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      (1)How do nurses in England and Norway perceive that the organization of tasks between physicians and nurses in an Emergency Department influences the patients’ waiting time?. Lasse Andreassen. Masteroppgave, våren 2015 Det medisinske fakultet Avdeling for helseledelse og helseøkonomi Institutt for helse og samfunn UNIVERSITETET I OSLO 20.02.2015 2.147 words. 

(2) How do nurses in England and Norway perceive that the organization of tasks between physicians and nurses in an Emergency Department influences the patients’ waiting time?. © Lasse Andreassen 2015 “How do nurses in England and Norway perceive that the organization of tasks between physicians and nurses in an Emergency Department influences the patients’ waiting time?” Lasse Andreassen http://www.duo.uio.no/ Trykk: F. J. Stenersen AS, Oslo II. 

(3) “How do nurses in England and Norway perceive that the organization of tasks between physicians and nurses in an Emergency Department influences the patients’ waiting time?”. ABSTRACT Aim: Patients often have long waiting time in the Emergency Departments to be seen, which in itself is considered a risk of less successful outcome. The aim of this study was to get the perception of how nurses in Norwegian Emergencies believe task shifts between physicians and nurses can influence the patients waiting time, and if the nurses are willing to take on more responsibilities. The study also aim to investigate how nurses in England, and who are practising task shifts, believe this has influenced the waiting time, and if they have managed to achieve their goal of improved access to care, higher treatment quality and lower costs. Background: A long waiting time in the Emergency Departments are associated with a risk of patients leaving without being examined as well as increased mortality. It’s estimated that 85% of all visits to the Emergencies are made for non-life-threatening illnesses, and many of these patients are more in need of care than medical treatment. Estimates show that 30% of all patients coming to an Emergency Department could have been handled by a specially trained nurse to free time for the physicians to work with the more complex cases in need of immediate treatment. Available literature show there is a huge body of evidence saying nurses can deliver the same quality of treatment as physicians for a range of services if they are provided proper training and exposure, and that transferring tasks from the physicians to the nurses have resulted in decreased waiting times in many countries. Based on that task shifts can be seen as one way of solving the problem with long waiting times in the Emergencies. Nurses in England already have extended responsibilities, and tasks like requesting x-rays, ultrasound, stitching, cleaning wounds, relocation of limbs and plastering are some of the tasks they have taken over from the physicians. Their specially trained nurses see, examine, treat and discharge patients, and feedback from patient surveys show that patients are equally happy by being treated by a nurse instead of a doctor as long as they are experienced. Theoretical framework: Task shifts are transferring tasks from one profession to another to maximise the use of limited resources. Task shifts between physicians and nurses have been used in England and other English-speaking countries for more than 50 years to solve some of the challenges in their health care systems like long waiting times. For patients with minor diseases or injuries it’s been proven both safe and effective. Despite of this, there is still a lot of resistance against task shifts in the health care sector both from physicians, nurses, other health care workers and patients. III. 

(4) Methods: This study was conducted in 3 hospitals where 10 experienced nurses in Norway and 12 experienced nurses in England participated by answering 8 questions. Since the focus of the study was to collect information about what nurses knew, thought, felt and have experienced about task shifts a qualitative method with one-to-one interviews were chosen so the researcher could collect necessary information by talking directly to the sources. The study took place over a period of four months, and a post positive approach was used. Results: The results showed that all the participants in Norway perceived that a task shifts from the physicians to them would lead to reduced waiting time for low-triage patients, while almost all the English participants told they have experienced decreased waiting time after they took over some of the tasks that were earlier performed by physicians. All the nurses in Norway and the majority of the nurses in England were willing to take on new responsibilities as long as it would benefit their patients and they received proper training. It was suggested new tasks should be carefully introduced to avoid conflict with their role as nurses. The participants from Norway explained their waiting time for low-triage patients as caused by waiting for examinations or tests performed or requested by busy physicians. By taking over some of the physicians tasks they believed the waiting time would decrease as more examinations and tests would be ready by the time the physicians came to see their patient. The nurses from England told they have taken over more and more of the physicians tasks, and some felt they now have become more like mini-doctors than nurses, and expressed concerns of losing their role as a nurse. Even if the nurses in England could tell of decreased waiting times as a result of tasks shifts, they also told that task shifts alone is not enough to solve the problem of long waiting times. They said the hospitals have to address the challenge of crowding to avoid the waiting time to start increasing again. Conclusion: Based on the findings and the literature it would be recommended to start a project to look at tasks that can be transferred between the physicians and the nurses to reduce the waiting time for patients with minor diseases or injuries. It’s recommended to start discussing a transmission of the best documented task shifts from abroad like requesting xrays, requesting ultrasound and to implement treatment lines for low-triage patients. It’s also recommended that both professions participate in this work to make sure the quality will be equally good for the patients seen by nurses, and to reduce the chance of medical resistance that have caused a lot of problems for the transmission process in other countries. IV. 

(5) “How do nurses in England and Norway perceive that the organization of tasks between physicians and nurses in an Emergency Department influences the patients’ waiting time?”. V. 
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(10) X. 

(11) “How do nurses in England and Norway perceive that the organization of tasks between physicians and nurses in an Emergency Department influences the patients’ waiting time?”. 1.0 INTRODUCTION “How do nurses in England and Norway perceive that the organization of tasks between physicians and nurses in an Emergency Department influences the patients’ waiting time?”. 1.1 Background The health care system in Europe is facing challenges with budgetary, regulatory and organizational pressures (Fawdon and Adams, 2013). Demographical changes, an aging population, pandemic, bio terrorism, climate changes and physical and biological accidents might become a treat to the populations in the future, and at the same time new technology might change the way we treat many diseases. In combination with lack of enough hands, enough competence, more political reforms and higher focus on economy is the health care system in Norway and Europe under a lot of pressure (Brusselkontoret, 2013). Over the last 30 years the Norwegian Emergency Departments have taken a more central position in their hospitals, and after an audit in 2007 they have done several organizational changes to meet the new demands for more competence and treatment in front. Despite this patients still experience long waiting times, it’s difficult to be seen by a specialist, and the Emergencies lack enough staff and competence to monitor their patients in an adequate way. The Emergency Departments are not built for long waiting times as they have limited space and seldom time to provide basal needs like rest and food. The insecurity patients and relatives feel while waiting to be seen cause a lot of stress (Helsedirektoratet, 2014). Task shift is transferring tasks from one profession to another for better use of limited resources (Frich, 2012). The Norwegian government has had very little focus on task shifts as a way of solving some of the expected challenges even after a report by Brusselkontoret concluded that task shifts have been proven effective in countries like England. Reports like “Changing Workforce” (2001–2005) and “Modernising Nursing Careers” (2006) show England is way ahead of Norway when it comes to using task shifts as one way of solving some of the health care challenges (Brusselkontoret, 2013). For almost 50 years the British health care system has used specially trained nurses for tasks that earlier were performed by physician’s to improve access to care in a context of limited supply of doctors (Fotheringham, Dickie and Cooper, 2011, Delamarie and Lafortune, 2010). 1. 

