Ta-
ble 14.9 displays the results. The intrinsic patient characteristics were moderately to highly
correlated (.35 - .6) with the overall evaluation of patient criticality, while the extrinsic pa-
tient characteristics were less-highly correlated with perceived overall patient criticality.

Table 14.9. Correlation Between Each Patient Characteristic and
Overall Criticality.

Patient Characteristic Neonatal Pediatric Adult
Resiliency 72* 75" 61"
Vulnerability .70* 81" L&
Stability .78* .82* 72*
Complexity B8 g1 §oCh
Resource Availability .06 33" 28"
Participation in Care .56* 57" 447
Participation in Decision-Making A6* A6” 407
Predictability el T7* .38*

Note. N=370 for neonatal, 552 for pediatric, 885 for adult* p<.05

Relationship between patient characteristics and nurse characteristics. Again treat-
ing each respondent’s ratings for the three patients as independent observations, correla-
tions were calculated between the nine patient ratings (patient characteristics and overall
criticality ratings) and ratings of the competency of the direct care nurse providing care
to the patient. Results for the neonatal, pediatric, and adult profile sets are displayed in
Table 14.10.

Table 14.10. Correlations between patient profie patient and nurse
characteristic ratings.

Nurse Characteristics Patient Characteristics

Neonatal Patient Profiles RE VU ST CO RA PC PD PR OC
Clinical Judgment -48 -48 -47 -35 .03 -33 -29 -43 -53
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Nurse Characteristics Patient Characteristics

Neonatal Patient Profiles RE VU ST CO RA PC PD PR OC

Agency/Moral Advocacy -18 -17 -20 -16 -17 -17 -14 -16 -.19
Caring Practices -.32 -35 -30 -26 -.03 -20 -.20 -.28 -.35
Collaboration -32 -26 -.30 -.22 -08 -22 -.19 -31 -.34
Systems Thinking -.30 -.31 -28 -30 -.02 -21 -.17 -.28 -.36
Response to Diversity -.10 -.16 -.13 -.17 -10 -.12 -.08 -.17 -.12
Clinical Inquiry -32 -33 -35 -23 .05 -22 -283 -.36 -.38
Facilitator of Learning -21 -22 -156 -22 -04 -12 -11 -16 -.21

Pediatric Patient Profiles RE VU ST CO RA PC PD PR OC

Clinical Judgment -52 -54 -54 -55 -22 -31 -27 -50 -.61
Agency/Moral Advocacy -39 -40 -42 -38 -.15 -25 -19 -35 -.42
Caring Practices -.36 -.36 -.38 -.37 -.17 -21 -.16 -.36 -.39
Collaboration -.37 -.40 -40 -43 -20 -25 -.28 -.37 -.43
Systems Thinking -.38 -42 -41 -41 -20 -22 -20 -.35 -.45
Response to Diversity -.81 -.29 -32 -29 -20 -.16 -.13 -.26 -.39
Clinical Inquiry -41 -41 -48 -41 -22 -21 -18 -39 -50
Facilitator of Learning -20 -.21 -22 -24 -.09 -.05 -.03 -.21 -.26
Adult Patient Profiles RE VU ST CO RA PC PD PR OC
Clinical Judgment -27 -24 -30 -24 .00 -19 -14 -18 -.40
Agency/Moral Advocacy -19 -25 -19 -.16 .06 .03 .01 -.01 -.09
Caring Practices -24 -22 -22 -20 .07 -.03 -.05 -.08 -.20
Collaboration -20 -.21 -14 -15 .08 -.02 .00 -.06 -.15
Systems Thinking -22 -21 -19 -17 .09 -.02 -.02 -.12 -19
Response to Diversity -.06 -.13 -.04 -.06 .13. 11 .08 .06 .03
Clinical Inquiry -18 -17 -14 -14 10 -.04 -.05 -.10 -.19
Facilitator of Learning .02 -01 .02 -02 .19 .13 .09 .05 .04

Note. RE=Resiliency; VU=Vulnerability; ST=Stability; CO=Complexity; RA=Resource Availability; PC=Participation in
Care; PD=Participation in Decision-Making; PR=Predictability; OC=0Overall Criticality.

As predicted by the model, patient characteristics and nurse characteristics were cor-
related in most instances. Given the directionality of the rating scales, the correlations
indicate that more-compromised patients were perceived to require nursing care at higher
levels of the nursing competencies. The correlations were somewhat weaker for the adult
patient profiles than for the neonatal and pediatric patient profiles. Across age groups, the
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intrinsic patient characteristics were most-highly correlated with the nurse characteristics.
Overall, the nurse characteristic of clinical judgment was most highly correlated with the
patient characteristics, perhaps because it is best understood and most well established in
nursing literature.

An exploratory factor analysis was conducted to examine the relationships among the
patient characteristic ratings for the patient profiles, and the results are displayed in Table
14.11. An identical two-factor solution was produced for the neonatal, pediatric, and adult
patient profile sets: factor 1 consisted of the intrinsic characteristics of stability, complexity,
predictability, resiliency, and vulnerability; factor 2 consisted of the extrinsic character-
istics participation in decision-making, participation in care, and of resource availability.
These results are similar to those obtained for the patient characteristic composite scores,
and further support the notion of two types of patient characteristics, the latter type high-
lighting an environmental or context dimension.

Table 14.11. Factor Analysis of Patient Profile Patient Characteristic
Ratings.

Neonatal Pediatric Adult
Patient Characteristic Factor 1 Factor 2 Factor 1 Factor 2  Factor 1 Factor 2

Resiliency .84 .18 .79 .35 .82 .25
Vulnerability .81 A7 .82 .31 .79 .10
Stability .82 .25 .87 .30 .75 .28
Complexity .58 .24 71 .33 158 .32
Resource Availability .04 .45 .21 A7 .20 .51
Participation in Care .48 .76 .38 .78 .22 .84
Participation in

Decision-Making .35 .88 .25 .73 .19 .80
Predictability .70 .27 a7 .36 .36 .34
Summary

Three sets of research questions were developed and investigated. In each case, the results
confirmed the expectation inherent in the Synergy Model.

1. The patient characteristics comprehensively describe the functioning (and needs) of
patients seen by nurses who globally identify their patients as sub-acute, acute care,
and critical care. Regardless of the acuity level, some patients function at each scale
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point on each of the 5-point continua for the eight patient characteristics. More-
over, the patient characteristics appear to be universal—they apply equally well to
neonatal, pediatric, and adult patients.

2. The nurse characteristics comprehensively describe the performance level (and
competency areas) of nurses who provide direct care to sub-acute, acute care, and
critical care patients. Nurses working with patients at extreme ends of the patient
continua identify themselves as having somewhat different levels of competency.

3. The level of patients’ needs and the level of nurses’ competencies are related; when
there is consistency between the patient’s characteristics and the nurse’s characteris-
tics, optimal outcomes may result. Respondents determined that nurses with higher
levels of competency were required to provide direct care to more compromised,
critically ill patients.

Discussion and Implications

The current study demonstrated a number of limitations and suggests avenues for further
investigation. While few inconsistencies emerged in the data analyses, one inconsistency
was noted in regard to the patient profiles: the overall criticality ratings for the adult pa-
tient profiles were not linear. That is, nurses ranked the low criticality adult as higher in
criticality than the medium criticality adult. Because each profile had been developed by

a different SME, and because there are no absolute benchmarks to describe a sub-acute,
acute care, or critical care adult patient, it was not possible to establish a priori control over
the acuity level of the profiled patient. Further study, including more comprehensive pilot
testing of the patient profiles, should be undertaken to ensure that clear and recognizable
differences exist in the status of the patients—independent of the ratings to be assigned by
the respondents.

The relationship between nurse self-ratings of their own and their patients’ character-
istics was somewhat weak. Rater error may have contributed to this finding. There was a
ceiling effect in that most respondents self-rated toward the expert end of each rating scale.
Observer or supervisor ratings of nurses and their patients might be used to further ex-
plore the relationship between patients and nurses.

Even more important, while the results confirmed the expectation inherent in the Syn-
ergy Model, simple confirmation falls short of validating the Synergy Model in terms of
actually achieving optimal outcomes for patients. Further investigation should be under-
taken to determine if nurses who are rated higher on the nurse characteristics actually pro-
vide more effective direct care to patients at different levels of need. For example, clinical
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supervisors might be asked to rate critical care nurses who provide direct care to patients.
At the same time, objective measures of optimal outcomes , such as days spent in the unit
or the number of re-hospitalizations, and patient satisfaction data should be collected and
analyzed to determine if differences exist in the course and impact of treatment, that is, in
patient outcomes.

Nonetheless, the results were encouraging in suggesting a link between patient needs
and required nursing competencies. Based on the results of this research, AACN Cert.
Corp. adopted the Synergy Model as the guiding framework for their credentialing efforts
for critical care nurses, and extended the model to describe the nurse characteristics of
acute and critical care clinical nurse specialists (Moloney-Harmon, 1999) and progres-
sive care nurses (PES, 2004). AACN Cert Corp currently structures their certification and
recertification requirements for critical care nurses, acute and critical care clinical nurse
specialists, and progressive care nurses in accordance with the model (AACN, 2007).

In the decade since its development, the Synergy Model has been applied to aspects
of nursing practice beyond certification. Institutions have used the Synergy framework in
their nursing practice models (Childrens Hospital Boston, 2007; Clarian Health, 2007).
The application of the model to nursing education (Green, 2006; Kaplow, 2002) and the
conduct of nursing rounds (Mullen, 2002) have been explored. These applications dem-
onstrate that a highly conceptual and abstract analysis of a profession (i.e., the Synergy
Model) can have concrete implications for initial education, certification, and ongoing
professional development.
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Conceptual Evaluation | <"
of the Synergy Model:
Process and Results

Karen R. Sechrist, PhD, BN, FAAN
Linda E. Berlin, DrPH, RNC

The AACN Synergy Model for Patient Care™ was developed as

a clinical practice model by the American Association of Critical
Care Nurses (AACN) Certification Corporation (CertCorp) during
a process of re-conceptualization of certified nursing practice. Fol-
lowing Synergy Model development and initial testing, the Cert-
Corp Board of Directors (Board) identified the need for conceptual
evaluation of the Synergy Model by individuals with expertise in
nursing theory analysis. The primary goal of the evaluation process
was to identify the conceptual strengths and weaknesses of the
Synergy Model. A secondary goal was to obtain recommendations
regarding Synergy Model refinement.

The Board contracted with Berlin Sechrist Associates to con-
duct the evaluation process and appointed a Synergy Model Advi-
sory Group (Advisory Group) to provide input into all aspects of
the process. Members of the Advisory Group were: Kimmith Jones,
CCRN; Aimee Lyons, CCRN; Patricia McGafligan, CCRN; and
Daphne Stannard, RN, PhD. Martha Curley, RN, PhD, CCRN was
added to the group following selection of the reviewers. Although

an overview of the theoretical evaluation process was previously
reported (Sechrist, Berlin, & Biel, 2000), a summary of the process
is provided as background for the presentation of the findings.



Evaluation Process

The CertCorp Board was interested in locating nationally known reviewers with significant
expertise in analysis of theoretical and conceptual frameworks or models. It was also im-
portant to identify reviewers with varying clinical areas of expertise as well as those from
varying geographic areas.

Potential reviewers were solicited from among the members of the American Acad-
emy of Nurses (AAN). A letter describing the objectives of the evaluation process, the
selection criteria for review panel members, and a reprint of Curley’s article, Patient-Nurse
Synergy: Optimizing Patients’ Outcomes (1998), was sent by mail to all AAN members.
Members were invited to self-nominate or encourage non-member colleagues who met
criteria to submit applications. A total of 84 individuals responded to the call for reviewers.
After review of all credentials, ten individuals were recommended to and approved by the
Advisory Group and CertCorp Board.

Reviewers received a set of all printed materials available at the time of the evaluation
related to the Synergy Model. The list of printed materials sent is shown in Figure 15.1.

1. Biel, M. (1997). Reconceptualizing Certified Practice: Envisioning
Critical Care Practice of the Future Aliso Viejo, CA: AACN
Certification Corporation.

2. Resource Booklet. (1997). Aliso Viejo, CA: AACN Certification
Corporation.

3. Curley, M. A. Q. (1998). Patient -nurse synergy: optimizing patients’
outcomes. American Journal of Critical Care, 7, 64-72.

4. Edwards, D. F. (1999). The Synergy Model: linking patient needs
to nurse competencies. Critical Care Nurse, 19,:88-90.

5. Moloney-Harmon, P. A. (1999). The Synergy Model : contemporary
practice of the clinical nurse specialist. Critical Care Nurse, 19,
101-104.

6. Small, B. & Moynihan, P. (1999) . The Synergy Model in practice:
The day the lights went out—one charge nurse’s nightmare.
Critical Care Nurse, 19, 79-82.

7. Czerwinski, S., Blastic, L., & Rice, B. (1999). The Synergy Model:
Building a clinical advancement program. Critical Care Nurse, 19,
72-77.

8. Biel, M., Eastwood, J. A ., Muenzen, P. M., & Greenberg, S.
(1999). Evolving trends in critical care nursing practice: results of a
certification role delineation study. American Journal of Critical
Care, 8, 285-290. (Pre-publication draft).

Figure 15.1. List of printed materials about the Synergy Model
sent to reviewers.



