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Abstract

Background This study investigated patient opinion about the

provision of nurse-led vs. doctor-led primary health care in the

treatment of minor illness.

Design A postal questionnaire survey including discrete choice

experiment (DCE) of a national sample followed by telephone

interviews with respondent volunteers.

Setting and participants A large random sample of the population

of Scotland from a range of general practices including traditional

and extended practice nursing roles was invited to participate.

Main outcome measures Patient satisfaction with, opinion of and

preference for practice nurse (PN) vs. doctor consultation in primary

care in relation to gender, age, education and income.

Results Questionnaire response rate was 49% (1343 of 2740).

Women, younger people, the less well-educated and those with

higher income had a more positive attitude towards the PN. Older

people had a more positive attitude to the doctor. Results from the

DCE indicated that whilst most respondents would prefer a doctor

consultation, many would be happy to consult with a nurse if other

aspects of the consultation were improved.Forty-eight people were

interviewed. The main perceived differences between doctors and

nurses were academic ability and qualifications. Most respondents

thought nurses could deal with relatively minor problems and

should be able to prescribe some drugs.

Conclusion Patients would always want their choice of health

professional to be available at first contact. However, this study

suggests that, in primary health-care practices, if nurses take on more

roles previously the preserve of doctors, patients would accept them,

particularly if patients receive information on nurses� capabilities.

doi: 10.1111/j.1369-7625.2006.00422.x
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Introduction

This study was designed to investigate patients�
and prospective patients� attitudes to, percep-

tions of and preference for changes in the

delivery of primary health care, with particular

reference to an extended role for practice nurses

(PN – nurses working in primary health-care

practice centres). The study examined the views

of a large number of people using a number

of methodologies to increase validity and

reliability.

Background and literature search

Since the development of nurse practitioners�
roles in North America in the 1960s, PNs

working in health centres have considerably

increased in Canada, the United States of

America, the United Kingdom and more

recently Australia. Specifically in the UK,

research has shown that experienced PNs are

willing and able to perform much work previ-

ously carried out by general practice doctors in

primary care surgeries (GPs) and that patients

consult with PNs directly in some circum-

stances.1 Fundholding,2 a system in which GP

practices held their own budgets, created new

opportunities for nurses within the primary care

team. Policy changes3 led to increased workload

for GPs and resultant delegation within the

team. The new General Medical Services (GMS)

contract,4 with its range of targets, and the

impact of the European Working Time Direct-

ive5 appear to be encouraging this further, with

nurses increasingly being the first point of con-

tact in out-of-hours care and chronic disease

management.6 The NHS plan7 envisages patient-

centred health care. Historically, Scottish PNs

have not required specific post-registration

training or qualification but many have wide

experience and hold a variety of specialist

qualifications.1 Development of the nursing

workforce has led to increased responsibility for

patients with chronic diseases, such as asthma,

hypertension and diabetes.8 Extended nursing

roles included in this study have already been

implemented in local areas, and benefits to

patients and health care have been demonstra-

ted, such as with nurse-led care for cardiovas-

cular patients9,10 and management of minor

illness.11

Increasingly in developed countries, PNs and

nurse practitioners are being measured against

the GP for patient outcome and satisfaction with

favourable results.12–15 Many of the studies,

however, are local with small participant num-

bers. It is not known whether these extended

roles are acceptable to patients. Additionally,

there is a paucity of information about patient

opinion and preference, despite increasing

emphasis, in the UK in particular, on public and

user involvement in decision-making. Several

studies have looked at patient opinion in rela-

tion to hospital or community care16,17 and

health professionals� (HP) opinions on how

patients perceive nurses.18,19 Reveley20 looked at

patient satisfaction with nurse triage and

although Hegney et al.21 looked at patient

expectation, no studies have been found which

specifically investigate patient views on the

extended role of the PN.

Methods

The aim of the study was to assess, in a sample

of general practices in Scotland, whether

patients find the treatment of minor illness by

PNs, and the concept of PN consultation as a

first-line contact, acceptable. A cross-sectional,

postal, quantitative questionnaire survey of a

sample representative of the general practice

patient population of Scotland was conducted.

A target of 3000 participants was sought. Given

the number and small list size of some of the

practices, this was sufficient to assess the popu-

lation parameter to within 5% and to satisfy

subgroup analysis.

Quantitative study

Preliminary focus groups were used to identify

factors important to patients when consulting at

their general practice. This, along with the litera-

ture review, informed the questionnaire design.

The questionnaire collected information on
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experience of surgery visit, demographic details,

satisfaction with the last appointment and how

this varied according to whether doctor or nurse-

led, attitudes and perceptions towards doctor vs.

nurse-led care, and preferences for doctor vs.

nurse-led care. A pilot study was conducted with

50 people not included in the main sample.

Satisfaction with last appointment

Based on a validated patient satisfaction

instrument,22 respondents were asked to rate

their satisfaction with their last surgery

appointment overall and for specific aspects on a

five-point Likert scale of 1–5 (excellent, very

good, fair, poor, very poor). Eight questions

were taken from Davies and Ware22 – four

related to time (waiting time for appointment,

getting through to surgery by phone, time wai-

ted at surgery, time spent in consultation), three

to the consultation (explanation, technical skills

of HP, personal manner of HP) and one to the

overall visit. Two additional questions relating

to continuity and suitability of the professional

were also added.