(12) These specially trained nurses are often referred to as Nurse Practitioners (NP’s), Advanced Nurse Practitioners (ANP’s) or Advanced Clinical Practitioners (ACP’s), and by letting these specially trained nurses take over some of the less serious patient groups, the physicians’ have been left with more time to deal with the more complex patients (Fawdon and Adamas, 2013, Garson, 2013). In Norway there are no training programs educating NP’s, ANP’s or ACP’s. Some of their tasks are performed by Emergency Nurses or other specially trained nurses, but the tasks they are allowed to perform are different from the tasks they perform in England. An estimated 85 % of all visits to the Emergency Departments are made for non-lifethreatening diseases. About half of these can further be categorized as non-serious, often more in need of care than medical treatment (Brusselkontoret, 2013, Delamarie and Lafortune, 2010, Wilsey et al, 2008). According to estimates up to 30% of the patients could have been handled by specially trained nurses instead of doctors (Jennings et al, 2008). The OECD Health Working Papers No 54 – Nurses in Advanced Roles – conclude that there is a large body of evidence that specially trained nurses are able to deliver the same quality of care as doctors for a range of services transferred to them provided they have received proper training and education. The outcome has shown less crowding with lower waiting time and length of stay (LOS) for the emergency patients (Delamaire and Lafortune, 2010). Waiting time and length of stay are quality indicators in Emergency Departments because a long waiting time is considered a risk of increased in-hospital mortality (Bernstein et al, 2008). A waiting time of 6 hours + have been associated with a high risk of patients leaving without being seen, while increased mortality have been seen with patients waiting for 8 hours + (Olshaker, 2009, Bernstein et al, 2008). A long waiting time also lead to crowding which make the Emergency staff feel they are being rushed in their work and both their work satisfaction and the patients’ safety and satisfaction decreases (van der Linden et al, 2013). The aim of this study was to talk to nurses working in Emergency Departments in Norway to get their perception of how they think a task shift from the physicians to the nurses can influence the patients waiting time and LOS, and if they are willing to extend their role.. 2. 

(13) “How do nurses in England and Norway perceive that the organization of tasks between physicians and nurses in an Emergency Department influences the patients’ waiting time?”. Since English nurses already have been working with task shifts for many years this study also wanted to get their perceptions on how they believe task shifts influence the patients waiting time and the organization of an Emergency Department.. 1.2 Practicing nurses In Norway it’s estimated that approximately 180 patients per 1.000 inhabitants will visit an Emergency Department in one year (30 per day per 100.000 inhabitants). For England the number is approximately 400 patients per 1.000 inhabitants (60 per day per 100.000 inhabitants). The difference is based on a tradition in Norway where the general practitioners play a more active role in the treatment process (Helsedirektoratet, 2014). Numbers show that Norway have twice as many practicing nurses as England per 1000 inhabitants, but despite this nurses in England have more responsibilities and play a more active role in the treatment than the Norwegian nurses do. 2009. Total number. Per 1000 inhabitants. Doctors (GP's) Norway. 3.909. 0,81. UK. 49.184. 0,81. USA. 92.322. 0,3. 93.499. 19,36. 589.592. 9,68. 3.312.440. 10,8. 49.319. 10,21. -. -. 2.455.840. 8,01. Practicing nurses Norway UK USA. Personal care workers Norway UK USA. Table 1- Practicing nurses per inhabitant Norway, England and US - Brusselkontoret, 2009. 3. 

(14) 1.3 Definitions For this study several expressions used both in the research question and in the text are defined in this chapter.. 1.3.1 Waiting time/Length of stay Waiting time is the time it takes from the patient arrive the hospital to he or she are examined. Length of stay (LOS) is the time the patient spend in the Emergency Department before being admitted or discharged. Norwegian waiting time and LOS increased 5–10% from 2012-2013, and is expected to increase from 2013–2014 due to an increasing number of patients being discharged from the Emergency (20% to 28%) as these patients have longer waiting time than admitted patients. Waiting time and LOS were as follows for the Norwegian participating hospital 2013. Medical. Surgical. Time to assessment 10 min Waiting time to be examined 45 min LOS admitted patients 3 h 10 min LOS discharged patients 3 h 40 min Table 2 – Waiting times Norway - numbers from participating hospitals. 10 min 1 hour 3 h 35 min 3 h 55 min. 1.3.2 Nurse Practitioner/Advanced Nurse Practitioner “Nurse Practitioner/Advanced Nurse Practitioner is a registered nurse who has acquired the expert knowledge base, complex decision-making skills and clinical competencies for expanded practice, the characteristics of which are shaped by the context and/or country in which s/he is credentialed to practice. A Master’s degree is recommended for entry level” (Delamarie and Lafortune, 2010:14). The concept is to empower nurses who have a sound clinical base and special skills to enable them to make autonomous judgments and decisions regarding patient care (Stura, 2014, Laurant, 2009, Savrin 2008, Chung, 2008). They should be able to carry out activities like diagnostics, screenings, prescriptions of pharmaceuticals or medical tests and prevention and 4. 

(15) “How do nurses in England and Norway perceive that the organization of tasks between physicians and nurses in an Emergency Department influences the patients’ waiting time?”. general health education that would otherwise be performed by physicians’ (Delamarie and Lafortune, 2010). 70 countries are expected to provide this service by 2014 (Stura, 2014).. 1.3.3 Specially trained nurses A lot of different nursing titles are being used in the literature to describe nurses performing more or less the same tasks. The most common titles are Nurse Practitioners, Advanced Nurse Practitioners, Emergency Nurse Practitioners, Advanced Clinical Practitioners and Advanced Care Practitioners. To avoid using five titles each time the author refers to a nurse with special training, this study will use the term “specially trained nurses” to cover the titles mentioned above. The term will cover all nurses who have completed additional courses and specialized training to provide a broad range of healthcare services that may include autonomous and independent clinical decision making.. 1.3.4 Task shift Task shift is used when one profession takes over tasks previous performed by another profession, and will in this study be used for transmission of tasks between physicians and nurses (Frich, 2012). For full definition see 2.0.. 1.3.5 4-hour target The 4-hour target came as a consequence of the British government wanted to improve the waiting time in the Emergency Departments. The target was to see 95 % of all patients within 4 hours. Still many hospitals have problems reaching the target and usually due to lack of inpatient beds, delayed discharges, delay in accessing specialist, lack of nurses, lack of middle grade doctors, small departments or delayed access to diagnostic services (Weber et al, 2012). A study of 772.525 Emergency visits showed that death in the department and return to the Emergency Department within one week was unchanged after implementing the 4-hour 5. 

(16) target. Return visits resulting in hospital visits increased initially and then returned (Weber et al, 2012). Norwegian hospitals do not have a 4-hour target.. 1.3.6 Triage Triage is a priority system for patients coming to the Emergency Department used to make sure the most severe cases are seen first (Christ et al, 2010, Mackway-Jones, 2012).. Nurse: Immediate assessment Doctor: Immediate assessment. Red - Immidiate assessment. Nurse: Within 10 minutes Doctor: Within 10 minutes Orange - Very urgent. Nurse: Within 30 minutes Doctor: Withhin 60 minutes Yellow – Urgent. Nurse: Within 60 minutres Doctor: Within 120 minutes Green – Standard. Nurse: Within 120 minutes Doctor: Within 240 minutes Blue - Non-urgent. Table 3 – Manchester Triage codes (Akuttmedisinsk Traige, 2011). 6. 

