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A quantitative study of the management
of acute urinary symptoms by nurse
practitioners and general practitioners
in a general practice setting
Anne Price, The Ashgrove Surgery, Pontypridd, Mid Glamorgan, UK and June Clark, School of Health Science,
University of Wales, Swansea, UK

Interest in the role of the nurse practitioner in primary care, as � rst point of contact
for patients with acute illnesses, is well established. Recent studies in the UK have
examined the role in the context of a variety of acute presentations and have
addressed issues of competence, safety and patient satisfaction. The management of
acute presentations involves responsibility for making a diagnosis and, frequently, for
recommending medication either on prescription or to be purchased from the phar-
macy. As the nurse practitioner role develops in primary care there is a need for evi-
dence of the effective management of speci� c acute presentations. Protocols have
been advocated as a key to the successful introduction of the nurse practitioner role
but the legality of their use, particularly in relation to prescribing, remains unclear.
The aim of this study was to compare, in one general practice, the management of
acute urinary symptoms by nurse practitioners with that of GPs in the context of a
protocol. The study was undertaken in two parts: a retrospective analysis of a sample
of the records of female patients followed by a patient satisfaction survey. The retro-
spective analysis examined the use of the protocol in guiding the decision-making of
both groups of practitioners and evaluated the outcome for the patient. The outcome
indicator used in this part of the study was the need for a repeat consultation within
14 days due to non-resolution of symptoms. The retrospective analysis of records
was supplemented by a patient satisfaction survey. In comparison with the GPs, the
nurse practitioners’ records were more complete, the prescribing rate was lower, the
use of laboratory resources was similar and there was no difference in the number
of patients who needed to be seen again. In the patient satisfaction study higher levels
of patient satisfaction were achieved by the nurse practitioners.
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Introduction

Interest in the role of the nurse practitioner in pri-
mary care is well established. Recent studies in the
UK have examined their role as � rst point of con-
tact for patients in the broad context of a variety
of acute presentations and have addressed issues of
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competence, safety and patient satisfaction (Bond
et al., 1998; Chambers, 1998; Myers et al., 1997;
Reveley, 1998). Assessing and managing patients
with acute presentations involves taking responsi-
bility for making a diagnosis and for recom-
mending medication. If the nurse practitioner role
is to continue to develop in general practice then
there is a need for evidence to inform future policy
developments to support their involvement in the
recommendation of medication and prescribing.
Although protocols have been advocated as a
key to the successful introduction of the nurse
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practitioner role (Coopers and Lybrand, 1996;
Department of Health, 1986; Koperski, 1997;
Wynne-Jones, 1995) the legality in practice, parti-
cularly in relation to prescribing of medication,
remains unclear (Tingle, 1995).

This paper reports on a study undertaken to
examine the use of a protocol by nurse prac-
titioners and GPs as a means of facilitating diag-
nosis and prescribing for an acute minor illness.

The contexts of nurse prescribing and
protocols

The development and use of protocols to facilitate
nurse prescribing has been described as one of the
prerequisites to the successful introduction of the
nurse practitioner role (Wynne-Jones, 1995; Kop-
erski, 1997). In England and Wales the impetus
for nurse prescribing began when the Cumberlege
report identi� ed the dif� culties community nurses
experienced in obtaining prescriptions for patients
(Department of Health, 1986). This was endorsed
by the Review of Community Nursing in Wales
(Welsh Of� ce, 1987). Both reports recommended
the agreement of a limited list of products which
could be prescribed by nurses with a health visiting
or district nursing quali� cation. The Department of
Health (1987) and the NHS Management Execu-
tive (1993) have also supported the development
of the nurses’ role as prescribers in primary care.

The scope of primary care nurses and nursing prac-
tice has evolved in ways that have outstripped the
intention of the recommendations outlined above
(Stilwell, 1988; South East Thames Regional Health
Authority, 1994; Kaufman, 1996). Nurses in general
practice, including practice nurses and nurse prac-
titioners, have developed signi� cant expertise in
assessing and managing common minor and
chronic diseases, including initiation or adjustment
of prescription only medicines (Atkin and Lunt,
1996; Mayes, 1996). However, many practice
nurses do not have a health visiting or district nurs-
ing quali� cation and do not qualify as prescribers
under the terms of The Medicinal Products: Pre-
scription by Nurses, etc. Act (Department of
Health, 1992). While the evaluation of nurse-
prescribing pilot sites undertaken by Luker et al.
(1997) was positive, the study informants per-
ceived the nurse prescribers’ formulary (British
Medical Association and Royal Pharmaceutical
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Society of Great Britain, 1998) to be restrictive.
Indeed, Mayes (1996) demonstrated that
implementation of nurse prescribing within the
present formulary would have little impact on
nurse practitioners as over 70% of prescriptions
issued by the 41 nurse practitioners studied were
for non-formulary items.

