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ABSTRACT 

Background: Emergency Department (ED) overcrowding is a national healthcare problem, and 

despite awareness and efforts to alleviate excessive patient volume, it continues to be an 

epidemic. One improvement technique proposed is to increase employment of independently 

licensed APRNs in the ED. 

Objective: The objective of this study was to determine if LMC and USACS physicians are 

willing and ready to implement and collaborate with NPs in the ED. 

Design and Methods: A non-experimental descriptive study design was employed, and sixty 

emergency medicine providers were surveyed. Eighteen participants (14 MDs, 4 DOs) 

completed an online questionnaire which consisted of 21 Likert-style questions, an open-ended 

question, and six demographic questions. 

Research questions: 1) What are physician perceptions regarding the tasks and resources 

required for NPs to practice in emergency medicine? 2) What are physician perceptions 

regarding the need, importance, and benefits of NPs in the ED? 3) What are physician 

perceptions of contextual factors regarding NPs’ working in the organization? 

Results: Entire Questionnaire: Mean = 2.02 (SD = .35); Subscale 1: Mean = 2.13 (SD = .33); 

Subscale 2: Mean = 1.79 (SD = .48); Subscale 3: Mean = 2.06 (SD = .49).  

Conclusion: This study concludes that, overall, there is a readiness to change among the USACS 

physicians. Evaluation of subscale 2 and 3 from this study indicates that USACS physicians are 

willing and ready to implement an NP service in LMC’s ED. Furthermore, while discrepancies 

occurred in subscale 1, these differences can be mitigated through education, credentialing 

requirements, and policy development. 
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CHAPTER I: INTRODUCTION 

Background 

History of Advanced Practice Nursing 

Over decades, nursing has evolved from a trade to a highly-respected profession. 

Advanced practice nursing (APN), a specialty area of the profession, dates back to the 1890s, to 

the time of Lillian Wald and Mary Breckenridge (Keeling, 2015). Functioning similarly to 

today’s advanced practice registered nurse (APRN), these nurses and their colleagues sought to 

provide nursing and medical care to treat and cure disease, often crossing the professional 

boundaries of nursing and medicine (Keeling, 2015). Uncertainty remained about how these 

professions should be defined and where the boundary between them lay. It wasn’t until the mid-

twentieth century, 1955, that the American Nurses Association (ANA) developed a formal 

definition outlining the scope of nursing practice, emphasizing that diagnosing and prescribing 

was not a function of nurses (Keeling, 2015).  

In 1965, shortly after the ANA defined and ultimately restricted the nursing discipline, 

Loretta Ford and Dr. Henry Silver developed a nurse practitioner (NP) certificate program 

(Keeling, 2015). This program’s aim was to create a formalized, certified role for nurses 

fulfilling responsibilities similar to the ones introduced by Wald and Breckenridge; again, 

however, this role was criticized for blurring the lines of medicine and nursing (Keeling, 2015). 

Within the next few years, the Committee to Study Extended Roles for Nurses and the ANA 

collaborated on establishing practice boundaries for NPs (Keeling, 2015). An addendum 

clarifying the role and responsibilities of NPs was incorporated into state nurse practice acts, as 

well as recommendations for standardized licensure and national examination (Keeling, 2015).  
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Advanced Practice Nursing Today  

APN has grown exponentially over the past 50 years. In 2016, more than 222,000 NPs 

were licensed to practice in the United States (US) (AANP, 2016); this number is significant, as 

the NP role represents just one of four positions that APRNs may hold. In the US, APRNs may 

work with different populations, in different settings and varying areas of clinical focus, 

contingent on their formal training. However, an APRN’s practice has proven to be both 

beneficial and cumbersome by having various roles, population foci, settings, and specialty 

areas.  

Role confusion and varying scopes of practice among APRNs has made professional 

responsibilities unclear for practicing NPs and other healthcare providers. In the US, an NP’s 

scope of practice varies from state to state, unlike those of registered nurses, physician assistants 

(PA), and physicians, whose professions follow uniform, national guidelines (Kleinpell et al., 

2011). In fact, thematic data collected from a study conducted by Weiland, Mackinlay, and 

Jelinek (2010) found that NPs’ practicing in an emergency department (ED) were unable to 

accurately describe their current role and scope of practice.  

To address the above issues for APRNs in the US, in 2008, the National Council of State 

Boards of Nursing (NCSBN) created the APRN Regulatory Model (Figure 1) by establishing 

uniform licensing requirements and regulatory guidelines. In alignment with this model, an 

APRN must practice one of four roles (Nurse Practitioner, Nurse Midwife, Clinical Nurse 

Specialist, Nurse Anesthetist) and focus on one of six populations (Family/Across Lifespan, 

Adult-Gerontology, Neonatal, Pediatric, Women’s Health, Psychiatric Mental Health). Once role 
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and population are established, an APRN may specialize, though specialization is not necessary 

for licensure (APRN, 2008).  

Overview of the Problem 

ED overcrowding is a well-documented problem, and despite awareness and efforts, 

continues to be a predominant challenge in EDs across the nation. The current epidemic is 

multifactorial; fueled by a shortage of providers (Searle, 2008), many patients’ not having an 

established primary care physician (Doyle, 2013; Doetzel, Rankin, & Then, 2016), and the ease 

of centralizing resources (Trzeciak & Rivers, 2003). Moreover, many patients, in fact, use the 

ED as a “one-stop-shop” (Kutscher, 2013) for health care. Mitigating departmental overcrowding 

is both necessary and a national healthcare objective, as increasing patient volume correlates 

with longer patient wait times (Hing & Bhuiya, 2012), which, in turn, heighten the risk of not 

being treated in a timely manner and thereby developing more serious, often life-threatening 

conditions. 

In the effort to alleviate patient overcrowding and to improve workflow, throughput, and 

quality of care, propositions have been made to increase employment of independently licensed 

APRNs in the ED (Doetzel, Rankin, & Then, 2016). A systematic review conducted by Jennings 

et al. concluded that NPs who work in EDs have a “positive impact on quality of care, patient 

satisfaction and waiting times” (2015, p. 422). Additionally, acute care competencies prepare 

NPs clinically and didactically to care for and manage complex, acutely ill patients—often the 

ones who present to the ED. 
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FIGURE 1. APRN Regulatory Model 

Minimal evidence is available explaining why NPs are not readily employed and 

established in EDs. Barriers such as population restrictions, inapplicable training, and confusion 

regarding role expectations and responsibilities have been cited as influencing factors (Hoyt & 

Proehl, 2015; Doetzel, Rankin, & Then, 2016). For example, acute care nurse practitioners 

(ACNPs) who focus on pediatric or adult-gerontology populations are only certified to treat 

patients in their respective populations (Hoyt & Proehl, 2015). This restriction impedes an 

ACNP’s ability to work in traditional EDs, which treat patients across the lifespan. Conversely, 

family nurse practitioners (FNPs) are trained to treat patients across the lifespan, but their formal 
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training does not prepare them to care for acutely ill patients in emergency settings (Hoyt & 

Proehl, 2015); note, however, that specialty programs are available to formally train FNPs to 

care for and manage acutely ill patients, such as the Emergency Nurse Practitioner (ENP) 

certification.  

These discrepancies have created widespread confusion about NPs’ proficiencies (Griffin 

& Melby, 2006, p. 293; Weiland, Mackinlay, & Jelinek, 2010; Doetzel, Rankin, & Then, 2016). 

One factor that contributes to common misconceptions about NPs is that their scopes of practice 

are “not setting specific but [instead] based on patient care needs” (APRN, 2008, p. 9). In other 

words, being trained under acute care competencies does not limit an APRN to working solely in 

an acute-care setting (i.e., hospitals); similarly, being trained under primary care competencies 

does not limit the provider to working exclusively in a primary care setting (i.e., clinic). Finally, 

many ED physicians are contracted from outside groups (McGee & Kaplan, 2007), which also 

determine whether to employ NPs (McGee & Kaplan, 2007)—determinations that are influenced 

by differences in training models (i.e., medical versus nursing), legal liabilities, and limited 

collaborations with NPs (McGee & Kaplan, 2007).  

Considering the above rationales, it is easy to recognize why profound confusion occurs 

among healthcare providers regarding NPs’ roles and professional scopes. Resolving 

misperceptions is imperative; however, in order to do so, determining physicians’ perceptions of 

NPs in the ED must be evaluated. NPs have proven to be a positive asset within the healthcare 

system, and research has supported the claim that, “with appropriate training, orientation, 

mentoring, and guidance, NPs are capable of performing the necessary skills and provision of 

patient care expected of them” (Doetzel, Rankin, & Then, 2016, p. 47). Additionally, the 
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Emergency Nurses Association substantiates the abilities of NPs to manage a patient’s 

multifaceted healthcare needs in an emergency setting (McGee & Kaplan, 2007; Doetzel, 

Rankin, & Then, 2016).  

Local Problem  

Lutheran Medical Center (LMC), a community hospital in the Denver suburbs, saw more 

than 312,000 patients in their ED in 2015 (SCLHS, 2016). This figure indicates that LMC houses 

one of the busiest EDs in the metro-Denver area (CHA, 2015). US Acute Care Solutions 

(USACS), a physician-owned and operated emergency physician group (USACS, 2017) is 

contracted to service this ED; and like many emergency physician groups (McGee & Kaplan, 

2007), USACS has no NPs on staff, employing only doctors of medicine (MDs), doctors of 

osteopathy (DOs), and PAs. 

When working at LMC, it is easy to imagine how workflow, throughput, and quality of 

care can be encumbered when ED providers are inundated with patients, as LMC is the busiest 

ED that this group of providers services (SCLHS, 2016; SCLHS, 2015; CHA, 2015). Moreover, 

additional responsibilities are often generated for the providers, as the MDs and DOs must also 

oversee PAs, who are dependent practitioners (ACEP, 2016a).  

