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PREFACE

Having been a Certified Registered Nurse Anesthetist
for over 10 years, functioning both as a practitioner and as
an educator, I have become very aware of many problems
facing my profession. These problems are frequently dis-
cussed by physicians and nurses in the work situation as
well as in the political arena. Until this time there has
been no formal study of these problems.

In my study of interpersonal conflict related to the
field of health care administration, I became aware that one
method of solving conflict entailed utilization of opinions
of the conflicting groups in order to reach a mutual expec-
tation and therefore reduce the level of conflict. My hope
is that by utilization of the material provided by this
study, physicians and nurses can reach a mutual decision
regarding expectation of each other. Each hospital might
develop a job description similar to the one developed for
UCLA, (presented in Appendix V), which is based on the
results of this study. If both physicians and nurse anes-
thetists agree upon this job description, both groups will
have similar expectations and conflict may be reduced.

This study also brings to light the feelings of both

groups regarding the profession of nurse anesthesia and how

¥2193



it is perceived. Verbalization of these feelings may open
the area to constructive discussion or further research.

The area of education for the nurse anesthetist is
very pertinent today and changes are being made in a few
institutions to create more academic and less technical
training programs. The results of this study indicate a
need for more academic programs. This study may stimulate
even more institutions to develop their programs on the
academic level,

Areas become apparent from this survey in which more
definitive work should be helpful. Perhaps this study will
stimulate others to do research in the area.

It is my hope that by disseminating the knowledge
gained here to members of the anesthesia care team, through
formal presentation at meetings and publication, I might be
able to begin an attempt at conflict reduction between
physicians and nurses in the field, and stimulate future
study of the identified problem areas.

This thesis was written to fulfill what I considered a
need in the field as well as to fulfill an academic require-
ment.

I wish to express gratitude to the many people who
have provided assistance with this study.

I wish to especially thank Jerome Selinger, Ph.D., who
has been my faculty sponsor throughout the year and has

provided information, guidance and support during my study.

Dr. Dennis Cowan, my faculty administrator, has pro-




vided guidance and support, and I would like to thank him
for his efforts.
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working with the American Society of Anesthesiologists in
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Ronald L. Katz, M.D., Professor and Chairman Depart-
ment of Anesthesiology, UCLA, has provided personal, pro-
fessional and financial help during this study.

Robert Kaufman, M.D., Ph.D., Assistant Professor of
Anesthesiology, UCLA, deserves a special thanks for his
assistance and guidance with the data processing and analy-
sis sections of this study.

I would also like to thank J. Weldon Belleville, M.D.,
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INTRODUCTION

In the past five years there have been many discus-
sions of change, as well as actual implemented changes
relating to the utilization of non-physician personnel in
health care. The goals of these changes are provision of
guality health care and development of the most economical
methods of health care provision. There have been recent
opinions expressed that more physicians are being trained
than necessary to meet the demands of the future. 1Is it
necessary to have the broad background of medical school to
perform many of the traditional tasks of the physician, or
can non-physicians with shorter, but in-depth training in
specialty areas also provide quality care? Many authorities
feel that non-physician personnel in anesthesia and other
specialties may be a partial solution to increasing costs.

Geographical distribution of physicians is also a
current area of concern. 1In 1974, the American College of
Surgeons conducted a study of surgical care in the United
States. They found that although there were more surgeons
than necessary for the total population of the country,
there was a maldistribution of surgeons according to popula-

tion. Included in this study was a comparison of other

medical specialties. 1In anesthesia, although there was not




at the time an overabundance of qualified practitioners,
there was a demographic maldistribution for population.l In
pecember, 1976, Frederick K. Orkin M.D., an anesthesiolo-
gist, published a study with similar results.2

Nurse anesthetists provide over fifty per cent of the
anesthesia care in the United States. Frequently, nurse
anesthetists work in areas where there are no physician
anesthesiologists, as well as working with anesthesiologists
in the larger hospitals.

In September, 1976, the American Society of Anesthe-
siologists printed in their newsletter that the ideal super-
vision of nurse anesthestists was in the ratio of two nurse
anesthetists to one anesthesiologist.3 Due to the present
geographic distribution of anesthesia personnel, this ratio,
is, at this time, impossible. Many nurse anesthetists work
alone since there is no physician anesthesiologist in their
geographical area. They must, therefore, be trained to work
without supervision.

Historically, nurses have been administering anesthe-

sia for many years. The National Association of Nurse

1Francis Moore, Lecture on Medical Manpower. Roven-
stein Memorial Lecture. American Society of Anesthesiolo-
gists Annual Meeting, October, 1976.

2Frederick K. Orkin, M.D., "Analysis of the Geograph-
ical Distribution of Anesthesia Manpower in the United
States," Anesthesiology, Vol. 45, No. 6, December, 1976.

3Newsletter of the American Society of Anesthesiolo-

gists, July, 1976, p. 3.




Anesthetists was formed in 1931, The American Society of
Anesthesiologists was formed four years later, in 1935,
Today, the American Association of Nurse Anesthetists has
approximately 17,000 members while the American Society of
Anesthesiologists has approximately 14,000 members. "In the
1950's,"™ D. V. Thomas states, "physicians administered
approximately one-half of the anesthetics given in the
United States, and the rest were given by nurses. But the
specialty was growing so fast that everyone felt sure that
in a decade or so almost all anesthetics would be adminis-
tered by anesthesiologists. Yet, by 1976, despite an
increase in the number of anesthesiologists of 300%, com-
pared with a United States population growth of 30%, the
proportion of anesthetics administered by anesthesiologists
is only about one-half. The nurse anesthetist still gives
the remainder."4 It appears that utilization of nurse
anesthetists will continue, and may expand, due to the
increasing emphasis on utilization of non-physician per-
sonnel in the future.

For many years, anesthesiologists and nurse anesthe-
tists have worked side by side in the community with little
or no conflict. The vast majority of physicians and nurses
still deal effectively with one another. Problems have
recently arisen, however, from the political relationships

of the ASA and the AANA, whjo were the individuals actually

4D. V. Thomas, "Letter From America: Reflections of

an Expatriate," Anaesthesia, 1976, Vol. 31, pp. 783-88.




working with the physician anesthesiologists. Miss Baum
then wrote a letter to Senator Talmadge, who is interested
in the most economical provision of quality health care,
stating that nurses were providing anesthesia care in a
manner equal to physicians, but more economically. The
writing of this letter was, at that time also unknown to

the general membership of the AANA. As would be expected,
this letter was widely distributed among ASA members, and
upon its publication upset their membership, particularly
since it implied that Certified Registered Nurse Anesthe-
tists were providing equal care in a more economical manner.
In the background of the possible initiation of National
Health Insurance with its resultant effect on physician
salaries, this letter only provoked physician discontent and
aimed hostility at then AANA. The membership of the AANA
asked that Bernice Baum resign as Executive Director because
of this letter, but the damage had already been done. Since
then, relationships between the two groups, who should
ideally be working together as a team for quality
anesthesia care, have deteriorated. Many hostile letters
have been sent between the officers of both organizations.
These letters have been subsequently published and available
5

to the general membership of both groups.

The ASA challenged the authority of the AANA in 1976

5Nancy A. Fevold, "Cooperation, Communication, and
Coexistence: Is it Attainable?" AANA News Bulletin,

November, 1976, Vol. 30, No. 6, pp. 1-3.




to accredit their own programs in nurse anesthesia. This
authority is given by the Department of Health, Education
and Welfare of the United States. The Department of Health,
Education and Welfare has to this date, backed the American
Association of Nurse Anesthetists, but it seems only a
matter of time until the challenge comes again. There is a
strong belief among physician anesthesiologists that train-
ing and certification of nurse anesthetists should be under
physician control. This feeling was only strengthened by
recent events.

Physician's Assistant programs in anesthesia have been
instituted at two university centers within the last five
years. These programs were formally recognized by the
American Society of Anesthesiologists in 1976. It appears
that there will continue to be a need for some type of non-
physician personnel in anesthesia, and that team anesthesia
care is the most ideal method of providing quality care.
Nurse anesthetists have been concerned about the advent of
Physician's Assistant programs because the physician's
assistants do similar work to the nurse anesthetists. It is
a possibility that if the political situation between the
ASA and the AANA becomes more strained, there will be more
support of the physician's assistant programs. It seems
that now, however, the majority of anesthesiologists feel
that the need for non-physician personnel should be provided

by nurses rather than physician's assistants. There has to

date, not been a published study defining this feeling.




There have been many statements as to what various
individuals, both physicians and nurses, feel is included in
the job of the nurse anesthetist. Many physicians and nurse
anesthetists seem to have different opinions as to the role
of the nurse anesthetist, but once again there have been no
definitive studies published in this area.

My concern is one of defining the role of the nurse
anesthetist more adequately, so that ultimately we are aware
if we are providing adequate training for the graduates of
our schools of nurse anesthesia. Are we under or over-
training our students for their actual job needs as gradu-
ates? I believe that if we arrive at a description of the
usual role of the nurse anesthetist based on both physician
and nurse anesthetist opinion, we might alleviate many of
the problems between physicians and nurses. If there is a
mutual understanding of what care nurses are able to pro-
vide, and what nurses are trained and qualified to do,
perhaps nurses would be better understood in anesthesia and
we could work together with physicians to provide the best
nurse anesthetists possible for their role on the anesthesia
care team. Hopefully, this would also increase job satis-
faction for the nurse anesthetist.

It is my wish to provide by this study, an initial
description of what physicians and nurse anesthetists feel

the role of the nurse anesthetist on the anesthesia care

team is today contrasted with what it could possibly be in




the future. It is my assumption that given a description

pased on this and possibly other studies, we might obtain a
definition of the role of the nurse anesthetist so that we
might reach a mutual understanding with physician anesthe-

siologists and possibly eliminate some of the conflict

between the two groups.