Nurses in general practice have found group pro-
tocols as described by the Crown Report
(Department of Health, 1989) to be useful in
allowing the supply and administration of pre-
scription only medications to patients in speci� c
circumstances. However, it is notable that the sub-
sequent guidance on the use of group protocols
(Department of Health, 1998) refers only to supply
and administration, but not to prescription, of
medicines. The Crown Report’s recommendations
on group protocols were not covered by the legis-
lation in The Medicinal Products: Prescribing by
Nurses etc. Act (Department of Health, 1992) and
so the legality of protocols remains unclear. The
second Crown Report (Department of Health,
1999) offers two de� nitions of prescribing. First,
and most commonly: ‘to authorise by means of an
NHS prescription the supply of any medicine at
public expense’ (para 2.2 ii), a duty that is the pre-
serve of authorised prescribers. Secondly, prescrib-
ing may occasionally be de� ned as: ‘to advise a
patient on suitable care or medication (including
medication which may be purchased over the
counter)’ (para 2.2 iii). Nurses working with proto-
cols that specify the prescription only medications
they may initiate are making a prescribing rec-
ommendation to a medical practitioner who has not
personally assessed the patient. Although multi-
disciplinary professional teams may � nd this an
effective way to work the law does not recognize
the accountability of a team, only that of an
individual, so the situation of nurses and doctors
working in this way remains equivocal.

The publication of the � nal report of the Review
of Prescribing, Supply and Administration of
Medicines (Department of Health, 1999) post-
dated this study. It discouraged the use of group
protocols in circumstances where a full individual
assessment of the patient was a prerequisite to
prescribing. It further detailed a complex structure
of independent and dependent prescribers permit-
ted to prescribe in certain circumstances from dif-
ferent broad categories of medication. It may be
suggested that establishing and monitoring such a
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system may commit the National Health Service to
unnecessarily complex regulations. Indeed, experi-
ence in the USA indicates that nurse practitioners
need to inform policy-makers about factors that
affect nurse prescribing in order to avoid overcom-
plicated legislation (Mahoney, 1992). Similarly,
Jones (1994) encouraged nurses in the UK to
accumulate evidence to support the extension of
the nurses’ formulary. While research has demon-
strated that nurse practitioners are safe and effec-
tive care providers (South East Thames Regional
Health Authority, 1994), comparisons of prescrib-
ing by nurse practitioners and GPs are needed,
particularly when dealing with similar groups of
patients with similar conditions (Ashburner, 1997;
Coopers and Lybrand, 1996; Mayes, 1996).

Studies in general practice have revealed many
positive attitudes to protocols but practitioners
have expressed concerns about the quality of the
evidence base, about medico-legal issues and about
the ability of a protocol to change individual
practice (Newton et al., 1996; Siriwardena, 1995).
Protocols have established a place in general prac-
tice but evidence of their impact on patient man-
agement and clinical outcomes in primary care is
lacking.

Background to the study

This study seeks to contribute to the debate on the
nurse practitioner role in primary care. First, in
adopting roles that were formerly carried out by
doctors, are nurse practitioners merely substituting
for doctors or are they bringing ‘added-value’ to
the consultation? Secondly, if nurse practitioners
aspire to prescribing rights across a broad range of
medication then there is a need to demonstrate
good patient management and responsible pre-
scribing practices. The authors propose that one
way to inform the discussion is to evaluate an
aspect of the nurse practitioner role in terms of
clinical effectiveness and patient satisfaction. The
study was designed to test the hypothesis that,
when measured against a mutually agreed protocol,
there would be no difference in the management
of acute urinary symptoms by nurse practitioners
and general practitioners in terms of clinical
effectiveness and patient satisfaction.