Intended Improvement 

Considering the large volume of patients USACS manages at LMC, adding NPs to their 

practice would benefit both USACS and the community. A study conducted by Searle (2008) 

concluded that implementing NPs in the ED improved workflow and patient outcomes, and 

decreased physicians’ workloads. Furthermore, patient satisfaction increases, and time spent in 

the waiting room decreases, when NPs provide services within an ED (Jennings et al., 2015). 
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Considering these healthcare practice benefits, the primary objective of this study, therefore, is to 

determine if LMC and USACS physicians are willing and ready to implement and collaborate 

with NPs in the ED. 

From available evidence, literature has supported that medical staff is unaware of the 

different roles and scopes of APRNs (Weiland, Mackinlay, & Jelinek, 2010; Griffin & Melby, 

2006). This unfamiliarity with NPs’ professional competencies is presumed to be a considerable 

barrier to employing NPs in the ED and may contribute to a lack of intra-professional 

collaboration. However, as McGee and Kaplan (2007) suggest, further research is needed “to 

investigate why ED physician groups resist hiring nurse practitioners” (2007, p. 445-446). 

Learning where the barriers lie and educating physicians to overcome these barriers will be 

instrumental to making NPs’ practice in EDs commonplace. To this end, the aim of this project is 

to describe the degree of change readiness among ED physicians at LMC. Physicians are key 

stakeholders of USACS and LMC, and their support is critical to predicting successful 

implementation of change within the culture of this organization’s structure.  

Stakeholders 

Physicians contribute significantly to whether and how NPs function in the ED (Weiland 

et al., 2010; Wilson et al., 2008). In fact, emergency medicine is physician-dominated (ACEP, 

2016b; Doetzel, Rankin, & Then, 2016); therefore, the support of these professionals is crucial to 

developing a culture in which NPs regularly practice in the ED. Weiland et al. (2010) assert that 

“medical endorsement for the NP role is pivotal to their successful implementation in EDs” 

(2010, p. 272). As previously addressed, many emergency medicine physician groups are 

contracted to work within medical facilities (McGee & Kaplan, 2007), and the decision to 
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employ NPs resides with these groups (McGee & Kaplan, 2007). Therefore, endorsement of NPs 

as qualified ED professionals by physician-owned groups such as USACS is essential.  

Study Questions  

As identified by Weiner (2009), three predictors of readiness to change are change 

valence, informational assessment, and contextual factors. To determine USACS physicians’ 

readiness to collaborate with and implement NPs into LMC’s ED, this study’s goal is to evaluate 

physician’s readiness to change though assessing these three predictive factors. With this aim in 

mind, the following research questions guide the present study: 

1. What are physician perceptions regarding the tasks and resources required for NPs to 

practice in emergency medicine?  

2. What are physician perceptions regarding the need, importance, and benefits of NPs in 

the ED?  

3. What are physician perceptions of contextual factors regarding NPs’ working in the 

organization?  
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CHAPTER II: FRAMEWORK AND SYNTHESIS OF EVIDENCE 

Theoretical Framework 

Ideally, understanding USACS providers’ readiness to have NPs practice in the ED will 

influence future efforts towards implementing NPs in LMC’s ED. As mentioned above, USACS 

is a third-party emergency physician group which services LMC’s ED, and USACS does not 

employ or utilize NPs. 

To guide this descriptive study and prospective implementation efforts, Weiner’s (2009) 

Organizational Readiness for Change (ORC) framework was used (Figure 2). This framework 

was chosen because ORC addresses the ability to adapt to and accept change. Within healthcare, 

the regular implementation of new programs, practices, or policies often fail due to leaders’ lack 

of readiness for change (Shea et al., 2014); additionally, determining readiness for change has 

been said to be a “critical precursor to the successful implementation of complex changes in 

healthcare settings” (Weiner, 2009). Thus, to encourage implementation of NPs in LMC’s ED, 

ORC was evaluated.  

Predictors of Change Readiness 

Three predictors of change readiness are change valance, informational assessment, and 

contextual factors (Weiner, 2009). These concepts help determine ORC, subsequent change 

related effort, and implementation effectiveness. In this study, the assumption is that insight into 

these three predictors will increase understanding of USACS’s and LMC’s readiness for change 

regarding NPs in the ED.  

The following three constructs of Weiner’s theory, which serve as predictors of change 

readiness, were used to guide this study and the development of the survey items. These 
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constructs have been used in other research to guide development of survey items (Hanson et al., 

2015); thus, they are presumed to be reliable.  

Informational Assessment 

Informational Assessment is defined in terms of the members’ perceptions of the level of 

tasks and resources required for implementing a change in an organization. The general question 

is whether members know what it will take to implement the change (e.g. Do they understand the 

role of the NP in the ED? Do they think the ED has the resources for this change?). 

Change Valence 

Change valence is defined in terms of the degree to which organizational members value 

a specific impending change. Weiner (2009) primarily emphasizes this construct in predicting 

change readiness. Example indicators of how much members value the change include their 

perceptions of its need, importance, and benefits. 

Contextual Factors 

Contextual factors refer to members’ past experiences, organizational resources, and 

other elements in the organization relevant to a specific change. Contextual factors may 

influence the relationship between the other constructs and change readiness, so it is important to 

understand potentially influential contextual factors (Weiner, 2009), including organizational 

culture, policies and procedures, past experiences, organizational resources, and organizational 

structure.  

While ORC does not ensure successful implementation of change (Weiner, 2009), it does 

assess readiness (Weiner, 2009), and enhanced readiness leads to greater success when 

implementing change (Weiner, 2009). Through identifying the related constructs associated with 
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NPs, a more comprehensive understanding will be established of USACS physicians’ readiness 

for change regarding NPs in an emergency setting. This study will begin to evaluate USACS 

physicians’ readiness for change by first assessing these three predictors, which influence buy-in 

for change. If this study determines that “organizational members are psychologically and 

behaviorally prepared to implement organizational change” (Weiner, Amick, & Lee, 2008, p. 

381), subsequent implementation efforts will be guided by the framework’s final three steps:  

ORC, change-related efforts, and implementation effectiveness (Figure 2).  
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FIGURE 2. A Theory of Organizational Readiness for Change. (Adapted from Weiner, B. J., 

Implement Sci, 2009. 4: p. 67.) 
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Concepts 

The following concepts further develop the theoretical framework of this study. These 

concepts relate to items evaluated in the study and explain misconstrued terms. 

Role 

The term “role” is often used interchangeably with “scope of practice” (see below), yet 

these concepts are not synonymous. Oxford Living Dictionaries (n.d.) defines “role” as “the 

function assumed or part played by a person or thing in a particular situation.” Thus, the role of 

an APRN is to serve the function of a healthcare provider as a Certified Nurse Practitioner, 

Certified Registered Nurse Anesthetist, Certified Nurse Midwife, or Clinical Nurse Specialist. 

Scope of Practice 

Simply put, scope of practice is “a legal term used by the state to define what activities a 

profession can undertake” (Kleinpell et al., 2011). Ultimately, the scope of practice for APRNs is 

dictated by the state nursing board under which the APRN is licensed to work (Kleinpell et al., 

2011). Scope of practice does not define the setting in which an APRN works (APRN, 2008); 

instead, this term defines the practices that an APRN is licensed to carry out. These practices are 

directed by role, formal education, credentials, state regulations, and the employing 

organization’s policies/procedures (APRN, 2008).  

Advanced Practice Registered Nurse 

In the US, APRN is a collective term used to describe a registered nurse who has 

undergone additional education to obtain specialized knowledge and skills to work in a specialty-

nursing role (APRN, 2008). To become an APRN, one must have formal education and graduate 

from an accredited graduate-level program, sit for a national certification exam, and licensed to 
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work by a state-governed body (APRN, 2008). An APRN may serve one of four roles: Certified 

Nurse Practitioner, Certified Registered Nurse Anesthetist, Certified Nurse Midwife, or Clinical 

Nurse Specialist (APRN, 2008). APRNs are independent practitioners who must work within 

their scope of practice as determined by their licensing body (APRN, 2008). 

Nurse Practitioners 

An NP is a licensed, certified healthcare provider who provides care for individuals 

“along the wellness-illness continuum” (APRN, 2008, p. 9). NPs are independently licensed 

providers who deliver “initial, ongoing, and comprehensive care” to patients by assessing, 

screening, diagnosing, treating, and prescribing care to the NPs’ respective patient populations 

(APRN, 2008, p. 9). Prior to licensure, an NP must choose to focus on one of six populations, for 

which they are formally trained to use acute and/or primary care competencies. 

Advanced Practice Provider 

An advanced practice provider is a non-physician member (APRN or PA) of the 

healthcare team who has undergone specialty training and obtained certification for a specific 

role. Depending on organizational structure, one may find FNPs, Adult-Gerontological Nurse 

Practitioners (AGNPs), ENPs, and/or PAs working alongside MDs and DOs in the emergency 

setting. FNPs and AGNPs are most commonly employed in EDs, with FNPs being trained under 

primary care competencies to care for patients across the lifespan and AGNPs trained in acute 

and/or primary care competencies to care for young to older-adult patients. After demonstrating 

expertise in emergency medicine and successfully completing their required specialty training, 

FNPs are eligible to sit for specialty certification as ENPs. It is important to understand, 

however, that an NP’s scope of practice is not setting specific, but instead is based on patient-
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care needs and is population and competency specific (APRN, 2008). Dissimilar to NPs, PAs are 

dependent providers who have undergone generalist training and may specialize in the 

emergency setting after licensure. 

Synthesis of the Literature  

A concept of interest for over a decade, the study of physician perspectives of NPs in the 

ED has been emerging slowly. In 2007, McGee and Kaplan were interested in physicians’ views 

regarding NPs in the ED. These authors conducted a literature review to look at physician 

perspectives regarding hiring NPs in the ED, but the review yielded no results (McGee & 

Kaplan, 2007). To determine what current research is available, a second formal literature review 

was conducted for this study, with similar results. 