CHAPTER 1

DEFINITION OF PROBLEM

1. Conflict and Unhappiness

There is a fair amount of conflict and unhappiness
today between physician anesthesiologists and nurse anesthe-
tists. The following areas are those which I have identi-
fied as contributing to the conflict:

1. Differences between the actual and perceived job.

2. The changing nature of the field.

3. Legal changes affecting the field.

4, Identification of physician anesthesiologist

vs. nurse anesthetist tasks.

5. Political influences.

6. Departmental economy and efficiency.

These areas are a part of the more inclusive areas I have
identified as the six areas of this study.

The first of the areas which can lead to conflict
which I will discuss are the differences in the perceived
job and the actual job. These differences in perception
exist on the part of anesthesiologists and on the part of
nurse anesthetists. We have inter-physician, inter-nurse,

and physician-nurse differences of opinion on what is

included in the job description of the nurse anesthetist.




Additional differences relating to the perceived and actual
job description of the nurse anesthetist occur in the mind
of the hospital administrator. Usually the hospital admin-
istrator is not trained in anesthesia, and may have diffi-
culty interpreting the different opinions regarding the
capabilities of the nurse anesthetist which they receive
from nurse anesthetists as a group and from anesthe-
siologists as a group.

It is not always possible to categorize physicians or
nurses in terms of their views. For example, an individual
may feel that in the area of regional anesthesia a nurse
should do less, but in the area of general anesthesia a
nurse should do more than is currently the practice. Thus,
it is not possible to classify people as believing either in
the expanded role or in the contracted role of the nurse
anesthetist, since opinions may differ on various aspects of
the role.

Other variations in the job may exist in the area of
pre-operative and post-operative anesthesia care. An indi-
vidual may feel strongly that a nurse should have a minimal
role in the pre-operative evaluation and planning, but a
maximal role in post-operative care and planning.

It should thus be obvious that the number of combina-
tions and permutations of opinion regarding the role of the
nurse anesthetist may be infinite, and that the position of

individuals may vary enormously depending upon specific

aspects of the job with which one is dealing.
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Differences in attitudes which may occur in a nurse
anesthesia training program as compared with attitudes
encountered in the graduate work situation may cause uﬁhap-
piness and conflict. A student is often sheltered from
attitudes and work situations which would adversely affect
him. If he or she then encounters adversity as a graduate
it may be difficult to understand and handle. There also
may be differences in one job as compared with another,
particularly in the areas of tasks performed and level of
responsibility assumed. The graduate may have difficulty
adapting to a new situation if he is not well prepared for
changes in his role.

A major source of conflict arises from the fact that
physicians or hospital administrators, who determine the job
qualifications and the job description for the nurse anes-
thetist, may not be aware of the changing nature of the
field. There have been marked differences in the profes-
sional training of nurse anesthetists in the last five years
to include more in-depth training in technical skills and
didactic background. The job of the nurse anesthetist is
changing from a technical to a professional role. Advances
in the field of anesthesia have been marked in the last few
years. A nurse anesthetist completing training today may
have totally different training and expectations than a
graduate of five, ten, or twenty years ago. Previous nurse

anesthesia training programs were frequently a form of

apprenticeship. In the newer programs, with the increasing
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sophistication of medical equipment as well as the develop-
ing ability to operate on patients who would formerly have
pbeen considered inoperable, it has been necessary to greatly
expand the knowledge of the nurse anesthetist. Students
today must learn a great deal about physics in order to
understand some of the more complicated equipment being
used. Students are being taught much more about the patho-
physiology of diseases which affect the patient's response
to anesthetic agents. Increasing polypharmacy has made it
necessary for the new graduates to understand drug inter-
action to an extent which was not necessary five or ten
years ago. Therefore, given the above, a physician or
hospital administrator who is not familiar with the changing
training programs may not appreciate the level of under-
standing of the newer graduates, and may not appreciate how
the new graduates perceive themselves.

Another recent source of conflict has arisen from
legal changes affecting nursing practice and physician
liability. The law now permits nurses to carry out func-
tions which were formerly considered to be in the purvue of
the physician. Older physicians and more conservative
physicians are resisting the changing nature of medical
Practice and nursing practice, and have difficulty in deal-
ing with htese new laws. One simple example relates to
intensive care units. Five or ten years ago it would have

been unthinkable for a nurse to diagnose an arrythmia and

initiate anti-arrythmic therapy before the physician
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arrived. Nowadays, this is commonplace. Similarly, it
would have been unthinkable for a nurse to defibrillate a
patient, yet in our best hospitals today this is a common
practice. Because of the current emphasis on malpractice
litigation physicians may not be as willing as in the past
to accept responsibility for the nurse anesthetist. Since
in most states, nurses still practice anesthesia under the
responsibility of the physician, be he surgeon or anesthe-
siologist, the malpractice situation has lead to changes in
the availability of jobs for the nurse anesthetist, the type
of jobs available, and the salaries earned.

The next area of conflict to be discussed is the
feeling among physicians that there are certain tasks that
are physician tasks and other tasks which are nursing tasks.
However, these definitions are being changed daily, and it
is difficult for both physicians and nurses to keep up with
the changes. One of the sources of difficulty is that just
as not all physicians are in favor of the expanded role of
nurses, not all nurses are necessarily in favor of an
expanded role for themselves. It is not uncommon to be in a
situation in which a physician has written a job description
which allows a nurse to carry out a certain procedure, but
another nurse may not agree with this expanded role. Once
again we have inter-physician differences, inter-nurse

differences, and physician-nurse differences with which to

deal.
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I1f physicians are unaware of the new patterns in nurse
anesthesia or do not agree with these patterns, skills which
nurse anesthetists have developed may be inadequately
utilized. This can lead to job discontent for the nurse
anesthetist if he or she feels that he is being either over-
or under-utilized. Once again this stems from differences
in the perceived and actual job.

The political differences between the American Society
of Anesthesiologists and the American Association of Nurse
Anesthetists is another source of conflict. The ASA and the
AANA have long been in conflict. While some attempts at
improving relations were made in the late 1960's and early
1970's by the formation of liaison committees, at present
there seems to be increasing conflict. This is due in part
to the intervention of government into medicine and in part
to the letter of Bernice Baum to Senator Talmadge regarding
the Feldstein study.6

There are economic considerations which are a major
source of conflict. 1In the past, physicians exploited nurse
anesthetists, hospital administrators exploited nurse anes-
thetists, and nurse anesthetists have been in direct fee for
service competition with anesthesiologists. Surgeons and

hospital administrators have frequently become involved both

6Paul J. Feldstein, "The Market for Anesthesia Ser-

vices: Some Estimates and Recommendations,”™ Journal of the
American Association of Nurse Anesthetists, December, 1975,

Vol. 43, No. 6. (Reprint)
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for economic and political reasons, in the reimbursement of
nurse anesthesia services. Employing nurse anesthetists has
peen a great source of income for hospitals. It has also
peen easy for hospital administrators and surgeons to
control nurse anesthetists politically as well as economi-
cally.

Finally, we have the psychological factors which have
been touched upon above. These may be summed up by stating
that some physicians as well as some nurses are threatened
by the increasing knowledge and ability of the newer gradu-
ates of nurse anesthesia schools, as well as by changes in
the laws governing nursing practice which allow nurses to
carry out functions previously allocated only to the physi-
cian.

Attempts to turn back the clock seem fruitless and
pointless. I feel that we must recognize the need for the
nurse anesthetist as an anesthesia care provider and define
this role so that individuals in this profession may contri-
bute in the best manner to the highest quality, most effi-
cient, and most economical provision of anesthesia care
possible. Hopefully, if this is done there may be a reduc-
tion in the level of conflict between physicians and nurses,
and there will be greater job satisfaction for the nurse
anesthetist.

I believe that if a typical job assessment of the

current role of the Certified Registered Nurse Anesthetist

is formulated, and opinions of physicians and nurses
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~ gathered as to how they believe this role might change in
the future, we who a re involved in education of both nurse
anesthetists and anesthesiologists could better prepare both
groups for working together to provide the highest quality
and most economical form of anesthesia care. I also believe
if the role of the nurse anesthetist in each department
becomes more consistent, and if it is understood by both
physicians and nurses, adaptation to job changes might be
easier for the nurse anesthetist, and conflict between

physicians and nurses might be further reduced.

2. Resolution of Conflict

I feel that in order to resolve the problems discussed
above, it would be helpful for physicians and nurses to work
out a job description for nurse anesthesia together. There
must be both physician and nurse input into decision making.
Rehnman, Stromberg, and Westerlund feel that utilization of
role descriptions and the supervision of their application
enables all concerned parties to have similar expectations.
This then assists in the resolution of conflict.7

According to the current California Nurse Practice Act
determination of the expanded roles of nurses should be done

by physicians, nurses and administrators, jointly. In

7E. Rehnman, L. Stromberg, and G. Westerlund, Conflict
and Co-Operation in Business Organizations (New York: Wiley-

Interscience, 1970).
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addition, the input of lawyers may also be necessary. If
the new job descriptions can be worked out to the mutual
satisfaction of all concerned, greater job satisfaction for
the nurse anesthetists, decreased conflict, and improved
care of patients undergoing operations should, I believe, be
the result.

Another benefit of resolving the conflict would be a
decrease in the cost of health care in this country due to
increasing utilization of non-physician personnel. The
present rate of health costs threatens to bankrupt the
system. One possible hope for the system is the redefini-
tion of physician roles and nurse roles. The physician
anesthesiologist and nurse anesthetist exemplifies one small
area of the need for redefinition of physician and nurse
roles in the entire medical profession.

Once physicians, nurses, and others adequately work
out new job descriptions, this will provide guidelines for
training programs and will avoid undertraining of students
which will lead to inadequate care of patients, and will
avoid overtraining of students which will result in exces-
sive training costs. Furthermore, I believe a satisfactory
determination of a job description will increase the under-
standing of the goals and aspirations of nurse anesthetists
and will lead to greater happiness and job satisfaction.