Attitudes and perceptions

Statements were included to investigate attitudes

towards, and perceptions of, doctors and nurses.

These statements were developed through focus

groups conducted with 30 patients from three

town practices and one rural practice from dif-

ferent Scottish locations, and analysis of the

views expressed. Each statement was rated on a

five-point Likert scale (strongly agree [5], agree

[4], not sure [3], mostly disagree [2] and strongly

disagree [1]).

Preferences

A discrete choice experiment (DCE) was used

to elicit preferences. This technique is increas-

ingly used in health service research, and

allows estimation of the relative importance of

different attributes in the provision of health

care, and how individuals trade between these

attributes, and quantifies benefit scores for

different configurations of service delivery.23 Of

particular interest was the importance to

patients of the HP they see in the practice

(doctor or nurse) relative to other characteristics

of the consultation, and how they trade between

these characteristics. The attributes and levels

included in the DCE, defined following discus-

sions between the members of the research team

and from the focus groups, together with labels

and coding for analysis are shown in Table 1.

These attributes and levels gave rise to 192

(22*42*31) configurations of consultations.

Using computer software, the number of choices

presented to respondents was reduced to 8,

which were randomly divided into three ques-

tionnaires such that each questionnaire had

four choices from the fractional factorial design

(for more on the experimental design, see

Caldow et al.24).

Respondents were asked to imagine they had

been �feeling slightly chesty with an irritating

cough for 2 weeks. You are still able to do all

the things you usually do, but notice that you

are a little out of breath when exerting yourself.

For the past three or four mornings you have

coughed up a little phlegm and you decide to ask

for an appointment at your practice�. Respond-

ents were then told that their consultation could

vary according to the attributes described in

Table 1. For each choice, respondents were

asked to choose between two alternative

Table 1 Attributes and levels in the discrete choice

experiment

Attribute

Levels of each

attribute

Who you see (SEE) A doctor

A practice nurse

Waiting time till appointment (WAIT) No waiting time

2 days

4 days

8 days

Length of consultation (LENGTH) 5 min

10 min

20 min

30 min

Continuity of health professional (CONT) Yes

No

Likelihood of having illness cured (CURE) 75%

80%

85%
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consultations, or neither (to allow for the fact

that some respondents might choose not to

attend an appointment for the minor condition

described).

Rationality of responses was assessed by

including additional dominant options (options

that were superior on all levels of attributes and

therefore would be expected to be chosen).

Superiority of some levels was difficult to assume

in advance. For example, a doctor may not

always be preferred to a nurse, and longer con-

sultations not always preferred to shorter ones.

Given this, these attribute levels were the same

in dominance tests.

To assess ease of completion, respondents

rated their difficultly of completing the ques-

tionnaire on a scale from 1 (very easy) to 5 (very

difficult).

Qualitative study

A final question in the postal questionnaire asked

respondents if they would be willing to be inter-

viewed by telephone. The purpose of the inter-

views was to explore, in depth, important issues

related to consulting with a GP or PN, beliefs

about similarities and differences between doc-

tors and nurses, and reasons for visiting a doctor

or nurse. The aim here was to provide more

insight into the results related to the opinion and

preference components of the survey. We wanted

to explore the views of people with positive and

negative attitudes to, and perceptions of, the PN

having an extended role. Respondents willing to

be interviewed were therefore categorized

according to their questionnaire score on this. All

were contacted by telephone, their willingness to

participate confirmed, and permission sought to

tape-record the interview.

Sample

The sampling frame was a list of 433 general

practices that had responded to a survey asses-

sing PN roles in Scottish general practices which

had a practice response rate of 86% and a PN

response rate of 96% and has been published

previously.1 Practices were scored and ranked

according to the degree of extended nursing role

of their PN(s). The 20 most and 20 least extended

practices according to the criteria used (cervical

smear, contraception advice, counselling, ear

syringing, electrocardiogram, high vaginal swab,

suturing and travel immunizations performed by

PN) were invited to participate. Practices ranged

in size from <1500 patients to >15 000 patients

and included rural and urban locations. From

each practice, a random sample of registered

patients over 18 years of age, proportional to the

practice list size, was generated (n ¼ 3123) using

the Statistical Package for Social Sciences

(SPSSSPSS).25 Patients suffering from terminal illness,

recent bereavement, mental incapacity or other

reasons identified by the GP were excluded.

Fifty-six respondents, 28 with a negative

attitude/perception score (<42) and 28 with a

positive attitude/perception score (selected

randomly from 46 respondents with scores >76

of a possible 96) were chosen for interview.

Data collection

Quantitative data were collected by postal ques-

tionnaire. Information was provided in a letter

accompanying the questionnaire, and return of

the questionnaire was taken as implying consent.

Questionnaires were coded to ensure anonymity.

Names and addresses were stored separately in a

secure database only accessible by the researcher

to preserve confidentiality. Two reminders were

sent at 3 and 6 weeks, respectively.