(17) “How do nurses in England and Norway perceive that the organization of tasks between physicians and nurses in an Emergency Department influences the patients’ waiting time?”. Manchester Triage System (MTS) is an in-hospital triage system used by nurses all over Europe. All Oslo hospitals use MTS which considers five priority levels with estimated waiting time (Parenti et al, 2014). For Norway patients in category green and blue cover 30 % of all Emergency patients, and these are the patients referred to in many studies as non-serious and often in more need of care than medical treatment (Wilsey et al, 2008). In England the participating hospital have stopped using MTS and replaced it with a rapid nurse assessment tool instead.. 1.3.7 Crowding Crowding occurs when patients can’t be passed on in the system because of lack of space, lack of enough or experienced staff or huge variations in number of patients (Olshaker, 2009). Crowding is considered a worldwide problem. 90% of American hospitals have reported crowding as a problem leading to long waiting times with increased in-hospital mortality and patients leaving without consultation (Olshaker, 2009, Bernstein et al, 2008). Studies have shown that crowding have been reported several times a week by 68% of the nurse managers in an European country (van der Linden et al, 2013), and that it’s considered a stress-factor for the staff that can reduce the quality of treatment (Anneveld et al, 2013).. 7. 

(18) 2.0 TASK SHIFT AND CHALLENGES The expression task shift or job gliding is used when one profession takes over tasks from another profession. The tasks can both be formalized and non-formalized (Frich, 2012). The reasons for doing tasks shifts from physicians to nurses in the health care sector is mainly based on three reasons: 1) Improve access to care for an increasing number of patients in a context of limited supply of doctors. The idea is to let nurses perform some of the doctors’ tasks for non-acute patient groups so the doctors have more time to deal with acute patient groups (Fawdon and Adamas, 2013, Garson, 2013, Fotheringham, Dickie and Cooper, 2011, Delamarie and Lafortune, 2010). 2) Promote higher quality of care where the patients have less contact persons, and the ones they have are specially trained on counselling for patients with chronic illness and minor diseases (Brusselkontoret, 2012, Delamarie and Lafortune, 2010). 3) Save costs as transferring tasks from one profession to another have been considered cost effective in the health care sector, and the idea is to deliver the same (or better) quality at a lower price (McClellan et al, 2013, Delamarie and Lafortune, 2010). In the health care sector task shifts can be divided into four categories: 1) Expanding their tasks (like when nurses request x-rays), 2) Specialization with formal training (like when specially trained nurses are trained to interpret x-rays), 3) Sharing tasks (like when junior doctors and NP’s perform the same tasks), and 4) Sharing between professions with same level of education (like when psychologists and doctors are doing the same job (Frich, 2012). For this study task shift will only cover the first three categories. Task shifts from physicians to nurses started in the 60’s in English-spoken countries like the US, Canada, Australia and England. The concept was to empower nurses with special skills to enable them to make autonomous judgments and decisions regarding patient care (Chung, 2008). To assure the competence of the nurses taking over some of the physicians tasks they were provided extra education and training, something that resulted in new nursing titles like Nurse Practitioner, Advanced Nurse Practitioner or Advanced Clinical Practitioner (in this study referred to as specially trained nurses) to separate them from the more regular nurses (Brusselkontoret, 2012, Delamarie and Lafortune, 2010). Many of the new nursing roles developed in an ad hoc manner to meet local needs (Adams, 2013).. 8. 

(19) “How do nurses in England and Norway perceive that the organization of tasks between physicians and nurses in an Emergency Department influences the patients’ waiting time?”. Originally these task shifts were introduced in the primary care sector, but more recently it’s also become common in hospitals. Today 90% of all Emergency Departments in England offer this service to their patients (Fotheringham, Dickie and Cooper, 2011). In English Emergency Departments these task shifts have either been transferred from the doctors (supplementation of tasks), or been divided between the two professions (substitution of tasks) to reduce the demands on doctors’ time (Delamarie and Lafortune, 2010). Two international studies on specially trained nurses’ role concluded that nurses can generally deliver as high quality of care as general practitioners in the areas of preventive health care, routine follow-up of patients with long-term conditions and first contact for patients with minor diseases. It also concluded that nurses tended to provide more information and advices that resulted in higher patient satisfaction, and that efficiency gains can be achieved if doctors focus on health problems of more complex nature where there is a high degree of uncertainty regarding diagnosis and treatment (Brusselkontoret, 2012, Delamarie and Lafortune, 2010). Today many reports conclude that specially trained nurses are academically advanced, professional and competent to provide emergency medical care (Iglehart, 2013, Bahena and Andreoni, 2013). Despite that the specially trained nurses in the Emergency Departments are poorly understood by emergency doctors (Weiland, Mackinlay and Jelinek, 2010). For many physicians this can be explained by the fact that specially trained nurses are considered to overlap their tasks followed by loss of practice and loss of activities for their own profession, concerns about legal liability in case of malpractice and a general concern about the skills and expertise of the specially trained nurses (Delamarie and Lafortune, 2010). The numbers of titles are also causing confusion (Weiland, Mackinlay and Jelinek, 2010, Griffin, 2006), and the lack of clarity of the specially trained nurses role definition, their scope of practice and differentiation from the medical role is seen as one of the main problems for many doctors (Weiland, Mackinlay and Jelinek, 2010). Despite the resistance among many doctors studies done on patients’ satisfaction have concluded that significant differences were reported in questions comparing patient satisfaction with either specially trained nurses or emergency doctors with greater patient satisfaction demonstrated with the specially trained nurses (Lutze et al, 2014, Jennings et al, 2009, Jarvis, 2007). Several studies have also shown a decreased waiting time for patients being seen by a specially trained nurse instead of a doctor (Considine, Kropman and Stergiou, 9. 

(20) 2014, Colligan et al, 2011, Fry et al, 2011, Webster-Bain, 2011, Steiner et al, 2009, Jennings et al, 2008), which again lead to lower costs (Collins et al, 2014). In organizational literature three reasons for change resistance are described: 1) Cognitive (negative or positive thoughts), 2) Affective (negative or positive emotional reactions), and 3) Behavioral (expressed negative or positive actions) (McKenna and Beech, 2014). Based on what’s written about resistance against tasks shifts between physicians and nurses it seems to be a combination of these three where doctors and nurses see both threats and benefit of change. It’s common for people to perceive that proposed changes are likely to threaten their expertise, undermine their influence, dilute their power base and reduce their resources (McKenna and Beech, 2014, Pilbeam and Corbridge, 2006). It’s also common to see a lack of trust between management and employees as those likely to be affected by the changes often did not receive adequate information or were invited to participate in the process (McKenna and Beech, 2014, Price, 2007). People in general have a low tolerance for change, and for some people change lead to anxiety because it poses a challenge to established routines, and they might oppose the change even though they know it’s for the benefit of the organization (McKenna and Beech, 2014, Pilbeam and Corbridge, 2006). The source of resistance is often poor communication, and to overcome resistance for change action should be taken to communicate and keep people fully informed by disseminating all relevant information, listen to the employees and consult those with relevant experience. It’s also important to target opinion leaders to assist in getting the message across (McKenna and Beech, 2014). Kotter’s model for change contains eight steps to be used to successfully implement change: 1) Establish a sense of urgency: The change must be seen necessary for the organization. 2) Establish a coalition: Put together a team strong enough to direct the process. 3) Create a vision and strategy for change: The coalition should develop a shared realistic vision. 4) Communicate the vision: Words, deeds and symbols must be used to communicate. 5) Remove obstacles: Empower people to move ahead. 6) Produce visible signs: Ensure people who make things happen receive recognition. 7) Stick to the change process: Refuse to give up when the conditions get tough. 10. 