Conceptual Evaluation of the Synergy Model : Process and Results

A form was designed to capture both quantitative and qualitative evaluation informa-
tion. The form incorporated terminology and essential components for the evaluation
of conceptual frameworks or theory from multiple evaluation schema (Chin & Kraemer,
1991; Silva & Sorrell, 1992; Fawcett, 1995; Meleis, 1997; Barnum, 1998). The final form

contained five evaluation criteria: Clarity, Consistency, Adequacy, Utility, and Significance.

Criterion descriptors were identified for each of the evaluation criteria (Table 15.1).

Table 15.1.  Synergy Model evaluation instrurment criteria, criterion
descriptors, and rating scale endpoints.

Criteria Criterion Descriptors Rating Scale
Endpoints
Clarity e Explanation of the philosophical bases Unclear
of the Synergy Model to
e Description of central principle, definitions and Very Clear

assumptions
e Inclusion of meaningful diagrams and explanations
e | ogic of presentation
e L ack of ambiguity
e Clarity overall

Consistency e Congruence of Model with its philosophical bases Inconsistent
e Constancy in use of terms, interpretations and to
Model components Very Consistent

e Compatibility of Model components
e Coherence of Model concepts
e Consistency overall

Adequacy e Comprehensive of scope within area of concern Inadequate
and level of development to
e Inclusive of concepts related to person, Adequate

environment, health and nursing
e Reflective of current nursing realities
e Adequacy overall

Utility e Feasibility of using Model concepts to guide Not Useful
nursing practice, education, administration to
and research Useful

e Applicability of the Model beyond the critical care
setting to other clinical, cultural and geographic
settings

e Attainability of projected outcomes

e Testability of Model concepts

¢ Ability of Model to generate quantitative and
qualitative research

e Utility overall
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Criteria Criterion Descriptors Rating Scale
Endpoints
Significance e Delineation of essential issues in nursing Not
e Derivation of nursing interventions influencing Significant
patient outcomes To
® Development of nursing knowledge Very
e Discrimination of nursing from other health Significant

professions

e Congruence of Model with patient, community
and health care system expectations

e Significance overall

Portions of this table appeared in:
Sechrist, K. R., Berlin, L. E., Biel, D. M. (2000). The Synergy Model. Overview of the theoretical review
process. Critical Care Nurse, 20, 85-86.

Reviewers were asked to rate the criterion descriptors within each of the evaluation
criteria on a 6-point rating scale which ranged from total absence of the criterion to abso-
lute presence of the criterion. When criterion descriptors contained more than one item,

a rating scale was included for each item. For example, there were three rating scales for
the second descriptor under Clarity; reviewers were asked to address clarity of the Synergy
Model’s central principle, definitions, and assumptions.

The rating scale endpoints varied uniquely to reflect the evaluation criteria being ad-
dressed as shown in Table 15.1. Space for narrative responses was included along with the
rating scale for each of the criterion descriptors. Reviewers were asked to respond to each
criterion descriptor to ensure comprehensiveness of responses.

A Summary section was included on the review form. Reviewers were asked to ad-
dress the potential contribution of the Synergy Model to nursing as a discipline, the poten-
tial of Synergy Model to positively affect patient outcomes, Synergy Model strengths and
weaknesses, and recommendations for Synergy Model refinement.

Review materials and all Synergy Model publications to date were mailed to the re-
viewers in September of 1999. Nine of the ten reviewers completed the in-depth review
process by the November deadline. Members of the Synergy Model Review Panel were:
Barbara Stevens Barnum, RN, PhD; Marion E. Broome, RN, PhD, FAAN; Rose E. Con-
stantino, PhD, JD, RN, FAAN, FACFE; Jacqueline Fawcett, PhD, FAAN; Edna M. Menke,
PhD, RN; Carolyn Murdaugh, RN, PhD, FAAN; Patricia Moritz, PhD, RN, FAAN; Bonnie
Rogers, DrPH, COHN-S, FAAN; and Marilyn Frank-Stromborg, EdD, JD, ANP, FAAN.
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Results of the Evaluation

Reviewers provided both quantitative and qualitative evaluation data for criterion descrip-
tors listed under each of the criteria. Rating scale responses for criterion descriptors are
presented in tabular form. The total number of responses is less than nine in those instanc-
es when one or more of the reviewers chose not to provide a rating for a specific criterion
descriptor. Narrative responses were summarized for each descriptor.

Clarity

Rating scale responses for Clarity criterion descriptors are shown in Table 15.2. Descrip-
tors with the highest ratings related to the description of the central principle and the logic
of Synergy Model presentation. Descriptors with the lowest ratings included those related
to meaningful diagrams and lack of ambiguity. A summary of narrative responses follows
for each of the Clarity criterion descriptors.

Table 15.2. Reviewer ratings, means, and medians for clarity criterion
descriptors

Ratings
Unclear Very Clear
Criterion Descriptors 1 2 3 4 5 6 Mean Median

Explanation of
philosophical bases (N=9) 2 0 2 1 3 1 3.7 4.0

Description of:

Central principle (N=9) 1 0 0 3 3 2 4.4 5.0

Definitions (N=9) 1 0 3 4 1 0 3.4 4.0

Assumptions (N=9) 2 0 2 1 2 3.8 4.0
Inclusion of meaningful:

Diagrams (N=9) 1 2 3 2 0 1 3.1 3.0

Explanations (N=9) 0 1 3 4 1 0 3.6 4.0
Logic of presentation (N=9) 0 1 1 1 5 1 4.4 5.0
Lack of ambiguity (N=8) 1 0 2 3 1 1 3.0 4.0
Clarity Overall (N=9) 1 0 1 5 2 0 3.8 4.0

Explanation of the Philosophical Bases of the Synergy
Model

Philosophical bases of the Synergy Model were implicit rather than explicit for most re-
viewers. Two reviewers stated the philosophical bases were clear; two other reviewers
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found no explanation in the written materials of the philosophical bases or an inconsistent
basis. Concerns included: multiple models presented as the though they are the same model;
inadequate explanation of the decision process to replace past systems with an alternate
structure; and lack of discussion of health input-output model variables.

Reviewers suggested making the philosophical basis of the Synergy Model explicit. Spe-
cific suggestions included: elaborate on the changes necessitating re-conceptualization; clar-
ify the move from implicit to explicit holism if that occurred; clarify the linkages of health
systems change to certification; and clarify relationships to other disciplines.

Description of Central Principle, Definitions, and
Assumptions

The Synergy Model’s central principle and assumptions were clear to most of the reviewers.
However, the majority addressed a need for additional clarity and consistency of definitions.

Although the central principle of the Synergy Model was clear to most, one reviewer
noted that the central principle was stated differently in three of the articles and noted that
a clearer statement is needed. The basic premise of “synergy” was problematic for one re-
viewer since it was perceived to imply that the most critically ill patient requires the most
competent nurse and, therefore, a less critically ill patient requires a less competent nurse.
Another reviewer stated that the concept of “safe passage” is not substantiated across docu-
ments and the place of the family in the model needs clarification.

Most reviewers addressed a need for additional clarity and consistency of definitions. A
primary area of concern was the lack of definitions, linkages, and clarity in outcomes. The
interchangeable use of terms (needs and outcomes, needs and characteristics, characteristics
and competencies) also was identified as problematic. General comments from the review-
ers were summarized as: 1) definitions are not sufficiently descriptive; 2) jargon should be
reduced; and 3) descriptions and definitions should be clear enough for the lay public to
understand.

Specific comments from individual reviewers were: 1) patient characteristics vary in
their level of abstraction; 2) nurse characteristics and nurse outcomes are not clear; 3) de-
scriptors for complexity and predictability need clarification; 4) there are ambiguities in lev-
eling (e.g., three levels of outcomes identified); 5) characteristics like clinical judgment need
to be defined in other ways than with synonyms, such as clinical reasoning; and 6) synergy
needs to be defined more clearly.

Many reviewers indicated the assumptions were clear and the majority were explicitly
stated. One reviewer indicated that the nurse assumptions are sketchy. Another reviewer
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identified two models, a core model and an outcomes model; the two models are not seen
as congruent and the components are not clear. Specifically, the reviewer indicated that the
contribution of “systems” in the core model is unclear, characteristics of nurses are not op-
erationalized in the outcomes model, and it was unclear whether there were seven or eight
nurse characteristics.

Inclusion of Meaningful Diagrams and Explanations

Two reviewers indicated that the diagrams and explanations were clear. Other reviewers
identified some ambiguity and/or inconsistencies in Synergy Model diagrams and explana-
tions.

There was variation among reviewers regarding the clarity of the diagrams. Two re-
viewers indicated that the diagrams were clear and helpful. Another reviewer questioned
the need for diagrams. Several reviewers indicated that the relationship between patient
characteristics, nurse competencies, and outcomes was unclear or implicit rather than ex-
plicit. One reviewer, additionally, indicated that the connections among the three levels of
outcomes in the Synergy Model were unclear. Reviewers recommended an additional dia-
gram to clarify the relationship of major Synergy Model concepts/variables.

The “convergence in practice” model was confusing to one reviewer and clearest of all
the models to another. One reviewer indicated that the diagrams in the Resource booklet
were not helpful because of their level of abstraction. Some inconsistencies among dia-
grams in various publications was noted and attributed to refinements over time. It was
suggested by one reviewer that changes be addressed in future publications.

Two reviewers indicated the explanations, for the most part, were clear and expanded
on the definitions. One reviewer indicated that explanations for patient characteristics
were clear but explanations of nurse characteristics were not as clear. The reviewer noted,
further, that the nurse characteristics were not mutually exclusive and the term “collabora-
tion” was used differently by individual authors. Another reviewer stated that the general
explanation was clear but how patient characteristics and nurse competencies match and
how synergy occurred was ambiguous. The explanation for synergy also was of concern to
another reviewer since it did not seem to explain the process taking place. For this review-
er, “synergy” was viewed as a “holistic term imposed on an essentially logistic system.”

Explanations of outcomes and relationships between patient characteristics, nurse
competencies, and outcomes were unclear to several reviewers. Additionally, the explana-
tion of “nurse-derived outcomes” was questioned by two reviewers who indicated that out-
comes were the result of nursing care rather than nurse outcomes.
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A reviewer noted that Synergy Model explanations differed in the various printed
materials. The Synergy Model was called: a patient-driven model; a nurse-patient relation-
ship model; a patient- nurse-care system model; a patient-family-nurse-care system model;
and a model comprised of “three spheres of influence:” patient-family, nurse-nurse, and
system. These were considered by the reviewer as separate models with different meanings
rather than exemplifying one Synergy Model.

Logic of Presentation

For most reviewers, the logic of the Synergy Model was clear in the presentations. One re-
viewer noted that assumptions and propositions do not provide a case for nurse outcomes
or health systems outcomes. Another suggested identifying how nurses’ knowledge and
use of assessment related to the Synergy Model. A third reviewer wrote that the authors
seemed to address either patient needs or outcomes, rather than both components.

There was a fundamental problem in the logic of the Synergy Model for one reviewer,
who noted that synergy is an outcome rather than a process, and that the Synergy Model
had no description of what made things happen. Other reviewers also commented that the
process was not clear and that the Synergy Model materials did not address how patient
characteristics and nurse competencies were linked to produce synergy.

The premise that “patient characteristics drive nurse competencies” was questioned
by two reviewers. One reviewer indicated that nurse competencies were developed based
on non-patient experiences in addition to those of the patient. A suggestion was made to
define “drive” or select another word. Another reviewer challenged the cause-and-effect
relationship in the premise.

Lack of Ambiguity

Most reviewers acknowledged some ambiguity, incompleteness or inconsistency in the
descriptions of the Synergy Model. Several reviewers stated that ambiguity would be ex-
pected at the current stage of development and that some ambiguity allowed opportunity
for refinement.

An area of ambiguity for several reviewers concerned the linkages among and between
patient characteristics, nurse competencies, and outcomes. Other areas of ambiguity in-
cluded: 1) the meaning of synergy and how it occurred; 2) the meaning of caring; 3) defini-
tions and descriptions of outcomes; and 4) inclusion/exclusion of family as a concept. One
reviewer suggested testing the assumption that linking patient and nurse characteristics
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leads to appropriate outcomes. Another indicated that the educational level or background
of the nurse needs to be clear.

Clarity Overall

Several reviewers indicated that the philosophical bases of the Synergy Model require
clarification. Specifically, they stated that the origins of key concepts were not addressed,
there were inconsistencies in perspectives in each paper, and multiple models rather than
one model presented. One of the reviewers, further, noted that the reasons for re-concep-
tualization were not clear. This reviewer suggested showing how the re-conceptualized
Synergy Model produced a better fit with holistic models such as those evident in commu-
nity health.

The meaning of synergy, the causal relationship between patient characteristics and
nurse competencies, inclusion or exclusion of the family, and outcomes needs to be clari-
fied, according to one or more reviewers. One reviewer indicated that the number of nurse
competencies and their definitions requires clarification. Descriptions of patient character-
istics and the terms, predictability, and complexity, were listed as unclear and it was again
noted that some of the diagrams were unclear.

Reviewers addressed lack of clarity in outcomes. Specifically, one or more recom-
mended clarifying the level of outcomes; terms describing the types of outcomes; state-
ments about Synergy Model influences on outcomes; and the relationship of the systems
component to outcomes.