Working out the new role of the nurse anesthetist may not

only improve training, but may provide important guidelines
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 for hospitals in the utilization of nurse anesthetists. As
a result, when a nurse anesthetist changes from one insti-
tution to another, she will not have to face cultural shock,
and be expected to carry out procedures for which she was
not trained, nor will she experience a downgrading of the
profession by not being allowed to carry out procedures which
were permissible at another institution. Thus the net
result of the resolution of the conflict should be increased
understanding and happiness of the nurse anesthetist as well
as better utilization of the nurse anesthetist resulting in
increased efficiency, decreased cost of anesthesia care, and
improvement in patient care.

Satisfactory resolution of physician-nurse problems in
anesthesia may provide a model which will be of value in
physician-nurse conflicts in other areas of medical-nursing
care. I believe the resolution of these conflicts will
decrease the conflict level to an advantageous one where

the physician and nurse maintain just enough conflict to
provide mutual stimulation for greater efficiency, thus,
increasing the productivity and quality of health care.®

It is the goal of this study to explore the differing
opinions of physicians and nurses in terms of anesthetic

care of patients by nurses, and to attempt to arrive at a

8Harold J. Leavitt and Lewis Pondy, Readings in Mana-
erial Psychology (Chicago: University of Chicago Press,
964), pp. 538-541.
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pasic job analysis and description based on the opinions of
both physicians and nurses at various institutions. I have
derived six areas of concern which I feel are important to
the study of this problem. The areas include anesthesia
dpeartment policy regarding whether or not nurse anesthe-
tists should be utilized, economics and efficiency concern-
ing whether the inclusion of nurse anesthetists in the
departmental health care team increases the economic bene-
fits and the efficiency of anesthesia care delivery, nurse
anesthetist job satisfaction, practice of the nurse anesthe-
tist including which skills and deéisions should be included
in the practice of the nurse anesthetist, the impact of the
utilization of nurses in anesthesia care particularly as
relative to the feelings of the anesthesiologist, and the
education of nurse anesthetists; what should be included,
what the background should be prior to training, and at what
academic level should nurse anesthesia training be placed.

The areas to be explored, I believe should include
current practices contrasted with the possible future prac-
tice of nurse anesthetists, recognizing that the current
practice may not be what is felt to be the ideal. Hope-
fully, a survey of opinions on factors applicable to the
areas discussed will result in a summary of a random sample
of opinions of physicians and nurses regarding the practice
of nurse anesthesia. The definition of this opinion will be

a beginning attempt to help in the alleviation of some of

the conflict in the field.
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CHAPTER II

REVIEW OF THE LITERATURE

This review of the literature, regarding utilization
of Certified Registered Nurse Anesthetists and other para-
medical personnel as members of the anesthesia care team,
is divided into five areas. The first area of discussion
includes literature relating to departmental policy. This
area will include legal issues relating to the employment of
nurse anesthetists as members of the care team and the
demographic and manpower indications influencing the employ-
ment of nurse anesthetists. The second area will relate to
the education of nurse anesthetists and how nurse anesthesia
training should fit into the current academic structure.

The third area of discussion will relate to the practice of
nurse anesthetists in anesthesia departments. This area
will include the nature of work of the nurse anesthetist.
The fourth area of concern relates to the impact of hiring
nurse anesthetists and will include a discussion of litera-
ture on the conflict between anesthesiologists and nurse
anesthetists which is currently of importance. The fifth

area includes a discussion of the influences on economics

and efficiency of anesthesia departments when nurse anes-
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thetists are members of the anesthesia care team. The sixth
and final area will relate to job satisfaction of nurse
anesthetists.

1. Policy Regarding the Employment of

Nurse Anesthetists in Anesthesia
Departments

The nurse anesthetist is presently in a somewhat
tenuous position in employment due to the fact that he or
she is practicing under only a nursing license. This makes
the individual responsible for abiding by the Nurse Practice
Act in each individual state. Each state has variations in
the Nurse Practice Act, therefore, job descriptions may
vary. Recently, there has been a great deal of emphasis
placed on separate licensing of nurse anesthetists or at
least recognition of nurse anesthetists in state law. 1In
1975, in California, the California Association of Nurse
Anesthetists attempted to have this specialty of nursing
named in California law. Although this bill was passed by
both the House of Representatives and the Senate of Califor-
nia, it was subsequently vetoed by the Governor. Due to
this fact, we are currently still practicing under the Nurse
Practice Act. There is now another bill before California
Congress regarding the mention of the nurse anesthetist in
law. In 1975, the Nurse Practice Act was broadened to
include almost every nurse practice specialty. Nurse anes-

thetists are, therefore, permitted to practice their

specialty under the guidelines of the specific hospital in
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which they work. This leads to variations in the practice
of nurse anesthetists. To this date, three states have
nurse anesthetists named as a specific entity and many of
the remaining states are attempting legislation so that
nurse anesthetists are named in law apart from registered
nurses. The Joint Commission on the Accreditation of Hos-
pitals states that " . . . the anesthesia services shall be
properly organized, directed and integrated with other
related services or departments of the hospital." The
interpretation of this in the Joing Commission Accreditation
of Hospitals guidelines states " . . . that the anesthesia
service shall be directed by a physician member of the
medical staff who shall have the overall administrative
responsibility for the service provided." 1In addition, it
states that " . . . this director must cooperate in the
development of policies relative to the functioning of
anesthetists in various departments or services of the

nl The meaning of this standard to me is that

hospital.
nurse anesthetists, unless working in a freelance situation,
are under the direction of an anesthesiologist as department
chairman, and practice under the standards of the department

set by anesthesiologists, thus, they are dependent on the

1Walter W. Carroll, "The Joint Commission Accredita-
tion Standards for Anesthesia Services and Intensive Care
Unites,"™ Public Health Aspects of Critical Care Medicine

in Anesthesiology, Clinical Anesthesia (Philadelphia: F. A.
Davis Co., 1974), pp. 49-63.
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anesthesiologist for employment and employment practices.
rhis is very significant since increasing levels of conflict
have developed between the two groups within the last few
years. This conflict will be further discussed later in
this paper.

In the past, the nurse anesthetist has practiced under
the jurisdiction of any physician, be it anesthesiologist or
surgeon or dentist, who is in attendance at the time of
anesthesia administration. There are still some remaining
situations similar to this today. 1In California and in the
United States as a whole, approximately 6 percent of all
nurse anesthetists practice in a freelance manner. Due to
the rising costs of malpractice insurance and increasing
inability to obtain malpractice insurance, the percentage of
nurse anesthetists practicing under the direction of someone
other than an anesthesiologist is decreasing. The monetary
gain from this type of practice is greater for the nurse
anesthetist, but the increasing disadvantages are the cause
of more limited employment in this area. If nurse anesthe-
tists in the future are specifically named in law, perhaps
this area of practice would again increase.

The Joint Commission on the Accreditation of Hospitals
applies equal quality of care standards to the nurse anes-

thetist and the anesthesiologist. The quality of care does

not take into account the variation in training.
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Mr. william Kucera, legal counsel of the American Associa-
tion of Nurse Anesthetists, stated in a recent article that
the Joint Commission on Accreditation of Hospitals' guide-
lines which are " . . . to be developed by a staff anesthe-
siologist or practicing consultant anesthesiologist are to
relate to the safe use of all general anesthetic agents
used in the hospital and are to be applied to all personnel,
physician, and non-physician, who administer anesthesia.“2
This reiterates the fact that nurse anesthetists are now
_ practicing under the guidelines developed by anesthesiolo-
gists and are responsible on an equal basis with anesthesi-
ologists. There are three laws which are likely to pose
problems in the not-to-distant future for the nurst anes-
thetist. Jeffrey A. Brown, M.D., J.D., M.P.H. discusses
these laws in his article: "Toward Predicting and Managing

n3 The first of the

Conflict on the Anesthesia Care Team.
three laws is the National Health Planning and Resources
Development Act of 1974. This is the act which creates the
health systems agencies as unprecedented agencies having

planning pwoers. Dr. Brown states " . . . they must

2William R. Kucera, Legal Brief, "How the New JCAH
Standards on Anesthesia Services Affect Nurse Anesthetists,"”
American Association of Nurse Anesthetists Journal, December,
1976, pp. 640-43.

3Jeffrey A. Brown, "Toward Predicting and Managing
Conflict on the Anesthesia Care Team," American Association
of Nurse Anesthetists Journal, February, 1977, pp. 37-45.
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develop plans for nurse clinician training, improve health
service quality, control health costs, and review all insti-
tutional services every five years to determine whether
these services still are needed. Clearly the right to plan
anesthesia services will carry with it the right to affect
anesthesia training, yet the law does not guarantee you-=-or
any other health specialty group--Health Systems Agency
:eporesentation."4 This could be a problem to nurse anes-
thetists in the control of their own profession and job
description. This further emphasizes by law the fact that
the profession of nurse anesthesia may be totally under
physician control in the not-too-distant future and possibly
may not include any representation of nurse anesthesia as to
whay may be included in the practice of this nursing
specialty.

The second law I will discuss is the 1972 Professional

5,6 This law

Standards Review Organization (PSRO) Law.
relating to peer review creates bodies to review all health
care practitioner services to be paid for by Medicare and
Medicaid. These two agencies are presently the primary

influence on how reimbursement for health care services may

41bia.

5Public Law Number 93-641, 93rd Congress, Second Ses-
sion, 1974, 88 Stat. 2225 1974.

6Public Law Number 92-603, 92nd Congress, Second Ses-

sion, 1972, 86 Stat. 1429 1972.
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pe handled by both public and private agences. Peer review
js expected to concern itself with, in addition to services
py physicians, services ordered by physicians but rendered
py other health care practitioners. Yet, this law does not
require that nurse anesthetists or any other nonphysician
health care practitioner sit on the peer Review Committee to
review the care that their specialty provides. Again, this
re-emphasizes the fact that the specialty of nurse anesthe-
sia is becoming more and more subject to the control of the
physician anesthesiologist. The third piece of legislation

L The

I will disucss is the 1974 Non-Profit Bargaining Law.
result of this law is to present the proliferation of bar-
gaining units in the health care industry. In other words,
the object is to include as many different professions or
specialty areas of the same profession in a single bargain-
ing unit as possible. The difficulty with this for the
nurse anesthetist lies in the fact that they will probably
end up joining large Registered Nurse dominated units.