(21) “How do nurses in England and Norway perceive that the organization of tasks between physicians and nurses in an Emergency Department influences the patients’ waiting time?”. 8) Nature and shape a new culture: Support the improvements and innovations that are taking root (Kotter and Cohen, 2012). Unfortunately not all of them have been used in the health care sector. As described a lot of the task shifts have so far been a result of ad hoc changes where decisions were made without consulting those involved. According to the literature this has caused a lot of resistance among many doctors for transferring some of their former tasks to nurses (Adams, 2013, Delamarie and Lafortune, 2010, Weiland, Mackinlay and Jelinek, 2010). To manage a task shift one profession must be willing to give up a task while another profession must be willing to take it on. To achieve this it’s important to have the two professions working together to find good solutions that both parts can approve without compromising on the quality of treatment or feel their status being threatened (Frich, 2012).. 11. 

(22) 3.0 TASK SHIFT IN LITERATURE The literature presented in this chapter is the one found about tasks the English nurses have, the Norwegian nurses possible could take over or general literature about positive and negative outcome of task shifts. Some of the literature is new while some dates back to 2005. Where older literature has been used no newer literature has been found.. 3.1 Literature search The literature chapter should demonstrate skills in library searching, to show command of the subject area and understanding of the problem, to justify the research topic, design and methodology (Silverman, 2013). The most important literature search for this study was done in Medline, Embase, Cochrane and Cinahl, and a set of control words were used (MeSH, Emtree terms og Cinahl Headings) and text that was grouped within the concepts Emergency Department, Akuttmottak, NP and different quality indicators like waiting time, LOS, quality of health care services etc. The terms were combined with OR to cover as many articles as possible and with AND to limit the result to articles covering all the tree concepts: •. Emergency service OR emergency room OR acute care (...) AND. •. Nurse practitioners OR clinical practitioners (...) AND. •. Length of stay OR waiting time OR patient satisfaction OR quality of healthcare (...). The result was 447 articles. All abstracts were read, and the number was limited down to 89 for downloading and reading. It was also done minor searches (Medline/PubMed) for NP, Emergency Service and task shifting/job gliding. These searches gave 29 articles. 11 of these were downloaded after reading the abstracts.. 12. 

(23) “How do nurses in England and Norway perceive that the organization of tasks between physicians and nurses in an Emergency Department influences the patients’ waiting time?”. It was also done searches on words like Emergency Unit and quality indicator in Medline, Embase, Cinahl and Cochrane. For these searches a large number of articles were found since general terms were used. The librarian limited the terms (MeSH and Cinahl headings etc.) to limit the number, but the result still ended at 408 articles. This result was treated the same way as described earlier and the final result was 76 articles that were downloaded. After removing some articles the final result ended at 165 articles that were read. 82 of them have been used in this study. Search history from Medline. Search 1 and 3 was also transferred to Embase, Cinahl and Cochrane. Searc history Medline Medline search history from search 1. Medline search history from. Medline search history from. (Emergency Service, Nurse Practitioner. search 2 (Emergency Service. search 3 (Emergency Service and. and Quality of Healthcare). and Task sharing). Quality of Healthcare). 1. exp Emergency Service, Hospital/. 1. exp Emergency Service,. 1. *Emergency Service,. Hospital/. Hospital/og [Organization &. 2. (emergency service* or emergency room* or emergency department* or. Administration] 2. emergency department*.tw. 2. *Quality of health care/og. acute care or triage).tw. 3. emergency service*.mp.. [Organization & Administration]. 3. 1 or 2 4. exp Triage/. 3. exp Patient Satisfaction/. 4. exp Nurse practitioners/ 5. triage*.mp.. 4. exp Length of Stay/. 5. nurse practitioner*.tw. 6. emergency room*.tw.. 5. exp Time Factors/. 6. or/4-5 7. or/1-6. 6. exp Patient safety/. 7. exp Quality of health care/ 8. exp nurse practitioners/. 7. workflow.tw.. 8. exp Cost-Benefit Analysis/ 9. mid-level practi*.tw.. 8. exp Interprofessional Relations/. 9. cost-effectiveness.tw. 10. exp Nurse clinicians/. 9. or/2-8. 10. Patient satisfaction.tw. 11. nurse clinician*.tw.. 10. 1 and 9. 11. exp Patient Satisfaction/ 12. exp nurses/sd 12. exp Length of Stay/. 11. (editorial or comment or. 13. exp Nurse practice patterns/ letter).pt.. 13. 

(24) 13. length of stay.tw.. 14. exp Nurse's Role/. 14. exp Efficiency, Organizational/. 15. 8 or 9 or 10 or 11 or 12 or. 12. exp Child/ or Pediatrics/ or child*.tw. or pediatric*.tw.. 13 or 14. 13. 11 or 12. 16. task shift*.tw.. 14. 10 not 13. 17. (profession* adj3. 15. limit 14 to "reviews (best. boundar*).tw.. balance of sensitivity and. 15. patient discharge*.tw. 16. exp patient discharge/ 17. exp Waiting lists/ 18. wait* time*.tw. 19. or/7-18 20. 3 and 6 and 19 21. limit 20 to yr="2005 -Current" 22. limit 21 to (danish or english or norwegian or swedish) 23. (letter or comment or editorial).pt. 24. 22 not 23 25. exp Child/ or Pediatrics/ or exp Community Health Services/ or (child* or pediatric* or shelter or hospice).tw. 26. 24 not 25. specificity)" 18. task substitut*.tw. 16. limit 15 to (yr="2005 19. task switch*.tw. 20. task shar*.tw.. Current" and (danish or english or norwegian or swedish)). 21. skill substitut*.tw. 22. (substitut* adj3 (doctor* or nurs* or physician*)).tw. 23. doctor-nurse substit*.tw. 24. exp physician-nurse relations/ 25. 16 or 17 or 18 or 20 or 21 or 22 or 23 26. 7 and 25 27. (emergency contraception* or child*).tw. 28. 26 not 27 29. (letter or comment or editorial).pt.. Table 4 – Search history 2.2 Nursing tasks in Norway Norway does not have a national training program for Emergency nurses, but some hospitals have their own educational programs. Few nurses working in the Emergencies have this education, so those working as specially trained nurses in Norwegian Emergencies are usually 14. 

(25) “How do nurses in England and Norway perceive that the organization of tasks between physicians and nurses in an Emergency Department influences the patients’ waiting time?”. Intensive care nurses, anesthesiology nurses or nurses specialized in cardiology, pulmonary diseases or cancer (Almås, Stubberud and Grønseth, 2013). An important nursing task in Norwegian Emergencies is triage. As the nurses are the first to see patients coming to the Emergency (except reds) they provide the triage (Mackway-Jones, 2012, Christ et al, 2010). Other nursing tasks cover assessing the patient to measure vital signs, order blood tests, write reports, coordinate with the wards or external health care services, provide treatment prescribed by doctors and provide general care (Haugen, 2014, Almås, Stubberud and Grønseth, 2013). In Norway the emergency staff is covering different positions based on their experience and internal training program, and they usually have 4–5 different positions they can cover when finishing the whole program. There are no differences between specially trained nurses and regular nurses when it comes to covering different positions as long as they have gone through the training programs (Haugen, 2014, Almås, Stubberud and Grønseth, 2013). Few tasks in a Norwegian Emergency Departments have formally been transferred from the physicians to the nurses. The nurses do a lot of the physicians’ tasks, but this is only after being prescribed, and what tasks being performed vary both from one diagnose to another or from one doctor to another.. 3.3 Nursing tasks in England The English Emergency nurses share the same tasks as the Norwegians, but they also have specialized roles with extended responsibilities for patients with minor injuries or diseases. These responsibilities cover requesting x-rays and ultrasound, dressing of wounds, stitching of soars, relocation of limbs and plastering. The specially trained nurses also examine, treat, prescribe, refer and discharge patients on the same level as junior doctors. Some are also trained to interpret x-rays and ECG’s and can do ultrasound examinations. As a result of extended responsibilities titles (see 1.3.2) have been introduced to separate specialized nurses from regular nurses. By giving these nurses the responsibility for a set of services that otherwise would have been performed by doctors, the main aim is to reduce the 15. 