Several reviewers noted the clinical and certification relevance of the Synergy Model.
One suggested that the Synergy Model has strong points and should be tested. The review-
er indicated that additional evidence is needed for use in certification. Further, use of the
term “professional nurse” needs clarification as to whether or not the statement refers to a
baccalaureate-prepared RN.

Consistency

Rating scale responses for Consistency criterion descriptors are shown in Table 15.3. The
mean and median responses for all criterion descriptors are 4.0 or higher. A summary of
narrative responses follows for each of the Consistency criterion descriptors.
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Table 15.3. Reviewer ratings, means, and medians for consistency
Criterion descriptors.

Ratings
Inconsistent  Very Inconsistent

Criterion Descriptors 1 2 3 4 5 6 Mean Median
Model congruence with
philosophical bases (N=8) 1 0 1 1 3 2 4.4 5.0
Constancy of:

Terms (N=9) 0 0 2 2 3 2 4.6 5.0

Interpretation (N=9) 1 0 1 1 3 3 4.6 5.0

Model components (N=9) 2 0 0 1 4 2 4.2 5.0
Compatibility of Model
components (N=9) 0 0 0 5 2 2 4.7 4.0
Coherence of Model
concepts (N=8) 1 0 0 2 € 2 4.5 5.0
Consistency Overall (N=9) 0 0 1 3 4 4.6 5.0

Congruence of the Synergy Model With Its Philosophical
Bases

Two reviewers indicated that the Synergy Model was congruent with implied philosophical
bases or the Synergy Model’s basic premise. Results of the validation study were cited as
evidence of congruency by one reviewer. Another reviewer, however, stated that the lack of
explicit philosophical bases impacts consistency of the Synergy Model since varying per-
spectives have resulted.

Two reviewers indicated that they could not assess congruence since the philosophical
bases were not identified; one suggested that the underlying work of model development
still needs to be done. One reviewer noted that ignoring the physiologic elements inher-
ent in critical care produced incongruence, and that the technological role should be ad-
dressed to decrease inconsistency. Another reviewer indicated that the arena in which the
Synergy Model should function (e.g., critical care or all of nursing) is unclear.

Constancy in Use of Terms, Interpretations, and
Synergy Model Components
Most reviewers indicated that terms, interpretations, and Synergy Model components were

consistent within and among the materials describing the Synergy Model. Comments fol-
low from those reviewers who identified inconsistencies.
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Reviewers identified the following inconsistencies in term use: 1) Patient needs and
patient characteristics were used interchangeably; 2) nurse characteristics and nurse com-
petencies were used interchangeably; 3) nurse characteristics included both competencies
(clinical judgment, caring behaviors, systems thinking, sensitivity to diversity, clinical
inquiry) and roles (advocate, collaborator, evaluator, educator); 4) the number of nurse
characteristics varies; and 5) some terms used in the outcomes model were not in the core
model. One reviewer asked where clinical skills were located within the characteristics.

A reviewer commented that nursing care results in patient outcomes, and not nurse
outcomes, so the use of the term “nurse outcomes” was inconsistent with the literature.
The reviewer further indicated that nurse outcomes and nurse-sensitive outcomes were not
identical terms.

Interpretation of the Synergy Model within the Clinical Nurse Specialist exemplar
program created “fuzziness” for one reviewer. The reviewer also expressed concern that
physiologic changes as outcomes were attributed only to nurse influence.

In one of the papers describing the Synergy Model, a reviewer noted that concepts
were integrated into another theoretical framework reminiscent of Benner’s work. This
prompted the reviewer to suggest caution in merging theorists’ positions.

An inconsistent interpretation of the Synergy Model’s target audience was perceived
by one reviewer. The reviewer identified that often the Synergy Model was directed toward
critical care nursing, but at other times, toward all of nursing.

One reviewer expected both the patient and the family to be major Synergy Model
components since one of the articles included both patient and family needs in the title.
Another reviewer added that the term, patient, was defined as patient and family but that
the Synergy Model focused on the patient as an individual.

Reviewers stated that the role of outcomes in the Synergy Model was not consistent
since the various models did not all include outcomes. One reviewer expressed uncertainty
about the presence of patient and system outcomes and whether family outcomes were
included within patient outcomes. Another reviewer identified inconsistent references to
the role of the health-care system since reference to systems included in the article on “safe
passage” did not appear in diagrams or definitions of the Synergy Model.

Compatibility of Synergy Model Components

All reviewers acknowledged that the patient characteristics and nurse competencies com-
ponents of the Synergy Model were compatible; two reviewers cited the validation study
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as support for compatibility between these Synergy Model concepts. Incompatibilities ad-
dressed by reviewers included: 1) outcomes not derived from Synergy Model propositions
or premises; 2) inconsistencies in discussion of outcomes; 3) use of the “dialectic” term,
synergy, as either a goal or process which is inconsistent or incompatible with the “logistic
(systems-type) thinking” used to relate patient characteristics and nurse competencies.

Coherence of Synergy Model Concepts

Most reviewers indicated that the Synergy Model concepts were coherent. Two review-

ers identified areas of incoherence. One reviewer specified missing connections between
patient and nurse characteristics, assumptions about how synergy occurs, and the level of
abstraction of concepts as contributors to a lack of coherence. A second reviewer identi-
fied several areas contributing to incoherence. They were: 1) the context within which the
Synergy Model operates varies widely in the various printed materials (Figure 15.1); 2)
synergy, a goal, is used as both a process and a goal; 3) patient needs and patient outcomes
are not synonymous and it is unclear which is the goal; and 4) there are three thought pro-
cesses evident in the writings (logistic for outcomes, problem-solving for patient needs,
and dialectic for synergy). This reviewer further suggested that the concept, synergy, is not
compatible with systems thinking where specific outcomes are expected.

Consistency Overall

Most reviewers stated that there is consistency in the Synergy Model overall. One reviewer
indicated that the Synergy Model is consistent and applicable across nursing specialties.
Another reviewer commented that the Synergy Model’s internal consistency is intuitive
and needs additional testing. A reviewer commented that patient characteristics and nurse
competencies “work together” theoretically. Another reviewer added that concepts are
philosophically congruent, are related to the literature and “fit into a structure, process,
outcomes framework” logically.

Inconsistencies enumerated by one or more reviewers included: 1) conflicting philo-
sophical perspectives; 2) use of the term “patient” to include family at some times and not
others; 3) changing use of patient characteristics and nurse competencies in which they
are used individually at some times and as a whole at other times; 4) inclusion of systems
components in the outcomes model that do not appear in the core model; 5) multiple
models, rather than one Synergy Model ; 6) problem of use of the concept, synergy, with
the systems orientation of the Synergy Model ; 7) and variations in elements among theory
presentations. Recommendations from one reviewer included: 1) increasing consistency in
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references to nurse and patient and patient needs; 2) refinement and clarification of nurse
characteristics and levels of outcomes.

Adequacy

Rating scale responses for Adequacy criterion descriptors are shown in Table 15.4.
Descriptors with the highest ratings included those related to Synergy Model inclusiveness
of concepts related to person and nursing. The descriptor with the lowest rating involved
Synergy Model inclusiveness of concepts related to environment. A summary of narrative
responses follows for each of the Adequacy criterion descriptors.

Table 15.4. Reviewer ratings, means, and medians for adequacy
criterion descriptors.

Ratings
Inadequate Adequate
Criterion Descriptors 1 2 3 4 5 6 Mean Median

Comprehensive of scope
within:

Area of concern (N=9) 1 0 2 2 3 2 4.0 4.0
Level of development 1 0 3 1 4 0 3.8 4.0
(N=9)

Inclusive of concepts

related to:
Person (N=9) 0 0 0 1 6 2 5.1 5.0
Environment (N=9) 2 2 3 1 1 0 2.6 2.5
Health (N=9) 1 0 0 58 0 4.0 4.0
Nursing (N=9) 0 0 1 2 5 1 4.7 5.0

Reflective of current

nursing realities (N=9) 0 1 3 2 2 1 3.9 4.0

Adequacy Overall (N=9) 1 0 1 4 2 1 4.0 4.0

Comprehensive of Scope Within Area of Concern and
Level of Development

There was a diversity of opinion related to comprehensiveness of scope. Several reviewers
indicated that the Synergy Model was comprehensive in some areas, but not others.

Most reviewers indicated the Synergy Model was comprehensive within an area of
concermwhenmapplied-to-criticalfacutecare-tworeviewerscattioned-agains ‘.::“
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that the Synergy Model has broader applicability. However, one reviewer indicated that
patient characteristics are global and can be applied to all patients.

Several reviewers noted that the Synergy Model is comprehensive in scope in rela-
tion to patient and nurse characteristics, but that work remains in the area of outcomes.
Individual reviewers identified limitations of scope in relation to family, community, and
nurse-patient interaction.

In terms of level of development, two reviewers indicated that the Synergy Model is
at an early developmental stage. One reviewer indicated that scope is difficult to deter-
mine since it is unclear for whom the Synergy Model was created. The reviewer suggested
continuing developmental work within a critical care context, adding that theories are
most applicable within specific specialties. Measurement of Synergy Model variables was
addressed by two reviewers who indicated a need for operational definitions and measure-
ment of outcomes.

One reviewer included comments, questions, and suggestions related to the Resource
Booklet (Figure 15.1). Framed as suggestions, they are: 1) consider expanding vulnerability
descriptors; 2) clarify whether family and friends only are included under the category,
“social,” in Resource Availability; 3) address work impact; 5) consider adding clergy and
others to Participation in Care; 6) include “no desire to participate” under Participation in
Decision-Making; 7) address family advocacy under Nurse Characteristics, Advocacy, Lev-
el 1; 8) include “forward movement” in Caring Practices in addition to promoting comfort
and preventing suffering; 9) address nurse safety; and 10) include aspects of “corporate
culture” and change under Systems Thinking.

Three additional broad suggestions were included by the reviewer. First, additional
thought was recommended for the Advocacy area in relation to dealing with patient deci-
sions that are not consistent with health, patient actions that can harm self or others, and
patient/family disagreement. Second, Level I Collaboration was perceived as passive and
there was a recommendation to revisit the issue. Third, the reviewer identified an issue of
how research conduct should be included and suggested clarification. A second reviewer
suggested including statements about the system, environment, and other health-care pro-
fessionals who collaborate and influence outcomes.

Inclusive of Concepts Related to Person, Environment,
Health, and Nursing

Most reviewers perceived that concepts related to person, environment, health, and nurs-
ing were included. However, the adequacy of the inclusion varied for the four concepts.
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Concepts related to person were identified as clearly present. Several reviewers in-
dicated that “person” in the Synergy Model is the individual patient. One reviewer sug-
gested that “person” be expanded to include family and community; alternately, a rationale
should be presented for a more limited view.

Several reviewers stated that a better explanation of environment is needed. One re-
viewer identified the environment as the nurse-patient relationship, which changed among
the various print materials provided for the evaluation process. Most reviewers identified
the environment as the critical care or acute care setting, but acknowledged reference to a
broader environment in some writings.

Reviewers perceived that health was presented in the context of patient needs. One
reviewer indicated that health was described as “ill health,” which is consistent with criti-
cal care. However, the concept was vague for some reviewers. One reviewer suggested that
health was not discussed in terms of a major desired outcome and that such a discussion
would strengthen the outcomes information.

Reviewers indicated that the nursing component related to the competencies of the
individual nurse. One reviewer observed that nurse characteristics are “achieved states,”
while patient characteristics are “inherent states of being.” It was noted by another reviewer
that a format for nursing process was not explicit.

One reviewer suggested that aggregate level as well as individual level outcomes are
important for clinical settings. The reviewer suggested that two Synergy Models may be
needed, one for certification in which outcomes are related to the individual nurse, and
one that is at an aggregate level with outcomes important to the clinical setting. Another
reviewer proposed that comprehensive testing of the Synergy Model be undertaken to
identify objective measures of optimal outcomes.

Reflective of Current Nursing Realities

Most reviewers indicated that the Synergy Model is reflective of current nursing reali-
ties. Two reviewers indicated that the Synergy Model goes beyond current realities. One
reviewer added that the Synergy Model descriptions both reflect and react to current nurs-
ing realities. Another reviewer commented that the Synergy Model’s complexity reflects
the complexity of nursing.

The need for consideration of economic and environmental, system, or contextual in-
fluences on nursing practice was addressed by several reviewers. Two reviewers identified
the need for testing of the Synergy Model relationships given current health-care econom-
ics.
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Adequacy Overall

The majority of reviewers noted that testing is needed to validate adequacy of the Synergy
Model. One or two reviewers indicated that: 1) the Synergy Model has potential with re-
finement and testing; 2) the Synergy Model is adequate in some areas but not in all areas
(family, outcomes); 3) the scope is adequate for critical care but additional testing and
documentation needs to be completed before suggesting the Synergy Model is useful be-
yond critical care; 4) and the Synergy Models are worth exploring, but their purposes need
to be clarified.

Utility

Rating scale responses for Utility criterion descriptors are shown in Table 15.5. Many cri-
terion descriptors had relatively high ratings, including overall utility. There were also sev-
eral criterion descriptors with relatively low ratings in the areas of geographic applicability,
attainability of outcomes, and testability. The number of responses for some of the descrip-
tors was low. Some reviewers indicated the Synergy Model did not provide the needed in-
formation or that it was premature in Synergy Model development to evaluate the descrip-
tor. A summary of narrative responses follows for each of the Utility criterion descriptors.