Interviews were carried out by telephone, up

to 8 months after questionnaire completion,

using a semi-structured schedule developed from

the questionnaire responses. All telephone

interviews were taped and transcribed verbatim.

Tapes and transcripts were coded for anonymity

and stored securely as described above.

Validity and reliability

Test–retest reliability was measured after the

focus groups by asking the 46 participants invi-

ted, to complete the questionnaire twice, 3 weeks

apart.

Validity and internal consistency of the opin-

ion questions was assessed by factor analysis.

Similar themed questions were grouped together

and scales created with particular themes
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of items. Scores were derived for each of the

subscales. Cronbach’s alpha was calculated to

measure internal consistency of the questions

that made up each of the five scales (see relevant

table). Although there is no well-documented

reference value denoting significant consistency,

values close to 1 denote some redundancy in the

scale.

The Kappa-statistic and a measure of absolute

reliability were calculated to determine the intra-

subject agreement of each of the 24 questions.26

Ethics

The study received ethical approval from the

Multi-Centre Research Ethics Committee for

Scotland and 14 relevant Local Research Ethics

Committees. Issues of informed voluntary con-

sent and confidentiality were addressed as des-

cribed above.

Data analysis

All missing values were excluded from the ana-

lyses and denominators revised. Questionnaire

data were analysed using SPSSSPSS.25

1 Satisfaction with last appointment: Chi-

squared or Fisher’s exact tests (for small num-

bers) were used to examine associations between

patient satisfaction and gender, age groups,

income levels and educational categories. Satis-

faction according to whether the last appoint-

ment was with a PN or GP was also considered.

Numbers seeing the PN at their last surgery visit

were small, so for age group, education and

income, categories were collapsed into just two

categories. This enabled valid chi-squared tests

to be performed. Age categories thus represen-

ted younger and older people (£45 years;

>45 years), education was reported as either

school education only or further education, and

income as ££20 000 and >£20 000.

2 Attitudes and perceptions: t-tests were

performed to compare the mean score of

the subscales of the patient attitudes and

perceptions between gender, age group, income

level and education categories (as defined

above).

3 Preferences: The format of the DCE implies

that the decision-making process involves both

deciding whether or not to attend the surgery

(i.e. whether, or not, to choose the �neither�
option), as well as which consultation to choose

(e.g. Consultation A or Consultation B). The

variables used to explain both these factors are

shown in Table 2 alongside the a priori hypo-

theses (where applicable). To allow for closer

substitutability between the consultation alter-

natives than the attend alternative, the nested

logit model was used to analyse the data. The

following functions were estimated:

Attend¼ aAGEþb1HEALTH1þb2HEALTH2

þb3HEALTH3þ c1INCOME1

þ c2INCOME2þ c3INCOME3

þ c4INCOME4þ c5INCOME5

þ c6INCOME6þuGENDERþu ð1Þ

and the choice between Consultations A and B is

defined by:

V ¼ d1SEEþ d2WAITþ d3LENGTH

þ d4CONT þ d5CUREþ e ð2Þ;

where Attend is whether or not a �neither� option
was answered (1 represents neither, and 0

not choosing �neither�), V is the utility from a

defined consultation, a, bi (i ¼ 1, 2, 3), cj (j ¼ 1,

2, 3, 4, 5, 6), u and dk (k ¼ 1, 2, 3, 4, 5) are the

parameters (coefficients) of the model to be

estimated, e and u are the unobservable error

terms and all other variables are as defined in

Table 2.

Equation 2 was used to estimate:

1 the relative importance of professional seen,

waiting time until appointment, length of con-

sultation, continuity of care and percentage

chance of cure. This is shown by the size of the

estimated coefficients. It is important to

remember the unit of measurement;

2 the rate at which individuals trade between

these attributes, i.e. how much of one attribute

they are willing to give up for improvements in

other attributes. This is shown by the ratio of the

coefficients in the regression equation, e.g. d1/d2
shows how much extra waiting time individuals
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are willing to accept to see their preferred

professional and

3 a benefit or utility score for changes in the way

the consultation is provided.

This equation was also used to assess the the-

oretical validity of the DCE. A priori we would

expect respondents to prefer a lower waiting

time, resulting in this coefficient having a negat-

ive sign. Length of consultation, continuity of

care and likelihood of cure are expected to have

positive signs. No a priori assumptions were

made about preferences for doctor or nurse.

Segmentation analysis was carried out to

establish what factors influenced preferences for

staff seen. This also allowed theoretical validity

of the DCE to be investigated. The following

equation was estimated:

V ¼ pSEE AGEþ l1SEE EXROLE1

þ l2SEE EXROLE2þ k1SEE ATTDOC

þ k2SEE ATTNURþ k3SEE PERMED

þ k4SEE PERHISþ d1WAIT

þ d2LENGTHþ d3CONT

þ d4CUREþ e ð3Þ

ATTDOC, ATTNUR, PERMED and PERHIS

represent scales derived from factor analysis of

attitudes and opinion questions (see above). All

four are continuous scores: the higher the score,

the more positive the attitude/perception. A

priori hypotheses concerning these attributes are

stated in Table 2.