(26) demand of doctors’, improve access to care and save costs (McClellan, Cramp, Powell and Benger, 2013, Delamarie and Lafortune, 2010). Specially trained nurses in England are trained alongside junior doctors supervised by middlegrade doctors. After finishing their programs the nurses are supposed to be skilled to cover history taking, to do respiratory, cardiac, abdominal and basic neurological examinations, requesting and interpret blood tests, x-rays and scans (Fawdon and Adams, 2013). On admission to the Emergency Department a specially trained nurse assesses the patients need for treatment either as minor illness, minor injury or rapid assessment and treatment stream (RATS) (Adams, 2013). The English nurses use a rapid nurse assessment system instead of MTS. A review of 12 studies showed that MTS safety was low because of the high rate of undertriage and the low sensitivity in predicting higher urgency levels. The high rate of overtriage could also cause unnecessarily high use of resources (Parenti et al, 2014). It was also found that waiting time did not decrease after implementation of MTS but treatment time and LOS were significantly longer. No significant differences were found between triaged and non-triaged patients when it came to treatment (Storm-Versloot et al, 2014). Other studies have shown that the waiting time before being admitted has gone down by using triage (Stover-Baker, Stahlman and Pollack, 2012).. 3.4 Tasks taken over by English nurses Lack of national guidelines in England has made different hospitals give different content to their extended nursing roles. The more common tasks found in the literature for those with an extended role is to take history, do physical examinations, order investigations and provide first-line treatment such as analgesics, intravenous fluids and antibiotics. They also interpret x-rays and ultrasound and either refer the patient to a specialist or having them discharged (Fawdon and Adams, 2013). In a survey the programs teaching the Acute Nurse Practitioners were asked what skills were needed for a nurse to work in an Emergency Department. The following 12 tasks were. 16. 

(27) “How do nurses in England and Norway perceive that the organization of tasks between physicians and nurses in an Emergency Department influences the patients’ waiting time?”. mentioned as the most important and often the ones transferred to nurses (Kleinpell et al, 2006): Number Task 12 lead ECG interpretation 1 X-ray interpretation 2 Hemodynamic monitoring 3 Suprapubic bladder scanning 4 Local anesthesia application 5 Defibrillation/cardioversion 6 Spirometry and peak flow assessment 7 Endotracheal intubation 8 Discontination of chest tubes 9 Sedation for procedures 10 Intracranial pressure monitoring 11 Arterial puncture/cannulation 12 Table 5 – Nursing tasks in England and Norway. England X X X X X X X X X X X X. Norway X X X. The tasks’ listed under England is performed by their nurses, while the ones under Norway are performed by Norwegian nurses in the Emergency Department. Other tasks mentioned as suitable for nurses to take over from the doctors were independent prescribing, treatment of soft issue injuries on upper and lower extremities and oral and written communication and documentation (Kleinpell et al, 2006).. 3.4.1 X-rays and ultrasound X-rays are considered time consuming because the patients very often have to wait for an available doctor to request the pictures. Studies and audits have shown that nurses can practice both requesting and interpretation of x-rays well within acceptable limits for producing false positive and false negative results, and their skills can benefit patients and lead to service improvements (Swaby-Larsen, 2009, Summers et al, 2005, Pedersen and Storm, 2009). Nurses are considered able to learn a skill to a high standard through experience, repeated exposure and training, and there is no indication for nurses requesting more x-rays that doctors do (Swaby-Larsen, 2009, Summers et al, 2005). One study concluded that without the nurses being responsible for ordering and interpret xrays many patients would not be able to receive proper treatment in the Emergency. The study 17. 

(28) showed that of 2.225 patients coming to the Emergency Department, 88,7% could have been treated fully by a specially trained nurse (Heltoft and Laursen, 2009). A study from 2007 concluded that there is a trend toward greater accuracy with more experience, regardless of profession for x-rays and ultrasound. The exposure was considered more important than the title, and physicians and nurses were found equally competent (Carter and Chochinov, 2007). Another study showed that the waiting time was reduced from 35 to 14 minutes for 75% of the patients if the x-ray was ordered by a nurse (Pedersen and Storm, 2009). The same study showed that the overall waiting time from the patient left the Emergency to they returned from the x-ray was 32 minutes for the patients who got their x-rays ordered by a nurse and 56 minutes for those who got their request from a doctor (Pedersen and Storm, 2009). Studies done on nurses interpreting ultrasound showed that specially trained nurses achieved a sensitivity level of 93% and a specific level of 98%. They correctly identified the presence of disease pathology 93% of the time and the lack of 98% of the times (Henderson et al, 2009).. 3.4.2 Non-medical prescribing Since May 2006 non-medical prescribers in the UK have had prescribing powers comparable with doctors (Black, 2012). Many of the specially trained nurses in England, like NP’s, ANP’s or ENP’s have undergone a course for prescribing within critical care. An audit done in 2012 showed that the prescribing error rates were low, and that specially trained nurses were at least as effective as other groups in terms of errors (Carverry, Connelly and Murphy, 2012). A study showed that more than 50% of the prescribers’ patients required medication, and that analgesia and antibiotics was the most common drugs. Safe prescribing practice was evident in 99,4% of the cases. The study found that independent non-medical prescribing makes better use of NP’s clinical skills to facilitate independent practice witch may improve service delivery (Black, 2012).. 3.4.3 Deep and superficial venous thrombosis (DVT) DVT is a costly and time consuming diagnose and the estimated cost was 3,2 billion 2009dollars, and it’s expected to continue to grow (Tosone and Costanzo, 2012, Passman, 2010). 18. 