Table 15.5. Reviewer ratings, means, and medians for utility criterion
descriptors.

Ratings
Not Useful Useful
Criterion Descriptors 1 2 3 4 5 6 Mean Median
Feasibility of using Model
concepts to guide nursing:
Practice (N=9) 0 1 0 2 4 3 4.9 5.0
Education (N=8) 1 0 0 1 3 3 4.8 5.0
Administration (N=8) 1 0 0 2 4 1 4.4 5.0
Research (N=8) 0 1 1 1 3 2 4.5 5.0
Model applicability beyond
critical care to other
settings:
Clinical (N=7) 0 0 2 1 2 2 4.6 5.0
Cultural (N=7) 1 1 0 3 0 2 3.9 4.0
Geographic (N=7) 1 1 2 0 1 2 3.7 3.0
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Ratings
Not Useful Useful

Criterion Descriptors 1 2 3 4 5 6 Mean Median
Attainability of projected
outcomes (N=6) 0 0 2 2 2 0 3.9 3.8
Testability of Model
concepts (N=9) 1 1 8 1 1 2 8.7 3.0
Model ability to generate
research:

Quantitative (N=8) 1 0 0 2 2 3 4.6 5.0

Qualitative (N=8) 0 0 0 3 1 4 5.1 5.5
Utility Overall (N=8) 0 0 0 1 8 2 5.1 5.0

Feasibility of Using Synergy Model Concepts to Guide
Nursing Practice, Education, Administration, and
Research

All reviewers noted that the Synergy Model has potential use in one or all of the nursing
practice, education, administration, and research areas. Most of the reviewers indicated that
the Synergy Model has the potential to be feasible for all four areas. Several reviewers stated
that Synergy Model use in critical care nursing practice is the most apparent. One reviewer
noted that the literature supports use of the Synergy Model to guide practice but that there
are no data to suggest feasibility of use in education, practice, and research. Another re-
viewer stated that the Synergy Model is an interesting clinical model that needs more de-
velopment. The reviewer also stated that clinical models do not fit with administration and
education and that “no model can do everything” Another reviewer suggested linking the
Synergy Model with other relevant models.

Reviewers, for the most part, agreed that the Synergy Model is a feasible guide for nurs-
ing practice in critical and acute care areas. Several reviewers indicated feasibility for other
practice areas as well; two reviewers extended the feasibility to all of nursing. One reviewer
indicated high feasibility if administration and education systems were supportive.

Most reviewers stated that it would be feasible to use the Synergy Model for nursing
education. Several reviewers perceived that the Synergy Model could be used to assist stu-
dents in identifying relationships between competency development and meeting patient
needs, at least for critical care nursing practice. Ideas expressed by individual reviewers
included: 1) use of “case scenarios” to aid students in development of nursing characteristics
to address differing patient needs; and 2) evaluation of students in practicum situations.
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Most reviewers stated that it would be feasible to use the Synergy Model for nursing ad-
ministration. Three reviewers indicated that the Synergy Model might be a guide for staffing
and resource allocation decisions. One reviewer suggested that the competency levels might
be used as a guide for hiring decisions.

The majority of the reviewers indicated that the Synergy Model can be used to guide
nursing research. One reviewer stated that the Synergy Model was too abstract, but that
testable propositions could be derived. Two reviewers specifically mentioned the use of the
Synergy Model in research on whether certification makes a difference in patient outcomes.
One researcher suggested that the current studies should be expanded and continued.

Applicability of the Synergy Model Beyond the Critical
Care Setting to Other Clinical, Cultural and Geographic
Settings

Impressions about the applicability of the Synergy Model beyond the critical care setting
were mixed. Several reviewers identified broad applicability while others identified areas
requiring developmental work prior to application. Two reviewers indicated that the litera-
ture did not support applicability beyond critical care at this point. Another reviewer stated
perceived implications within other specialties of suggesting critical care patients require
the most skilled nurses and suggested the Synergy Model be limited to one specialty.

Several reviewers indicated the Synergy Model might be applicable beyond critical care
clinical settings, but that the evidence is not there. One reviewer stated that the Synergy
Model is applicable in all clinical settings. Another reviewer suggested a clinical area other
than critical care in which the Synergy Model could be applicable for certification. One
reviewer indicated that the family component in the Synergy Model needs to be expanded
for generalization. Two reviewers raised questions about the use of the Synergy Model in
healthy populations and primary care.

Reviewers who indicated the Synergy Model is applicable in other cultural settings
stated that the Synergy Model is “culturally neutral” or that “cultural utility” is stated in one
of the nurse competencies. One reviewer suggests a cultural component be added to the
patient characteristics. Two reviewers indicated that assumptions in the Synergy Model re-
lated to caring for the sick may differ in other cultures.

To increase usefulness across geographic areas and settings, one reviewer proposed
more encompassing definitions of the patient and environment. Another reviewer stated
uncertainty regarding Synergy Model usefulness in acute and critical care in rural areas
given the number of nurses available to provide care.
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Attainability of Projected Outcomes

Uncertainty of the nature of the projected Synergy Model outcomes was expressed by
several reviewers. One reviewer indicated that it was not possible to evaluate attainability
from the literature provided for the evaluation process. One reviewer stated that the pro-
jected Synergy Model outcomes are difficult to obtain because the Synergy Model is “global
and abstract” The reviewer suggested deriving measurable empirical indicators for the out-
comes. Most reviewers indicated that significant work needs to be done in this area.

Testability of Synergy Model Concepts

Portions of the Synergy Model were identified by several reviewers as testable once defini-
tions and outcomes are clarified. Three reviewers indicated that the Synergy Model is a
grand theory or global conceptual framework, which cannot be tested, but can guide the
development of testable middle range theories. One reviewer suggested focusing on the
qualitative questions regarding the Synergy Model before proceeding.

Ability of Synergy Model to Generate Quantitative and
Qualitative Research

Almost all of the reviewers indicated that the Synergy Model has the potential to generate
both quantitative and qualitative research with the qualification that developmental work
remains. One reviewer gave specific examples of research: interaction of patient-nurse
characteristics; differentiation of patient and family interactions; outcomes determination;
and usefulness of the Synergy Model.

Several reviewers made specific suggestions or cautionary comments regarding use
of the Synergy Model in quantitative research. First, reviewers suggested that descriptive
quantitative work be undertaken to substantiate the relationships between concepts. One
reviewer stated that additional work needs to be done before moving to experimental
studies using the Synergy Model as a guide. One reviewer indicated that, while the patient
characteristics are the strongest part of the Synergy Model, the use of summative scores
is problematic because a total score may inaccurately reflect a significant problem that is
out of balance with other problem areas. Also, the divisions in nursing characteristics raise
questions if nurses would be ranked.

One reviewer suggested that qualitative research needs to be done to define and de-
scribe needs, concepts, and outcomes missing from the Synergy Model. Another suggested
that Benner’s framework could serve as a typology for work that might occur with the Syn-
ergy Model.
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Utility Overall

Two reviewers expressed enthusiasm for the Synergy Model. Others indicated it was very
feasible with some limitations including: 1) a need for valid and reliable measures; and 2)
support from administrators, educators, researchers, and other disciplines. Three reviewers
limited the utility to practice, education, and research, while another added administra-
tion. One reviewer limited utility to critical care. One reviewer indicated that too little
work was done on the Synergy Model to specify its utility.

A reviewer noted the Synergy Model does not have to be perfect to have utility. An ad-
ditional observation made by the reviewer was that individuals are using parts of the Syn-
ergy Model or variations rather than the whole Synergy Model for specific purposes. The
fact that it is being used indicated to the reviewer that the Synergy Model deserves further
development.

Significance

Rating scale responses for significance criterion descriptors are shown in Table 15.6.
Descriptors with the highest ratings involved delineation of essential issues in nursing,
development of nursing knowledge, and congruence of the Synergy Model with patient
expectations. The descriptor with the lowest rating addressed discrimination of nursing
from other health professions. A summary of narrative responses follows for each of the
Significance criterion descriptors.

Table 15.6. Reviewer ratings, means, and medians for significance
criterion descriptors.

Ratings
Not Significant  Significant
Criterion Descriptors 1 2 3 4 5 6 Mean Median

Delineation of essential
issues in nursing (N=9) 1 0 0 1 4 3 4.8 5.0

Derivation of nursing
interventions influencing

patient outcomes (N=9) 1 1 2 2 0 8 3.9 4.0
Development of nursing
knowledge (N=9) 0 0 1 1 4 3 5.0 5.0

Discrimination of nursing
from other health
professions (N=8) 0 2 2 3 0 1 8.9 8.0
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Ratings
Not Significant  Significant

Criterion Descriptors 1 2 3 4 5 6 Mean Median
Congruence of Model
with expectations:

Patient (N=8) 0 1 0 1 4 2 4.8 5.0

Community (N=8) 0 2 1 2 2 1 3.9 4.0

Health Care System (N=8) O 2 0 3 2 1 4.0 4.0
Significance Overall (N=9) 0 1 2 2 1 3 4.3 4.0

Delineation of Essential Issues in Nursing

Several reviewers indicated that the Synergy Model addresses nursing issues. Comments
included: provides a guide for “reframing” critical care nursing practice; differentiates lev-
els of care which may be helpful in resource allocation; may strengthen linkages between
practice, education, and research; and addresses nursing competence more thoroughly
than elsewhere. One reviewer indicated that nursing issues are not described in the Syn-
ergy Model.

The need for outcomes clarity was expressed by three reviewers. One reviewer ex-
pressed concern that interest in distancing critical care nursing from medical practice may
be detrimental. Another reviewer raised the pragmatic question about the ability of the
Synergy Model to work in practice given current health-care economics. One reviewer
suggests that a master’s curriculum for acute care should be developed based on the Syn-
ergy Model.

Derivation of Nursing Interventions Influencing Patient
Outcomes

Variation in responses from reviewers was primarily related to whether interventions were
perceived to be immediately derivable or potentially derivable. Comments from those

who noted the potential for intervention derivation included: interventions are implied
rather than explicit; the Synergy Model has the potential to be prescriptive and predictive
but is too immature to derive interventions; and nursing competencies are an overview of
nursing interventions but are superficial. Suggestions for identification of interventions
included: focus on specific components of the Synergy Model to develop nursing interven-
tions and test their effectiveness; translate competencies into concrete practices carried out
by nurses; consider linking other intervention systems (such as the Iowa Intervention Clas-
sification System), if appropriate, to the Synergy Model.
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A reviewer commented that specific nursing interventions cannot be derived from the
theory elements. The reviewer further suggested that the Synergy Model as presented in
the Curley article (Figure 15.1) presents a logistic, systems model that might be developed
to link nursing interventions and patient outcomes.

Development of Nursing Knowledge

Reviewers agreed that the Synergy Model has the potential to contribute to nursing knowl-
edge. Requirements to make that happen were identified as: constructing measures to test
the concepts in differing populations; testing (evaluating) the model; and using the Syn-
ergy Model as a framework for research. One reviewer indicated the Synergy Model itself
is a contribution to nursing knowledge. Another indicated that the Synergy Model clearly
goes beyond the function of certification.

Discrimination of Nursing From Other Health
Professions

Most reviewers agreed that the Synergy Model does not clearly distinguish nursing from
other health professions. One reviewer indicated there is the potential for discrimination
and another identified clear distinctions. Two reviewers indicated that the Synergy Model
may be useful across professions.

Congruence of Synergy Model with Patient, Community,
and Health-Care System Expectations

Most reviewers indicated that the Synergy Model is congruent to some extent with patient
and health-care systems expectations, but is less clearly linked to community expectations.
One reviewer suggested using the Synergy Model to change expectations.

Two reviewers indicated that patients expect to have their needs addressed, which is
congruent with the Synergy Model. Further, patients expect to have a competent nurse and
“want the most competent nurse regardless of their level of need”

Synergy Model congruence with community expectations was identified as less clear
and dependent on expectations. One reviewer indicated that some of the values, such as
quality health care and optimized outcomes, are consistent. Another reviewer noted that
the nursing community values the concepts in the Synergy Model, but that students may
not be taught to practice in this manner.

Values embraced by health-care systems, such as “cost-effective services, quality
patient care, patient satisfaction and minimal undesirable outcomes” were identified by
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one reviewer as congruent with the Synergy Model. Another reviewer indicated that the
health-care system expectations were reflected in system outcomes. A third reviewer stated
that the health-care system relationship is insufficiently addressed. Concerns expressed
included the fact that there are few health-care systems that invest in competency develop-
ment. Another concern listed was the possibility of insufficient “nurse power” to actualize
the work as stated in the Synergy Model.

Significance Overall

Three reviewers indicated that the Synergy Model is highly significant. Several others indi-
cated that the potential for significance is present and that the Synergy Model might have
significance beyond critical care.

Individual reviewers commented that the Synergy Model: 1) can guide certification
and critical care practice that meshes with evolving health-care delivery systems; 2) has
the potential to differentiate the impact of nursing care; 3) addresses societal expectations
about care and health system needs for controlling cost and optimizing patient outcomes;
4) focuses on the role of the nurse; and 5) has the potential to advance nursing knowledge.