Qualitative data were analysed by an iterative

process using a content analysis framework

Table 2 Variables included in the discrete choice experiment nested logit regression models

Variable Definition A priori hypothesis

Decision of non-attendance (neither)

AGE Continuous )
HEALTHi (i ¼ 1, 2, 3) Categorical variables; reference level ¼ fair–poor health,

i ¼ 1 (good health), i ¼ 2 ¼ good–very good health,

i ¼ 3 ¼ excellent health

+

INCOMEj (j ¼ 1, 2, 3, 4, 5, 6) Categorical variables; reference level ¼ <£10 000,

j ¼ 1 ¼ £10 000–£14 999; j ¼ 2 ¼ £15 000–£19 999;

j ¼ 3 ¼ £20 000–£24 999; j ¼ 4 ¼ £25 000–£34 999;

j ¼ 5 ¼ £35 000–£54 999; j ¼ 6 ¼ >£55 000

No a priori hypothesis

GENDER Discrete. 0 ¼ female; 1 ¼ male No a priori hypothesis

Utility function attributes – basic model

SEE Difference in staff seen at appointment (0 ¼ doctor and

1 ¼ nurse was initial coding before difference taken)

No a priori hypothesis

WAIT Difference in waiting time till appointment )
LENGTH Difference in length of consultation +

CONT Difference in continuity of health professional +

CURE Difference in likelihood of having illness cured +

Utility function attributes – segmented model1 �Who you see� weighted by*:

SEE_AGE AGE (continuous)* )
SEE_EXROLE1 EXROLE1 ¼ 1 if practice has extended role; 0 otherwise* +2

SEE_EXROLE0 EXROLE0 ¼ 1 if practice has not extended role;

0 otherwise*

)2

SEE_ATTDOC ATTDOC ¼ score (6–20). Positive attitude for doctor* )
SEE_ATTNUR ATTNUR ¼ score (3–15). Positive attitude for nurse* +

SEE_PERMED PERMED ¼ score (3–15). Nurse’s capability of medical

consultation*

+

SEE_PERHIS PERHIS ¼ score (2–10). Nurse’s knowledge of medical

history*

+

1In addition to the segmented staff variables, all other attributes included in the basic model were included in the segmented model.
2This is based on the hypothesis that people value services more highly once they have experience of them (see Refs 6,7).
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devised for the purpose, which enabled the data

to be descriptively and theoretically categorized

according to themes identified in the quantita-

tive analysis.27

Results

Questionnaire study

Twenty-two practices (55%; 11 high scoring and

11 low scoring for extended PN roles) agreed to

participate and provided patient lists for selec-

tion of the random patient sample. A sample of

3123 patients were selected to allow for some

patients being unsuitable to approach. General

practitioners excluded 174 patients, leaving a

sample size of 2949. A total of 1886 question-

naires were returned (1343 completed, 334 blank

and 209 �unknown at address�) giving an adjus-

ted response rate of 49% (1343 of 2740). Of

those who completed the question, 41% (535 of

1308) were male and 59% (773 of 1308) were

female. Most respondents (88%; 1134 of 1293)

had visited their general practice at least once in

the previous year. Over half (61%) (813 of 1343)

reported they had attended the PN for them-

selves and 9% (126 of 1343) for someone else

during the previous year.

Table 3 shows demographic data for the sur-

vey population. There was no significant differ-

ence for gender (P ¼ 0.93), age (P ¼ 0.40),

education (P ¼ 0.20), income (P ¼ 0.66) or

health status (P ¼ 0.64) between patients

attending practices with an extended role PN(s)

and those with traditional role PN(s).

Satisfaction with appointment

Respondent satisfaction with the last visit is

shown in Table 4. The categories �excellent� and
�very good�, and �fair�, �poor� and �very poor� are
combined to give a dichotomous variable

because of low numbers in the extremes of

excellent and poor/very poor. Women who vis-

ited a GP were significantly less satisfied with the

time spent at the surgery compared with women

who saw a PN (P £ 0.05). Similarly, younger

people and those who had a lower level of edu-

cation were also significantly less satisfied with

the time spent if they had seen a GP compared

with a PN (P £ 0.05). Finally, among respond-

ents in the higher income bracket, those who saw

a PN were significantly more satisfied with the

time spent compared to those who saw a GP

(P £ 0.01). There was no significant difference in

patient satisfaction between practices with an

extended nursing role and those with a tradi-

tional nursing role, with one exception: patient

satisfaction with time spent at the surgery,

including arranging the appointment, was sig-

nificantly better when visiting the PN (56%)

compared with the GP (45%) in practices where

the PN had an extended role (P £ 0.05).