Since nurse anesthetists are a comparatively small group
included in the total registered nurse population, the needs
and financial interests of the nurse anesthetist may be
overlooked in favor of the larger group of Registered

Nurses. 1In addition, there has been a long history of

Registered Nurses not considering nurse anesthetists as part

TPublic Law Number 93-360, 93rd Congress, Second Ses-
sion, 1974, 88 Stat. 395 1974.
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of the specialty of nursing. This originated when the
American Association of Nurse Anesthetists was formed in
1931. The officers asked to be a part of the American
Nurses Association but this request was refused, so nurse
anesthetists joined with the American Hospital Association.
Later in 1976, when the membership of the AANA was large
enough, they broke away from the American Hospital Associa-
tion and struck out on their own. Although the nurse anes-
thetist loses autonomy in the hospital group by being
included in the Registered Nurse bargaining unit, there is
very little choice to those employed in the profession of
nurse anesthesia. Although it would be advantageous for

the members of the AANA to participate in and support the
creation of collective bargaining units, the AANA "is dedi-
cated to advancing the art and science of anesthesiology and
establishing educational standards to ensure that high
quality anesthesia care is rendered by its members. To
fulfill these objectives the AANA acts as an accrediting
agency and has been recognized by the Office of Education of
the United States Department of Health, Education and
Welfare. As a recognized accrediting agency, the AANA is
required to comply continually with the criteria and regu-
lations established for accrediting agencies by the United
States Office of Education. These regulations provide that
the accrediting agencies must be autonomous and that it must

have sufficient independence in both organizational struc-
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‘ture, goals and objectives. This is to permit it to effec-
tively perform the accreditation and review function and to
avoid any activity which could create a conflict of
interest. Furthermore, the AANA is a nationally recognized
certifying organization . . . and the AANA administers a
gualifying examination. Active involvement by the AANA
labor movement would cause criticism that it is engaging in
a conflict of interests.“8 Therefore, due to the fact that
the nurse anesthetists only have one organization, and it is
considered by members of the AANA to be vitally important to
maintain function as the accrediting and certifying body,
that nurse anesthetists do not have a bargaining unit. They
must be included in the Registered Nurse bargaining unit and
their interests thus are not as paramount as if the AANA was
a separate bargaining unit. Malpractice decisions have
recently affected the position of the nurse anesthetist
legally with the anesthesiologist. 1In 1975, a Texas case
demonstrated that a surgeon was found negligent when opera-

9 This

ting room nurses made a mistake in counting sponges.
decision led to the fact that many doctors who are worried
about suit deny non-M.D.s the right to function unsupervised

in expanded roles. Conversely, the American Nurses Associa-

B"Editorial," American Association of Nurse Anesthe-
tists Journal, October, 1974.

9Wurley Hospital, Inc. vs. Caldwell, 529 SwW 2nd 639,
1975,
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tion General Council recently warned that nurses are legally
'esponsible for their actions and the excuse that they were
just following doctor's orders will not hold up if something

10 CRNA's tend to be hurt by the

happens to the patient.
more limited job supply from the fact that physicians are
becoming more hesitant, regardless of ability, to be respon-
sible for non-physician personnel. 1In spite of this, CRNA's
are being sued separately as independent practitioners, and
are responsible, even if a physician orders them to carry
out an act which they believe is inappropriate. As I have
indicated from this review, the legal implications of hiring
nurse anesthetists in a department of anesthesia are
becoming increasingly complicated. At the present time in
practice, if there are-anesthesiologists in the department,
the nurse anesthetist is responsible to the anesthesiolo-
gist, and the anesthesiologist as well as the nurse anes-
thetist assume legal responsibilities for patient care. If
there are no anesthesiologists in the hospital, the nurse
remains responsible to the surgeon or dentist with whom she
works and both maintain legal malpractice responsibility for
patient care. It then, for the 94 percent of nurse anesthe-

tists not in private practice, is up to the decision of the

physician as Department Chairman, whether he feels it is

10M.S. Slade, "The Other Women in White," The New
Physician, November, 1975, Vol. 24, pp. 34-6.
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worthwhile to hire nurse anesthetists and take the chance of
peing responsible for their independent action in the case
of malpractice litigation, or whether he feels it is more
important to have an all-physician department, regardless
of the increased cost to the department because of the
greater salaries of physicians compared to nurse anesthe-
tists. The feelings and reactions of physicians regarding
the recent legal situation is, and will be in the future, a
large influence on the employment and job description of
nurse anesthetists. This is why in the survey related to
this study a great emphasis is placed on the feelings and
position of physicians in various anesthesia departments
regarding the scope of practice of the nurse anesthetist.

The second aspect of policy as to whether anesthesia
departments should employ nurse anesthetists as members of
the health care team relates to the manpower problem is
anesthesia. Richard Ament, M.D. in his chapter "Allied
Health Personnel in Anesthesia" states " . . . more effec-
tive utilization of existing manpower and development of new
health occupations are needed to support physicians in the

delivery of care."11

Dr. Ament recommended a breakdown of
tasks from the least complicated to the most complex in

anesthesia, and suggested that these tasks should then be

11Richard Ament, "Allied Health Personnel in Anes-
thesia," Public Health Aspects of Critical Care Medicine
and Anesthesiology. Clinical Anesthesia (Philadelphia:

F. A. Davis Co., 1974).
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‘allocated accordingly to employees ranging from anesthesia
assistants with very little training to anesthesiologists.
‘tn 1974, the American Society of Anesthesiologists' Commit-
‘tee on Manpower12 did a study which included the attitudes
and opinions of ASA members on various aspects of anesthesia
care. In this survey, were questions relating to the use of
the anesthesia care team. Twenty-=eight percent of the
anesthesiologists returning the questionnaire felt that they
did not believe in the anesthesia care team and that all
anesthesia care should be provided by anesthesiologists,
however, the remaining 72 percent of the anesthesiologists
responding believed in the anesthesia team concept which was
described as an integrated group of anesthesiologists, nurse
anesthetists and/or anesthesiologists's assistants. When
asked what ratio for medical direction or supervision nurse
anesthetists required, it was felt by 49 percent of the
membership returning the survey that a ratio one anesthe-
siologist to two nurse anesthetists was most desirable.
Thirty-three percent of the membership felt that a ratio of
one anesthesiologist to three nurse anesthetists was most
desirable, and 13.4 percent of the membvership felt that one
anesthesiologist to four nurse anesthetists was most desir-

able. This left 4.4 percent of the membership preferring

12Harold Carron, John Dillon, Duard Lawrence, and
Richard Kitz, Report of the 1974 Membership Survey by the
ASA Committee on Manpower.
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other than the ratios indicated. The study also included a
question regarding ratio of supervision of anesthesiologist
to resident. In this section, 62.9 percent of the anesthe-
siologists surveyed preferred a 1:2 level of supervision;
for physician assistants, 58 percent of the anesthesiolo-
gists favored a 1:2 ratio of supervision. This indicates to
me that the majority of anesthesiologists surveyed felt that
nurse anesthetists could be supervised in a greater ratio

13 his

than either physician's assistants or residents.
would appear to indicate that a department employing nurse
anesthetists could run more economically than one employing
either physician's assistants or residents since the ratio
of supervision was believed to be greater for the nurse
anesthetist than either of the other two groups, and fewer
anesthesiologists would need to be employed to supervise
operating rooms. In further support of the nurse anesthe-
tist, 57 percent of the anesthesiologists responding did not
favor physician's assistants and said that they would not
employ them. However, 43 percent felt that they would favor
the development of physician's assistant programs, but only
8 percent strongly agreed with the concept.l4 Over 80
percent of the anesthesiologists responding to the survey
felt that nurse anesthetists should be under the profes-

sional direction of anesthesiologists regardless of the
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ratio, and that nurse anesthesia training programs should

15 This further exem-

pe under anesthesiologists' guidance.
plifies the fact that nurses, both now and in the future,
will probably be more dependent upon their physician co-
workers for employment and job description.

Although some anesthesiologists still feel that only
physicians should give anesthesia, presently approximatelf
50 percent of the anesthesia is given by nurse anesthetists
in the United States. There are approximately 17,000
members of the AANA compared with 14,000 members of the
AsA.1® This indicates that it will be in the far distant
future, if at all, that there will be enough physicians to
provide anesthesia services needed in the United States
without the help of nurse anesthetists or other nonphysician
anesthesia personnel. The manpower problem in anesthesia is
not only influenced by the fact that there are too few
anesthesiologists trained to meet the needs, but also that
there is an unevenly distributed workload throughout the
country, and that there is a geographical maldistribution
of anesthesiologists. The anesthesiologists tend to be

employed in the larger hospitals and in the larger cities.

In a survey conducted in 1971 by the AANA, two-thirds of the

anesthesia given in hospitals smaller than fifty beds was
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reported to be provided by nurse anesthetists, much of it,
I,pparently without an anesthesiologist's supervision or

17 Additional confirmation was provided by

consultation.
@jcholson, Colton, and Peterson in their area study of
'gu:gical utilization. They studied 105 hospitals performing
fewer than 500 operations per year in 1971. Anesthesiolo-
gists were in attendance in only 188 of 648 operations
reported by 25 of the hospitals and no anesthesiologist was
in attendance for any of the operations in 13 of the hospi-
tals. This indicates that although ideally nurse anesthe-
tists are employed by and work under the direction and
supervision of a physician, there are still many areas of
our country where there are no physician anesthesiologists.
It has been the past and current trend that nurse anesthe-
tists fill the gap in these areas by providing much needed
anesthesiology services where physicians choose not to live.
Until this dilemma can be solved and physicians can be
encouraged to go to the more remote geographical areas, it
appears that nurse anesthetists should be trained to meet

the needs in these areas without the supervision of a

physician, although this may not be ideal practice. 1In

17Dolores E. Biggins, Alice Bakutis, Vella G. Newlson,
and Martha Petraitis, "Survey of Anesthesia Service 1971,"
American Association of Nurse Anesthetists Journal, October,
1971, pp. 371-79.