Jennings et al. (1999) classi� ed outcome measures
as either patient-focused, provider-focused or
Primary Health Care Research and Development 2002; 3: 194–204

organisation-focused. A patient-focused, diag-
nosis-speci� c indicator shows whether the con-
dition is improving or worsening. In the context of
an acute minor illness, the patient may reasonably
expect the problem to be resolved in a single con-
sultation so the patient-focused, diagnosis-speci� c
indicator selected was evidence of resolution of
symptoms at 14 days as indicated by the reconsul-
tation rate. Patient satisfaction represents the
patient’s judgement of the quality of care and is
itself a measurable and valid provider-focused out-
come (Baker, 1990; Jennings et al. 1999). In this
study it was used to discover if patients seen by a
nurse practitioner were as satis� ed with a consul-
tation as those seen by a GP.

The study practice had 16 400 patients, with eight
partners and two nurse practitioners both of whom
had completed a BSc Hons (nurse practitioner) and
had 2 years’ experience in the role. While developing
the role the nurse practitioners and GPs had jointly
developed a number of protocols for managing minor
illnesses that were applicable to medical and nursing
practitioners alike. The protocol for adult women
with acute urinary symptoms was selected for the
study because of the straightforward decision-making
process it described.

The practice had been fully computerized for 5
years. Every consultation was recorded using Read
codes which are a hierarchical system of codes
which permit standardized recording of all clinical,
diagnostic, therapeutic, social and administrative
procedures. The codes are cross-referenced and
accessed via key words (Chisholm, 1990). This
facilitated interrogation of the data base to identify
speci� c types of consultation so that the medical
and nursing practitioners’ records of assessment
and management of speci� c conditions could be
compared retrospectively.

Method

The study was undertaken in two parts: a retro-
spective study of patient records and a separate sur-
vey of patient satisfaction.

Retrospective study
The study population was identi� ed from the prac-

tice data base. All the practitioners were asked to list
the key words they used when patients presented with
acute urinary symptoms; these corresponded to 29
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Read codes. The data base was searched for all
consultations by GPs and nurse practitioners with
non-pregnant women aged 18 to 65, using any of
these codes, over a period of 1 year. Women with
diabetes, a history of chronic urinary disease or
who were currently under the care of a consultant
urologist and those attending follow-up consul-
tations within 4 weeks of a previous presentation
with acute urinary symptoms, were excluded. This
satis� ed the criteria for implementation of the pro-
tocol against which recorded practice was to be
measured. Each patient was coded in SPSS for
Windows and, from this population (n = 564) a
random sample of 50 nurse practitioner and 50 GP
consultation records was generated. The age pro� le
of the population and the sample seen by both
groups of practitioners was compared.

The Protocol
The protocol de� ned those women with acute

urinary symptoms where infection could be con� -
dently excluded by an assessment of the presenting
symptoms supported by a negative urine dipstick
test result. These women required advice and anal-
gesia and did not require antibiotic therapy. The
protocol also de� ned those women with positive
urinary nitrites on dipstick testing where infection
could be positively diagnosed and antibiotics pre-
scribed. Women presenting with urinary symptoms
and inconclusive urinalysis merit careful assess-
ment, as outlined by the protocol, and do not
always require antibiotic therapy. O’Dowd et al.
(1984a) demonstrated that GPs, exercising clinical
judgement supported by urinalysis, could achieve
an 80% accuracy rate in differentiating bacterial
urinary infection requiring antibiotic treatment
from simple urethritis when antibiotics are not
necessary. Since the completion of that study near-
patient urinary nitrite testing has improved the
potential for diagnostic accuracy, nevertheless, the
routine prescription of antibiotics by general prac-
titioners to females presenting with urinary symp-
toms, regardless of a urinary dipstick test result,
remains widespread (Rink, 1998).

The protocol was examined to identify the
activities involved in each stage of the clinical
decision-making process. Five distinct activities
were identi� ed: assessment, urinalysis, diagnosis,
management and prescription of antibiotics, if
appropriate. Each activity could be recorded using
Read codes, or entered as free-text, at the discre-
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tion of the nurse practitioner or the GP. Following
statistical advice a data collection tool was
designed to record evidence of documentation of
each activity. The data were collected from the
Read codes and free-text entries of the random
sample and entered into SPSS for Windows. Pear-
son’s chi-square was used to compare the two inde-
pendent proportions (nurse practitioner and GP)
and to assess the statistical signi� cance.