Summary

Reviewers were asked to respond to a set of summary probes. These included:
1. Potential contribution of the Synergy Model to nursing as a discipline;
2. Potential of the Synergy Model to positively affect outcomes;
3. Strengths of the Synergy Model;
4. Weaknesses of the Synergy Model;
5. Recommendations for Synergy Model refinement;
6. Level of theory development; and
7. Additional comments.

Responses are presented for each of the summary probes.

Potential Contribution of the Synergy Model to Nursing
as a Discipline

Most reviewers indicated that the Synergy Model has the potential to contribute par-
ticularly to critical care practice and certification, to nursing education, and to nursing
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research. Some reviewers stated that the contribution will depend on acceptance in critical
care practice, financial support for continuing Synergy Model development and testing, as
well as continuing publications. One reviewer suggested that, once the Synergy Model is
refined, a monograph be published that describes the philosophical bases, concepts, rela-
tionships, and testing to act as the definitive reference for the Synergy Model. Specific areas
identified as needing development included the linkages between patient characteristics,
interventions, and outcomes.

One reviewer summarized current contributions to the discipline as follows: 1) iden-
tification of patient characteristics and a continuum of needs that is “generalizable across
populations;” 2) identification of a nurse characteristics with the potential for generaliz-
ability; 3) descriptions of the interrelatedness of patient needs and nurse competencies that
can be tested; 4) a beginning description of patient and system outcomes; and 5) the begin-
nings of a Synergy Model that may be generalizable.

Potential of the Synergy Model to Positively Affect
Outcomes

Most of the reviewers indicated that, if the Synergy Model works in practice, it can posi-
tively affect outcomes. One reviewer stated that implementation will be a challenge worth
pursuing. Another reviewer was interested in the ability of the Synergy Model to differenti-
ate certified and non-certified nursing practice, particularly if the link to outcomes can be
demonstrated.

Discussion of the nature of outcomes was presented by two reviewers. One reviewer
recommended reviewing the language of “nurse outcomes” since the context of the patient
outcomes was based on nursing care. Further, the reviewer suggested it will be necessary to
measure and differentiate both systems outcomes and patient outcomes. Another reviewer
stated that the various descriptions of the Synergy Model, other than the Curley descrip-
tion (1998), do not incorporate outcomes and that many of the descriptions confused pa-
tient needs and outcomes.

Strengths and Weaknesses of the Synergy
Model

Perceptions of Synergy Model strengths and weaknesses are listed in Figure 15.2. One
reviewer observed that the narrative accompanying the Synergy Model indicated that de-
velopment was proactive and designed to enhance clinical care, document practice, and
demonstrate the importance of nurses. The reviewer also stated that considerable testing
remains to be done in critical and acute care.
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Synergy Model

Clear and easy to understand
Logically consistent

Visionary

Parsimonious, including only
basic nurse-patient relationship
concepts and resulting outcomes
Developed from the evaluation of
practice

Reflects current nursing realities
Patient focused; patient
characteristics identified and
definitions promote
operationalization

Exhaustive and mutually
exclusive patient characteristics
list usable for many purposes
Nursing perspective; nurse
competencies identified and
definitions developed

Nurse competencies linked to
patient outcomes

Inclusion of the health care
system, diversity, consumers in
clinical decision-making and
collaboration

Potential to test proposed
relationships

Potential for use in nursing
education, administration and
research

Covers scope of critical care
nursing practice and is
generalizable (or potentially
generalizable) to all of nursing, all
patients and all health care
systems

Feasibility of use at the individual,
unit and organizational level

A beginning restructuring for
specialty examinations

Some ambiguity which allows
continuing study and
development

Positive energy generated among
developers

Synergy Model

Philosophical base(s) not explicit

Origins of key concepts not identified

Concepts and terms not clear and consistent
Patient characteristics or needs

Nurse characteristics or competencies
Ambiguity

How synergy occurs in nurse-patient relationship
Inconsistent use as process and outcome
Inappropriate use as process

Dialectic nature of synergy concept, not synchronous
with problematic/systems thinking in the Model
Continuum for patient characteristics

e Continuum for nurse competencies
¢ Linkages among patient characteristics, nurse

competencies, outcomes

Inaccurate statement that patient characteristics "drive"
nurse competencies (patientcharacteristics not verbs
so cannot "drive" nurse competencies)

No consistent Model; severa models all called Synergy
Model

e Core model is inconsistent with patient outcomes model
¢ Only the conceptual levelof the Model described, no

explicit relationships

e Outcomes component underdeveloped and needs work
e Qutcomes not addressed in the assumptions or

propositions
Outcomes may result from intervening variables not in
the Model

¢ |ndividual-focused, but implying system affects
* Frequently discussed as though measured at the

aggregate level across patients

Role of the family unclear; confounding emphasis on
patients and families

Role of the community unclear

Environmental context ignored

No specification of health or nursing process
Rejection of traditional systems approaches without
discussion of handling elements in new theory
Negative attitudes toward other health professionals

e |mplies but does not state that patient acuity and nurse

competency should be relaed which implies that the
most competent nurses should be critical care nurses
Claims that the Model can be used in all areas of
nursing practice

Excessive amount of jargon; needs to be
understandable to the lay public

Drawings confusing and don't capture interaction

Figure 15.2. Reviewer perceptions of Synergy Model
strengths and weaknesses.
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Recommendations for Synergy Model
Refinement

Reviewer recommendations for Synergy Model refinement are outlined in Figure 15.3.

Reviewer suggestions beyond Synergy Model refinement included: 1) development of cur-

ricula based on the Synergy Model; 2) re-conceptualization and evaluation of the nursing

division in several hospitals based on the Synergy Model; and 3) encouragement of doctor-

al students to develop dissertations based on the Synergy Model. One reviewer expressed

interest in seeing papers about the Synergy Model published in non-critical care journals.

1.

10.
11.

12.
13.

14,

Decide on the purpose of the Model
a) Ranking of nurses and patients

i)  Develop measurable variables

i) Obtain statistical assistance regarding use of rankings
b)  Granting of certification
Decide whether the context is critical care or all of nursing
Commit to a specific model
a) Variables unchanging
b) Definitions unchanging
Eliminate the wordsynergy or explain how the Model is synergistic
Identify origins of key concepts
Explicitly describe proposed relationships
a) Substantiate relationships with available literature to date
b)  Explain how nurse competencies and patient characteristics interact
Rework diagrams that depict major components of the Model
Rework, expand and make consistent definitions
a) Patient characteristics
b)  Nurse characteristics
Resolve ambiguities
Address issues of adequacy
Differentiate between patient needs and patient outcomes
a) Decide which is part of the Model
b) If both kept, identify how each contributes or relates
Describe what is meant by the combination of nurse characteristics
Rethink outcomes
a) Interms of three levels of outcomes
b) Interms of what is meant by nurse-derived outcomes
Define, clarify and test outcomes
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15. Develop the systems component in core model
a) Consider including market demand
16. Clarify the role of family
17. Clarify the role of community
18. Develop mid-range theories to be tested
19. Test the Model or components in practice to see if it is pragmatic
20. Continue validation studies

Figure 15.3. Reviewer recommendations for
Synergy Model refinement.

Level of Theory Development

Two reviewers indicated that the Synergy Model is a global conceptual model/framework.
Another reviewer identified the Synergy Model as a grand theory, less abstract than a con-
ceptual model and more abstract than a middle-range theory. Two reviewers wrote that the
focus of future development should be on middle range or situation specific theories that
can be tested and contribute to knowledge development within the discipline of nursing.

Two reviewers related the level of development to stages of process work by White-
head or theory development stages from Dickoff and James. For both of these reviewers,
the work is at the early stages with additional attention needed to the hard work of devel-
opment.

Additional Comments

There were no additional comments related to the conceptual evaluation of the Synergy
Model.

The Evaluation Process as an Impetus for
Further Work

The overall ratings for each of the criteria are shown together graphically in Figures 15.4
and 15.5. While there was a wide range of opinion among the reviewers related to some of
the criteria (Figure 15.4), the ratings were positive overall.

Ratings and reviewer comments support continued development of the Synergy
Model. The reviewers invested significant time and effort in the evaluation process. Their
evaluation was thoughtful and their suggestions were reasoned. Comments and sugges-
tions resulting from the evaluation process deserve thoughtful consideration as a basis for
further refinement of the Synergy Model by interested individuals and groups.
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N of Beviewers

Ratings
O Clarty (N=0) W Consistency (N=0) M Adequacy (M=2) W Uity (N=5) O Significance (M=0)

Figure 15.4. Criteria overall ratings.

M of Beviewsars

Patings
O Clarty (N=9) M Consistency (N=2) M adequacy (N=2) W Utilty (N=2) O Significance (N=2)

Figure 15.5. Means and medians for criteria
overall ratings.




Measurement of the
Synergy Model

Barbara B. Brewer, PhD, BN, MALS, MBA

“Synergy results when a patient’s needs and characteristics are
matched with a nurse’s competencies” (Curley, 1998, p. 67). Dr.
Curley’s statement is elegant in its simplicity, makes sense to bed-
side nurses and nurse administrators, and seems pretty straight-
forward. Yet, implementing the model in practice is not all that
simple. Doing so requires measurement of patient’s needs and
characteristics, nurse’s competencies, and modeling the point at
which the two are matched. This chapter will focus on measuring
patient characteristics, nurse competencies, and the fit—or syn-
ergy—between the two.

Why Measure

The AACN Synergy Model for Patient Care™ was developed
to link nursing practice to patient outcomes (Curley, 1998). The
model has been adopted as a framework for academic nursing
programs, clinical education programs (Pacini, 2005), expanding

roles of clinical nurse specialists (Cohen, Crego, Cuming, & Smyth,

2002), and as a conceptual model for nursing practice (Kerfoot,

Chapter




et al., 2006). The variety of different applications of the model illustrates its broad appeal
as a conceptual framework. All of these applications provide some qualitative evidence of
Synergy’s applicability to nursing, but none of them empirically test the theoretical rela-
tionships specified by the model.

Testing the propositional statements specified in the Synergy Model requires develop-
ment of operational definitions and empirical indicators of all model variables (Fawcett,
2005). Once definitions and empirical indicators have been specified, the accuracy of state-
ments should be tested through the use of statistical techniques (Walker & Avant, 2005).
Testing of the theory in multiple settings with nurses of different experience levels adds
credence to the generalizability of the model to different settings. Building sound, com-
prehensive measures of model variables requires synthesis of the literature regarding each
of the model concepts, development of empirical indicators, which are used to observe or
measure the phenomenon of interest, and statistical testing to establish reliability and va-
lidity of the measures.

Measurement to test the Synergy Model requires work in the measurement of the
nurse competencies, measurement of the patient characteristics, and modeling of the
“match” between the two and the relationship of the match to better patient outcomes. To
date, case studies have been used to illustrate application of the model in practice, but few
studies have actually tested the model in the clinical setting. The case studies are informa-
tive, but do not generate knowledge that can be generalized to the population as a whole.
The next section will review published work regarding evaluation of nurse competencies.

Nurse Competencies

The Synergy Model specifies eight nurse competencies that are important to patients. The
eight competencies include clinical judgment, clinical inquiry, caring practices, response
to diversity, advocacy, collaboration, systems thinking, and facilitation of learning. Each
competency has been defined and is measured along a continuum ranging from novice to
expert (see Table 16.1). Most of the literature discussing nurse competencies is descriptive
in nature. There are no reports of measuring nurse competency levels in the practice set-
ting. Many organizations use these nurse competencies as the framework for differentiat-
ing nursing practice in its career advancement program (Kerfoot et al., 2006) and have
embedded the nurse competencies in all of its nursing job descriptions and performance
appraisals. To date there are no reports in the literature of ties between nurse competencies
and patient outcomes.
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Table 16.1 Subject matter expert group 5-point
ratingscale to anchor the endpoints and midpoint
of the continuum describing each nurse

characteristic.

Clinical Judgment

Clinical Inquiry




242 | Synergy

Caring Practices

Response to Diversity

Advocacy and Moral Agency
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Facilitation of Learning
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Collaboration

Systems Thinking

Greenberg, Muenzen, and Smith, with the assistance of subject matter experts, devel-
oped a tool to evaluate expertise in each of the nurse competencies (see Chapter 14). The
tool includes a definition and a 5-point rating scale with behavioral anchors illustrating
novice, intermediate, and expert practice on each of the eight competencies. In their three
part study, they asked nurses to rate the proportion of their own patients at each point on
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the patient characteristics scale, rate their own performance on the nurse competencies
scale, and then rate the criticality of three hypothetical patients on a low, medium, or high
scale. They also ranked the same three hypothetical patients using the patient characteris-
tics scale and indicated the level of competency required to achieve optimal outcomes for
each of the patients. The researchers reasoned that nurses would identify higher levels of
competency as necessary to care for more compromised patients. This last part of the study
was intended to evaluate the model tenet that the match between patient needs and nurse
competencies would result in optimal patient outcomes.

The nurse competencies measure performed as expected. Nurses who had greater
levels of experience rated themselves higher on the continuum for each of the eight nurse
competencies. Cohen, Crego, Cuming, and Smyth (2002) translated the eight nurse com-
petencies into clinical nurse specialist (CNS) practice. They described how CNSs facilitate
competencies in staff nurses or use them to shape their own practices. For example, CNSs
served as role models in clinical inquiry through their active participation in developing
evidence-based policies and procedures, critiquing and sharing of research articles with
staff nurses, membership on an institutional review board, and presentations of research
topics. The authors provided examples or case studies for all eight competencies. They sug-
gested that incorporating the Synergy Model into their practice resulted in better patient
outcomes, but they did not provide any evidence to support their claim.