Table 3 Demographic data for the whole sample (n ¼ 43)

n (%) Total (n)

Practice location

City 835 (62) 1341

Town/large town 450 (34)

Rural 56 (4)

Practice nursing role

Extended 780 (58) 1341

Traditional 561 (42)

Health professional visited in last year

Doctor 1101 (85) 1292

Practice nurse 142 (11)

Doctor and nurse 31 (2.4)

Other (e.g. physiotherapist) 18 (1.5)

Self-reported health status

Excellent 569 (44) 1304

Good 434 (33)

Fair or poor 301 (23)

Gender

Male 535 (41) 1308

Female 773 (59)

Age (years)

16–44 530 (41) 1289

45–64 472 (37)

65–74 190 (15)

75+ 97 (7)

Education

School leaving 15/16 350 (31) 1131

O/H/A grades 273 (24)

Further education 292 (26)

Degree/higher education 216 (19)

Income (£; per annum)

<10 000 369 (32) 1153

10 000–19 999 370 (32)

20 000–34 999 279 (24)

>35 000 135 (12)
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Attitudes and perceptions

Table 5 shows patient attitudes to and percep-

tions of GPs and PNs. A number of significant

relationships were observed. Women had a sig-

nificantly more positive attitude to, and per-

ception of, PNs than did men (P £ 0.001). They

also thought that a PN would know their family

history as well as a GP would (P £ 0.05). Older

people had a more positive attitude to, and

perception of, the GP whereas younger people

had a more positive attitude to, and perception

of, the PN (both P £ 0.001). Younger people

also perceived the PN as knowing their family

history as well as a GP would (P £ 0.001). Less

well-educated people had a more positive atti-

tude to (P £ 0.001), and perception of, the GP

(P £ 0.01). However, that same group perceived

a PN would know their medical condition as

well as a GP would (P £ 0.001). Those with a

lower income had a more positive attitude to the

GP (P £ 0.001). Patients with a lower income

registered with extended role practices had a

more significant positive perception of the GP

(P £ 0.001), although patients in both tradi-

tional and extended role practices perceived that

the PN knew their medical condition. Patients

with a higher income perceived that the PN

knows their history.

Factor analysis on the attitude and perception

questions identified seven scales (first column,

Table 6). Cronbach’s alpha scores were 0.45 and

above. Opinion questions were shown to have

good reliability as illustrated by the Kappa-sta-

tistic. Eleven questions had a j > 0.4 (range:

0.4–0.7). The mean absolute reliability for the

remaining 13 questions was very good at 0.84

(range: 0.69–1.0).

Preferences

The mean difficulty score was 2.25. Almost all

(98%) respondents satisfied the dominance tests.

The results from the DCE regression model are

shown in Table 7. Only significant variables

were included. Respondents with income level

between £10 000 and £14 999 and between

£25 000 and £34 999 were less likely to attend

the practice than respondents in any other

income group. The attributes of the utilityT
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function were all well-defined and significant at

the 1% level and suggest that:

1 being seen by a doctor results in higher benefit

than being seen by a nurse, i.e. a general pref-

erence for seeing a doctor;

2 the longer the waiting time for an appoint-

ment, the lower the benefit;

3 longer consultations were preferred to shorter

ones;

4 patients preferred to be seen by the same

professional and

5 the greater the likelihood of having the illness

cured, the higher the utility.

The most important attribute was the profes-

sional seen (with GP preferred to PN), followed

by continuity of the professional seen. Waiting

time was the next most important factor fol-

lowed by the likelihood of having the illness

cured and the length of the consultation. How-

ever, it must be noted that such importance

relates to a unit measure. That is, being seen by a

doctor rather than a nurse was more important

than a unit change in any other attribute, e.g.

more important than a 1 day reduction in

waiting time, 1 min increase in length of con-

sultation, or 1% change in chance of cure.

However, whilst seeing a GP was the most

important attribute, patients might prefer to see

a PN if they were �compensated� by changes in

the level of other attributes. This can be seen by

calculating what respondents were willing to

give up of one attribute to get more of another.

This is given by the ratio between the coefficients

of those attributes.

• Respondents would accept seeing a PN if the

waiting time was reduced by four 4 days ()1.13/
)0.27).
• Respondents would be willing to see a PN if

their chances of having the illness cured

increased by 13% ()1.13/0.088).

This can also be shown by calculating the

utility score of moving from a hypothetical

consultation with a GP to a hypothetical con-

sultation with a PN. Table 8 shows that a pos-

itive benefit (0.89) is derived from moving from a

consultation with a GP to one with a PN if such
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change is compensated by improvements in the

other attributes. In the hypothetical case pre-

sented below, patients obtain higher utility if

they see a PN instead of a GP when their waiting

time is reduced from 4 days to the same day, the

length of consultation is increased from 5 to

20 min and they see the same PN rather than an

unknown GP.

The results from the segmented model are

shown in Table 9. Again, only significant vari-

ables are presented. Patients� age had a signifi-

cant effect on non-attending the practice, i.e.

older respondents were more likely to attend the

practice. Self-reported health status was also

significant. This implies that (given the negative

sign) respondents in good or very good health

Table 6 Opinion question subscales after factor analyses and reliability of questions in each scale

Scales Questions

Variance

explained

by subscale

(%)

Chronbach’s

alpha

Total score

(SD)

Attitude positive doctor1 If I saw the practice nurse I would want the

doctor to be in overall charge

Important to see doctor for reassurance

I would like to make the decision about

whether I consult with a doctor or practice

nurse

Would not like to see practice nurse first

under any circumstances

28.1 0.62 1277 (2.93)

Attitude positive nurse1 Nurses should be able to give prescriptions

for common medications

Like to consult a practice nurse instead of

a doctor in certain circumstances

Don’t mind seeing a practice nurse first

24.1 0.61 1289 (2.83)