(29) “How do nurses in England and Norway perceive that the organization of tasks between physicians and nurses in an Emergency Department influences the patients’ waiting time?”. In Norway all DVT-patients are examined by a doctor, and because it’s not considered an acute problem the patients had a LOS in 2014 up to 7,3 hours with an average waiting time of 4,2 hours (35% longer than other low-triage patients) (Norwegian participating hospitals). In England they have developed guidelines for DVT that have shown to decrease the patient’s LOS. The Wells score allow specially trained nurses to examine, give diagnose and start treatment (Dewar and Corretge, 2014). The average waiting time for DVT-patients was under 4 hours in England in 2014. In a prospective cohort study with 100 cases of suspected DVT they compared the results from the Wells score reading from the specially trained nurses with the reading from the physician’s. It showed that the two groups ended up with the same final Wells score in 81% of the cases (Dewar and Corretge, 2014). This has led to more Emergencies abroad shifting over this task to the nurses to save time without compromising on the quality.. 3.4.4 Minor injuries In many English Emergencies specially trained nurses are responsible for assessing and treating ankle and foot injuries, and usually with excellent diagnostic accuracy and patient satisfaction and reduction of waiting time. A study showed that nurses were even more sensitive, in detecting injuries requiring treatment with a cast or surgery (Derksen et al, 2007). For tasks like dressing, ice compressing, sling, wound cleaning, bandage, elastic support, oral anti—inflammatory drugs and anti-tetanus serum the nurses scored very well and can provide an alternative model of service delivery in the management of patients with minor injuries (Wilson and Shifaza, 2008). A systematic review from 2007 showed that the average waiting time in the UK for Emergency Departments with specially trained nurses dropped from 56 to 30 minutes to see a practitioner, while the average LOS dropped from 1 hour 39 minutes to 1 hour and 17 minutes. All the time the number of patients’ was lower in the department for those with specially trained nurses (Carter and Chochinov, 2007).. 19. 

(30) 3.4.5 Soft tissue injuries A study from UK looked at the clinical outcomes of soft tissue injury on upper and lower extremity treated by a specially trained nurse. The results showed that the nurses and the emergency doctors were equivalent to routine care provided by doctors (McClellan, Cramp, Powell and Benger, 2014). The study concluded that specially trained nurses can successfully manage patients with uncomplicated soft tissue injury.. 3.4.6 Communication and documentation A task taken over by English nurses is communicating with the patients both when it comes to information and parts of the documentation. They are now expected to communicate effectively with patients with complex needs (Burley, 2011, Berry, 2009). The nurses were in a systematic review considered better at both documenting and following protocols than the physicians. They were also considered to give more and better health information and discharge instructions (Carter and Chochinov, 2007). The same was found in an article saying specially trained nurses focused more on patient education and counselling about the medical condition or therapeutic regime than the doctors. Patients felt they took more part in the conversation, and they found patient satisfaction was related with how actively they participated in the conversation. Emotional support was also considered important, and here the patients felt more satisfied with the nursing group than the doctors (Sandhu et al, 2009). Most of the evaluations done of nurses in advanced roles have shown high patient satisfaction, and in many cases higher than for doctors which are believed to be a result of the nurses spending more time with their patients, and provide them with more education and counselling (Delamarie and Lafortune, 2010).. 3.5 Quality of care and patient satisfaction According to the literature 65% responded they were willing to be treated by a specially trained nurse for their current condition, while 17% indicated they were not willing to receive 20. 

(31) “How do nurses in England and Norway perceive that the organization of tasks between physicians and nurses in an Emergency Department influences the patients’ waiting time?”. this kind of treatment. Of those treated by a specially trained nurse 93% indicated they were satisfied with the care they had received (Hart and Mirabella, 2009). A literature review suggest that specially trained nurses in Emergency Departments can reduce the patients waiting time, lead to higher patient satisfaction and provide a quality of care equal to that of a mid-grade resident (Carter and Chochinov, 2007). A study by Cochrane concluded that appropriately trained nurses can produce as high quality care as primary care doctors and achieve as good health outcomes for patients. The study also concluded that the nurses tend to provide more health advice and achieve higher levels of patient satisfaction compared with doctors, and that nurse-doctor substitution have the potential to reduce doctors’ workload and costs of care (Reeves et al, 2009). Another study from 2009 based on a patient satisfactory survey concluded that significant differences were reported in questions comparing patient satisfaction with either specially trained nurses or emergency doctors with greater patient satisfaction demonstrated with the specially trained nurses (Jennings, Lee, Chao and Keating, 2009). Specially trained nurses are academically advanced, professional and competent to provide emergency medical care, and have shown positive outcomes comparable with physicians in the care they provide to their patients in the fast track areas in the Emergency Departments (Iglehart, 2013, Bahena and Andreoni, 2013). In one British survey 81% of the patients coming to an Emergency Department received their treatment from a specially trained nurse, and 97% of these patients answered “yes, definitely” when asked if they had confidence in the nurse treating them, and 76% answered “excellent” when asked about their satisfaction with the service provided. The survey showed the vast majority were satisfied by being treated by a nurse (Jarvis, 2007).. 3.6 Task shifts shown on waiting time A lot have been written about how implementing specially trained nurses in the Emergency Departments influence the patients waiting time. Most of these studies are from Australia, Canada and the US.. 21. 

(32) In general patients do not want to wait to long for treatment, and studies have shown that they are pleased with fast tracks irrespective of model of care (Lutze et al, 2014). In Canada a study showed that the addition of a specially trained nurse in the Emergency Department was associated with 12% in patient volume per shift and a 7 minute reduction in mean waiting time for low-acuity patients (Steiner et al, 2009). They concluded that by adding specially trained nurses to take care of the less serious cases less people would leave without treatment. No reduction in LOS was found. Australia did the same for women with symptoms suggestive of threatened or inevitable miscarriage. Their feedback was positive as this led to not only a reduction in waiting time and treatment time but also increased the patient’s satisfaction (Webster-Bain, 2011). An evaluation from the same country showed statistically significant differences between patients seen by an emergency doctor and a specially trained nurse. While the patients seen by a nurse had a waiting time on 5,5–28 minutes, the patients seen by doctors had a waiting time for 11,5–76 minutes. The LOS was also lower for the ones being seen by a nurse with 53,5– 163,5 minutes compared to 100–274 minutes (Jennings et al, 2008). An American study showed that a hospital decreased LOS and saved almost 9 million dollars in hospital charges by introducing specially trained nurses. In this study 100% agreed or strongly agreed that this group of nurses improved patients care overall (Collins et al, 2014). Another study showed a median length of stay on 1,7 hours for patients managed by specially trained nurses compared to 2,7 hours for patients managed by junior doctors (Considine, Kropman and Stergiou, 2014). A similar result was found in a study from New Zealand where patients had to wait 40 minutes longer managed by an emergency doctor than if managed by a specially trained nurse (Colligan et al, 2011). In a prospective study they looked at patients coming to an Emergency Department with minor illnesses and injuries. The majority of patients seen were triaged yellow, green or blue. For those managed by specially trained nurses the time to be seen was 38 minutes, while it was 53 minutes for those seen by other groups. The study concluded that advanced practice roles have reduced the waiting time, provided positive patient outcomes and increased the recognition of nursing expertise (Fry et al, 2011).. 22. 

(33) “How do nurses in England and Norway perceive that the organization of tasks between physicians and nurses in an Emergency Department influences the patients’ waiting time?”. Despite being a general agreement that non-medical roles help to reduce waiting times in Emergency Departments and increase the level of patient satisfaction there still is a way to go when it comes to confidence and acceptance of these roles. Despite there has been reported a high level of patient satisfaction in the literature, a literature review from 2011 also noted that a small but significant percentage of the patients would not agree to be treated by a nurse (Hoskins, 2011).. 3.7 Resistance and role confusion The main reason for resistance among the physicians’ are considered a potential overlap in the scope of practice and loss of activities, the degree of autonomy and independence of advanced practice nurses, concerns about legal liability in case of malpractice and a general concern about the skills and expertise of specially trained nurses (Delamarie and Lafortune, 2010). Even if the specially trained nurses working in the Emergency Departments represent a highly skilled professional group their role is poorly understood by emergency doctors (Weiland, Mackinlay and Jelinek, 2010). The fact that there are so many models for advanced practice nurses cause problems because it can be difficult to tell the different models apart. Only in England there are 4 models and two sub-models of advanced practice nurses: 1) Clinical Nurse Specialist 2) Nurse Practitioners, Emergency Nurse Practitioners and Advanced Nurse Practitioners 3) Nurse Consultants 4) Modern Matrons and Community Matrons Since many of the titles do more or less the same job, the number of titles can be seen as confusing and make it difficult to explain what kind of responsibility the different titles have. The lack of clarity is by many considered the main problem (Delamarie and Lafortune, 2010, Weiland, Mackinlay and Jelinek, 2010, Griffin, 2006) (Also see chapter 2).. 23. 