Much of the literature regarding application of nurse competencies involves case stud-
ies or descriptions of methods of model application. None of the reports in the literature
quantify nurse competencies in the practice setting.

Patient Characteristics

The Synergy Model specifies eight patient characteristics that are important to nurses. The
eight patient characteristics are stability, complexity, predictability, resiliency, vulnerability,
participation in decision making, participation in care and resource availability (Curley,
1998). Patient characteristics should drive patient care assignments of nurses and should
be based on matching patient needs with nurse competencies. There are several reports in
the literature of studies measuring patient characteristics in the acute care setting.

As part of the validation study described in Chapter 16, Greenberg, Muenzen, and
Smith developed a measure of patient characteristics. Subject matter experts were used
to define each patient characteristic and a rating scale containing a single 5-point indica-
tor for each characteristic (see Table 16.2). Lower scores indicate greater criticality. For
example, a score of one on the complexity indicator reflects a patient who has an intricate
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or atypical presentation, while a score of five reflects a patient who has a routine presenta-
tion, which is fairly straightforward. Findings from their study supported the criticality

of the patient characteristics measure, i.e. nurses who worked in critical care units rated
their patients on the more compromised end of the patient characteristics scale than did
nurses who worked in acute and ambulatory care. The authors also reported that there was
a strong relationship between patient acuity and six of the eight patient characteristics (sta-
bility, complexity, predictability, resiliency, vulnerability, and participation in care). Nurses’
ratings of their patients’ characteristics reflected patients they had cared for during the
previous month.

Table 16.2. Subject matter expert group 5-point
rating scale to anchor the endpoints and

midpointof the continuum describing each
patientcharacteristic.

Stability

Level 1—Minimally stable—Labile; unstable; unresponsive to therapies; high
risk of death.

Level 3—Moderately stable—Able to maintain steady state for limited period
of time; some responsiveness to therapies.

Level 5—Highly stable—Constant; responsive to therapies; low risk of death

Complexity

Level 1—Highly complex—Intricate; complex patient/family dynamics;
ambiguous/vague; atypical presentation.

Level 3—Moderately complex—Moderately involved patient/family dynamics.

Level 5—Minimally complex—Straightforward; routine patient/family
dynamics; simple/clear cut; typical presentation.

Predictability

Level 1—Not predictable—Uncertain; uncommon patient population/iliness;
unusual or unexpected course; does not follow critical pathway, or no
critical pathway developed.

Level 3—Moderately predictable—Wavering; occasionally-noted patient
population/iliness.
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Resiliency

Vulnerability

Participation in decision-making

Participation in care
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Resource availability

Level 1—Few resources—Necessary knowledge and skills not available;
necessary financial support not available; minimal personal/psychological
supportive resources; few social systems resources.

Level 3—Moderate resources—Limited knowledge and skills available;
limited financial support available; limited personal/psychological supportive
resources; limited social systems resources.

Level 5—Many resources—Extensive knowledge and skills available
and accessible; financial resources readily available; strong personal/
psychological supportive resources; strong social systems resources.

Other findings supportive of validity of the patient characteristics measure reported
by the researchers were inter-item correlations among the patient characteristics indicators
and the results of exploratory factor analysis. Exploratory factor analysis was performed
for adult, pediatric, and neonate age groups. Each resulted in a two factor solution, but
there were differences in factor loadings among the three groups. Data from nurses who
cared for pediatric and neonatal patients resulted in stability, complexity, predictability,
resiliency, and vulnerability loading on the first factor while participation in decision
making, participation in care, and resource availability loaded on the second factor. In the
analysis performed on data from nurses caring for adult patients, loadings on the first fac-
tor were similar, except predictability loaded with items in the second factor. The authors
suggested that the first factor reflects characteristics intrinsic to the individual patient and
family and the second factor reflects characteristics that are extrinsic.

Brewer and colleagues (2005; 2007) reported a study testing the reliability and validity
of the patient characteristics measure in a 3-hospital tertiary care system. The study was
done in two phases. Phase one was a study evaluating reliability and validity of the patient
characteristics measure in a sample of patient ratings done by nurses expert in the Syn-
ergy Model (N=481); phase two involved reliability and validity evaluation in a sample of
patient ratings completed by nurses who had not been previously exposed (naive nurses)
to the Synergy Model (N=279). Internal consistency reliability was acceptable in both
samples (Chronbach’s alpha = .88 in both studies). Construct validity was evaluated using
exploratory factor analysis and discriminant validity.

Inter-item correlation coeflicients were similar to those found by Greenberg, Muen-
zen, and Smith and ranged from r=.22 to r=.75 in the expert group and r=.29 to r=.78 in
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the naive nurse group. Exploratory factor analysis was performed using principal compo-
nents extraction with varimax rotation. The resulting two factor solution was similar to
that found by Greenberg, Muenzen, and Smith, except in both phases of the study done by
Brewer and colleagues items loaded consistently on the same factor. The researchers iden-
tified the first factor as one containing the patient’s intrapersonal characteristics (stability,
complexity, resiliency, predictability and vulnerability) and the second factor as one con-
taining the patient’s interpersonal characteristics.

The second measure of construct validity, differences among known groups, per-
formed differently in the two samples. In their study, Brewer and colleagues (2005; 2007)
split the sample into three groups based on patient acuity unit type, critical care, acuity
adaptable (universal), or general care. In all cases in the expert nurse group, patients who
were located in critical care units had statistically lower patient characteristics’ scores than
did patients located in the other two unit types. This was not the case in the naive nurse
sample, where differences were found in only three of the eight patient characteristics: re-
siliency, vulnerability, and participation in care. This finding was of concern and requires
further research to evaluate the measure in a general population of nurses.

A third study evaluating the ability of a patient classification tool to act as a proxy
for the patient characteristics measure was reported by Brewer (2006). In this study, the
researcher created multilevel variables from dichotomous workload indicators of a propri-
etary patient classification system. The new variables were created to facilitate evaluation
of linear relationships among the eight Synergy patient characteristics variables and the
acuity scores. Brewer reported small relationships among the acuity items and the patient
characteristics variables except for participation in care, which exhibited moderate rela-
tionships with six acuity indicators, activities of daily living, activities of daily living with
the support of two people, fluid management, skin care, pulmonary management, and car-
diovascular/neurological management. She suggested that acuity indicators were not good
substitutes for patient characteristics.

Measurement Issues

When developing a new scale, it is best to ground the scale in substantive theory related to
the phenomenon of interest (DeVellis, 1991). Greenberg, Muenzen, and Smith report that
subject matter experts were used to develop the scale items for both the patient charac-
teristics and nurse competency measures. What is not clear is whether thorough concept
analyses were performed for each of the eight characteristics represented by the patient
measure. Concept analyses would aid in the development of domains for each of the char-
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acteristics constructs. Once the domains are specified, items could be generated that ade-
quately tap into each domain. Single item scales for each of the eight patient characteristics
may not adequately measure the phenomena of interest.

Mclver and Carmines (1981) suggest that multiple items are better than single item
one-dimensional scales for several reasons. Reasons include the inability of a single item
to capture complex theoretical concepts, lack of precision, proneness to random error, and
lack of sufficient information to evaluate measurement properties. The patient character-
istics measure consists of eight items representing eight different one-dimensional scales,
rather than a single one-dimensional scale with multiple (eight) items.

In its current format, each patient characteristics item consists of scale anchors con-
taining several adjectives attempting to capture the multiple attributes of its respective
concept. Based on the suggestion of Mclver and Carmines (1981), revising the scale to
include a single item for each adjective pair would strengthen its measurement properties
by reducing random error and increasing precision regarding the level of each attribute.
For example, the adjectives for level one complexity (highly complex patients) are intricate,
complex patient/family dynamics, atypical, ambiguous/vague. It would be highly unusual
for a single patient to score level one for each of the conditions/situations specified under
the level one option. What if the patient was a one on all but family dynamics, which were
routine? How would a nurse be expected to score that patient? Would she give the patient
three 1s and a 5 for an average score of 22 Would the patient receive a different rating if
each of the four options were separate items? Would separate items increase the ability of
the scale to show variability among patients? Improving the ability of the measure to dis-
criminate among subtle differences would maximize variability and improve its ability to
correlate with other measures (DeVellis, 1991). Improving the ability of each variable to
correlate with other measures is vital for model testing.

Another problem related to the adjective anchors is that the number of adjectives is
inconsistent at each end and in the middle of the indicators. For example, the vulnerability
indicator includes three adjectives describing the level one option (susceptible, unprotect-
ed, fragile), two adjectives describing the level three option (somewhat susceptible, some-
what protected), and four adjectives describing the level five option (safe, out of the woods,
protected, not fragile). Does the imbalance in the number of adjectives effect ratings? Is
the rater able to clearly distinguish between a level one, level three, or level five patient on
this characteristic? How much random error does the imbalance introduce?

Other issues with the scale involve the clarity and comprehensiveness of the individual
items. Brewer (2006) reports that some of the nurses who completed ratings had difficulty
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with the stability item. Some nurses in her study thought that the item referred to balance
(stability on their feet) versus hemodynamic equilibrium. DeVellis (1991) suggests that
item characteristics that consistently separate good scale items from not-so-good scale
items are related to clarity. Ambiguity of statements will lead to measurement error from
differences in interpretation by individuals completing the scale. For example, the stability
indicator definition is “the ability to maintain a steady-state equilibrium” (AACN Certifi-
cation Corporation, 2006a). Response choice adjectives for this item include unresponsive
to therapies, unstable, labile, and at high risk of death. One can see how a nurse who cares
for patients on an orthopedic unit may have a different interpretation of stability from one
who works with cardiovascular patients. An orthopedic nurse may interpret unresponsive
to therapies as lack of physical gains from physical therapy while a cardiovascular nurse
may interpret the same statement as lack of hemodynamic response to sympathomimetic
drug therapy. A good scale should be able to discriminate between these two very different
situations; otherwise it may be too ambiguous and should be revised.

Stability

Research needs to be conducted to establish the stability of the items. To date there have
been no reports of studies evaluating test-retest reliability. As a result, it is unknown if the
measure performs consistently over time. In addition, if the measure is to be used in prac-
tice, theoretical stability of each patient characteristic must be established. Some patient
characteristics may require ratings every shift, others may require ratings when levels of
care are changed (critical care to medical-surgical and vice-versa), while others may re-
quire ratings once during a hospital stay. For example, over what interval of time would we
expect vulnerability to be consistent in an individual patient? Would we expect the level of
vulnerability to be the same over an eight hour period, a twelve hour shift, a day, at each
level of care, or throughout an entire hospital stay? Does the interval differ by character-
istic? For example, would we expect resource availability to vary from shift to shift or day
to day? Would resource availability be consistent throughout an entire hospital stay? These
are important questions because their answers affect the frequency required for accurate
ratings, as well as help us understand the required measurement burden placed on the
nursing staff.

Synergy: Testing the Match

The final section of this chapter will address measuring synergy, or the fit, between nurse
competencies and patient characteristics. The model specifies that different nurse compe-
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tencies are required for different levels of patient characteristics. In other words, the types
and amounts of nurse competencies are dependent upon the types of patients typically
managed on a unit. The model further specifies that once the match between the two is
made, the patient will achieve optimal outcomes and safe passage through the hospital
stay.

In the practice validation study cited above, Greenberg, Muenzen, and Smith found
support for the linkage between nurse competencies and patient characteristics, and then
surmised that consistency between the two may result in optimal patient outcomes. Nurses
were asked to rate three hypothetical patients on their level of patient characteristics and
criticality. Then they were asked to rate the level of nurse competencies required for each
of the three patients. The researchers reported that patient characteristics correlated with
nurse competencies in all hypothetical patients, but were weaker in the hypothetical adult
patient than the pediatric or neonate.

To date, no one has empirically tested the conceptual linkages between nurse compe-
tencies and patient characteristics with actual patients, or linked the relationship between
nurses and patients with outcomes. Measurement of the match between nurses and pa-
tients against optimal outcomes requires that we use regression analysis to test the effect
of the combination of patient characteristics and nurse competencies on different patient
outcomes (Schoonhoven, 1981). The selection of outcomes may be determined by the
population or types of patients typically managed on a patient care unit or within a hospi-
tal. Research is needed in this area to establish linkages, which can then be translated into
the clinical setting.