Perception positive nurse Practice nurse able to decide if I needed

a doctor’s appointment

Practice nurse able to reassure

Practice nurse able to judge own limitations

Practice nurse suitably trained to consult for

some medical conditions

18.6 0.73 1292 (2.75)

History1 I think a practice nurse could know my family

history as well as a doctor

I think a practice nurse could know my

medical history as well as a doctor

14.2 0.82 1297 (2.16)

Medical conditions1 Practice nurses are suitably trained to be able

to consult with patients for all medical

conditions

Reverse – practice nurses are not suitable

trained

I think nurses know more than doctors

13.3 0.62 1281 (2.41)

Perception positive doctor Seeing the practice nurse would be second

best

Practice nurse would not be able to decide if

I needed a doctor’s appointment

11.0 0.47 1287 (1.51)

Confidentiality Believe that a consultation with the doctor is

confidential

Believe a consultation with a practice nurse is

confidential

10.5 0.45 1323 (1.10)

1Variables included in the discrete choice experiment (DCE) analysis.
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were more likely to attend the practice than

those in fair or poor health. Those respondents

with income level £10 000–£14 999 were more

likely not to attend the practice than respond-

ents in any other income group.

The segmentation of the �who you see�
attribute shows that older patients were less

likely to prefer being seen by a PN. No signifi-

cant differences were found between respondents

who visited a practice with an extended role PN

and those where PNs had a traditional role.

Segmentation according to the �attitude� scores
shows that respondents with a more positive

attitude for the GP were less likely to prefer

seeing a PN. Similarly, respondents who had a

positive attitude for the PN were more likely to

prefer seeing a PN. Respondents who perceived

that PNs have capability for medical consulta-

tion were more likely to prefer being seen by a

PN. Respondents� perception of the PN’s

knowledge of the patients� history was not

significant.

Telephone interviews

Sixteen men and 32 women with an age

ranging from 18 to 73 years were interviewed.

Nine major themes emerged relating to the

professional and process aspects of the con-

sultation: perceived expertise, academic ability,

qualifications, respect, approachability, under-

standing, nature of the illness, prescribing and

waiting time. Quotes from the interviews are

shown in Table 10. The most important factors

Table 7 Results from the nested logit

regression model – basic modelVariable Coefficient Lower Upper P-value

Decision of non-attendance (neither)

INCOME0 (reference level: <£10 000) – – – –

INCOME1 (c1) (£10 000–£14 999) 0.566 0.28 0.83 £0.001*

INCOME2 (c2) (£15 000–£19 999) 0.23 )0.08 0.54 0.15

INCOME3 (c3) (£20 000–£24 999) 0.207 )0.1066 0.52 0.21

INCOME4 (c4) (£25 000–£34 999) 0.37 0.05 0.68 0.02**

INCOME5 (c5) (£35 000–£54 999) )0.095 )0.51 0.3166 0.65

INCOME6 (c6) (>£55 000) 0.218 )0.33 0.75 0.43

Utility function attributes

SEE (d1) (doctor ¼ 0; nurse ¼ 1) )1.13 )1.21 )1.04 £0.001*

WAIT (d2) (days) )0.27 )0.28 )0.25 £0.001*

LENGTH (d3) (min) 0.010 0.0051 0.015 £0.001*

CONT (d4) (yes ¼ 1; no ¼ 0) 0.79 0.682 0.897 £0.001*

CURE (d5) (%) 0.088 0.866 0.893 £0.001*

Number of observations 12033

McFadden R2

0.4207

Chi-squared 4384.6

P-value 0.001

*P £ 0.01

**P £ 0.05

Table 8 Utility score of moving from

a hypothetical consultation with a

doctor to a nurse

Attribute

Coefficient

(C)

Consultation

with doctor

Consultation

with nurse

Difference

in attribute

levels (D)

Attribute

score

(C · D)

SEE )1.13 1 2 1 )1.13

WAIT )0.27 4 0 )4 1.08

LENGTH 0.01 5 20 15 0.15

CONT 0.79 0 1 1 0.79

CURE 0.088 0.75 0.75 0 0

Utility score 0.89
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to patients when visiting the surgery were to

like and feel confident with the person they

consulted with and to have the problem

addressed with reassurance or diagnosis and/or

treatment given. There was a general willing-

ness to wait to see the doctor of their choice.

Negative issues were the length of waiting time

and the �receptionist barrier�. Generally, it was

felt that GPs and PNs should be kind, under-

standing, trustworthy and respect confidential-

ity. The main perceived differences between

doctors and nurses were academic ability and

qualifications. Many people thought that if

nurse training were longer and more in-depth,

then nurses would be as able to deal with

medical problems as well as doctors. Differ-

ences between respect for doctors and nurses

were also highlighted.

Doctors were seen to diagnose and were per-

ceived to be competent, confident, reassuring

and more searching in their questioning. Most

people thought they should be in overall charge.

The negative aspects of consulting a GP were

that doctors were busy, lacked time, could

appear uninterested and were not always easily

available.