PubMed was used for an initial literature search. The MeSH terms “nurse practitioners,” 

“advanced practice nursing,” “physicians,” “emergency service, hospital,” “physician-nurse 

relations,” and “perceptions” were searched in various combinations. Filters were applied and 

removed, yet no relevant articles were located. Similar terms were input into CINAHL, again 

yielding no relevant results. A manual search was then conducted by reviewing relevant 

references from Melby, Gillespie, and Martin (2010) and related articles. Five relevant sources 

resulted from this manual search.  

Articles 

This section briefly details the study design, sample size, and methods of analysis for 

each article in this literature review (Appendix A). 
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Melby, Gillespie, and Martin (2010) 

Melby, Gillespie, and Martin’s (2010) study served as a primary resource for this review. 

The authors conducted a mixed-method study in the United Kingdom aiming to investigate the 

opinions of staff and patients regarding the development of an ENP service. (For the purposes of 

this review, a focus was placed only on staff perceptions.) In fall 2005, Melby, Gillespie, and 

Martin distributed a survey to 505 staff members at a single hospital; 144 participants returned 

the survey. When data collection was concluded, the respondents’ answers were evaluated by 

employing qualitative and quantitative analysis methods. 

Griffin and Melby (2006) 

In 2004, Griffin and Melby (2006) conducted a descriptive study, via survey, to identify 

the perspectives of hospital staff (nurses, doctors, and general practitioners) regarding the 

implementation of an NP service in the ED. The study was conducted in Ireland, and had a 75% 

participation rate (sample size = 107, participation = 80). At close of the survey period, 

quantitative and qualitative data analysis was completed. 

Norris and Melby (2006) 

Similarly to Griffin and Melby’s study (2006), Norris and Melby (2006) conducted a 

study to evaluate nurses’ and doctors’ views regarding the development of an ACNP service in 

the ED. This study was also conducted in Ireland, and employed a mixed-methods design, using 

a questionnaire and semi-structured interviews to collect quantitative and qualitative data. 

Ninety-eight participants from six different EDs participated.  
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Weiland, Mackinlay, and Jelinek (2010) 

The purpose of Weiland, Mackinlay, and Jelinek’s (2010) study was to identify 

physicians’ perspectives of NPs in Australian EDs. In 2008, using semi-structured telephone 

interviews and open- and close-ended questions, the authors gathered qualitative and quantitative 

data from 95 participants in 36 hospitals.  

Searle (2008) 

Searle (2008) conducted a qualitative descriptive study in Australia, employing a semi-

structured self-reporting questionnaire to identify how an Emergency Nurse Practitioner 

Candidate (ENPC) role would impact an ED. In 2006, Searle distributed her questionnaire to 80 

medical, nursing, and affiliated staff members at a regional hospital, and 37 staff members 

participated.  

Findings 

Common themes from the above review include the following: overall outlook regarding 

NPs in the ED, understanding of NP role, defining NP role, overlap of NP and physician roles, 

staff acceptance of NPs, skills NPs are trained to perform, NP’s effect on quality of care, NP’s 

effect on wait times, and overall staff morale and collaboration with NPs in the department. 

Overall Outlook 

Overall positive attitudes towards developing an NP presence in EDs was established in 

more than half the identified studies (Griffin & Melby, 2006; Melby, Gillespie, & Martin, 2010; 

Norris & Melby, 2006). One article identified mixed feelings regarding the NP role in the ED 

(Weiland, Mackinlay, & Jelinek, 2010), and the remaining article did not address outlook and 

attitudes regarding NPs in the ED (Searle, 2008).  
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Understanding the NP Role 

Three studies evaluated staff understanding of the NP’s role in the ED. Griffin and Melby 

(2006) reported that only 11% of staff understood an ANP’s role. Conversely, Norris and Melby 

(2006) determined that 22% of staff were unsure of the role of an ACNP, and Melby, Gillespie, 

& Martin (2010) reported that 56% of staff demonstrated a clear understanding of the ENP role.  

Role Definition 

Correlating with the conflicting viewpoints around understanding the NP role, two 

studies addressed how this role should be defined. Griffin and Melby (2006) reported that 

participants felt a need for clear definitions and guidelines of the NP role. Whereas Weiland, 

Mackinlay, and Jelinek (2010) reported that participants had varied responses; some participants 

thought the role was “well defined”; others thought it was “poorly defined.”  

Overlap of Roles 

Three of the five studies determined there were concerns about overlapping roles between 

physician and NP (Griffin & Melby, 2006; Weiland, Mackinlay, & Jelinek, 2010; Norris & 

Melby, 2006), leading to concerns about inter-professional conflict (Norris & Melby, 2006) and 

crossing professional boundaries (Griffin & Melby, 2006).  

Acceptance 

Three studies identified concerns about conflict and acceptance of the NP role. Fear of 

rejection by the multidisciplinary team (Melby, Gillespie, & Martin, 2010), clinical governance 

(Weiland, Mackinlay, & Jelinek, 2010), and nursing management (Norris & Melby, 2006) were 

reported as resulting from nominal awareness of the NP role (Weiland, Mackinlay, & Jelinek, 

2010), generalized resistance to change, and non-supportive consultants (Norris & Melby, 2006).  
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Skills 

Varying opinions regarding NPs’ skill sets were identified among the studies. Participants 

in Melby, Gillespie, and Martin’s (2010) study believed diagnosing (36%) and initiating (19%) 

treatment was the role of the physician only. Similarly, 13% of participants in Griffin and 

Melby’s (2006) study felt that diagnosing and treating patients was the sole responsibility of the 

physician. Participants in Norris and Melby’s (2006) study believed ACNPs were able to do 

simple tasks such as suturing (97%), and ordering and interpreting x-rays (96%), but not 

complex, invasive tasks; for instance, 87% believed ACNPs should not insert or remove chest 

tubes, and 76% believed ACNPs should not perform needle thoracentesis.  

Effect on Quality 

Eighty percent of participants in Griffin and Melby’s (2006) study agreed that quality of 

services provided would be improved by implementing an NP service. Similarly, participants in 

Norris and Melby’s (2006) study believed an ACNP service would increase patient satisfaction 

and allow for safer practice. Finally, participants in Melby, Gillespie, and Martin’s (2010) study 

concluded that an ENP service would improve the quality and continuity of patient care, and 

those in Searle’s (2008) study determined that the ENPC role improved patient outcomes and 

workflow.  

Effect on Wait Time  

Three of the studies identified in the literature review agreed that an NP service in the ED 

would reduce the length of time patients wait to be seen by a provider (Griffin & Melby, 2006; 

Melby, Gillespie, & Martin, 2010; Norris & Melby, 2006), with 94% of participants in Griffin 

and Melby’s (2006) study strongly agreeing that an ANP service would improve wait times.  
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Overall Morale and Collaboration 

Results from Searle’s (2008) study concluded that adding an ENPC role increased staff 

morale, improved staff collaboration, and improved team dynamics within the ED. Similarly, 

Norris and Melby (2006) found an increase in staff morale, improved communication with 

patients, and enhanced communication among the multidisciplinary team members after an 

ACNP service was implemented.  

Summary 

As evident from the results yielded in the literature review, only limited research on this 

topic is available. Analysis of these five studies proved beneficial, however, in that the results 

incorporated similar themes and guided the present study.  

Through this literature review, it was determined that there are many areas for further 

research. Synthesis of the literature concluded that no studies have been conducted in the US 

identifying physician’s perspectives of NPs in the ED. Moreover, article analysis suggested that 

further research should be completed to identify what physicians understand about the NP role, 

how physicians perceive NPs, and how physicians’ past experiences influence these 

understandings and perceptions. Based on these three constructs, Weiner’s (2009) ORC 

framework, and the shared themes identified in the literature review, the questionnaire for this 

research project was designed. 

Gaps and Limitations of Literature Review 

Many articles from the database review focused on an NP’s role and functions in the ED 

and not on perceptions of clinical staff. Further gaps and limitations identified were that studies 

were over 10 years old and were performed in countries outside the US. No applicable US 
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studies were identified. Australia, Ireland, and the UK all recognize NPs and their role in APN. 

Though NP scopes of practice were shown to vary per country and region, all studies were 

thoroughly analyzed to ensure that NP roles in these countries were analogous to their roles in 

the US.  
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CHAPTER III: METHODS 

Study Design 

This Doctor of Nursing Practice (DNP) project used an online survey to conduct a non-

experimental descriptive study from which quantitative data were collected. USACS Physicians 

served as participants in this survey. The survey content was derived from three questions: 

1. What are physician perceptions regarding the tasks and resources required for NPs to 

practice in emergency medicine?  

2. What are physician perceptions regarding the need, importance, and benefits of NPs 

in the ED?  

3. What are physician perceptions of contextual factors regarding NPs’ working in the 

organization?  

Setting and Participants 

The setting of this study was online, via Qualtrics, an internet-based, IRB-approved 

survey software program. Targeted participants included 60 MDs and DOs employed by USACS 

Emergency Medicine Physicians; there was no discrimination by age, sex, race, degree type, or 

experience. Though a relatively small sample size (n = 60), the participant population was 

homogeneous and therefore presumed to provide adequate data (Polit & Beck, 2012). A 

projected participation goal was set at 50% (n = 30). 

Data Collection and Analysis 

Questionnaire  

Using Weiner’s (2009) ORC theory as a framework, a questionnaire was developed to 

measure three constructs, or predictors, as identified by Weiner (2009), of change readiness: 
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change valence, informational assessment, and contextual factors. These predictors have been 

used in other research to guide development of survey items (Hanson et al., 2017), and insight 

into the predictors, through surveying USACS physicians was assumed to increase understanding 

of participants’ readiness for change regarding NPs in the ED. 

Guided by Weiner’s theory, a 21-question survey titled Physician Opinions and 

Knowledge about NPs in the ED (Appendix B) was created to measure physician’s readiness to 

change by assessing areas related to each predictor. In addition to the questionnaire, one open-

ended question was included for comments, and six additional questions were included to obtain 

non-identifiable demographic and background information (Appendix B). Moreover, to ensure 

physicians had a basic understanding of the NP role, a brief description and figure preceded the 

survey questions (Appendix C).  