Patient satisfaction survey
A descriptive survey design was used to compare

patients’ satisfaction with a consultation with a GP
or a nurse practitioner. However, this design could
not explain phenomena or show causal relationships
between them (Oppenheim, 1992). A literature search
using Medline and the keywords ‘questionnaire’,
‘consultation’ and ‘patient satisfaction’ produced ref-
erences to a number of tools used to measure patient
satisfaction in general practice which had demon-
strated reliability and validity (Baker, 1990; Henbest
and Stewart, 1990; Kinnersley et al., 1996; Lewis and
Williamson, 1995; Paterson, 1996; Williams et al.,
1995). The consultation satisfaction questionnaire
(Baker, 1990; Baker, 1996) was found to be most
suited to identifying dimensions of patient satisfaction
relating to perceived competence of the practitioner,
it was quick to complete and suitable for use after a
consultation for acute minor illness. Although
developed for doctors, Poulton (1996) has piloted and
validated its use with community nurses and shown
it to be suf� ciently sensitive to compare quality of
care between different groups of health professionals.

All the practitioners were asked to give a consul-
tation satisfaction questionnaire and explanatory letter
to all women � tting the same criteria as those de� ned
in the retrospective study. Data collection was con-
tinued until 25 completed questionnaires had been
received from women who had seen one of the nurse
practitioners and 25 from women who had seen one
of the GPs. The women were asked to complete the
questionnaire before leaving the surgery and leave it
in a sealed box on the reception desk. The name of
each patient who received a questionnaire was noted
but the responses were con� dential. At the end of
each week all the relevant consultations were ident-
i� ed using the Read code search and patients who
had not received a questionnaire were sent one in the
post with an explanatory letter and post-paid envel-
ope. Nonresponse rates were calculated for both
groups of practitioners.
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The consultation satisfaction questionnaire con-
sists of 18 questions with a � ve-point scale of
responses ranging from ‘strongly agree’ to
‘strongly disagree’. Some questions are phrased
negatively, for example: ‘Some things about my
consultation with the doctor/nurse practitioner
could have been better’ and in this case the positive
response would be ‘strongly disagree’. For each
question a score of one is given for the most nega-
tive response through to a maximum score of � ve
for the most positive response. Studies incorporat-
ing principal component analysis (Baker, 1990;
Baker, 1996; Kinnersley et al., 1996; Poulton,
1996) have shown that the responses to the ques-
tions correlate with three subscales labelled: factor
one, professional care; factor two, depth of
relationship; factor three, perceived time (as shown
in Table 1). The remaining three questions are
grouped in a further subscale called general satis-
faction. The scores of the questions in each scale
are added together and converted to a scale of zero
to 100 with zero representing complete dissatis-
faction and 100 representing complete satisfaction
(Baker, 1996).

The data were entered into SPSS for Windows
for analysis. The mean and median satisfaction
scores, standard deviation and range was calculated
for the nurse practitioners and the GPs within each
subscale. The use of mean and standard deviations
with nonparametric data is accepted by most
statisticians who work with psychologists (Baker,
personal communication) and has become an
acceptable way to summarize the results of Likert-
type scales (Oppenheim, 1992). The statistical sig-
ni� cance of the relationship was tested using the
Mann-Whitney U.

Results

Retrospective study: use of the protocol
Table 2 shows that there was no signi� cant dif-

ference between the age distribution of the patients
seen by a nurse practitioner and the age distribution
of the patients seen by a GP in the study population
or in the sample population.

The protocol listed dysuria, frequency, pyrexia,
abdominal pain and loin pain as important symp-
toms to consider in the assessment of the patient’s
presenting complaint. As shown in Table 3 the
nurse practitioners’ consultation records were more
Primary Health Care Research and Development 2002; 3: 194–204

Table 1 The Consultation Satisfaction questionnaire (Baker
1990)

Question Attitude statement Factors
no.