181bid.
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additional support of this theory, the AANA reported in 1971

that 40 percent of its members practice in hospitals without

19

the assistance of anesthesiologists. The anesthesiolo-

gists report that no more than 12 percent of their time is

devoted to the supervision of nurse anesthetists.20 "It ds

apparent that the two principle groups of providers of

anesthetic care, work largely independently of each

n2l Although Dr. Ament, and in another study, Graven-

22

other.
stein, Steinhjouse and Valpitto, have utilized task
analysis to determine which task can be delegated to non-
physician members of the anesthesia care team, it appears
that in the immediate future this is impossible in all
hospitals since there are not enough physicians in all
geographical areas. Therefore, most of us involved in nurse
anesthesia training programs continue to train nurse anes-

thetists to carry out all aspects of anesthesia care.23

191piq.

ZOCarron, ap. it

21John P. Bunker, "Manpower Problems in Anesthesiology,"
in Jovan, D. (ed.): International Anesthesiology Clinics,
Manpower and Examinations in Anesthesia (Boston: Little,
Brown & Co., 1976).

223. F. Gravenstein, J. E. Steinhouse, and Valpitto,
"Analysis of Manpower in Anesthesiology," Anesthesiology,
Vol. 33, September, 1970, p. 33, No. 3.

Ibid.
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pr. Bunker also states in his article on manpower problems
in anesthesia " . . . as the rest of medicine is looking
almost desperately for ways to recruit and train new 'assis-
tant' personnel, anesthesiology is blessed with a fully
trained group of assistants numbered in the thousands.

24 Anesthesia

These are, of course, the nurse anesthetists."
care, then, seems to favor nurse anesthetists and anesthe-
siologists working together as they do in the majority of
cases. However, quantity of medical care in anesthesia
seems to favor the independent working of the anesthesiolo-
gist and nurse anesthetist groups. When this was originally
discussed by a few pioneer anesthesiologists in the 1930's
who tried to get the courts to declare the practice of
anesthesia by nurses illegal, "some of the leading surgeons
in the country came forward to support nurse anesthesia and

the anesthesiologist's legal case was lost."25

In general,
the surgeons have always supported nurse anesthetists.
Gravenstein and his associates focus on training physician's
assistants rather than nurse anesthetists. As previously
stated, this is not supported by many anesthesiologists and

most anesthesiologists feel that the nurse anesthetist is

still the current answer to the problem. Therefore, the

24Bunker, op. cit.

25D. V. Thomas, "Letters from America: Reflections of

an Expatriate," Anaesthesia, 1976, Vol. 31, pp. 783-88.
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concept of physician's assistant will not be dealt with in
detail in this paper. Although they may help to carry out
some of the functions of the anesthesiologist in the larger
centers, it is felt by most that they have no legal means
for independent practice and cannot fill the manpower void
where there are no anesthesiologists located as the nurse
anesthetist can. Most feel also that the nurse anesthetist
has more medical background than the physician's assistant.
In South Africa, a recent correspondence printed in the
South African Medical Journal concerned itself with anes-
thesia assistants to fill the gap in the anesthesiology
shortage in that country. "The main source of our disquiet
are the low standards of the assistant and the failure to
define the responsibility of the supervisor. 1In areas where
the need for anesthesia service is far more urgent, it is
still required that trainees have some years of general
medical background before training in anesthesia, mainly a

nursing degree or diploma."26

My interpretation of this
article is that it is felt by the committee writing this
article that anesthetist assistants, if not trained in

nursing medical background prior to anesthesia training,

would lower the standards of anesthesia care. Therefore, it

appears that they also believe that nurse anesthetists are

26P. A. Foster, A. Van de Vijveraed, R. N. Weer,
D. Van Der Merweca, et al. "Correspondence: Briewerubriek,"
South African Medical Journal, May 31, 1975, p. 917.
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more adequate for the job than untrained personnel. 1In
gummary of the manpower problems of anesthesia today, it
appears that there are the following aspects of concern.

1. There are 14,000 anesthesiologists and 17,000 nurse
anesthetists currently practicing. This indicates
a need for some type of nonphysician personnel not
only to provide additional manpower but also to
maintain current care standards.

2. There is a demographic maldistribution of anesthe-
siologists with nurse anesthetists often providing
anesthesia care in the areas where no anesthesiolo-
gist is available, therefore, nurses should con-
tinue to be trained in all aspects of anesthesia
care.

3. The ratio of anesthesiologist to nurse anesthetist
desired by the ASA is 1:2, but due to manpower
shortage and demographic maldistribution, this is
not possible.

4. Anesthesiologists reported that in actual prac-
tice only 12 percent of their time is devoted to
supervision of CRNA's, indicating that the 1:2
ratio may not be observed in actual practice.

5. Seventy-two percent of the anesthesiologists
surveyed in 1974 believe in the anesthesia care
team with nurse anesthetist. Only 43 percent

believed physician assistants should be utilized

either in addition to, or instead of, CRNA's.
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Therefore, the CRNA will probably be the nonphysi-
cian of choice to provide the needed supplement to
the anesthesiologist.
In January, 1972, the Joint Liaison Committee of the ASA and
the AANA wrote a joint statement concerning the qualifica-
tions of individuals administering anesthesia. They recog-
nized that:

"]l. The physician is the individual in the anesthesia
care team bearing ultimate and full responsibility
for proper and safe administration of anesthetics.

2. The administration of anesthetics in the United
States has been effectively performed by nurses and
physicians versed in the science and art of admin-
istering anesthetics.

3. All individuals administering anesthetics must at
some time exercise varying degrees of clinical
judgment and responsibility and this can be best
exercised by those familiar with total patient
care.

4. The ideal circumstances of qualified anesthesiolo-
gists and nurse anesthetists working together as a
care team may not be totally possible in the
future.

5. It is a requirement of the AANA that its members be
trained to the standards of basic nursing and the

standards of the AANA for accredited schools of

§U93
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anesthesia for nurses and that these standards are
encompassed by, and not in conflict with, the
guidelines on anesthesia set forth by the ASA.

6. Any individual delegated the responsibility of
administering anesthetics should possess the
skills, knowledge and background appropriate to
their role.

In view of this, it is resolved that the principles outlined
by the ASA and AANA for their respective memberships should
be used for determining qualifications of individuals admin-
istering anesthetics. It is further resolved that collabor-
ative efforts to improve the utilization of qualified anes-
thesia personnel, the recruitment of more nurses and physi-
cians into the field of anesthesia and study the present and
future status and needs of anesthesia manpower is important

w27 This statement of both

to the specialty of anesthesia.
organizations indicates that the two groups should work
together towards bettering anesthesia care and solving the
legal and manpower problems facing the specialty today.
This should serve as a background for the remainder of this

review of the literature and the reason for the study set

forth in this paper.

27Joint Statement of the American Society of Anesthesi-
ologists and the American Association of Nurse Anesthetists
Concerning Qualifications of Individuals Administering Anes-

thetics. January, 1972.
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2. Education of Nurse Anesthetists

The final area of discussion relates to the education
of a nurse anesthetist. 1In a 1975 survey of nurse anesthe-
tists done by the Health Information Service, Inc., respon-
dents to the study indicated that there were 7 percent of
nurse anesthetists responding holding Associate Degrees, 87
percent of the nurse anesthetists responding holding diplo-
mas, 8 percent of the respondents holding Baccalaureate
Degrees, 1 percent of the respondents holding Masters
Degrees, and at that time none of the respondents held
Doctorate Degrees. A further breakdown stated that 7
percent of the respondents who were practicing only and not
teaching held Associate Degrees, 86 percent of the prac-
ticing respondents held diploma degrees, 8 percent of the
‘ practicing respondents held Baccalaureate Degrees, less than
.5 percent of the respondents held Masters Degrees, and none
held Doctorate Degrees. Of those nurse anesthetists who
were practicing and teaching, 7 percent held Associate
Degrees, 93 percent held diplomas, 4 percent held Bacca-
laureate Degrees and 2 percent held Masters Degrees. It is
unfortunate in nurse anesthesia today that most of our
profession does not hold advanced academic degrees. This in
part stems from the fact that for our older membership, it
was encouraged up until the last five-to-ten years to earn

only a diploma in nursing and that further academic training

was not necessary for the practice of the specialty. Now,
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however, much emphasis is being placed on academic achieve-
ment. According to the same 1975 study, 88 percent of the
nurse anesthetists responding were seeking a Baccalaureate
pegree, 10 percent were seeking a Masters Degree and 2

28 gnis indicates

percent were seeking a Doctorate Degree.
that nurse anesthesia as a specialty realizes their respon-
gsibility in the present era of academic emphasis to attain
further degrees and education.

There is a great deal of discussion today regarding
the placement of nurse anesthesia training in the academic
ladder. To this date, no definite policy has been stated.
Approximately 10 percent of our schools now give Baccalaure-
ate Degrees upon completion of the training program. Less
than 1 percent of our schools are giving Masters Degrees for
program completion. There is increasing emphasis on Bacca-
laureate Degree as a criteria for entrance and application
to a program in anesthesia. If this is the case, then it
appears that Masters' level is the degree needed for nurse
anesthesia training. This coincides with other specialty
areas of nurse practice where the Masters Degree has become
extremely common. Hopefully, with the increasing emphasis

upon-higher degrees there will be more respect for the

28"Health Information Services, Inc. A Survey of
Nurse Anesthetists - 1975." American Association of Nurse
Anesthetists Journal, December, 1975, Vol. 43, No. 6.
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specialty of nurse anesthesia, This could, however, cause
other problems. Nurses become overtrained for the job that
they are permitted to do, since in most circumstances they
are under the supervision and direction of a physician.