Distribution 

Distribution of the questionnaire and all information related to this project was sent to all 

sixty USACS physicians via email. Participants were also recruited via email through the group’s 

medical director. Message content included an introduction letter (Appendix D) detailing the 

survey and the hyperlink to access the survey.  

The introduction letter (Appendix D) briefly described the principal investigator (PI) and 

questionnaire purpose. It explained there would be 21-Likert type questions, one open-ended 

question, and six demographic questions; additionally, it informed participants that the survey 

was projected to take between 5 and 15 minutes to complete. The letter also explained that 

participation was voluntary, that all data would remain anonymous, and that there was minimal 

risk involved with participation. Thus, the consent process did not require a signature to indicate 
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informed consent; rather, a returned, completed survey implied that consent was given. 

Moreover, the IRB institutions who reviewed, approved, and ceded oversight for this study were 

listed, as well as contact information for the PI and project chair.  

The online survey was accessible from any device with internet access (i.e., desktop, 

laptop, tablet, smart phone, etc.). Subjects were instructed to take the survey at their leisure and 

to not let this participation detract from their professional duties. Once the survey was 

completed, data were automatically uploaded to the survey software program (Qualtrics), 

requiring no further action from the participant.  

To promote participation, the introduction letter stated that $10 Starbucks gift-card 

incentives would be provided. Furthermore, to ensure that the survey remained blind and to 

maintain participant autonomy, the letter noted that an optional, second survey was available 

upon completion of the primary survey; this optional survey was used to collect participant’s 

names for the sole purpose of the incentive giveaway. Once the active survey period ended, 

participants who disclosed their name (n = 16, 88%) received a thank-you card and a $10 

Starbucks Gift Card from the PI. 

Data Collection 

The survey was open for 14 days during June-July 2017; midway through this period, a 

reminder email was sent to encourage maximal participation.  

Using the online survey program, Qualtrics, data were anonymously collected and stored. 

This data contained non-identifiable information and was stored electronically. Data were not 

encrypted; however, it was secure via restricted access, stored in a password-protected online 
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Qualtrics account to which only the PI had login access (a personal login and a unique 

password). 

Data Analysis  

Once the survey closed, data were analyzed using SPSS for Windows. The questionnaire 

as a whole and each subscale were assessed for internal consistency using Cronbach’s alpha 

(Table 2). Qualitative data from the 21-question Likert section were considered interval level of 

measurement and was measured, scored, and equalized both as a whole and across the three 

constructs (Appendix G). For each subscale and for the overall score, measures of central 

tendency (mean and median) and dispersion (range and standard deviation) were also computed 

(Table 3). Content analysis of the open-ended question was conducted by identifying themes 

across words and phrases in the qualitative responses. Demographic data were analyzed using 

descriptive statistics (mean, standard deviation, percentage) of appropriate items (Table 1).  

Resources and Budget 

Collaboration with key stakeholders, specifically the medical director and USACS 

Emergency Service Physicians, served as the foundation of this project; thus, these stakeholders 

were an essential resource. Additional required resources included time, an internet-based survey 

program (e.g., Qualtrics), and a statistical analysis program (e.g., SPSS).  

A budget of $400 was anticipated; however, only $160 was spent, this sole cost going 

towards participation incentives. Funding was provided by the PI. 

Ethical Considerations 

In accordance with regulations from the Institutional Review Board (IRB), the ethical 

standards of this project were reviewed, and the principles of respect for persons, beneficence, 
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and justice (all required for human research) were addressed. Key questions are answered below 

to describe how this project affected these ethical principles.  

Respect for Persons 

Does the consent process and protocol maximize autonomy? A key principal 

regarding respect for persons is that “subjects should enter research voluntarily and with 

adequate information” (Belmont Report, 1979). For this study, an introduction letter detailing the 

project was provided, and all eligible participants (ED providers) could choose whether to 

participate in the survey, maximizing autonomy. A returned, completed survey implied that 

consent was given. 

What additional protections have been put in place for vulnerable populations? The 

identified population of this study was not vulnerable, as all eligible subjects were capable of 

self-determination (Belmont Report, 1979). 

Does this study maximally protect subject privacy? The survey was completed with 

full anonymity; all questions regarding identifiable and non-identifiable demographic data were 

optional to protect subject privacy. 

Beneficence 

Is the research design adequate to ensure safety and accomplish objectives, or can it 

be improved? The research design for this project was an anonymous survey with an overall 

objective of performing a descriptive study. This project was designed to ensure safety and 

efficacy and to maintain the obligation to protect all participants from harm (Belmont Report, 

1979). 
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What are the risks, if any, and have they been minimized? There were no known 

risks to participation beyond those encountered in everyday life.  

What are the benefits, if any, and have they been maximized? There are no direct 

benefits. However, long-term benefits of participation include identifying departmental needs, 

discovering provider understandings of the NP role, and recognizing provider concerns. 

Additionally, results of the survey have the potential to impact departmental overcrowding, 

enhance patient outcomes, and improve department flow. 

Justice 

Does recruitment for the study target the population that will benefit from the 

research? The recruited target population was MDs and DOs. There were no benefits from 

participating in this research study; however, participants may benefit from long-term results of 

the study, as previously discussed. 

Does the recruitment unfairly target a population? All MDs and DOs in the physician 

group were recruited. There was no discrimination by age, sex, race, degree type, or experience 

(Belmont Report, 1979). 

Are the inclusion/exclusion criteria fair? For this project, inclusion of MDs and DOs 

and exclusion of PAs and RNs was fair, as understanding physicians’ perspectives, knowledge, 

and understanding of NP roles are essential in moving forward with physician and NP 

collaboration. If MDs and DOs are not on board with this collaboration in their provider group, 

opinions of the PAs and RNs are not relevant.  
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Institutional Review Board (IRB) 

SCL Health Front Range’s Institutional Review Board has approved this project, and the 

University of Arizona’s Institutional Review Board ceded oversight of the project. In addition to 

approval from the IRB, this project was approved by LMC’s ED director.  
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CHAPTER IV: RESULTS 

Results from the collected data are discussed in this chapter. Data were analyzed using 

descriptive statistics, including measures of central tendency (mean, median) and dispersion 

(range, standard deviation) (Polit & Beck, 2012). Qualitative data were analyzed using thematic 

and content analysis across responses.  

Description of Sample 

A sample of 18 (30% of entire physician population) participants completed the entire 

questionnaire. Although this is a small sample size, and less than the projected participation of 

50% (n = 30), the research questions for this study could be addressed with this sample size, and 

the investigator’s timeline did not allow for an extension of the survey period.  

Of the sample, 14 (77.78%) were MDs and four (22.22%) were DOs. Average age of this 

population was 39.6 years (S.D = 7.72; range = 30-60 years). Only six (35.3%) respondents 

indicated past experience working in medicine; all respondents had spent an average of 11.3 

years (S.D = 6.97; range = 4-26 years) working in emergency medicine. All demographic 

characteristics are listed in Table 1. 
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TABLE 1. Demographic Characteristics of Sample (n = 18) 

 N % 
Gender 

Male 

Female 

 

10 

8 

 

55.56 

44.44 

Licensure 

MD 

DO 

 

14 

4 

 

77.78 

22.22 

Board Certified 

Yes 

No 

 

16 

2 

 

88.89 

11.11 

Past Experience in Medicine 

RN 

EMT 

Paramedic 

Military Medic 

Other area of medicine 

N/A 

(Note: only 17 respondents) 

 

- 

3 

- 

- 

3 

11 

 

- 

17.65 

- 

- 

17.65 

64.71 

 Mean SD 

Age 39.66 7.72 

Years in Emergency Medicine  

(including residency) 

11.33 6.97 

Reliability 

Although the sample size was relatively small, Cronbach’s alpha was calculated to 

determine internal consistency and reliability for the questionnaire as a whole and for each of the 

three subscales. Cronbach’s alpha is a statistical method to measure internal consistency, and is 

often used to measure the reliability of Likert- scales (Gliem & Gliem, 2003). Scores closer to 

1.0 indicate the greatest amount of internal consistency, whereas scores <.5 are considered 

unacceptable; a score >.7 is considered acceptable (Gliem & Gliem, 2003).  

Overall, a high internal consistency was found for the total scale and each of the 

subscales attained an acceptable level for a new scale, above .70 (Table 2). For the entire 

questionnaire, 21 items, Cronbach’s alpha was .901, an “excellent” measure of reliability, 

suggesting that the questionnaire can be used in future studies and produce reliable results.  
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TABLE 2. Reliability Statistics 

 Cronbach’s alpha Number of Items 
Total Questionnaire  .901 21 

Subscale 1: Informational Assessment .755 11 

Subscale 2: Change Valance .905 6 

Subscale 3: Contextual Factors .747 4 

Subscale Results 

Scoring 

Using a 4-point Likert scale (Strongly Agree, Agree, Disagree, and Strongly Disagree), 

participants answered the 21-item questionnaire; where Strongly Agree = 1, Agree = 2, Disagree 

= 3, and Strongly Disagree = 4 allowing each question could be scored, both as a total and across 

the three subscales. Scale and subscale scores ranged from 1.0 indicating Strong agreement to 

4.0, indicating strong disagreement with the readiness construct expressed by the subscale.  

The questionnaire was designed with three subscales to aid in measuring each research 

question. Subscale 1: Informational Assessment, evaluating questions 1-11 (11 items); Subscale 

2: Change Valance, evaluating questions 12-17 (6 items); and Subscale 3: Contextual Factors, 

evaluating questions 18-21 (4 items). To score each subscale, the sum of each scale was 

computed and then the mean of that sum was derived by averaging the number of items within 

that scale (Appendix G) providing the same range of possible scores across subscales. Responses 

from the questionnaire as a whole were also summed and averaged to obtain a total scale score. 