1 I am totally satis� ed with my General
visit to this NP/GPa satisfaction

2 This NP/GP was very careful Professional
to check everything when care
examining me

3 I will follow this NP/GP’s Professional
advice because I think she/he care
is absolutely right

4 I felt able to tell this NP/GP Depth of
about very personal things relationship

5 The time I was able to spend Perceived time
with this NP/GP was a bit too
short

6 This NP/GP told me Professional
everything about my care
treatment

7 Some things about my General
consultation with the NP/GP satisfaction
could have been better

8 There are some things this Depth of
NP/GP does not know about relationship
me

9 This NP/GP examined me Professional
very thoroughly care

10 I thought this NP/GP took Professional
notice of me as a person care

11 The time I was allowed to Perceived time
spend with the NP/GP was
not long enough to deal with
everthing I wanted

12 I understand my illness much Professional
better after seeing this NP/GP care

13 This NP/GP was interested in Professional
me as a person not just my care
illness

14 This NP/GP knows all about Depth of
me relationship

15 I felt this NP/GP really knew Depth of
what I was thinking relationship

16 I wish it had been possible to Perceived time
spend a little longer with the
NP/GP

17 I am not completely satis� ed General
with my visit to the NP/GP satisfaction

18 I would � nd it dif� cult to tell Depth of
this NP/GP about some relationship
private things

Possible responses to each question are: strongly
agree/agree/neutral/disagree/strongly disagree.
aNurse practitioner; general practitioner.

likely to include a note of the assessment of the
presence or absence, of these symptoms (Pearson
chi-square 25.156, P , 0.001).

The protocol advised dipstick urinalysis for all
patients presenting with acute urinary symptoms.
Table 3 shows that the records kept by the nurse
practitioners were signi� cantly more likely to rec-
ord the result of this test (Pearson chi-square
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Table 2 Distribution of age groups of the study population
and sample population of female patients seen by nurse
practitioners and GPs (P . 0.1)

Patient age groups

18–30 31–40 41–50 51–65

Seen by nurse practitioner
Population, n = 126; 38.9% 17.5% 19.8% 23.8%
sample population, 44% 22% 18% 16%
n = 50

Seen by general
practitioner

Population, n = 438; 40.2% 14.8% 17.4% 27.6%
sample population, 52% 10% 14% 24%
n = 50

Total population, n = 564; 39.9% 15.4% 17.9% 26.8%
sample population, 48% 16% 16% 20%
n = 100

The percentages represent the proportion of the total
population and the sample population falling within each
age range.

Table 3 Summary of results of the retrospective survey of
the records of female patients

Record of: NP GP

Assessment of patient 48 (96%) 26 (52%)
Urinalysis 47 (94%) 25 (50%)
Management plan 44 (88%) 25 (50%)
Antibiotics prescribed 34 (68%) 50 (100%)
Repeat consultation 6 (12%) 10 (20%)

Figures (%) represent the number of patient records in
which a recording of that activity was made.

24.008, P , 0.001). These records included urinal-
ysis undertaken at the time of the consultation, by
the practice nurse, at the request of the practitioner.
All the patients seen by either nurse practitioners
or GPs who had positive nitrites received � rst-line
antibiotics appropriately according to the protocol
(trimethoprim or amoxycillin).

The records were searched for evidence of one or
more of the four elements of the management plan
proposed by the protocol: advice, mid-stream urine
sample (MSU) for culture and sensitivity (when
indicated), analgesia and appropriate follow-up.
Table 4 shows that the nurse practitioners recorded
at least one element of the management plan signi� -
cantly more frequently than the GPs (Pearson chi-
square 16.327, P , 0.001). Twenty-� ve (50%) of the
nurse practitioners’ records included two or more
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elements of the management plan. The GPs occasion-
ally recorded advice, analgesia and appropriate follow
up but the most frequent element of a GP’s manage-
ment plan was to request a MSU. There was no sig-
ni� cant difference in frequency of requesting a MSU
between the two groups of practitioners (Pearson chi-
square 0.386, P . 0.5).

The protocol de� nes the indications for anti-
biotic therapy. A consultation with a nurse prac-
titioner was signi� cantly less likely to result in an
antibiotic being prescribed (Pearson chi-square
19.048, P , 0.001). All consultations with a GP
resulted in prescription of an antibiotic (Table 3).
Ninety-one per cent of all prescriptions provided
the � rst-line antibiotics recommended in the pro-
tocol with no signi� cant difference between the
nurse practitioners and the GPs.

The data were examined for evidence that the
management decisions were based on the assess-
ment and initial investigation of the patient in
accordance with the protocol. Ninety-six per cent
of the records of patients seen by a nurse prac-
titioner showed clear evidence of use of the proto-
col. Forty-eight per cent of the records of patients
seen by a GP showed clear evidence of use of the
protocol, 2% were in con� ict with the protocol but
the remaining 50% of the GPs’ records did not
contain enough evidence for a judgement to made.