(34) 3.8 Other factors that influence the waiting time Crowding is considered a world-wide problem. More than 90% of American hospitals have reported crowding in their Emergencies as a problem resulting in full occupancy of emergency beds and long waiting times with increased risk of poor outcome for the patients. The main challenges are space, staff and often huge variations in number of patients (Olshaker, 2009). A waiting time for 6 hours or more have been associated with a higher risk of leaving without being seen. Studies also show an increased mortality for patients waiting for more than 8 hours for an inpatient bed (Bernstein et al, 2008). Preventable medical errors and patients returning to the Emergency Department are also results of crowding. Tests have been done in England by modelling the Emergency Unit in a hospital not as it is, but as it could be as a “perfect world model”. To handle the high amounts of patients it was stipulated you needed a staff mix containing of 50% senior grade medical staff, 25% extended nurse practitioners and 25% middle and junior medical staff (Baboolal et al, 2012). Planning of Emergency service have so far focused on increasing trolley capacity and nursing staff, but the “perfect world model” suggest that the optimal solution would be to invest in further clinical decision makers to increase the flow of patients from the Emergency Department (Baboolal et al, 2012). A study was done in the Netherlands where they compared the nurses’ perception of crowding with a measuring tool (NEDOCS). The result was that the tool showed crowding in 3% of the days, while the nurses perceived crowding and felt being rushed in 9% and the doctors’ in 11% of the days (Anneveld et al, 2013). This makes crowding a challenging problem because it’s hard to determine qualitatively, but still being perceived as a problem in 10% of the days. Another study from the same country showed that 68% of the nurse managers reported that crowding occurred several times a week or even daily (van der Linden et al, 2013). For the literature found it’s important to mention that most of the studies have been performed by one profession, nurses, and that patient satisfaction does not necessarily say anything about the outcome of the treatment. No studies have been found that look at both patients satisfaction and treatment outcome.. 24. 

(35) “How do nurses in England and Norway perceive that the organization of tasks between physicians and nurses in an Emergency Department influences the patients’ waiting time?”. 4.0 RESEARCH METHODOLOGY The aim of this study was to collect information about what measures nurses thought could be done to influence the waiting time for patients in their Emergency Departments. The majority off the Emergency staff is nurses and they are the ones who see the patients first. Because of that the researcher wanted to talk to nurses working in Norwegian Emergency Departments and ask them how they thought a task shift would influence the patients’ waiting time. At the same time the researcher wanted to talk to nurses who have been dealing with tasks shifts for a while, and representatives for this group of nurses was found in England. After discussing the ide with the supervisor it was agreed that the best method for this study would be interviews. After looking at the options a qualitative method with one-to-one interviews were chosen to ask nurses in Norway and England how they perceived the organization of tasks between physicians and nurses influence the patients waiting time. The use of method will in this chapter be described as transparent as possible without going on account of the participant’s anonymity. The reader will be able to see the process of how the data were collected and analyzed which again will increase this studies credibility (Rubin and Rubin, 2005).. 4.1 Qualitative method A qualitative method is first and foremost a research method and a way of finding out what people do, know, think and feel by observing, interviewing or analyzing documents (Patton, 2011). The main strength of a qualitative study is its ability to study phenomena which are unavailable elsewhere (Silverman, 2006), and a qualitative health care study can identify health care problems not or poorly addressed (Denzin and Lincoln, 2011). If you want to know what people think about a given subject, like for this study, qualitative method is the right approach, as a qualitative method gives the researcher information gathered by talking to people and see them behave within their contexts’ (Rubin and Rubin, 2005, Patton, 2002). The researcher collects data in the field at the site where participants experience the issue or problem (Creswell, 2014, Malterud. 2013, Silverman, 2013, Denzin and Lincoln, 2011). 25. 

(36) Qualitative researchers study participants’ knowledge and practices, and it demonstrate a variety of perspectives. The researcher bring more or less open questions to the interview and hope that the interviewee will answer them freely (Flick, 2014) (appendix 13/14). The core characteristics that define qualitative research is that it’s done in a natural setting, the researcher is a key instrument interviewing participants, the focus is the participants meanings, the process is emergent, the inquirer reflects about their role in the study and it has a holistic account (Creswell, 2014, Malterud, 2013). Despite all the mentioned benefits of using a qualitative method it’s also important to mention there is a widespread conviction that only quantitative data are ultimately valid and holding a high quality (Guba and Lincoln, 1994). Also for this study it can be asked if qualitative method was the right approach to collect data and get answers for the research questions. The challenge by choosing a quantitative method for this study would be a possibility of context stripping, exclusion of meaning and purpose, inapplicability of general data to individual cases and exclusion of the discovery dimension in inquiry, all weaknesses in the qualitative method that have been subject for discussion over the last years (Guba and Lincoln, 1994). Since this study wanted the nurses’ perception on given topics it was important to get as many considerations as possible, answers with meaning and purposes, not only listen to what the majority of the respondents had to say, and to open up for new topics during the interviews. Because of that a qualitative method was considered the best alternative for this study. The term “qualitative” is an umbrella term superior to the term “paradigm” and ought to be reserved for a description of types of methods. Questions of method are by Guba and Lincoln seen as secondary to questions of paradigms, which are defined as the basic worldview that guides the researcher (1994).. 4.2 Methodology Methodology is the philosophy of methods (Jupp, 2006). It is described as the choices we make about cases to study, methods of data gathering and forms of data analysis in planning and executing a research study (Silverman, 2013). Methodology encompasses epistemology. 26. 

(37) “How do nurses in England and Norway perceive that the organization of tasks between physicians and nurses in an Emergency Department influences the patients’ waiting time?”. and ontology where ontology is about what is true and epistemology is about methods to figuring out those truths (Jupp, 2006 Hirschheim et al, 1995, Lincoln and Guba, 1985). “Paradigms are Basic Belief Systems Based on Ontological, Epistemological and Methodological Assumptions.” (Guba and Lincoln, 1994:107) Ontological and epistemological questions concern what is referred to as a person's “worldview” defined as "a comprehensive conception or apprehension of the world especially from a specific standpoint” (Jupp, 2006:86). Inquiry paradigms are the basic worldview of the researcher and frame the course of both the research and its outcomes (Lincoln and Guba, 1985). The beliefs are basic in the sense they must be accepted simply on faith, and these basic beliefs can be summarized by the responses given by proponents of any given paradigm of three fundamental questions (Guba and Lincoln, 1994): 1). The ontological question: What’s the form and nature of reality and what is there that can be known about it?. 2). The epistemological question: What’s the nature of the relationship between the knower or would-be knower and what can be known?. 3). The methodological question: How can the inquirer go about finding out whatever he or she believes can be known? (Lincoln and Guba, 1994). There are four paradigms to be used in qualitative inquiry: 1) Positivism, 2) Post positivism, 3) Critical theory, and 4) Constructivism (Guba and Lincoln, 1994): Ontology is the study of being, and is important because whatever assumption you make affect how you approach science. If you are a realist you might think there is facts out there waiting to be discovered, and you might be comfortable with an experimental approach, while if you believe reality only exists through people's claims' you are a postmodernist and you might be comfortable with a discursive approach (Denzin and Lincoln, 2011, Jupp, 2006, Lincoln and Guba, 1985). Epistemology is the study of knowledge, and is important because whatever assumption you make about what can be known, affects what you bother to try to find out scientifically. If you think you are helped by your senses to know the objective world you are considered an 27. 