Additionally, descriptive statistics of the entire questionnaire and each subscale were produced 

(Table 3).  
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Informational Assessment 

The mean of subscale one, assessing the degree to which the physicians express 

understanding of the information they need to know concerning the impending change, was 2.13 

(SD = .33) out of a possible 4.0. Note, individual question analysis revealed the subscale results 

of this construct do not accurately represent these areas of disagreement (Table 4). This subscale 

helps answer research question one: What are physician perceptions regarding the tasks and 

resources required for NPs to practice in emergency medicine?  

Change Valence 

Subscale two assesses the degree to which the respondents value the specified impending 

change and is designed to assess question two: What are physician perceptions regarding the 

need, importance, and benefits of NPs in the ED? The mean of subscale two was 1.79 (SD = .48) 

out of a possible 4.0. 

Contextual Factors 

The degree to which participants perceive the existence of certain contextual factors 

needed for the change is measured by subscale three. The mean of this subscale was 2.06 (SD = 

.49) out of a possible score of 4.0. This subscale helps answer research question three: What are 

physician perceptions of contextual factors regarding NPs’ working in the organization?  

TABLE 3. Descriptive Statistics  

 n Mean Median S.D. Range Min Max 

Total Questionnaire 18 2.023 2.095 .3564 1.33 1.33 2.67 

Subscale 1: Informational Assessment 18 2.131 2.181 .3317 1.09 1.55 2.64 

Subscale 2: Change Valence 18 1.796 2.000 .4801 1.83 1.00 2.83 

Subscale 3: Contextual Factors 18 2.069 2.250 .4985 1.75 1.00 2.75 
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TABLE 4. Individual Question Analysis 

Informational Assessment 
Mean 

Std. 

Deviation N 

1. Given the description of Nurse Practitioners (NPs), I have an understanding 

of the role of an NP who practices in the ED. 
1.83 0.514 18 

2. Given the description of NPs, I have an understanding of an NPs’ scope of 

practice in the ED. 
2 0.485 18 

3. I understand there are similarities as well as differences in the scopes of 

practice between AGNPs, FNPs, and ENPs. 
1.94 0.639 18 

4. I understand there are similarities as well as differences in the scopes of 

practice between NPs and PAs. 
1.89 0.583 18 

5. I think NPs are a feasible resource for LMC’s ED. 1.72 0.461 18 

6. I think LMC and USACS should use their financial, material, human, and 

informational resources to support NPs who wish to practice in the ED. 
1.83 0.514 18 

7. I believe an NP is able to assess, diagnose, and treat patients independently. 1.94 0.639 18 

8. I believe an NP is able to assess, diagnose, and treat patients of all ESI levels 

(1-5). 
2.89 0.758 18 

9. NPs have the appropriate training to do minor procedures (including suturing, 

I&D, splinting, nasal packing, etc.) in the ED. 
1.56 0.616 18 

10. NPs have the appropriate training to do major procedures, (including 

intubation, central / arterial line placement, chest tubes, LPs, cricothyrotomy, 

etc.) in the ED. 

3.17 0.618 18 

11. NPs have the appropriate training to interpret diagnostics, including 

radiology studies (XR, CT, US), and cardiology studies (EKGs, bedside echo) in 

the ED. 

2.67 0.84 18 

Change Valance 
   

12. Adding NPs to LMC’s ED would contribute to patient satisfaction and cost 

effectiveness in work flow. 
1.78 0.548 18 

13. I believe NPs should work within their full scope when practicing in an ED. 1.94 0.802 18 

14. NPs would contribute collaboratively with LMC’s ED Team. 1.72 0.461 18 

15. I would be willing/happy to work alongside an NP in LMC’s ED. 1.67 0.485 18 

16. The addition of NPs to LMC’s ED would be beneficial to patient care. 1.83 0.514 18 

17. I think LMC and USACS’s management would support the addition of NPs 

in LMC’s ED. 
1.83 0.618 18 

Contextual Factors 
   

18. ED policies could be written to support NP practice at LMC. 1.72 0.461 18 

19. LMC’s ED could be organized to include an NP. 1.72 0.461 18 

20. I have considerable experience working with an NP (FNP, AGNP, ENP) in 

emergency medicine. 
2.83 0.985 18 

21. LMC’s ED has the financial, material, human, and informational resources 

to support NPs working in the ED. 
2 0.594 18 
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Additional Analysis 

Correlational Statistics  

Years as a physician. Pearson correlations ran between years of work experience and 

each subscale score and total scale score showed no statistical significance (Table 5). A low 

positive correlation was found between years worked as a physician and the mean score of the 

total questionnaire (r = .107). No correlation was found between years worked as a physician and 

the mean score of subscale one (r = .026). Years worked as a physician and the mean score of 

subscale two revealed a low positive correlation (r = .253); and no correlation was found 

between years worked as a physician and the mean score of subscale three (r = -.011). 

TABLE 5. Correlational Statistics: Years as a Physician 

 Pearson Correlation (r) Significance (p) 

Total Questionnaire .107 .673 

Subscale 1: Informational Assessment .026 .918 

Subscale 2: Change Valence .253 .312 

Subscale 3: Contextual Factors -.011 .965 

Age. Pearson Correlations ran between age and each subscale score and total scale score 

also showed no statistical significance (Table 6). No correlation was found between age and the 

mean score of the total questionnaire (r = .041), the mean score of subscale one (r = -.009), or the 

mean score of subscale three (r = -.089). A low positive correlation was found between age and 

the mean score of subscale two (r = .179).  

TABLE 6. Correlational Statistics: Age 

 Pearson Correlation (r) Significance (p) 
Total Questionnaire .041 .873 

Subscale 1: Informational Assessment -.009 .972 

Subscale 2: Change Valence .179 .478 

Subscale 3: Contextual Factors -.089 .725 



 

 

 

 

46 

Open-Ended Question 

Only five (27%) participants answered the open-ended question (What comments might 

you have regarding your views on NPs working in the ED? (concerns, barriers, support for this 

kind of change, etc.), and comments were mixed. Of the five responses, four were evaluated for 

common themes. One respondent’s comment focused on hiring processes and employment 

within the physician group, and was deemed irrelevant for the objectives of this study. Of the 

remaining four comments, three expressed positivity towards NPs, though two of the three also 

commented that NPs are not “physician replacements.” Additionally, two participants noted that 

NPs should not be practicing independently in the ED, due to limited formal training. Please 

refer to Appendix E for the responses in their entirety.  
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CHAPTER V: DISCUSSION 

Project findings indicate that, overall, physicians at LMC reflect a readiness to change to 

support NPs’ practicing in the ED. Through referencing findings from the questionnaire, the 

following discussion will detail how this study answered each research question. 

Research Question 1: What are physician perceptions regarding the tasks and resources 

required for NPs to practice in emergency medicine? 

Research question 1 addresses informational assessment. Questions in this construct were 

designed to measure physicians’ perceptions of tasks and resources required to employ an NP in 

LMC’s ED. Generally, the rationale for these questions was to assess the degree to which 

physicians express understanding of the information they need to know concerning the 

impending change (e.g., whether they understand the scope of practice of the NP in the ED). 

Findings 

Subscale results measuring informational assessment suggest a tendency toward 

participant agreement with the role and scope of an NP in the ED [mean = 2.13, SD = .33]. 

However, when analyzing individual items of this construct—specifically, questions 8, 10, and 

11 — areas of clear disagreement are evident (e.g., mean values closer to 3; Appendix G), 

signifying that physicians do not agree on those statements. The subscale results of this construct 

do not accurately represent these areas of disagreement.  

Skills. The areas that physicians disagreed on in this study are similar to findings in the 

literature. In Norris and Melby’s (2006) study, participants agreed that ACNPs were able to 

perform simple tasks such as suturing (97%) but not perform complex, invasive tasks; 87% of 

respondents believed that ACNPs should not insert or remove chest tubes, and 76% believed 
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ACNPs should not perform needle thoracentesis (Norris & Melby, 2006). Similarly, in this 

research study, 94% of respondents strongly agreed (n = 9) or agreed (n = 8) that NPs have the 

appropriate training to do minor procedures (including suturing, incision and drainage, splinting, 

nasal packing, etc.) [mean = 1.56, SD = .62], but do not have the appropriate training to do major 

procedures (including intubation, central/arterial line placement, chest tubes, lumbar punctures, 

cricothyrotomy, etc.); 88%, disagreed (n = 11) and strongly disagreed (n = 5) [mean = 3.17, SD 

= .62] (question 10).  

Interestingly, though, 96% of respondents in Norris and Melby’s (2006) study believed 

that NPs could order and interpret x-rays; however, only 24% of respondents in Melby, 

Gillespie, & Martin’s (2010) study agreed that an ENP should interpret x-rays. In this research 

study, 55% of the respondents either disagreed (n = 7) or strongly disagreed (n = 3) when asked 

if NPs’ training prepared them to interpret diagnostics, including radiology studies (XR, CT, US) 

and cardiology studies (EKGs, bedside echo) [mean = 2.67, SD = .84] (question 11).  

Another area in the present study where physicians generally disagreed was level of 

patient acuity (question 8). Twelve respondents (66%) disagreed (n = 8) or strongly disagreed (n 

= 4) when asked to respond to the statement, I believe an NP is able to assess, diagnose, and 

treat patients of all ESI levels (1-5) [mean=2.89, SD=.76]. 

Impact 

Findings from the literature and results of this subscale suggest existing disparities among 

physicians when assessing whether they understand what will be required to implement NPs in 

the ED. A variety of factors could cause these differences in opinion, including not 

understanding an NP’s scope of practice, differences among countries where studies were 
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performed, differences in formal training programs, and differences in sample population. It is 

important to note, however, that all questions in the present study’s survey reflect skills that NPs 

who receive education and practice in the US can be formally trained to perform, contingent 

upon population focus (FNP, AGNP), competencies (primary care, acute care), and specialty 

certification (ENP). 