This was apparent in a study done by Dr. J. W. R. McIntyre
of the Department of Anesthesia at the University of Alberta
In Edmunton, Alberta, Canada. He took four nurses who were
in the lower half of their graduating class in nursing
school and trained them for three months in anesthesia. At
the completion of this time, some of the nurses felt that
they were not capable of advancing to the degree that they
would like in the specialty of anesthesia and that they were
overtrained for the functions that they were permitted to

29 If

perform under the supervision of an anesthesiologist.
this can happen in approximately three months of training
with increasing occurrance in the following three months of
the project, I am sure that it would definitely be a problem
in the 24 month training required in the United States,
which includes didactic as well as clinical experience. The
AANA has not, at present, indicated any requirements for

entrance to schools of nurse anesthesia in this country

other than the attainment of a nursing license in the state

29J. W. R. McIntyre, "Participation of Allied Health
Professionals in the Practice of Anesthesia: Report of a
Study," Canadian Anesthesia Society Journal, March, 1975,

Vol. 2, No. 2.
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of the training program and graduation from an approved
school of nursing in the United States. 1In the last few
years, when there have been increasing numbers of two-year
programs and five-year programs in nursing, with the dele-
tion of the three-year program, we have seen increasing
disparity in the background with which applicants come to
anesthesia training. More and more schools of anesthesia
within the last two years have required Baccalaureate
Degrees for entrance to their programs.

In the survey which I have proposed for this study, I
have included questions on opinion of background for nurse
trainees. Hopefully, in the future, we can define this so
that our training programs in anesthesia can further empha-
size the training which we feel is necessary for the prac-

tice of anesthesia.

3. Scope of Practice in Nurse Anesthesia

In 1975, a survey of nurse anesthetists was undertaken
by Health Information Services, Inc. This survey stated
that 85 percent of the nurse anesthetists were currently
practicing only, 1 percent were teaching only, 9 percent
were practicing and teaching, and 5 percent were not prac-
ticing or teaching. It further states that 86 percent of
the procedures performed by nurse anesthetists were general
anesthetics, 5 percent were spinal anesthetics, 1 percent

were epidural anesthetics, 2 percent wer I.V. regional

anesthetics, 1 percent were other blocks, and 5 percent were
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local management.30 This study is apparently one of few to
date which break down a very basic job description of nurse
anesthetists. As I have previously outlined, I feel that it
is important in avoiding conflict in the specialty that we
have a further detailed description of the job in the
specialty of nurse anesthesia. Dr. Paul J. Poppers in a
conference on therapy in the 1980's stated: "I think that
the function of the anesthesiologist will have to be re-
defined. Dr. Poppers indicates that the anesthesiologist
in the future will become involved in intensive care medi-
cine. Poppers further brings up the difficulty in recruit-
ing good anesthesiology residents from among the medical
students and discusses the importance of recruiting American
medical school graduates rather than a large percentage of
foreign medical school graduates. Dr. Richard Kitz at the
same conference asked the question: "How can the anesthesi-
ologist continue to provide operating room services while
simultaneously assuming nonoperating room responsibilities?
The anesthesia care of sick patients requiring surgery will
accrue to a team of anesthesiologists, nurse anesthetists

w32

and perhaps physician assistants. It is my belief that

30'Health Information Services, Inc., op. cit.

31Therapy in the 1980's: Report of a Symposium Held at
Framingham, Massachusetts, April 26, 1976.

Ibid.
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with the increasing involvement of the anesthesiologist in
critical care medicine, it will become more important to
have nurse anesthetists doing the actual care of the patient
under anesthesia. Dr. Kitz states that the care will
probably change to involve an anesthesia care team directed
by an anesthesiologist. The anesthesiologist director who
may be responsible for the care of more than a single
patient at a time will prescribe the anesthesia care and
will serve increasingly as the preoperative, operative,

n33 This

postoperative and intensive care consultant.
realization of increasing responsibilities of the physician
anesthesiologist in critical care and other nonsurgical
anesthetizing areas will leave even more of a void in the
manpower situation in anesthesia today. More highly trained
physicians will be needed in the supervisory, research, and
critical care role, and it is my interpretation of this that
the nurse anesthetist will become even more increasingly
involved in the actual practice of anesthesia in the opera-
ting room.

Another area of great concern is the provision of
anesthesia care for obstetrics. Today, according to a study
done by the ASA in 1970, nurse anesthetists provide approxi-
mately 25 percent of the obstetrical coverage. Anesthesi-
ologists provide approximately 12 percent of this coverage,

while the remaining coverage is done without any anesthesia
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personnel at all. Thirty-three percent of this remaining
coverage is provided by the obstetrician who, in addition,
is taking care of the delivery and the baby, and 30 percent
is taken care of by other personnel who may not be trained
at all in anesthesia. This unfortunate situation is another
problem which must be solved. Since nurse anesthetists
provide the largest amount of trained anesthesia practice in
the specialty of obstetrics, it appears that the nurse
should be permitted to do regional anesthesia and other
types of anesthesia which are necessary to this specialty.
Any improvement gained by having trained anesthesia person-
nel rather than untrained physicians, or others, doing
anesthesia in this specialty would be helpful. "In many
hospitals obstetricians administer conduction anesthesia,”
according to Dr. Saul Schneider, "which accounts for approx-
imately 19 percent of the total blocks administered in
obstetrical anesthesia. Nurse anesthetists only administer
approximately 10 percent of the total blocks performed in

obstetrical anesthesia."34

Obstetricians may have anywhere
from no training at all in regional anesthesia to a few
months training. It is apparent that with an increase in
training of nurse anesthetists in regional anesthesia tech-

nigques and an increasing legal coverage of nurse anesthesia

34James Hicks, Gershon Levinson, and Saul Schneider,
"Obstetric Anesthesia Training Centers in the U.S.A. -
1975," Anesthesia and Analgesia, November-December, 1976,

Vol. 55, No. 6.
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in regional techniques, anesthesia care in the obstetrical
specialty might be improved. Drs. Hicks, Levinson, and
gchneider state that "For the foreseeable future, obstetri-
cians and nurse anesthetists must provide the major share of

obstetric anesthesia."35

It, therefore, appears that
regional and obstetrical anesthesia, although illegal in
many states for nurse anesthesia practice, would be a vast
improvement in the current obstetrical care. It seems that
many anesthesiologists and obstetricians are beginning to
realize that there is a shortage of anesthesia coverage in
obstetrics and perhaps in the future nurse anesthesia prac-
tice will include regional anesthesia in a larger percentage
of the training institutions for nurses. 1In California, in
1974, the Attorney General made an opinion that nurses were
not to administer regional anesthesia. Although this was
later passed through the House and Senate, it was vetoed by
the Governor. Unfortunately, in this state anesthesia
practice in obstetrics is often still left to the obstetri-
cian, who usually, according to Drs. Hicks, Levinson and
Schneider, has a maximum of two-to-three months training in
the specialty of anesthesia. 1In April of 1974, the AANA
published standards for nurse anesthesia practice. These
included such basic things as a knowledge of the fundamental
sciences, that only the competent and well trained should

administer anesthesia, that continuing questioning of

35:pia.
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functions and techniques of anesthesia practice should be
done, that anesthesia inspection should be completed prior
to anesthetizing a patient, that observance of vital signs
should be done, that information should be charted, and that
anesthetists should be competent to induce and terminate

anesthesia.36

These standards are extremely general defini-
tions of the practice of nurse anesthesia. It is my purpose
in this study to attempt to outline more definite standards
for the specialty so that all nurses can be trained ade-
guately in the techniques necessary for their job.

The task analysis referred to by Dr. Ament in his
article: "Allied Health Personnel in Anesthesia," states
that John Freeman and Joseph March, who are systems engi-
neers, did time work studies on manpower in anesthesia in
1970. They classified the observable tasks into six levels
of proficiency. After consulting with anesthesia program
directors, the two groups of tasks considered most difficult
were decided to be performed by the physician, the three
least difficult groups of tasks were allocated to non-
physicians and group four to be handled by either. The
first group included simple tasks where there was no lati-
tude for exercise of independent judgment (i.e., cleaning,
supplies, counting, transportation). The second group of

tasks was performed under immediate or general supervision

36“Editorial," American Association of Nurse Anesthe-
tists Journal, April, 1974, p. 95.




50
and required a minor degree of skill which is easily learned
(i1.€., attaching the blood pressure cuff and observing blood
pressure and pulse). The third group of tasks were seni-
routine and performed under general supervision. They
required moderate degrees of skill, dexterity and mental
application. These tasks included inserting intravenous
needles, administering fluids, and suction. The fourth
group of tasks were semi-routine tasks performed under
little supervision. These required a high degree of skill
and mental application. Examples included the injection of
drugs, the adjustment of gas flow, the insertion of an
endotracheal tube and esophageal stethoscope, manual assis-
tance of ventilation, and recognition of harmful positions.
The four previously stated tasks were those allocated to
nonphysician personnel which includes nurse anesthetists.
The fifth group of tasks were nonroutine tasks performed
under little supervision. These required a high degree of
skill and mental application, assimilation of information
and decision making. These takss included venous, arterial,
and spinal catheterization, and modification of drug dosage.
The sixth group of tasks were nonroutine and performed
without supervision. These required the highest degree of
skill and mental application, and an intimate knowledge of

medicine requiring differential diagnoses and independent

judgments as well as responsibility for the patient.3? In
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my experience of over 15 years in nurse anesthesia, I have
been in situations as a nurse anesthetist where I have had
to perform all six of these groups of tasks. It is very
common that nurse anesthetists may be called upon to handle
the first five groups with little supervision. Although
this may not be the ideal situation due to the demographic
manpower problems previously discussed, it is important that
nurses be trained to handle all six of these groups of
tasks. This again is one of the most detailed studies
discussed in the literature on job descriptions for nurse
anesthetists. According to this particular division, nurse
anesthetists should perform only the first four of these
classifications. As I have stated from personal experience,
this is not always the case. Therefore, I believe this is
additional support of a need for a new description of job
analysis for the nurse anesthetist.