Outcome of the retrospective study
Six patients who had originally seen the nurse

practitioner and ten patients who had originally seen
the GP attended again within 14 days due to non-
resolution of symptoms (Pearson chi-square 2.439,
P . 0.1). All the patients who needed a further con-
sultation had originally been treated with antibiotics.
None of the patients (n = 16) who saw a nurse prac-
titioner and did not receive antibiotic treatment con-
sulted again. The reasons for follow up are listed in
Table 5. One patient reacted adversely to the anti-
biotics and nine patients did not respond to initial
antibiotic treatment. One patient initially seen by a
nurse practitioner and three initially seen by a GP
developed further symptoms that resulted in revision
of the original diagnosis. Two patients initially seen
by the GP developed chronic symptoms and were
referred to a consultant urologist.

Patient satisfaction survey
The patient satisfaction questionnaires were dis-

tributed as described above and distribution con-
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Table 4 Frequency of recording of any management and the individual elements of a management plan in the patient’s
record

Consultation records Any management Advice recorded Analgesia recorded MSU recorded Follow up
recorded recorded

Seen by NP (n = 50)a 44 (88%) 22 (44%) 15 (30%) 18 (36%) 22 (44%)
Seen by GP (n = 50) 25 (50%) 3 (6%) 1 (2%) 23 (46%) 5 (10%)

Figures (%) represent the number of patient records in which a recording of that activity was made.
a25 (50%) of the nurse practitioners records contained more than one individual element of the management plan.

Table 5 Frequency of repeat consultation for the same problem or a complication related to the original problem within
14 days of original presentation to the nurse practitioner or general practitioner

Consultation records Treatment Antibiotic Diagnosis Referral to
side effect changed revised urologist

Seen by NP (n = 50) 1 (2%) 4 (8%) 1 (2%)
Seen by GP (n = 50) 5 (10%) 3 (6%) 2 (4%)
P = 0.1

All these patients had initially been treated with antibiotics.

tinued until 50 completed questionnaires had been
returned, 25 relating to nurse practitioner consul-
tations and 25 relating to GP consultations. The
nurse practitioners saw 27 patients who quali� ed
for the study during the data collection period and
the 25 completed questionnaires represented a 93%
response rate. Twenty-four questionnaires were
completed at the time of the consultation and one
was returned by post. The GPs saw 53 qualifying
patients before the target of 25 completed question-
naires was achieved, a response rate of 47%. Thir-
teen questionnaires were completed at the time of
the consultation and 12 were returned by post. The
results from the patient satisfaction survey are
shown in Table 6.

Table 6 Results of the Consultation Satisfaction questionnaire completed by 50 women aged 18–65 following
consultation with a nurse practitioner or a GP

Factor NP GP

Mean Median Range Standard Mean Median Range Standard
deviation deviation

Professional care 84.4 83.3 70–100 9.4 79.6 80.0 60–100 10.3
Depth of relationship 75.8 76.0 48–96 10.9 65.8 68.0 36–88 13.7
Perceived time 79.2 80.0 40–100 13.5 71.5 73.3 40–100 16.0
General satisfaction 88.0 86.6 73–100 8.8 78.1 80.0 47–100 13.9

The scores of the questions in each scale have been added together and converted to a scale of zero to 100 with zero
representing complete dissatisfaction and 100 representing complete satisfaction (see text).
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Professional care
The subscale ‘professional care’ combines the

responses to seven of the questions. Patients who
saw a nurse practitioner were more satis� ed but the
difference was not statistically signi� cant (Mann–
Whitney U 220.5, P , 0.1).

Depth of relationship
The subscale ‘depth of relationship’ combines the

responses to � ve of the questions. Table 6 shows a
higher mean and median value for satisfaction for the
nurse practitioners than for the GPs, with a wider
range of responses for the GPs. This difference was
statistically signi� cant (Mann–Whitney U 179.0,
P , 0.01).
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Perceived time
The subscale ‘perceived time’ combines the

responses to three of the questions. Table 6 shows a
higher mean and median value for satisfaction for the
nurse practitioners than for the GPs but the difference
was not signi� cant (Mann–Whitney U 233.5,
P . 0.1).

General satisfaction
The subscale ‘general satisfaction’ combines the

responses to questions 1, 7 and 17. Table 6 shows a
higher mean value for satisfaction for the nurse prac-
titioners than for the GPs, with a wider range of
responses for the GPs. This difference was
statistically signi� cant (Mann–Whitney U 180.0,
P , 0.01).