Implications for the Future 

To improve physician’s understanding of what it will take to implement NPs in the ED, a 

variety of approaches may be taken. Further evaluation of physicians’ understanding of each NP 

role may provide insight into the origins of the above discrepancies. Moreover, studying a group 

of physicians who currently work alongside NPs in the ED may provide dissimilar results 

compared to ones found in the literature and this study. Suggestions for future research include a 

pre- and post-test with an educational intervention; this approach may help determine physicians’ 

current knowledge and subsequently enhance providers’ knowledge of the NP’s role and scope 

of practice. Additionally, providing situations for and encouraging physicians to collaborate with 

NPs may improve physician understanding of an NP’s practice.  

Research Question 2: What are physician perceptions regarding the need, importance, and 

benefits of NPs in the ED? 

The second research question addressed in this study focused on change valence. 

Assessing the degree to which organizational members value the specific impending change, 

Weiner (2009) emphasizes the importance of this construct in predicting change readiness. 

Questions related to this construct were designed to evaluate physicians’ perceptions about the 

need, importance, and benefits of NPs’ working in the ED. 
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Findings 

Subscale results of this construct had a tendency toward strong agreement [mean=1.79, 

SD=.48], and had the highest level of agreement among all three subscales. These findings are 

generally comparable to findings in the literature.  

Collaboration. In two studies (Searle, 2008; Norris & Melby, 2006), improved 

collaboration and communication were found after an NP was added to the ED; similarly, 

participants in the present study strongly agreed (n = 5) or agreed (n = 13) that NPs would 

contribute collaboratively with the ED team [mean = 1.72, SD = .46] (question 14).  

Quality. The belief that implementing an NP in the ED would, or was proven to, 

positively affect quality of care was an established theme in the literature (Griffin & Melby, 

2006; Norris & Melby, 2006; Melby, Gillespie, & Martin, 2010; Searle, 2008). Similarly, 94% of 

physicians strongly agreed (n = 5) or agreed (n = 12) that adding an NP to LMC’s ED would 

contribute to patient satisfaction and workflow cost effectiveness [mean = 1.78, SD = .55] 

(question 12). Ninety-four percent (94%) of participants also strongly agreed (n = 4) or agreed (n 

= 13) that adding NPs to LMC’s ED would benefit patient care [mean = 1.83, SD = .51] 

(question 16). 

Acceptance. Unlike the three studies in the literature review that found concerns about 

conflict and administration acceptance of the NP’s role (Melby, Gillespie, & Martin, 2010; 

Weiland, Mackinlay, & Jelinek, 2010; Norris & Melby, 2006), participants in this study largely 

believed that LMC’s management team would support adding NPs (strongly agree = 5, agree = 

11) [mean = 1.83, SD = .62] (question 17). All physicians in the present study also expressed that 
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they would be willing to work alongside an NP in the ED at LMC (strongly agree = 6, agree = 

12) [mean = 1.67, SD = .49] (question 15).  

Impact 

This construct had the highest level of agreement, suggesting that USACS physicians 

acknowledge the need for NPs and believe that adding an NP to the ED would benefit the 

interdisciplinary team and community. These findings are exceedingly important, as the primary 

objective of this study was to determine if USACS physicians are willing and ready to 

implement and collaborate with NPs in the ED. Discoveries from this construct indicate that this 

group of physicians is indeed willing to work with NPs.  

Implications for the Future 

If LMC and USACS intend to move forward with implementing NPs in the ED, it is 

suggested that they continue to utilize Weiner’s (2009) ORC framework to guide their efforts. 

This study focused on the first component of Weiner’s framework by assessing the three 

predictors that influence buy-in for change. Since the results of this study reveal that members of 

USACS are psychologically and behaviorally ready to implement change (Weiner, Amick, & 

Lee, 2008), implementation would be guided by the framework’s final three steps: ORC, change-

related efforts, and implementation effectiveness. These subsequent components of Weiner’s 

(2009) framework focus on change commitment and change efficacy (ORC), as well as 

initiation, persistence, and cooperative behavior (change related-efforts), before the effectiveness 

of the implementation may be evaluated. 
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Research Question 3: What are physician perceptions of contextual factors regarding NPs’ 

working in the organization? 

The final research question in this study measured both the influence of contextual 

factors and the degree to which USACS physicians perceive the existence of specific contextual 

factors. The questions related to this construct were designed to evaluate physicians’ views 

regarding policies, organizational structure, past experiences, and organizational resources.  

Findings 

Subscale results measuring contextual factors had a tendency toward agreement with the 

presence of contextual factors [mean = 2.06, SD = .49]. To see if contextual factors influenced 

physician’s readiness for change, correlational statistics were performed. Pearson correlations 

ran between years of work experience and each subscale score and total scale score showed no 

statistical significance. Additionally, no statistical significance was found on Pearson 

correlations between participant age and total scale and subscale results. These two correlational 

tests were ran because one might expect to see a greater readiness to change among newer and/or 

younger physicians. It was determined though, that these contextual factors did not influence 

physicians’ readiness for change as evidenced by the lack of statistical significance. 

Organizational structure and resources. Results from this construct suggest that 

physicians agree that LMC and USACS have the means to organize and structure the ED to 

function with an NP. All participants in the survey agreed that policies could be written and the 

department organized to support NP practice (strongly agree = 5, agree = 13) [mean = 1.72, SD = 

.46] (questions 18 and 19). Additionally, a majority of participants (83%) strongly agreed (n = 3) 
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or agreed (n = 12) that LMC has the financial, material, human, and informational resources to 

support NPs [mean = 2.0, SD = .59] (question 21). 

Experience. Of the studies identified in the literature review, none specifically focused 

on physicians’ past experiences working with NPs in emergency medicine. However, a study by 

McGee and Kaplan (2007), which investigated factors that influenced ED managers’ decision to 

use NPs in the ED, did address experience working with NPs. The study concluded that limited 

prior collaboration with NPs influenced an ED manager’s decision to hire NPs (McGee & 

Kaplan, 2007). Akin to McGee and Kaplan’s (2007) findings, more than half (66%) of the 

physicians in the present study reported that they did not have considerable experience working 

with NPs in emergency medicine (disagree = 7, strongly disagree = 5) [mean = 2.83, SD = .99] 

(question 20).  

Impact 

In addition to construct two, results from this third construct help answer the primary 

objective of the present study. Findings indicating that the organizational structure has the 

support and resources to implement change suggest that USACS physicians are ready to 

implement NPs in the ED. 

Implications for the Future 

The stance to implement NPs in the ED would be strengthened if physicians reported 

having considerable experience working with NPs. As suggested by McGee and Kaplan (2007, 

p. 445), “physician groups may be more comfortable working with nurse practitioners if they 

have had past experience working with a nurse practitioner in another capacity.” Thus, as 

previously suggested, arranging circumstances where physicians could collaborate with NPs may 
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improve physicians’ familiarity with the benefits of working alongside these advanced 

practitioners.  

Strengths and Limitations 

A strength of this research study was the reliability of the questionnaire, which was 

specifically developed with this project in mind. Because the questionnaire had not been used 

before, its reliability was undetermined; the constructs on which this questionnaire was built, 

however, had been used in previous research and deemed reliable. Therefore, once the survey 

period ended, Cronbach’s alpha was calculated to determine the internal consistency and 

reliability of the questionnaire. Results for the entire questionnaire were determined to be 

excellent (α=.901), and all subscales were determined to have acceptable levels of reliability (α ≥ 

.7) (Gliem & Gliem, 2003). 

The sample size served as a limitation to this study. A participation goal of 30 physicians 

was projected; however, there were only 18 participants. Though the 18 participants represent 

30% of the entire sample (n = 60), this number is relatively small and may not accurately 

represent the sample. Factors thought to influence the sample size were the limited active 

timeframe of the survey and inadequate promotion of both the survey and project. Furthermore, 

the possibility exists that non-responding physicians do not support NPs’ practicing in the ED, as 

participation in this survey was optional. 

Conclusion 

This study concludes that there is an overall readiness to change among USACS 

physicians. It is important to acknowledge, however, that that the readiness displayed among 

these physicians is based on an inadequate view of an NP’s role and scope of practice. As 
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established in the findings of this study, physicians do not agree that NPs should be performing 

advanced invasive procedures or caring for critically-ill patients, even though NPs can be trained 

clinically and didactically to perform these skills. It is unknown whether USACS physicians 

would exhibit readiness for change if policies allowed for NPs to practice within their full scope. 

Thus, the readiness to change found in this study is primarily exhibited by evaluation of 

change valance and contextual factors which indicate that USACS physicians are willing and 

ready to implement an NP service in LMC’s ED. Findings from these two subscales reveal that 

physicians would be happy to collaborate with NPs, and that they believe LMC has the support 

and resources to implement NPs in the ED. Furthermore, while discrepancies occurred in the 

perceptions of the NP role, these differences can be mitigated through education, credentialing 

requirements, and policy development. 

With these findings, next steps to implement an NP role into LMC’s ED would be buy-in 

from nursing management and administrative staff. These stakeholders serve as the next essential 

resource alongside physicians, and their support is imperative to successful implementation. 
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Author / Article 

Country 

Study 

Conducted In 

Research 

Question 

Study 

Design 
Instrument 

Setting and 

Sample (N) 

Methods for Data 

Collection and 

Data Analysis 

Findings 

Griffin, M., and 

Melby, V. (2006). 

Developing an 

advanced nurse 

practitioner service 

in emergency care: 

Attitudes of nurses 

and doctors. Journal 

of Advanced 

Nursing, 56(3), 292-

301.  

doi: 10.1111/j.1365-

2648.2006.04025.x  

Ireland The objective 

of this study 

was to identify 

perspectives of 

nurses, doctors, 

and general 

practitioners 

regarding the 

implementation 

of a NP service 

in the ED. 