There appears to be a striking void in the literature
regarding the actual utilization and job description of
nurse anesthetists. Perhaps until this date of conflict
between physicians and nurses there has been no need for
this description. There is a great deal of broad discussion
of the utilization of nurse anesthetists as additional
manpower to the anesthesia specialty and many ideal situa-
tions discussed with the implication of ideal 2:1 ratios and
the ideal that no decisions and changes in care should be

made by nonphysician personnel. However, the actual situa-

tion as it exists today, and probably will exist for some
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time in the future, has never been defined by study. This
is what I am attempting to do in a beginning sense, with
the full realization that further study and further defini-
tion of the problem must be done to make it even more speci-
fic than this study attempts.
4. Impact of the Utilization

of Nurses in Anesthesia
Practice

Utilization of nurses in anesthesia may influence the
anesthesiologist's feelings about his profession and also
his status. Dr. J. W. R. McIntyre discussed this in his
study stating that even during the initial three-month
period nurses with very little didactic training were
instructed by anesthesiologists to assume immediate responsi-
bility in some instances for the conduct of anesthesia.

The nurses were able to determine whether to call a physi-
cian for guidance or to carry out independent actions. None
of the physicians recalled any incident where an independent
decision by a nurse to administer a drug or to make a change
endangered the patient's life. One anesthetist recalled an
event in which a failure to call him permitted a dangerous
situation to develop but the outcome was satisfactory. Two
anesthetists became concerned because some of the nurses
began taking independent actions to an extent that worried
them, and the third became apprehensive about one of the

nurse anesthetists only. Half the anesthetists involved

with the four nurses in this study believed that the fact
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that the case would be done by a nurse influenced the choice
of the anesthetic technique. Three of the anesthetists
considered that on rare occasions they had been faced with a
conflict between what seemed to be the best anesthetic
technique for a particular surgery and patient, and what
seemed the most practical technique if the case were to be
done by a nurse. This difficulty was resolved by assigning
that patient to receive the full attention of one particular
physician. Dr. McIntyre felt that there was no doubt that
the anesthetist assumes more professional responsibility
when he supervises two patients simultaneously. Some anes-
thetists (six of the eight in the study) considered it made
their work more pleasant to work with the nurses than if
they had been by themselves in one operating room. The
other two felt that the scope of the study did not really
justify opinions on this aspect. Three of ten anesthetists
involved in that study thought that the introduction of
nurses was a threat to their status, though another believed
it could only be so if the anesthetist did not appear to be
engaged in any useful activity at all. A gain in status was
believed to be a possible outcome by approximately half of
the physicians, but the reasons given were based on the
appearance of the new work situation rather than the reali-

38

ties of it. Whether some of these guestions arise due to

333. W. R. McIntyre, F.R.C.P., Professor and Program

Director, Department of Anesthesia, University of Alberta
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the 24 month training period in the United States as opposed
to the three-to-six month period in this study has not been
documented. There have been discussions as to whether the
utilization of nurses in anesthesia increases or decreases
the status of the anesthesiologist, or whether the super-
vision of nurse anesthetists is more stressful than doing it
oneself; or whether working with nurses makes the work
situation more pleasant. Hopefully, in the questionnaire to
be sent for this study some of these questions might be
answered by the opinion of the selected random sample.
Hopefully, due to the fact that the nurse anesthetists have
had 24 months of training in the United States, which will
make them competent practitioners, in contrast with the
three to six months training in the Canadian study by
Dr. McIntyre there may be a difference in how the physicians
feel about the ability of the nurse anesthetist to handle
anesthesia in varied situations.

An article entitled, "Health care Delivery Problems

n39 stated that

and Goals, A Personal Philosophic Appraisal,
physicians have had their image deflated by both laymen and

other physicians. Lawyers' contingency fees have caused

Hospital, Edmunton, Alberta, Canada. Personal Communication
(March and April, 1977) and Survey Questionnaire (Unpublished,
1975).

39Peter Safar, "Health Care Delivery Problems and
Goals: A Personal Philosophic Appraisal,"™ Public Health
Aspects of Critical Care Medicine and Anesthesiology (Phila-

delphia: F. A. Davis, 1974).
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malpractice insurance premiums to skyrocket. These factors
can influence the status of the physician. The increasing
role of the laymen in medicine can also be a threat to the
status of the anesthesiologist. Dr. Safar feels that "the
future of the anesthesiologist's role within society will
depend on (1) quality-oriented rather than quantity-oriented
recruiting and training of physicians; (2) hospital anes-
thesia services provided by health care teams, including
nonphysicians under the leadership of anesthesiologists;

(3) leadership roles in resuscitation and respiratory ther-
apy; (4) individual involvement as leaders or. team members

in emergency medical services and intensive care programs;

and (5) innovation in anesthesia and/or related fields.

Dr. Francis Moore in his discussion of the demography
of anesthesia and surgical personnel at the ASA meeting in
October, 1976, discussed the emphasis on Board qualifica-
tions and certification of anesthesiologists. Today,
approximately only half of the anesthesiologists are Board
certified. With the increase in utilization of the anes-
thesia care team, and nurse anesthetists who are becoming
more skilled, it will be important in the reduction of
conflict between anesthesiologists and nurse anesthetists
that Board certification and in-depth training of anesthesi-
ologists be increased. This, then, will increase the

respect and the dependence of the nurse anesthetist on the

anesthesiologist as a consultant and supervisor.
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conflict has arisen recently by the letter of Bernice
paum, then Executive Director of the AANA, to Senator
palmadge based on the Feldstein study. This letter stated
that nurse anesthetists provide equal care for less money.
subsegquent to this letter, there have been statements from
poth the ASA and the AANA urging cooperation, communication,
and coexistence. Whether or not it is obtainable, is still
in question. John Ditzler, President of the ASA in 1976
stated: "The issue pure and simple, in my opinion, is that
the leadership of the AANA seek economic, political and
social advantages accruing to their position; which posture
at best gives lip service to becoming integrated members of
an effective anesthesia care delivery team, with the physi-
cian as the team leader." "We had better determine how
these people will be trained, how their schools will be
accredited, how their graduates will be certified, and when
and under what circumstances, patients may best be served
by their graduates when rendering an anesthetic in the
absence of a physician such as in remote and deprived
areas."40 Dr. Ditzler in addition states, " . . . as things
stand now we have competing organizations not cooperating

wdl

organizations. In response to this statement, Miss Nancy

Fevold, the Acting Executive Director of the AANA asked,

40John Ditzler, President's Annual Report, ASA News-
letter, October, 1976.

411pi4.
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"are we, the AANA, attempting to determine how anesthesiolo-
gists will be trained, how their residencies will be accred-
ited, how their graduates will be certified, and when and
under what circumstances the patient may best be served by
their graduates? Can the patients best be served presently
and in the future by autocratic dictatorship or rather by
cooperation, mutual respect, democracy and diplomacy."”
Fevold in her comments also stated, "I seriously question
the credibility of the leadership of the ASA who espouses
cooperation on one hand and espouses dictatorial policy on
the other. 1Is cooperation, communication and coexistence an
obtainable goal? Without demonstrated sincerity, integrity
and mutual respect on the part of the ASA leadership, the
outlook is at present bleak.“42

About the same time as the above letters were written,
the National Advisory Committee of the Department of Health,
Education and Welfare granted a three-year recognition and
recommendation to the AANA as the accrediting agency for
nurse anesthesia educational programs. This was challenged
by representatives of the ASA. However, the AANA was main-
tained as the accrediting agency designated by the United

States Department of Education.

2Nancy A. Fevold, "Cooperation, Communication and
Co-Existence: Is It Attainable?" American Association of
Nurse Anesthetists News Bulletin, November, 1976, Vol. 30,

No. 6.
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F. A. Smoyak43 stated that, " . . . when work is such
that two or more persons from different backgrounds or
professions, disciplines, or roles can do it equally well,
there are many conflicts. When work is highly specific,
that is when persons who do work undergo a highly special-
jzed technical training, there are few crises or conflicts

of roles among the workers."44

At present, we in anesthesia,
both physicians and nurses, are, I believe, in the former
category. In many situations, nurse anesthetists and anes-
thesiologists, although from different backgrounds origi-
nally, are doing work equally well. Thus, there are many
conflicts resulting. It is my contention that through this
study, hopefully, we will develop a job analysis of nurse
anesthesia so that we can have a more highly specific role
and thus perhaps fewer crisis or conflicts will result.

Dr. Jeffrey Brown in his article, "Toward Predicting and
Managing Conflict on the Anesthesia Care Team," states

that the inter-dependence between the two groups cannot

be imposed from without or from above, rather it must

arise from the voluntary cooperation of the groups involved

43Shirley Smoyak, "Problems in Interpersonal Rela-
tions," Bulletin of the New York Academy of Medicine,
January-February, 1977, Vol. 53, No. 1.

44

Ibid.
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on the matters of common concern."45

The possibility of the
cooperation occurring increased with the diversity and
volume of concern affecting the competing groups. Thus, the
sine qua non of improving CRNA/MD and CRNA/RN relations
would seem to be increased personal and organizational
contact among these groups."46 The ASA and AANA liaison
committee is an important step towards more organizational
contact. Dr. Brown feels that "one cannot stress too
strongly the importance of one-to-one contact as a means of
fostering inter-professional harmony.47 Joint education of
nurse anesthetist students and anesthesiology residents
might be helpful. However, one anesthesiologist recently
made the point, according to Dr. Brown, that " . . . having
anesthetists sit in on every anesthesiology resident train-
ing conference would compromise a teaching hospital's
ability to provide sufficient anesthesia services."48

Obviously, many nurse anesthetists are used more for anes-

thesia coverage than for education in their training program.