Testing cannot be undertaken without first resolving measurement issues identified
with the patient characteristics scale and establishing satisfactory measurement proper-
ties of the nurse competency scales. Once the best combination of nurses with patients is
established, the information may be used to make important hiring considerations about
nurses, as well as to make daily patient care assignments. Profiles regarding the number
and type of each competency needed to optimize patient care for a unit could be estab-
lished. Outcomes over time for patients cared for on these units could then be evaluated
to test the effectiveness of the match. Outcome measurement must include contextual
variables to account for differences in patient care environments. The information from
this type of research may possibly be used to formulate dose-response curves suggested by
Titler (2004).
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Summary

The Synergy Model has been adapted in multiple settings despite limited empirical sup-
port for the models tenets. Scale development based on sound concept analyses for each
of the eight nurse competencies and eight patient characteristics should be considered.
Once sound measures are established the match between the two may be tested to evaluate
relationships with patient outcomes. Results of empirical studies can be used to develop
staffing profiles for different patient unit types, which will support adoption of the model
in clinical practice.
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In 1992, the board of directors of the American Association of
Critical-Care Nurses (AACN) Certification Corporation (AACN
Cert. Corp.) (see Table A.1) initiated discussions regarding the
need for a new conceptual model that better described CCRN!
certified practice. This was necessary because AACN Cert. Corp.
was planning their third role-delineation study to assure the CCRN
test blueprint reflected contemporary critical care nursing practice
(Niebuhr, 1993). At that time, the CCRN designation was held by
more than 50,000 critical care nurses and the link between certi-
fication, practice, education, and improved patient outcomes was
difficult to describe. The board of directors (BOD) noted that a
major change in thinking about certified practice was required. The
CCRN exam blueprint needed to shift from a body-system disease
framework to a more holistic model that articulated both the art
and science of contemporary critical care nursing practice.

'CCRN® is a registered service mark of the AACN Certification Corporation
and denotes certification in critical care nursing as granted by the AACN
Certification Corporation.



Table A1. 1992 AACN Certification Corporation Board of Directors

Gayle R. Whitman, RN, MSN FAAN (Chair)

Mickey Stanley RN, PhD, CCRN (Chair-Elect)

Claire E. Sommargren, RN, BSN, CCRN (Secretary/Treasurer)
Robert A. Murphy (Consumer Representative)

Karen K. Carlson, RN, MN, CCRN

Martha A.Q. Curley, RN, MSN, CCRN

Cindy Strzelecki, RN, BSN, CCRN

Staff:
Sarah Sanford RN, CNAA, FAAN (CEO)
Bonnie McCandless, RN, MS (Director of Certification)

One of the first activities of the newly designated AACN Cert. Corp. BOD was to
build consensus around a vision that would help guide certification activities. The board
envisioned “Critical care practice driven by patient needs which directly contributes to
optimal patient outcomes” AACN Cert Corp’s vision, which focused on nursing practice,
complemented its membership’s vision, which is, “A health care system, driven by the
needs of patients, in which critical care nurses make their optimal contribution” focused
on the health care system.

In June 1993, Gayle R. Whitman, Chair of AACN Cert. Corp., convened a think tank
(see Table A.2) to develop a conceptual model that would link the certification program to
its new vision; specifically, to identify dimensions of certified practice that were most likely
to meet patient needs and contribute to optional patient outcomes.

Table A.2. Think Tank Members

Martha A.Q. Curley, RN, MSN, CCRN
Mairead Hickey, RN, PhD

Pat Hooper RN, MSN, CCRN (Kyriakidis)
Wanda Roberts Johanson RN, MN
Bonnie Niebuhr, RN, MS (McCandless)
Sarah Sanford RN, CNAA, FAAN

Gayle R. Whitman, RN, MSN FAAN

The think tank met twice in Boston, Massachusetts; September 8-9, 1993, then again
March 25-24, 1994. During this second meeting, the think tank reached agreement on the
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fundamental aspect of the evolving conceptual model; specifically, that patient needs or
characteristics drive and determine nurses’ competencies (AACN Cert. Corp., 1995). The
think tank identified 13 preliminary patient characteristics. They included patient com-
pensation, resiliency, margin of error, predictability, complexity, vulnerability, physiologi-
cal stability, risk of death, independence, self-determination, involvement in care deci-
sions, engagement, and resource availability. The group acknowledged the overlap between
these patient dimensions but recommended that a separate subject matter expert (SME)
group (See Table A.3) be formed to operationally define each dimension and modify as
necessary.

Table A.3. Study of Practice Subject Matter Experts

Martha A.Q. Curley, RN, MSN, CCRN
DuAnne Foster-Smith, RN, MN, CCRN
Janet Fraser Hale, RN, CS, PhD, CCR, FNP
Deborah Gloskey, RN, MS, CCRN

Teresa Halloran, RN, MSN, CCRN

Sonya Hardin, RN, PhD, CCRN

Mairead Hickey, RN, PhD

Patricia Hooper, RN, PhD

Vicki Keough, RN, MSN, TNS, TNCC
Patricia Moloney-Harmon, RN, MS, CCRN
Kathleen Shurpin, RN, PhD, CS, ANP, OCN
Daphane Stannard, RN, MS, CCRN

Staff:

Melissa Biel, RN, MSN (Staff Cert. Corp.)
Sandy Greenburg, PhD (PES)

Pat Muenzen, MA (PES)

Leon Smith, PhD (PES)

The think tank noted that each patient dimension addressed the whole person (body,
mind, spirit) in health and illness. Thus, each patient dimension was dynamic and could be
defined along a continuum; for example, of low risk for death to a high risk for death.

The think tank also initially identified 9 dimensions of nursing practice required to
meet the identified patient needs. These included engagement, skilled clinical practice,
agency, caring practices, systems management, teamwork, diversity responsiveness, expe-
riential learning, and innovator/evaluator. The group again acknowledged the potential
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overlap between the nurse dimensions and again recommended that a SME group meet to
operationally define each dimension and modify as necessary.

The nursing practice dimensions were also described along continuums driven by the
needs of patients; each reflecting a dynamic integration of knowledge, experience and skill.
The think tank noted the dynamic interaction between patient needs and nurse compe-
tencies existed in certified practice. Patient needs and nurse competencies synthesize in a
circular fashion by which nurse-patient interaction influences patient needs which in turn
influence the next nurse-patient interaction. The relationship continues until the endpoint
is reached; specifically, when the needs of the patient are optimally met.

In March 1995, AACN Cert. Corp. joined with Professional Examination Service
(PES) to conduct a Study of Practice. The Study of Practice approach was different than
past role delineation studies that focused on existing job tasks and knowledge. The Study
of Practice SME were charged with establishing nursing characteristics required to meet
patient’s needs currently and in the future. The SME would refine and validate the patient-
driven “synthesis” model, examine dimensions of certified practice that were required to
meet patients’ needs and contribute to optimal patient outcomes, and reorient how nursing
practice was defined.

The SME group met in Chicago June 9-11, 1995 then in Boston October 21-23, 1995.
The group worked to describe patients of all ages across the widest range of practice set-
tings. Operational definitions and a continuum of descriptors were developed then refined
for each patient characteristic (see Table A.4) and nurse characteristic (see Table A1-5).
Each continuum was critically evaluated for potential omission and overlap. Several conti-
nua; specifically compensation, margin of error, risk of death, independence, engagement
and experiential learning were eliminated for redundancy. Preliminary assumptions of the
model were identified. These included:

1. The whole person is considered: body, mind, spirit.

2. The context in which the nurse-patient interaction occurs impacts each dimension.
Consideration is given to the patient/family/community biological, psychological,
social, and spiritual dynamic as well and the patient/family/community’s develop-
mental stage.

3. The dimensions are not independent and cannot be considered in isolation. All are
considered collectively to ascertain a quantifiable profile of the patient. This is also
true of the nurse dimensions.

4. The goal of nursing is to restore the patient to an optimal level of wellness as de-
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fined by the patient and family. Death can be an acceptable outcome, in which the
goal of nursing care is to move the patient toward a peaceful death.

Table A.4. Patient Characteristics
(Extrapolated from Aug 1995, October 1995 and March 1996 SME minutes)

1. Stability: The ability to maintain a steady state.
Stable (physiological, emotional, social, spiritual)
e Effective compensation and coping
e Constant state
e Responsive to therapy
Low risk of death Unstable
e |neffective compensation
e |abile state
e Unresponsive to therapy
e High risk of death
2. Complexity: The intricate entanglement of two or more systems.
Simple
e Routine case
e Straightforward
e Single organ dysfunction
e No co-morbid condition
Routine family dynamics Complex
e Complicated case
e Multi-problem disorder
e Multi-system condition
e Complex family dynamics
3. Vulnerability: Susceptibility to stressors that may adversely affect patient outcomes.
Minimally vulnerable
e Safe/protected
e Minimal risk
Impervious  Vulnerable
e Not safe/unprotected
e Open to threat
e “At risk”
e Potentially compromised
e Easily influenced
e Susceptable
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4. Predictability: A characteristic that allows one to expect a certain trajectory of illness.
Predictable
e Certain
* Routine
e Expected response
Common patient population/illness Unpredictable
e Uncertain
e Unexpected response
e Uncommon patient population/iliness

5. Resiliency: The capacity to return to a restorative level of functioning using compensatory
mechanisms.

Resilient
e Strong reserves
® Returns to individual baseline rapidly
e “Bounce back”
e Hardiness
e Survivor
Tolerant Minimally resilient
e [imited reserve
* Returns to individual baseline slowly
e No bounce
e Fragile
e Intolerant
6. Participation in decision-making: Extent to which the patient engages in decision-making.
Engaged
e |ndependent
e Autonomous
e Capacity for self determination
Able Minimal engagement
e Decision making completely guided by others
e Dependent on others
e |ncapable or lacks capacity to engage
7. Participation in Care: Extent to which the patient participates in care.
Participates in Care
e Capable
e [nvolved
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Engaged Minimal participation in Care
e Unwilling or unable to care for self
e Not involved
e Care determined by others
e Not engaged

8. Resource Availability: Extent of resources the patient/family/community brings to the care
situation.

Adequate
e |nsured
e Strong social support
e Multiple caregivers
e Adequate knowledge and skill
Plentiful equipment  Inadequate
e Not insured
e Few or no social supports
e Few or no caregivers
e |nadequate knowledge and skill
e Equipment in short-supply

Table A.5 Nurse Characteristics
(Extrapolated from Aug 1995, October 1995 and March 1996 SME minutes)

1. Clinical Judgment: Clinical reasoning, which includes clinical decision making, critical
thinking, and a global grasp of the situation, coupled with nursing skills acquired through
a process of integrating formal and experiential knowledge.

e Collects basic level data.
e Uncomfortable deviating from algorithms, decision trees and protocols.
e Matches formal knowledge with clinical events to make decisions.

e Questions the limits of one’s ability to make clinical judgments and delegates
decision making to other clinicians.

e Concerned about issues related to the patient on one’s shift. Synthesizes and
interprets multiple, sometimes conflicting sources of data (e.g., honing in on key
elements while sorting our extraneous detail).

e Makes judgments based on an immediate grasp of the whole clinical picture; uses
past experiences to anticipate problems.

e Recognizes patterns and trends which situate patients in a trajectory.

e Recognizes the limits of one’s clinical judgment and comfortable seeking
multidisciplinary collaboration or consultation.

e Responsive to the dynamic situation.
e Helps the patient and family see big picture.
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2. Clinical Inquiry: The ongoing process of questioning and evaluating practice and
providing informed practice. Creating practice changes or innovation through research
utilization and experiential learning.

e Begins to question practice and compares and contrasts possible alternatives.
e |Implements changes in practice developed by others

e Provides cost-effective care

e Understands the scientific basis for actions

e |ndividualizes guidelines for particular patients.

e Evaluates and innovates practice.

e Challenges the status quo.

e Builds a case for change and acts on data.

e Active role in solving problems.

e Clinical judgment and inquiry converge at the expert level.

3. Caring practices: The constellation of nursing activities which are responsive to the
uniqueness of the patient and family and that create a compassionate and therapeutic
environment with the aim of promoting comfort and preventing suffering. These caring
behaviors include, but are not limited to, vigilance, engagement and responsiveness.

e Attentive to the usual and customary needs of the patient and family.

e Watchful

* Maintains a safe humanistic environment.

e Engages patient and family in a compassionate manner.

e Astute awareness to the subtleties of suffering.

e Vigilant — uses self as monitor.

e Follows the patient’s or family’s lead.

e Presence (empathy, warmth)

e Fully engaged with and senses how to stand alongside the patient and family.
* Preserves life world.

e Orchestrates a process that ensures the patient’s/family’s comfort and concerns
surrounding death and dying are met.

4. Response to Diversity: The sensitivity to recognize, appreciate and incorporate difference
into the provision of care.
Differences may include, but are not limited to individuality, cultural differences, spiritual
beliefs, gender, racial, ethnicity, family configuration lifestyle, socioeconomic status, age,
values, alternative medicine involving patients/families and members of the health care
team.

e Recognizes personal bias

e |nquires about differences and considers their impact on care.

e Accommodates personal and professional differences in the plan of care.
e Demonstrates tolerance
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Accepting of differences

Helps the patient and family understand the culture of the health care system.
Aware of health care teams members roles

Appreciates and incorporates differences into care.

Values personal and professional differences.

Tailors the health care culture to meet the diverse needs and strengths of the patient
and family.

5. Advocacy/Moral Agency: Working on another’s behalf and representing the concerns
of the patient/family/community. Serves as a moral agent in identifying and helping to
resolve ethical and clinical concerns within the clinical setting.

Beginning advocacy (works on behalf of pateints).
Aware of one’s own personal values.

Aware of ethical conflicts that occur in one’s clinical setting; makes ethical decisions
based on rules.

Aware of patient and family rights.

Accountable for one’s own practice

Respects patient and family

Represents patients when patient cannot represent self.

Anticipates and assumes a leadership role in resolving ethical conflict.
Agent—Gives voice to patients; serves as an instrument

Suspends rules; patient and family drive ethical decision making.
Empowers the patient and family to speak for themselves.