Discussion

This study aimed to compare the management of
acute urinary symptoms by nurse practitioners and
GP when guided by a protocol. The outcome for
the patient was evaluated using, as indicators, the
resolution of symptoms and patient satisfaction.
The strength of the design was that a single con-
dition was studied in a well de� ned study popu-
lation. However, the number of practitioners and
patients involved in the study was small and there
was no randomization of patients to practitioners.

The retrospective study looked at existing records
so that the research process had no in� uence on the
outcome of these consultations. The lack of detail in
the GPs’ records made it dif� cult to assess the use
of the protocol but that may re� ect a difference in
recording behaviour rather than actual activity. It is
possible that the patients who saw a GP had more
severe symptoms and were selecting a consultation
with a doctor rather than a nurse practitioner but the
results of the urine samples sent and the urinalysis
carried out at the time of consultation appeared to
indicate that patients had similar degrees of mor-
bidity. Also, because of the acute nature of the prob-
lem, these patients were often seen as emergency
appointments and these were allocated to prac-
titioners in this surgery on a nonselective rota basis.
However, there is no doubt that randomized trials
such as those recently completed in Cardiff
(Kinnersley et al., 2000) and Manchester (Venning
et al., 2000) should overcome these shortcomings.
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Comprehensive record keeping is particularly
important to the developing role of the nurse prac-
titioner as, in taking on what have traditionally
been medical roles, a nurse would be judged
against a reasonable standard of medical care. The
quality of the written record is crucial if use of a
protocol is to be demonstrated. In the USA it is an
adequate defence to be able to demonstrate the use
of a clinical protocol in patient care, or to have
documented the reason why the protocol was not
applied, whether it be a clinical judgement in the
patient’s best interest or lack of patient consent to
agree to a course of treatment (Murphy, 1997). The
legal issues have not been fully explored in the UK
but legal opinion suggests that the use of protocols,
supported by accurate patient records, may be used
in court proceedings against the practitioner or in
support of the practitioner (Tingle, 1995).

Concern about increasing bacterial resistance
makes decision-making about antibiotic use
particularly signi� cant. Inappropriate demand for
antibiotics by the public is common (Audit
Commission, 1994) but in this study the nurse
practitioners demonstrated a signi� cantly lower
prescribing rate and used antibiotics appropriately.
This was achieved with acceptable outcomes as
measured by resolution of symptoms and patient
satisfaction. The proposals of the Prescribing
Review (Department of Health, 1999) speci� cally
excluded antibiotics from any proposed extension
of prescribing to nurses but these results do not
support this stance. On the contrary, these nurse
practitioners demonstrated responsible and dis-
criminatory use of antibiotics but further studies
are needed, if that is to be demonstrated, by other
nurse practitioners and in other clinical situations.

In a study of clinical judgement in the
management of frequency and dysuria in general
practice, O’Dowd et al. (1984b) suggested that
GPs weighed up the severity of symptoms and un-
speci� ed ‘psychosomatic markers’ in making the
decision to give or withhold antibiotics. The results
presented in this paper suggest that nurse prac-
titioners can achieve a similar level of clinical
judgement. Advanced nursing practice has been
characterized by evidence of more individualized,
discretionary judgment and less reliance on rigid
rule following or adherence to stated criteria
(Benner, 1984; Brykczynski, 1989). On the other
hand, strict adherence to a protocol implies a
reduced focus on personal, individualized care.
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Benner is not without critics. Cash (1995) suggests
that her approach only validates the practice of
authority and tradition and that intuition, however
valid and reliable in an individual case, does not
give credence to nursing knowledge or redress the
balance of power with medical epistemology. It
may be reasonable to propose that advanced nurs-
ing practice achieves a balance between knowledge
and intuition, the science and art of nursing.

Equivalent or higher patient satisfaction scores
with nurse practitioner care rather than physician
care are a consistent � nding in the UK and the
USA (Brown and Grimes, 1995; Coopers and
Lybrand, 1996; Mundinger et al., 2000; Myers
et al., 1997; Reveley, 1998; South East Thames
Regional Health Authority, 1994). There are a
number of factors which may explain these differ-
ences: � rst, nurse practitioners tend to have longer
consultation times than GPs. Studies have shown
that shorter consultations are associated with lower
levels of satisfaction (Baker, 1996; Morrell et al.,
1986) while longer general practitioner consul-
tations are associated with more listening,
explanation, anticipatory care and health pro-
motion (Howie et al., 1997; Wilson et al., 1995).
Secondly, the proportion of the GPs’ satisfaction
questionnaires that were returned by post may have
affected their results. Completion of the question-
naire at home rather than in the surgery at the time
of consultation has been associated with a mean
reduction in satisfaction scores of 5.8%
(Kinnersley et al., 1996). The scale of this study
did not allow control of this variable. Finally, the
‘Hawthorne’ effect is the term given to the alter-
ation in subjects’ responses as a result of inclusion
in a research project. The nurse practitioners and
GPs were aware that they were subject to a satis-
faction survey and should have experienced this
effect equally, however, the commitment of the
nurse practitioners to the project, evidenced by
their high rate of distribution of questionnaires at
the time of consultation, may mean that they
experienced this effect to a greater degree.