(38) empiricist, and might do experiments with sense date to gather knowledge. If your knowledge is constructed subjectively by people you might be a constructivist and might do discursive analysis (Hirschheim et al, 1995). Historically a central epistemological debate has been seen between empiricism and rationalism (Jupp, 2006). For this study the researcher had a post positive approach which will be seen as: 1) Ontology: Critical realism, 2) Epistemology: Modified dualist/objectivist and, 3) Methodology: Modified experimental/manipulative (Guba and Lincoln, 1994). Post positivism look at the aim of inquiry as explanation, it consider knowledge as nonfalsified hypotheses that can be regarded as facts or laws, ethics is considered important and taken serious, the inquirer’s voice is that of the disinterested scientist and knowledge seen as something that accumulates by a process where each fact serve as a building block (Guba and Lincoln, 1994). This study’s aim was to figure out what a group of individuals perceived of specific topics, and the topics were task shift and waiting time. Methodologically the findings for this study are seen as a result of the interaction between the researcher and the participants. Even if the outcome should vary from similar studies it does not mean that the outcome of this study is incorrect (Lincoln and Guba, 1985). Ontologically this means that the data in this study will be formed by the participants, and that the study will recognize the subjectivity of the data collected. Epistemologically the researcher has chosen to believe that the findings in this study reflect the participants’ opinion and should be regarded as subjective. The data found are dependent on their values and beliefs (Denzin and Lincoln, 2011, Guba and Lincoln, 1994).. 4.3 Interviews Qualitative researchers ask at least one central question and several sub questions and they pose broad to allow the participants to explain their ideas (Creswell, 2014, Malterud. 2013). The interview guide is considered an important research instrument as a tool of data collection. There are five general considerations (Flick, 2014, Oppenheim, 2009): 28. 

(39) “How do nurses in England and Norway perceive that the organization of tasks between physicians and nurses in an Emergency Department influences the patients’ waiting time?”. 1) The main type of data collection instrument: The type of data collection instrument was discussed. It was decided that interviews would give a higher response rate, a better chance of correcting misunderstandings, ask additional questions and collect more data. 2) The method of approach to respondents: The approaching was done by contacting the head of some Emergency Departments and asking them for help to distribute information about the study (see 4.4). 3) The build-up of questions: To get the participants to share their thought and ideas it was important to build the interview guide so it had some ice-breaking questions in the beginning. The pilot interviews showed this was a good way of getting the participant talking and it also made them reflect about their role which again made it easier to continue with the more specific questions. 4) The order of questions within each module: The thesis for this study could have been presented to the participants to answer, but instead it was decided to ask several questions to collect as much data as possible both about what the nurses thought about task shifts and their willingness to take on more responsibilities. 5) The type of questions to be used: There are three main types of research questions: Exploratory, Descriptive and Explanatory (Flick, 2014, Silverman, 2006). The questions used in this study are a combination. Open questions give freedom and spontaneity of the answers and are useful for testing hypotheses and where therefore used in this study (Oppenheim, 2009). No filter was used, and all the participants got the same main questions. By using semi structured interviews the plan was not to tightly prescribed, and could be changed (Creswell, 2014, Silverman, 2013, Malterud, 2013). This was done under some interviews by asking additional questions.. 4.4 Recruitment and data collection A first contact letter (appendix 10) was sent to two hospitals in Norway and one in England. All three hospitals agreed to participate in the study, and written approvals were given in form of e-mails (Norway) and consent form (England).. 29. 

(40) The reason why two Norwegian hospitals were asked was because the average Norwegian Emergency Departments are smaller than the English both when it comes to number of patients and employees. Combined will the two Norwegian hospitals have approximately as many patients and employees as the one in England (N: Approximately 59.000 patients/year and 126 employees, and GB: Approximately 75.000 patients/year and 130 employees). The researcher met the heads of the Emergency Departments and gave them information about the study (phone meeting for England). The heads informed their staff and handed out information to those interested. The information contained information sheet, consent form, interview guide and the approvals (appendixes 1, 4, 8, 10, 11, 12, 13, and 14). The researcher was contacted by nurses from all three hospitals willing to participate. After the first 2–3 interviews the snowball effect was used, and the researcher accredited participants through recommendations from those already being interviewed. It was the participants who contacted their head of department or the researcher, and not vice versa. The recruiting process in Norway took approximately two weeks, while it only took two days in England. Because of the access to experienced participants in England the researcher did two extra interviews there. By having data from as much as 22 interviews (10 Norwegian and 12 English) it was possible to reach saturation for several questions (Creswell, 2014). All the participating hospitals offered their staff to do the interviews during their work hours, but prepared them they had to cancel the interviews if they were needed in the clinic. Four nurses’ decided to have their interviews before or after work, while the rest was interviewed while at work. Before each interview the researcher asked the participants if they had read the information and if they had any questions. The researcher went through the information sheet and the consent form and explained the possibility of withdrawing either during or after the interview without any given reason. They also received information about the recordings and for how long they would be saved, and they were informed about the studies approvals. Some of the participants had read the questions before the interview. Three brought notes. Before the interview each participants received an interview number from 1 – 22 to keep them apart. With their number it was also noted what nursing education they had, sex and how long they had been working as a nurse. No other personal data was collected. 30. 

(41) “How do nurses in England and Norway perceive that the organization of tasks between physicians and nurses in an Emergency Department influences the patients’ waiting time?”. The notes from the interviews only contained the interview number. No personal information was recorded or noted. All recorded data was deleted immediately after the transcriptions were done, and all notes were maculated.. 4.4.1 Inclusion criteria Included were nurses working in the Emergency Department for at least three years and who covered all the different nursing positions in their department. In Norway it was a goal to interview coordinating nurses since they are considered the most experienced nurses in Norwegian Emergency Departments. In England it was a goal to interview specially trained nurses since they are considered their most experienced nurses.. 4.4.2 Exclusion criteria Excluded were nurses working in other departments and nurses who had been working less than 3 years. Experienced nurses working only administrative were also excluded. One interview was by mistake done with a nurse who only had been working in the Emergency for two years. This interview is not included in the study and the participant has received information about this.. 4.5 Data analysis The phenomenon for this study was to look at the subjective experiences of a specific group which is one of several aims to analyze qualitative data (Flick, 2014). This was done by oneto-one interviews with the participants. When analyzing data it’s important to avoid going native, avoid disclosing only positive results and respect the privacy of participants (Creswell, 2014, Malterud, 2013). These three rules were used by the researcher throughout the process. What’s being presented is what was said, and all data are anonymized.. 31. 
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