Achieves mutuality within patient/professional relationships.

Values differences

6. Facilitator of learning: The ability to use self to facilitate learning.

Follows a planned educational program.

Considers patient understanding.

Integrates different ways of teaching into the delivery of care.

Creatively adapts teaching plan.

Partners with patients and families to identify then meet their learning needs.

7. Collaboration: Working with others (patient, family, health care providers, colleagues,
community) in a way that promotes and encourages each person’s contributions. Involves
interdisciplinary and interdisciplinary work with colleagues

Participates in team meetings.

Able to provide/receive feedback

Willing to be taught, coached and/or mentored.

Open to team member’s contribution.

Fine-tuning communication, delegation and negotiation skills.
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e Seeks opportunities to teach, coach, mentor.

e Facilitates active involvement and contributions of others.

e Fully engaged in cooperative effort. Knows when to lead and follow.
e Proficient in proving/receiving feedback.

8. Systems thinking: Appreciating the care environment from a perspective that recognizes
the holistic inter-relationships that exist within and across health care settings.

e |Implements the change designed by others
e QOperates on a micro level (local stance)

e Developing strategies to facilitate change.
e Developing political savvy

e QOperates on a macro level (global stance)

e Develops, integrates and applies a variety of strategies that are driven by patient
needs and strengths.

e Possesses political savvy within complex system.
e Able to evaluate system breakdown.
e Orchestrates the environment and resources within and across health care systems.

PES conducted critical incident interviews (see Box A.1) in the winter of 1995. The
interviews were designed to elicit feedback from practicing nurses on a draft version of
the patient and nurse characteristics. Those interviewed noted that (1) the nurse charac-
teristics reflected current practice; (2) that the patient-nurse match was often considered
by charge nurses when assigning nurses to patients and (3) the characteristics were critical
in achieving desirable patient outcomes. Participants also helped the SME group identify
areas that needed further clarification. The reviewers had difficulty differentiating team
participation and systems management. Staff nurse reviewers commented that nurse man-
agers, not staff nurses, managed systems and that systems management was an important
dimension for the future but not part of current reality. Almost every nurse interviewed
was either unfamiliar with or felt uncomfortable with the use of the word “Agency”. For
most nurses, “agency” meant a place to hire per-diem nurses. Clinical inquiry was singled
out as an important dimension that distinguished nursing as a professional discipline. Par-
ticipants commented that educational role of the nurse was not present. Many stated that
the environment or the hospital/institution directly affects whether and how nurses display
the characteristics.
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Box A.1 Critical Incident Interviews (CIl)

After the SME group defined and described an initial draft of the patient
and nurse characteristics, PES designed a validation process. The purpose
of the Cll was to verify the clarity and comprehensiveness of the patient
characteristics and nurse competencies and to pilot test a review process.

The SME group developed “patient profiles” which resembled an expanded
nurse-nurse patient report. Three levels of profiles (low, medium and highly
critical) were prepared reflecting adult, pediatric and neonatal practice.

The profiles were designed to reflect data that (1) would be available after
caring for a patient for a single shift; (2) would be communicated to another
nurse, considered competent with about one year of experience; (3) would
be necessary to adequately care for the patient for the first time. Profiles
included both qualitative comments and flow sheet data. The following types
of information were included in the patient profiles:

e Demographics

e Presenting problem

e How patient presented

e Course of illness

* |ssues and concerns

e Risk analysis

e Systems review

e Review of the most recent shift (including flow sheet data)
e Current treatment

¢ Management of issues and concerns

e | ikes/dislikes of the patient

e |nformation concerning family/significant others
e Summary statement

Each member of the SME group nominated three experienced nurses who
worked in ambulatory care, acute care, and critical care. From this pool of
nominees, 33 nurses reflecting a wide spectrum of experience, education

and geographical location were selected and interviewed.
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Prior to the interview, participants were sent the nurse characteristics and
continua for review. In preparation for the interview, the participants were
asked to review the materials and rate their colleagues using the nurse
characteristics rating rates. Participants were interviewed by telephone

and asked to react to the nurse characteristics and their continua. They
were also asked to complete a rating exercise that described the patient
characteristics. Interviewer notes and ratings were reviewed for common
themes and general concerns and a comprehensive report was presented to
the SME group and reviewed during their March 29-31, 1996 meeting.

Based upon the review, several refinements were made to the model. Agency was re-
phrased to Advocacy/Moral Agency. Team management was redefined as Collaboration.
System’s management was rephrased to System’s thinking. Numerous descriptors were
added to the continuums of each dimension.

The outcomes think tank (see Table A.6) was convened in San Francisco in March 1-2.
1996. The goal of the meeting was to articulate “optimal patient outcomes” that one would
expect to result from certified practice based on the reconceptualized model. Given that
the science of outcomes measurement, especially as it related to nursing, was in its infancy
the group was not charged with identifying concrete measures or methodologies but a
framework to help guide thinking and a future research agenda. At this meeting the “Syn-
thesis” model was termed the “Synergy” Model. As explained to the group, the dynamic
interaction or synergy between patient needs and nurse characteristics result in optimal
patient outcomes. After reviewing the SME work, Dr. Patricia Benner specifically recom-
mended that the SME group consider making the role of nurse as educator explicit; thus,
facilitator of learning was removed from each dimension and reset it into its own category.
The outcomes think tank agreed that:

1. Outcomes should be relevant and important to the patient and family;

2. Individual patients, individual nurses, teams and systems mediate Nursing’s capac-
ity to influence patient outcomes;

3. Patients and families are active participants in the care process and accountability
for achieving optimal patient outcomes is a shared responsibility among all mem-
bers of the health care team.

4. Outcomes can be generic or disease specific; be patient, system or population-
based;

5. Outcomes can be short-term or long-term so measurement should be strategic in
importance and timing.
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Table A.6. Outcomes Think Tank

Patricia Benner, RN, PhD

Martha A.Q. Curley, RN, PhD(c), CCRN
Marion Johnson, RN, PhD

Marguerite Kenny, RN, DNSc, FAAN
Benton Lutz, MDiv, EdS

Patricia Moloney-Harmon, RN, MS, CCRN
Alvin Tarlov, MD

Staff:

Melissa Biel, RN, MSN

Wanda Roberts Johanson, RN, MN
Cheri White, RN, PhD(c), CCRN

A framework for optimal patient outcomes was developed. Outcomes were viewed to
occur at three levels: patient, caregiver, or system. Outcomes viewed from the patient’s per-
spective included, but were not limited to: patient ratings of care, patient satisfaction, pa-
tient trust (of the nurse), patient comfort, patient behavioral/knowledge, patient functional
change, and patient quality of life. Outcomes viewed from the nurse’s perspective included,
but were not limited to: the extent to which care/treatment objectives were met, nurse as-
sessment/management of physiological changes, and the presence or absence of prevent-
able complications. Outcomes viewed from the system’s perspective included, but were not
limited to recidivism, health care costs, and resource utilization. Nursing outcomes specifi-
cally include the preventative activities that nurses participate in and how nurses create
environments and safe passage for patients and their families.

In May 1996, Martha A.Q. Curley, Chair of AACN Cert. Corp., was interviewed for
Critical Care Nurse: The Synergy Model of Certified Practice: Creating Safe Passage for
Patients. By Michael Villaire. The evolution of the Synergy Model was reviewed along with
Nursing’s unique contribution to patient outcomes: specifically, creating safe passage for

patients and families. In the mid 1990s, nursing was experiencing major restructuring and
reorganization. Curley noted that:

“Nursing is in a critical, tenuous state right now; it can either get buried
and deskilled and very disempowered; or, it can assume major leadership,
say what it does, take ownership for what it does by describing it, and
move it forward. This [Synergy] model gives people some ideas, some
language, to describe the contributions of a professional nurse. We have
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the potential to triumph if we really focus what our unique contributions
to patients are, and if we define ourselves in relation to patients. It we put
the patient as primary and we base our practices on the needs of patients
and hold the patient as primary, we’ll be successful”

As part of the study of practice, in March 1997 a validation survey (See Chapter by
Greenberg, Muenzen, Smith) was launched. Over 3,500 critical care and non critical care
nurses of adult, pediatric and neonatal patients were invited to participate in the mailed
survey. The 21-page study booklet contained employment and demographic informa-
tion and three sections. The first section reviewed the patient characteristics and asked
participants to rate their usual patient population on a scale from 1-5 on each of the 8
patient characteristics. The second section reviewed the nurse characteristics then asked
participants to rate their nursing colleagues’ (nurses with whom they worked) level of
competence on a scale from 1-5 on each of the 8 nurse characteristics. The third section
presented three separate patient profiles reflecting varying levels of acuity. After reading
each profile, participants were asked to rate each patient characteristic on a scale of 1-5,
rate the patient’s overall criticality, then estimate the ideal level of competence required of
the nurse on a scale of 1-5 to best meet the patient’s needs.

Approximately 24% of nurses invited to participate completed the survey. In sum-
mary, the Study of Practice Results supported the Synergy Model. Study results indicated
that (1) patient needs were described using all 8 of the patient needs continua; (2) there
was a gradual step-up in perceived acuity from sub-acute to acute to critically ill patients;
(3) nursing competency required to met patient needs can be described using all 8 of the
nurse characteristics continua; and (4) more compromised patients required higher levels
of nurse competency.

In May, 1997 Curley submitted “Patient-Nurse Synergy, Optimizing Patient Out-
comes” for publication in American Journal of Critical Care Nursing. The purpose of the
paper was to present the major tenets of the Synergy Model: patient characteristics of
concern to nursing, nurses’ competencies important to patients, and patient outcomes that
result when patient’s characteristics and nurses’ competence are mutually enhancing. It
was noted that the Synergy Model clearly articulated the essence of the patient-nurse rela-
tionship and was conceptually relevant to the entire nursing profession.

In June 1997 the SME group reviewed the results of the validation survey. The newly
formed strategic think tank (STT) (see Table A.7) joined the SME group at their final
meeting as they were charged with evaluating the education, experience and examination
requirements for the CCRN exam based on the results of the survey data. The group rec-
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ommended that the Synergy Model serve as the new conceptual model for the CCRN exam,
that PES develop test specifications, and that the new CCRN tests be available for admin-
istration by June 1999. The STT recommend that approximately 80% of the exam is based
on Clinical Judgment whereas the remaining 20% be based the “Professional Caring and
Ethical Practice” which include Clinical Inquiry, Response to Diversity, Advocacy/Moral
Agency, Caring Practices, Facilitation of Learning, Collaboration, and Systems Thinking
knowledge and skills.

Table A.7. Strategic Think Tank Members

Martha A.Q. Curley, RN, MSN, CCRN
Barabara Gill, RN, MN

Mairead Hickey, RN, PhD

Pam Mancini, RN, MSN, CCRN

Nancy Moliter, RN. MN, CCRN

Patricia Moloney-Harmon, RN, MS, CCRN
Kathleen Shurpin, RN, PhD, CS, ANP, OCN
Anne Wojner, RN, MSN, CCRN

Staff:

Melissa Biel, RN, MSN (Staff Cert. Corp.)
Sandy Greenburg, PhD (PES)

Pat Muenzen, MA (PES)

I. Leon Smith, PhD (PES)

The group also discussed the Synergy Model as it related to Clinical Nurse Specialist
practice. The group agreed that the traditional role components of CNS practice, specifically,
expert practitioner, educator, consultant and researcher could be better articulated using
the 8 nurse dimensions of the Synergy Model. The nurse dimensions are identical but the
continuum reflects Master-degree clinical-expert level practice. The 8 patient dimensions
are also identical but require expansion to include the CNS scope of practice with includes
activities with patients, nursing staff, patient populations, and systems in which care is pro-
vided. Working with PES, the AACN Cert. Corp. developed and validated nurse characteris-
tics descriptions for CNS practice (Muenzen and Greenberg, 1998). Both organizations then
worked together to develop and administer the CCNS certification program.

In June 1999, AACN Cert. Corp contracted with Berlin Sechrist Associates to conduct a
scholarly critique of the Synergy Model. AACN Cert. Corp. wanted to identify the Synergy
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Model’s strengths and weaknesses and obtain recommendations for Synergy Model refine-
ment. Members of the American Academy of Nursing with expertise in theory critique
were invited to submit their curriculum vitae to AACN and indicate their interest in serv-
ing as a member of the Synergy Model Review Panel. Ten individuals were selected from
84 candidates; 9 completed their review. Sechrist et al (2000) developed the Synergy Model
review instrument criteria and criterion components (see Sechrist chapter). Overall, re-
viewer comments were positive and encouraging and it was recommended that AACN
Cert. Corp. support Synergy Model refinement, identify ways to support testing of the
Synergy Model and partner with other groups to identify the ability of the Synergy Model
to address their practice.

From 2001 through 2004, PES worked with AACN Cert. Corp. to conduct the most
comprehensive study to date of critical care nursing practice using the Synergy Model as a
guiding framework. In this recently completed study, the Synergy Model was used to en-
compass the work of critical care nurses from entry level through advanced practice.

This history was reviewed and validated by the following individuals:
Melissa Biel, RN, DPA
Sandra Greenberg, PhD
Wanda L. Johanson, RN, MN
Pat Hooper Kyriakidis, RN, PhD
Patricia M. Muenzen, MA
Bonnie J. Niebuhr, MS, RN, CAE
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