Interviewees thought that nurses were easier

to see and were approachable; they listened,

understood, and were interested and more

involved with the patient. They gave holistic

advice and care. Most interviewees thought PNs

could deal with what they thought was a relat-

ively minor problem, and that PNs should be

able to prescribe some drugs. It was generally

thought that PNs were limited in what they

could do, but would recognize their limitations

and seek advice or refer patients to a GP if

necessary. Several interviewees expressed con-

cern that a PN may �miss something� if she/he

were allowed to diagnose. The majority thought

Table 9 Results from the regression

model – segmented model Variable Coefficient Lower Upper P-value

Decision of non-attendance (neither)

AGE (a) )0.053 )0.063 )0.042 0.001*

HEALTH0 (reference level: fair–poor) – – – –

HEALTH1 (b1) (good health) )0.14 )0.45 0.17 0.35

HEALTH2 (b2) (good–very good health) )0.35 )0.66 )0.036 0.03*

HEALTH3 (b3) (excellent health) )0.18 )0.59 0.23 0.38

INCOME0 (reference level: <£10 000) – – – –

INCOME1 (c1) (£10 000–£14 999) 0.47 0.15 0.78 0.005*

INCOME2 (c2) (£15 000–£19 999) 0.18 )0.19 0.55 0.32

INCOME3 (c3) (£20 000–£24 999) )0.022 )0.39 0.35 0.912

INCOME4 (c4) (£25 000–£34 999) 0.29 )0.08 0.66 0.131

INCOME5 (c5) (£35 000–£54 999) )0.30 )0.79 0.19 0.224

INCOME6 (c6) (>£55 000) 0.098 )0.50 0.70 0.756

Utility function attributes

SEE_AGE (p) )0.023 )0.028 )0.017 0.001*

SEE_EXROLE1 (l1) )0.85 )1.35 )0.34 0.01*

SEE_EXROLE0 (l2) )0.92 )1.42 )0.41 0.001*

SEE_ATTDOC (k1) )0.033 )0.05 )0.01 0.001*

SEE_ATTNUR (k2) 0.085 0.06 0.106 0.001*

SEE_PERMED (k3) 0.050 0.026 0.07 0.001*

WAIT (days) (d1) )0.32 )0.345 )0.29 0.001*

LENGTH (min) (d2) 0.013 0.007 0.018 0.001*

CONT (yes ¼ 1; no ¼ 0) (d3) 0.92 0.79 1.04 0.001*

CURE (%) (d4) 0.068 0.049 0.086 0.001*

Number of observations 9975

McFadden R2

0.4625

Chi-squared 4006

P-value <0.001

*P £ 0.05
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that although PNs were �not their own boss�,
they could have their own patients.

The nature of the illness would be the deciding

factor for many patients as to which HP they

would consider consulting. Most people, how-

ever, wanted to be seen initially by a GP and

would certainly want to see a GP for what they

thought was a major problem or for an

unknown or new problem. Several interviewees,

however, would be happy to consult with a PN

for any problem.

If they felt their problem was minor, many

interviewees said they would self-medicate, ask a

pharmacist or �wait and see�. About half would

favour a screening system where they would be

seen by the PN first, although most people

Table 10 Perceptions of doctors and nurses from the in-depth interviews

Descriptor Doctor related Nurse related

Perceived

expertise

�I’m not running them (nurses) down or

anything, they’re good at their job, but the

doctor is in charge and he says what’s what�
(Int 4, male, age 65)

�…I mean a nurse takes medicine to a certain level

and doctors are further … (it’s) just … my

confidence in them� (Int 24, female, age 53)

Approachability �He’s (the doctor), he’s more likely to tell you,

you know … rather than some kind of

interaction between you� (Int 31, male,

age 43)

�I find the practice nurse more approachable than

the doctor … puts your mind at rest very easily

… make you feel a wee bit more comfortable.

I’m not saying they’re not as professional

(as doctors), I don’t mean that at all� (Int 20,

female, age 28)

Nature of illness �…if it was something, you know, quite

serious, they (the doctor) would know�
(Int 26, female, age 21)

�I think, probably, that a nurse could make simple

diagnoses (common colds, coughs, headaches…) as

well … probably more effectively as well, you know

take some of the … (pressure off the doctor)�
�I have no objection to nurses being in charge of their

patients and whatever condition I had, if the nurse

was the most appropriate person for me, I would be

quite happy� (Int 12, male, age 51)

Qualifications …I mean a doctor is more qualified (Int 39,

male, age 72)

�I don’t think the nurse would have the qualifications

to diagnose problems … but in saying that,

a practice nurse with experience could maybe know

more than a doctor� (Int 39, male, age 72)

Respect �…they just seem to have a different standing –

doctors from nurses� (Int 35, female, age 61)

�they (nurses) would still be seen as slightly inferior

to doctors…� (Int 15, female, age 27)

Academic ability �As I say, a doctor’s got to be really clever …
a nurse – I’m no� saying that they don’t need

to be clever, but…� (Int 47, female, age 53)

�…if a nurse has had university further training,

I’m sure she could be every bit as good as a doctor

(Int 24, female, age 53)

Understanding �…not all doctors and surgeons take time to be

with or to understand how the patient feels

about the situation that they are in� (Int 8, male,

age 44)

�if it’s a female problem you’re along with, you know,

the nurse is kind of much more understanding of

how you might be feeling about things� (Int 21,

female, age 48)

Waiting time �Generally, it’s the time involved. When you see

the doctor in particular, you’re generally hanging

about for a while� (Int 31, male, age 43)

�I would definitely be prepared to see a nurse if it

meant seeing someone more promptly� (Int 8, male,

age 44)

Prescribing �…if it’s a case of well maybe the flu then they

(nurses) should be able to prescribe maybe

antibiotics or inhalers for asthma, things like

that, … especially when the patients repeat

prescriptions, where it’s something simple that they

could take the load off the doctors hands by taking

care of them� (Int 11, female, age 19)
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interviewed were unsure of what PNs could do

beyond their own experience of the PN.