Descriptive 

Study 

Design 

Survey Setting 

All 

participants 

recruited were 

staff from one 

ED or were 

GPs who were 

affiliated with 

that ED 

 

Sample Size 

n = 107 

Nurses = 25 

ED doctors = 

13 

GP’s = 69 

 

Participation 

n=80 

Nurses = 21 

Doctors = 59 

Data Collection 

February 2004 

 

Data Analysis 

 

Quantitative: 

Mann–Whitney U  

 

Kruskal–Wallis 

 

Qualitative: 

thematic analysis 

(open ended 

questions) 

General Findings 

Overall positive attitudes 

towards NP service  

 

11% reported 

understanding the role of 

an ANP 

 

94% strongly agreed that 

an ANP service would 

improve waiting times 

 

80% agreed an ANP 

service would improve 

quality of the existing 

service 

 

13% believed diagnosing 

and treating patients was 

the sole responsibility of 

the doctor 

 

50% believed ANPs 

should be autonomous 

practitioners  

 

Qualitative Findings 

Concern for crossing of 

professional boundaries  

 

Need for clear 

definitions/ guidelines  
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Author / Article 

Country 

Study 

Conducted In 

Research 

Question 

Study 

Design 
Instrument 

Setting and 

Sample (N) 

Methods for Data 

Collection and 

Data Analysis 

Findings 

Statistical Significance 

Difference between 

nurses and all doctors, 

with nurses having a 

more positive attitude 

towards NP service 

[Mann-Whitney U= 

276.0, P <0.001] 

 

GPs showed less 

positive attitudes 

towards service than all 

other staff surveyed 

[mean rank: GP=30.51, 

ED doctors=54.50, 

nurses=56.86; Kruskal 

Wallis: x2=23.458, df=2, 

P <0.001] 

 

Difference between GPs 

and ED doctors towards 

NP service 

[Mann-Whitney U= 

99.0, P=0.003] 

 

Difference between GPs 

and nurses towards NP 

service 

[Mann-Whitney U= 

171.0, P <0.001] 
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Author / Article 

Country 

Study 

Conducted In 

Research 

Question 

Study 

Design 
Instrument 

Setting and 

Sample (N) 

Methods for Data 

Collection and 

Data Analysis 

Findings 

Melby, V., 

Gillespie, M., and 

Martin, S. (2010). 

Emergency nurse 

practitioners: the 

views of patients 

and hospital staff at 

a major acute trust 

in the UK. Journal 

of Clinical Nursing, 

20, 236-246. doi: 

10.1111/j.1365-

2702.2010.03333.x  

United 

Kingdom 

This study 

aimed to 

investigate the 

opinions of 

staff & patients 

regarding the 

development of 

an emergency 

nurse 

practitioner 

(ENP) service.  

 

[Only views of 

staff will be 

detailed in this 

table.] 

Mixed- 

Method 

Study 

Design 

Survey Setting 

Staff at a 

single hospital  

 

Sample Size 

n = 505 

Nurses = 389 

Doctors = 88 

Radiologists 

and 

Radiographers 

= 17 

Pharmacy 

Staff = 11 

 

Participation 

n = 144 

Nurses = 100 

Doctors = 27 

Radiologists 

and 

Radiographers 

= 12 

Pharmacy 

Staff = 5 

 

Data Collection 

August & 

September 2005 

 

Data Analysis 

 

Quantitative: 

Chi-Square 

 

Qualitative: 

thematic analysis 

(open ended 

questions) 

General Findings 

Overall positive attitudes 

from staff towards 

implementation of an 

ENP service  

56% reported they had a 

clear understanding of 

the ENP role 

 

36% agreed that 

diagnosing is the role of 

the doctor, not of the 

ENP 

 

19% agreed that 

initiating treatment is the 

role of the doctor, not of 

the ENP 

 

Qualitative Findings 

ENP service would 

improve quality and 

continuity of patient care 

 

ENP service would 

reduce ED waiting times 

 

Concern for conflict and 

acceptance by the 

multidisciplinary team 

 

Statistical Significance  

More nurses than 

doctors believed ENPs 

should have a role in 
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Author / Article 

Country 

Study 

Conducted In 

Research 

Question 

Study 

Design 
Instrument 

Setting and 

Sample (N) 

Methods for Data 

Collection and 

Data Analysis 

Findings 

discharging patients 

[x2=0.008, value=8.950, 

df=1, phi=0.283] 

 

Weiland, T., 

Mackinlay, C., and 

Jelinek, G. (2010). 

Perceptions of nurse 

practitioners by 

emergency 

department doctors 

in Australia. 

International 

Journal of 

Emergency 

Medicine, 3, 271-

278. doi: 

10.1007/s12245-

010-0214-8  

 

Australia  The purpose of 

this study was 

to identify 

physician’s 

perspectives of 

Nurse 

Practitioners in 

Australian EDs.  

Primarily 

Qualitative  

(some 

quantitative 

questions 

and 

analysis) 

Semi-

structured 

telephone 

interviews  

 

Open and 

close-ended 

questions 

Setting 

36 hospitals  

 

Sample Size 

n = 233 

ED director = 

36 

DEMT = 26 

Advanced 

trainee/registra

r = 81 

Prevocational 

doctor/intern = 

90 

 

Participation 

n = 95 

ED director = 

36 

DEMT = 25 

Advanced 

trainee/registra

r = 19 

Prevocational 

doctor/intern = 

15 

Data Collection 

2008 

 

Data Analysis 

 

Quantitative: 

frequencies, 

percentages, 

confidence 

intervals ±95%, 

and medians 

 

Qualitative: 

thematic content 

analysis 

General Findings 

Overall mixed feelings 

towards NP role 

 

57% of ED directors and 

Directors of EM 

Training (DEMTs) 

strongly disagreed/ 

disagreed that NPs can 

replace interns in the ED 

 

64% of ED directors and 

DEMTs strongly 

disagreed/ disagreed that 

NPs can replace 

postgraduate year 2, 3 or 

later in the ED 

 

Qualitative Findings 

 

1)Role Definition  

 

2)Scope & 

Appropriateness of 

Practice  

 

3)Separation/Overlap of 

NP Role and Medical 

Role  
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Author / Article 

Country 

Study 

Conducted In 

Research 

Question 

Study 

Design 
Instrument 

Setting and 

Sample (N) 

Methods for Data 

Collection and 

Data Analysis 

Findings 

4)Needs of NPs 

 

5)Barriers to Role 

Acceptance  

 

6)Economic  

Benefits/ Consequences 

 

7)Alternative Roles 

 

8)Perceived Value of NP 

Role 

 

Searle, J. (2008). 

Nurse practitioner 

candidates: Shifting 

professional 

boundaries. 

Australasian 

Emergency Nursing 

Journal, 11, 20-27. 

doi: 

doi:10.1016/j.aenj.2

007.06.003  

Australia This study 

aimed to 

identify how an 

Emergency 

Nurse 

Practitioner 

Candidate 

(ENPC) role 

would impact 

an ED.  

Qualitative 

Descriptive 

Study 

Semi-

Structured Self 

Reporting 

Questionnaire  

Setting 

Regional 

Referral 

Hospital near 

Melbourne, 

Victoria 

 

Sample Size 

n = 80 

Medical Staff 

= 30 

Nursing Staff 

= 38 

Affiliated 

Staff = 12 

 

Participation 

n = 37 

Medical Staff 

= 19 

Nursing Staff 

= 16 

Data Collection 

August 2006 

 

Data Analysis 

 

Qualitative: 

thematic content 

analysis 

 

Qualitative Findings 

 

1)Improved 

collaboration & team 

dynamics 

 

2)RNs viewed ENPCs as 

good resources, 

knowledgeable 

 

3)Improved workflow & 

improved patient 

outcomes 

 

4)Increase in job 

satisfaction 

 

5)Increase in managerial 

duties 

 

6)Decrease in doctor’s 

workload 
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Author / Article 

Country 

Study 

Conducted In 

Research 

Question 

Study 

Design 
Instrument 

Setting and 

Sample (N) 

Methods for Data 

Collection and 

Data Analysis 

Findings 

Affiliated 

Staff = 2  

 

Norris, T. and 

Melby, V. (2006). 

The Acute Care 

Nurse Practitioner: 

Challenging existing 

boundaries of 

emergency nurses in 

the United 

Kingdom. Journal 

of Clinical Nursing, 

15, 253-263. 

Ireland The aim of this 

study was to 

understand 

nurses and 

doctor’s views 

regarding the 

development of 

an ACNP 

service in the 

ED. 

Mixed 

Method 

Study 

Design 

Questionnaire 

and Semi-

Structured 

Interviews 

Setting 

Six 

Emergency 

Departments  

 

Sample Size 

n = 207 

Nurses = 163 

Doctors = 44 

 

Participation 

n = 98 

Nurses = 79 

Doctors = 19 

Data Collection 

Not Available  

 

Data Analysis 

 

Quantitative: 

Percentages, 

Mann–Whitney U  

 

Qualitative: 

thematic analysis  

 

Both doctors and nurses 

viewed there was a need 

for ACNPs 

 

22% unaware of the 

ACNP role  

 

Participants believed an 

ACNP service would 

reduce wait times 

 

Participants believed an 

ACNP service would 

increase patient 

satisfaction and provide 

safer practice 

 

96% believed ACNPs 

could order and interpret 

XR 

 

97% believed they could 

suture 

 

87% believed ACNPs 

should not insert or 

remove chest tubes 

76% believed ACNPs 

should not perform 

needle thoracentesis  

 

Concern for 

interprofessional conflict 
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Author / Article 

Country 

Study 

Conducted In 

Research 

Question 

Study 

Design 
Instrument 

Setting and 

Sample (N) 

Methods for Data 

Collection and 

Data Analysis 

Findings 

Concerned about 

resistance to change, 

non-supportive 

consultants, and nursing 

management 

 

Limits on expansion of 

role and agreements on 

protocols and guidelines 

Increase in staff morale 

 

Improved 

communication with 

patients and staff 

 

Statistical Significance 

“Doctors were less likely 

than nurses to suggest 

that interpreting lab 

results [P=0.000], 

interpreting ECGs 

[P=0.011] and 

prescribing [P=0.031] 

should be part of the 

ACNP role” 
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APPENDIX B: 

QUESTIONNAIRE AND DEMOGRAPHICS 
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Physician Opinions and Knowledge about NPs in the ED 

 

 
ITEM 

Strongly 

Agree 
Agree Disagree 

Strongly 

Disagree 

1.  Given the description of Nurse Practitioners (NPs), I 

have an understanding of the role of an NP who 

practices in the ED. 