Patient satisfaction has proved a dif� cult out-
come to measure. Baker (1997) suggests that this
is because there is no theory to explain its meaning.
Patients are generally ‘satis� ed’, but in larger stud-
ies the Consultation Satisfaction Questionnaire has
been shown to discriminate between underlying
practice variables (Baker, 1996). Baker asserts that
this is because this tool is based on a pragmatic
Primary Health Care Research and Development 2002; 3: 194–204

model of patient satisfaction that depicts the
relationship between the satisfaction variables
identi� ed from the literature and from comments
made by colleagues and patients. The model
de� nes satisfaction as an attitude that is continuous
rather than dichotomous and multidimensional as
a patient may, within the same consultation, be
satis� ed with the amount of time available but dis-
satis� ed with the clinical examination. However,
within the present study setting it is proposed that
the higher satisfaction scores achieved by the nurse
practitioners represent an aspect of ‘added value’
which merits further de� nition.

There is a much greater body of nurse practitioner
research in the USA than in the UK. Nevertheless,
as Brown and Grimes (1995) emphasize, much of
this research is hampered by the shortcomings dis-
cussed here. In a rigorous meta-analysis of published
and unpublished work in the USA, Brown and
Grimes (1995) found just three randomized trials
which used patient satisfaction as an outcome and
were suf� ciently robust to be included in their analy-
sis. These studies found signi� cantly higher levels of
patient satisfaction with nurse practitioner care
(P , 0.0001). Mundinger et al. (2000) have pub-
lished the results of a randomized trial in which
patient satisfaction between independent nurse prac-
titioners and physicians was not signi� cantly differ-
ent. Brown and Grimes (1995) suggest that future
research should identify the ‘process of care’ as the
independent variable. If a nurse practitioner is provid-
ing the same care as a doctor then what justi� es her
separate existence? If patients value a different qual-
ity of care then what makes it different and why is
it so? Coopers and Lybrand (1996) suggest that it is
too simple to assume that nurses are simply acquiring
and using doctors’ skills, and propose that their suc-
cess is due to practicing their skills from a nursing
perspective. This leads the researcher to the body of
qualitative research that seeks to identify the process
of care used by nurse practitioners (for example,
Brykczynski, 1989; Johnson, 1993). This is an area
of enquiry under-represented in the UK.

This study has compared nurse practitioners
with GPs in a speci� c role in which the nurse prac-
titioners were trained and experienced and does not
seek to suggest that nurse practitioners could, or
should, replace GPs. In seeking increased involve-
ment in patient care nurses must accept the need
for formal evaluation but while the comparative
approach is logical it also has the potential to cre-
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ate discomfort or con� ict within teams where none
existed prior to the research process. If nurse prac-
titioners do indeed bring added value to some
aspects of consultations in primary care then the
challenge for future research is to identify that con-
tribution and promulgate it. The authors have no
doubt that doctors and nurses have much to learn
from each other, indeed, as Hopkins et al. (1996)
suggest, medicine and nursing should be striving
for interdependence rather than independence.

Conclusion

The nurse practitioners in this study demonstrated
management of acute urinary symptoms equivalent to
management by the GPs. Their records were more
complete, their prescribing rate was lower, and they
made similar use of laboratory resources. This equiv-
alence was achieved with no increase in the number
of patients who needed to be seen again and with
higher patient satisfaction. Although it cannot be con-
cluded that the protocol was the only signi� cant fac-
tor it was evidently a signi� cant part of the nurse
practitioners’ decision-making.

This study supports the use of protocols to guide
nurse practitioners in their work and to facilitate
prescribing, however, further work is needed to dem-
onstrate the applicability of protocols to other nurse
practitioners and in more complex clinical situations.
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