Discussion

This was a large study representing patient views

from general practices throughout Scotland. The

full range of age groups, educational back-

ground and income was well represented in

views from frequent, occasional and non-

attenders at general practices. Practices were

well represented in size, location and extended

or traditional roles of PNs. The mixed design,

using quantitative and qualitative methods and a

DCE, was one of the strengths of the study,

providing greater depth and opportunity to

clarify and explore patients� views fully. The

questionnaire was found to be reliable and valid

to explore attitudes and opinions, with further

validation provided by interview. It is acknow-

ledged that a higher response rate would have

been better. However, although the percentage

of male respondents was slightly less (41%) than

national rates (48% male; 52% female), it was

greater than practice attendance rates for males

so there was good representation of gender.28

It is recognized that preferences for seeing a

PN or GP may be related to the perceived seri-

ousness of the condition. Future work should

include different levels of illness and examine the

impact on preference and the circumstances

under which different patient groups would

accept PN consultation. In the DCE analysis we

assumed a simple linear additive model, but

future analysis could extend this to allow for

non-linearities in preferences for service attrib-

utes and the interaction with respondent

characteristics.

The role for PNs in the UK has been devel-

oping rapidly, with much innovation in delivery

of care.29 Other countries, e.g. Australia, have

introduced government funding for GPs to

employ PNs because of the apparent success of

PNs in the UK although limited scope in prac-

tice has also been reported.21,30 Some,31 have

described the roles of professionals working

within new configurations within the service

model, and others,32 an increasingly complex

health-care environment. Much has been written

on PNs� widening and changing role.8,33,34

While delivery is without doubt very import-

ant, there is little published research on patients�
attitudes to the changes that are taking place,

despite the apparent importance attributed to

users� opinions. Nor is there much reported

information on patients� perception of the skills

and capability of those giving treatment and

care, which was traditionally the role of the

doctor. This study showed that many patients,

especially younger patients and women, were

happy to consult with PNs in many circum-

stances, but knowledge of what PNs could do

was limited to personal experience. A significant

minority, however, particularly older and more

deprived patients, continued to view the doctor

as having the important role as diagnostician in

serious illness. Most patients would want their

choice of health-care professional to be available

at first contact.

This is an important study in the context of

the changing delivery of primary health care.

Increasingly, roles and responsibilities of doctors

and nurses are changing and some previously

distinct roles are becoming blurred and can be

equally undertaken by nurses.35 In the UK,

there has been a change towards specialization

of skills in graduate doctors with changes in

undergraduate medical teaching methods and

medical students being encouraged to follow

specialist training courses at an earlier stage in

their professional development. Nurse training

has become university-based, encouraging inde-

pendent thought and confidence in abilities, and

altering nurses� previous �handmaiden status�.
There has also been a considerable increase in

postgraduate training and development not only

in the nursing profession, but also among other

members of the health-care team, such as phys-

iotherapists and pharmacists. The gateway to

primary health care, which has traditionally

been through GPs, may not be sustainable in all

practices in the future. There is already a

shortage of GPs in the UK and this is set to

increase as a result of retirement of substantial

numbers in the next few years and increasing

recruitment difficulties.36,37
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Patients are changing too, in knowledge of

their own condition and knowledge of services

available consequently increasing demands on

primary health care. The climate is changing in

relation to whether patients should consult with

doctors for all consultations. Advice regarding

drugs and medication interaction is now rou-

tinely given by pharmacists in the pharmacy,38

and many patient consultations in the surgery

are being undertaken by specialist nurse prac-

titioners and, increasingly, PNs. This could

expand further with increased education of the

public, particularly regarding awareness of

skills learned in modern nurse training pro-

grammes, which would inform on specialist

skills and allow patients� confidence in PNs to

grow and develop further. However, while

substitution of nurses for doctors could allevi-

ate pressures on GPs and increase motivation

for some nurses, attention will need to be given

to this potential, given continuing concerns

about nursing shortages.39 The health

economics of such a solution are as yet

unqualified.

Conclusions

This study focuses on patient views and shows

patient acceptance of an extended nursing role

in primary care. It confirms previous findings

that if nurses take on roles previously the pre-

serve of doctors, patients will accept them.

However, the study suggests the implementa-

tion of such changes must take patients� opin-
ions into account. It is our intention to repeat

the study in order to identify further changes

that may have taken place as extended and

specialist nursing roles have continued to

develop in Scotland.
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