    

2.  Given the description of NPs, I have an 

understanding of an NPs’ scope of practice in the 

ED. 

    

3.  I understand there are similarities as well as 

differences in the scopes of practice between 

AGNPs, FNPs, and ENPs. 

    

4.  I understand there are similarities as well as 

differences in the scopes of practice between NPs 

and PAs. 

    

5.  I think NPs are a feasible resource for LMC’s ED.     

6.  I think LMC and USACS should use their financial, 

material, human, and informational resources to 

support NPs who wish to practice in the ED. 

    

7.  I believe an NP is able to assess, diagnose, 

and treat patients independently. 
    

8.  I believe an NP is able to assess, diagnose, and treat 

patients of all ESI levels (1-5). 
    

9.  NPs have the appropriate training to do minor 

procedures (including suturing, I&D, splinting, nasal 

packing, etc.) in the ED. 

    

10.  NPs have the appropriate training to do major 

procedures, (including intubation, central / arterial 

line placement, chest tubes, LPs, cricothyrotomy, 

etc.) in the ED. 

    

11.  NPs have the appropriate training to interpret 

diagnostics, including radiology studies (XR, CT, 

US), and cardiology studies (EKGs, bedside echo) in 

the ED. 

    

12.  Adding NPs to LMC’s ED would contribute to 

patient satisfaction and cost effectiveness in work 

flow. 

    

13.  I believe NPs should work within their full scope 

when practicing in an ED. 
    

14.  NPs would contribute collaboratively with 

LMC’s ED Team. 
    

15.  I would be willing/happy to work alongside an NP in 

LMC’s ED. 
    

16.  The addition of NPs to LMC’s ED would be 

beneficial to patient care. 
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17.  I think LMC and USACS’s management would 

support the addition of NPs in LMC’s ED. 
    

18.  ED policies could be written to support NP practice 

at LMC. 
    

19.  LMC’s ED could be organized to include an NP.     

20.  I have considerable experience working with an 

NP (FNP, AGNP, ENP) in emergency medicine. 
    

21.   LMC’s ED has the financial, material, human, and 

informational resources to support NPs working in 

the ED. 

    

22.  What comments might you have regarding your 

views on NPs working in the ED? (concerns, 

barriers, support for this kind of change, etc.)  

 

 

Physician Demographics  

 

Gender 
Male  

Female  

Age ______ years 

Prior to working as a 

physician, I worked as 

a… 

RN  

EMT  

Paramedic  

Military 

Medic 
 

Other area of 

medicine 
 

N/A  

I am licensed as a … 
MD  

DO  

I am board certified in 

Emergency Medicine 

Yes  

No  

Years I have worked as 

a physician in 

emergency medicine 

(including residency) 

______ years 
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APPENDIX C: 

DESCRIPTION OF NP ROLE 
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APPENDIX D: 

INTRODUCTION LETTER 
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APPENDIX E: 

RESULTS 
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Physician Opinions and Knowledge about NPs in the ED (RESULTS) 

 

  
Strongly Agree Agree Disagree 

Strongly 

Disagree 

    n % n % n % n % 

1 

Given the description of Nurse 

Practitioners (NPs), I have an 

understanding of the role of an 

NP who practices in the ED. 

4 22.22 13 72.22 1 5.56 - - 

2 

Given the description of NPs, I 

have an understanding of an 

NPs’ scope of practice in the 

ED. 

2 11.11 14 77.78 2 11.11 - - 

3 

I understand there are 

similarities as well as 

differences in the scopes of 

practice between AGNPs, 

FNPs, and ENPs. 

4 22.22 11 61.11 3 16.67 - - 

4 

I understand there are 

similarities as well as 

differences in the scopes of 

practice between NPs and PAs. 

4 22.22 12 66.67 2 11.11 - - 

5 I think NPs are a feasible 

resource for LMC’s ED. 
5 27.78 13 72.22 - - - - 

6 

I think LMC and USACS 

should use their financial, 

material, human, and 

informational resources to 

support NPs who wish to 

practice in the ED. 

4 22.22 13 72.22 1 5.56 - - 

7 

I believe an NP is able to 

assess, diagnose, and treat 

patients independently. 

4 22.22 11 61.11 3 16.67 - - 

8 

I believe an NP is able to 

assess, diagnose, and treat 

patients of all ESI levels (1-5). 

- - 6 33.33 8 44.44 4 22.22 

9 

NPs have the appropriate 

training to do minor procedures 

(including suturing, I&D, 

splinting, nasal packing, etc.) 

in the ED. 

9 50 8 44.44 1 5.56 - - 

10 

NPs have the appropriate 

training to do major 

procedures, (including 

intubation, central / arterial line 

placement, chest tubes, LPs, 

cricothyrotomy, etc.) in the 

ED. 

- - 2 11.11 11 61.11 5 27.78 
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11 

NPs have the appropriate 

training to interpret 

diagnostics, including 

radiology studies (XR, CT, 

US), and cardiology studies 

(EKGs, bedside echo) in the 

ED. 

1 5.56 7 38.89 7 38.89 3 16.67 

12 

Adding NPs to LMC’s ED 

would contribute to patient 

satisfaction and cost 

effectiveness in work flow. 

5 27.78 12 66.67 1 5.56 - - 

13 

I believe NPs should work 

within their full scope when 

practicing in an ED. 

5 27.78 10 55.56 2 11.11 1 5.56 

14 

NPs would contribute 

collaboratively with LMC’s 

ED Team. 

5 27.78 13 72.22 - - - - 

15 

I would be willing/happy to 

work alongside an NP in 

LMC’s ED. 

6 33.33 12 66.67 - - - - 

16 

The addition of NPs to LMC’s 

ED would be beneficial to 

patient care. 

4 22.22 13 72.22 1 5.56 - - 

17 
I think LMC and USACS’s 

management would support the 

addition of NPs in LMC’s ED. 

5 27.78 11 61.11 2 11.11 - - 

18 ED policies could be written to 

support NP practice at LMC. 
5 27.78 13 72.22 - - - - 

19 LMC’s ED could be organized 

to include an NP. 
5 27.78 13 72.22 - - - - 

20 

I have considerable experience 

working with an NP (FNP, 

AGNP, ENP) in emergency 

medicine. 

2 11.11 4 22.22 7 38.89 5 27.78 

21 

LMC’s ED has the financial, 

material, human, and 

informational resources to 

support NPs working in the 

ED. 

3 16.67 12 66.67 3 16.67 - - 

22 

What comments might you 

have regarding your views on 

NPs working in the ED? 

(concerns, barriers, support for 

this kind of change, etc.) 

“worked with NPs previously in Emergency Department and ICU and was 

impressed with their scope of practice” 

 

“APP's or an in valuable resource but do not replace physicians” 

 

“I have concerns regarding their practice independently without ED specific 

training other than some limited post-degree clinical time. There are also 

concerns regarding the misunderstanding by introductions as a NP or Doctor 

of NP.” 

 



 

 

 

 

74 

“Some of the questions regarding complete autonomous practice of all types 

of patients are concerning. I whole heartedly love working with APPs, both 

PAs and NPs, and think that with an appropriate scope of practice and 

appropriate training, NPs could be a benefit to any ED. I do not think that in 

the LMC ED APPs should be independently seeing ESI 1-2 type patients. 

These patients can be terrifying for physicians at any stage in their career, 

and they have had significantly more years of training for these types of 

patients, which is focused heavily on in residency. Until NP training equals 

that of a physician in both number of hours and specificity of training in the 

ED, I don't think this is realistic. (Although some APPs have had extensive 

experience in these types of patients and may be qualified, the average APP 

has not, and policy should not allow a brand new APP with minimal ED 

training to practice at the level of a physician who has gone through 3-4 

years of residency)” 

 

“USACS has an exclusive contract to provide emergency services. Any NP 

working in the ED at LMC would thus have to be employed by USACS.” 
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APPENDIX F: 

BAR CHART OF RESULTS 
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APPENDIX G: 

SUBSCALE AND TOTAL SCALE SCORING 
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Participant 

Sum of 

questions 

Subscale 1: 

Informational 

Assessment 

Average of 

questions 

Subscale 1: 

Informational 

Assessment 

Sum of 

questions 

Subscale 2: 

Change 

Valence 

Average of 

questions 

Subscale 2: 

Change 

Valence 

Sum of 

questions 

Subscale 3: 

Contextual 

Factors 

Average of 

questions 

Subscale 3: 

Contextual 

Factors 

Sum of all 

questions 

Average of 

all questions 

1 26 2.36 14 2.33 8 2 48 2.29 

2 27 2.45 12 2 10 2.5 49 2.33 

3 27 2.45 12 2 10 2.5 49 2.33 

4 25 2.27 12 2 10 2.5 47 2.24 

5 18 1.64 6 1 4 1 28 1.33 

6 20 1.82 6 1 6 1.5 32 1.52 

7 25 2.27 12 2 9 2.25 46 2.19 

8 20 1.82 9 1.5 9 2.25 38 1.81 

9 29 2.64 12 2 11 2.75 52 2.48 

10 20 1.82 9 1.5 6 1.5 35 1.67 

11 23 2.09 12 2 10 2.5 45 2.14 

12 23 2.09 8 1.33 6 1.5 37 1.76 

13 21 1.91 8 1.33 6 1.5 35 1.67 

14 17 1.55 12 2 8 2 37 1.76 

15 25 2.27 8 1.33 10 2.5 43 2.05 

16 21 1.91 12 2 9 2.25 42 2 

17 29 2.64 17 2.83 10 2.5 56 2.67 

18 26 2.36 13 2.17 7 1.75 46 2.19 
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