4sJeffrey A. Brown, "Toward Predicting and Managing
Conflict on the Anesthesia Care Team," American Associa-
tion of Nurse Anesthetists Journal, February, 1977, Vol. 45,
No. 1.

46M. Sherise, "In Common Predicament, Social Psychology
of Inter-Group Conflict and Cooperation," (Boston: Houghton
Mifflin Co., 1966), p. 147.

47Brown, op. cit.

Ibid.
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In order to prevent destructive conflict, Drs. Ruben,
closnik, and Frye recommended that the key to preventing the
destructive conflict is abandoning the idea that conflicts
can be smoothed over. It may be true that the turbulent and
certainly ambiguous nature of the work of all health profes-
sionals creates a high level of anxiety and uncertainty. It
also may be true that speaking out about what bothers you

can affect your daily work.49

More evidence is beginning to
exist that long term effective smoothing over of conflict
leads to a further "intolerable build-up of anxiety which

results in blow up or personnel turnover.“50

It is sug-
gested that intergroup feedback, relating to what anesthesia
team members can do to make the team more productive and job
more satisfying might help. This was tried by a Montifiore
group and they found that creating a norm of support was
indispensable for good health team functions.51 According to

52

Sherise, feedback need not be formalized like in the so-

called "encounter groups" for sensitivity training sessions

491. Ruben, M. Closnik, and R. Frye, "Initiating Plans,

Change, and Health Care Systems," Journal of Applied Behav-
ioral Science, February, 1974, pp. 107-24,

SUWise, Beckard, Ruben, Kyte, Making Health Teams
Work (Cambridge, Massachusetts: Ballenger Publishing Co.,
1974) .

51Ibid.

SZSherise, op. eit.
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3 These sessions usually

as referred to in Blake and Mouton.
do not involve people who know each other. They do help
participants to recognize irrational aspects of inter-group
conflict but perhaps they would not be workable with people
who work together daily. For patient encounters, sensitivity
training and other purely psychological techniques may come
to be very important conflict managing strategies. Role
reversal exercises in particular have been shown to be a
powerful method of changing attitudes. Their current

utility is severely limited and used mostly as a means of

>4 "One of the

resolving rather than preventing disputes.
most universally used means of resolving on-going disputes

of all kinds is through the utilization of the offices of
those who are friends of all the disputants. Informal
telephone mediation has been used often to resolve disputes
between CRNA's and anesthesiologists in New York State.55 It
is impossible to create conflict-free organizations, and

this may not even be desirable. We can only take measures
to reduce the number of counter-productive conflicts arising,

and try to manage or resolve those that do arise. Rhennan,

Stromberg and Westerland have developed the following suggestions

53Robert Blake, Herbert Shepard, and James Mouton,
Managing Inter-Group Conflict in Industry. Houston, Texas:
Gulf Publishing Co., 1964, Chap. 12.

54Raskinde, and Kline, "Losing a Sympton Through Keep-
ing It," Archives of General Psychiatry, February, 1976,
Vol. 40, pp. 548-55.

55Jeffrey A. Brown, M.D. from D. F. Loughlin, M.D.,

June 2, 1976, Personal Communications.
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for preventing conflict in organizations. The first is to
utilize role descriptions and supervise their application.
This would enable all concerned parties to be aware of the
role description so that expectations are similar. Since
many conflicts arise from differing expectations, this would
assist in conflict reduction. 1If organization members are
included in the formulation of role descriptions, understanding
and enthusiasm may be increased. If the line staff principle
is de-emphasized and role description is emphasized with
specific decision making programs outlined, staff cooperation

may be improved.56

Role descriptions which are simple and
are in a clearcut structure will necessitate fewer-point
decisions and, therefore, fewer grounds for substantive
conflict will develop. I am proposing in this study to
assist this philosophy of conflict reduction by the development
of a sample job analysis for nurse anesthetists, utilizing
the opinions of physician anesthesiologists and practicing
nurse anesthetists. If both groups can be involved in
determining the job description, hopefully, both will feel
that the description is more acceptable to them. If a more
definite job description is developed by the two groups,
perhaps, as according to Rehnman, Stromberg and Westerlund,

conflict may be reduced. Drexler, Yenney, and Hohman state,

"Problem solving is not easy, it requires many interpersonal

SGE. Rehnman, L. Stromberg, G. Westerlund, Conflict
and Cooperation in Business Organizations (New York: Wiley

Interscience, 1970).
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skills and much hard work to establish a climate of openness.
1t reqguires management to develop the courage to risk letting
others take the initiative, to risk sharing of responsi-
bilities and decisions and to risk sharing motives and
expectations for substantive needs and feelings with subor-
dinates."s7

The working together of the two groups in gquestion
seems to be the only hope for establishing cooperation, and
adding to the efficiency and economic provision of health
care. Hopefully this study will be a beginning step in the
direction of specific formulation of a job description so

that the ultimate goal of conflict reduction is eventually

achieved.

5. Economics and Efficiency

Dr. D. V. Thomas in his article, "Letter from Amer-
ica," states that although the "educational background,
training, and control of such a person (nonphysician anes-
thetist) is not yet clear, the continued existence of the
nondoctor anesthesia worker seems inevitable in America.“58

It became obvious from the Committee on Health Man-

power study of the recommended ratio of anesthesiologists to

57Allan A. Drexler, Sharon L. Yenney, and Jo Hohman,

"OD Team Building: What It's All About," Hospitals: Journal
of American Hospital Association, January 16, 1977, Vol. 51.

58D. V. Thomas, "Letters from America: Reflections of

an Expatriate," Anaesthesia, 1976, Vol. 31, pp. 783-88.
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nurse anesthetists, whether it be 1:2, 1:3, 1:4 or more,
that more anesthesia care can be provided with less physi-
cian personnel by utilization of nurse anesthetists or other
nonphysician anesthesia personnel. 1In this way, efficiency
of the department can be increased and the hands of the
physician anesthesiologist can be extended to more patients.
This is extremely important due to the fact that there is a
shortage of physician anesthesiologists, particularly those
who are Board trained, in the United States today. 1In a
report entitled, "The Market for Anesthesia Services," some
estimates and recommendations were made by Paul J. Feldstein,

Ph.D.>?

Dr. Feldstein states that " . . . expenditures for
anesthesia services could increase for any one of three
reasons: (1) an increase in the number of surgical procedures,
(2) an increase in anesthesia fees for a given procedure,

(3) an increase in the average anesthesia fee because more

e Surgical procedures

complex procedures are being performed."
are increasing in the U.S. today. 1In this country, more
surgical procedures are performed than in any other nation
in the world. Anesthesia fees also appear to be increasing.
Dr. Feldstein states " . . . the availability of data on

fees charged by the anesthesiologist over time is virtually

nonexistent. This is partially due to the fact that there

59Paul J. Feldstein, "The Market for Anesthesia Ser-

vices: Some Estimates and Recommendations," American Assoc-
iation of Nurse Anesthetists Journal, December, 1975, Vol. 43,

No. 6.
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is usually a professional fee billed by the anesthesiologist
for his service as well as a fee billed by the hospitalfor
eguipment, medication, and other supplies necessary for the
maintenance of anesthesia. The increasing complexity of
surgical and anesthesia procedures cause the increasing cost
of equipment and professional reimbursement. Dr. Feldstein
reports " . . . the main sources for economic data on anes-
thesiologists are the AMA and Journal of Medical Economics.

Median net incomes of anesthesiologists, using data for a

Medical Economics survey, was $33,270 in 1965. 1In 1967, the
nbl

median net income reported was $36,330. Dr. Feldstein
adds, " . . . income data based on this survey are likely to
be underreported since it is a voluntary survey, ‘and those
physicians with very high incomes would, I believe, be less
likely to report their incomes than those with lower
incomes. Given these possible biases, these data indicate
that 50% of the anesthesiologists had incomes greater than
the median of $36,330 in 1967." 1In 1968, Dr. Feldstein
states, " . . . the AMA reported the average net income of
anesthesiologists recorded was $35,972." 1In 1972, the
average net income, according to Dr. Feldstein, was $49,536.
Based on the annual rates of increase of the studies of the
AMA, Dr. Feldstein projected that in 1974 the average net
income of anesthesiologists would be between 358,000 and
$62,000. If a projection was based on the data from Medical

Economics, the average income of an anesthesiologist would
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be from $62,000 to $69,000 in 1974.%2

In 1974, the AANA
undertook a national survey of nurse anesthetists with the
following results. Those nurse anestheists employed in a
hospital had an average yearly income of $16,006.50. Those
nurse anesthetists employed in group practice had an average
income of $17,705.78. Nurse anesthetists in free-lance
practice had an average yearly income of $23,705.78, and
those listed under other types of practice had an average
income of $19,510.58. COCne can see from this that there is a
great difference in the salary of an anesthesiologist com-
pared to a nurse anesthetist. This has been stated to be
due to the increased number of years an anesthesiologist has
spent in training. The nurse anesthetist, however, when
performing similar training tasks to the physician, often is
not able to see the difference in the two practices which
would account for such a great salary difference. This, in
some situations, is an additional source of conflict between
physicians and nurses.

Legally, nurse anesthetists are supposed to be super-
vised by physicians. However, several sources indicate that
when an anesthesiologist is not available, surgeons may not
have the expertise to evaluate the technical performance of
the CRNA. The CRNA may be more familiar than the surgeon
with the administration of anesthesia. Further, when an

anesthesiologist and CRNA are both available, the anesthe-
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siologist does not always observe the actual performance of
the nurse anesthetist. Dr. Feldstein feels that, because of
this there is a billing inequity and CRNA's, when working
directly with an anesthesiologist, and therefore assuming
more responsibility for anesthetic care, should be paid in a
similar manner to the anesthesiologist. 1In his opinion, " .
. . the wide difference in income between anesthesiologists
and nurse anesthetists, is because one professional group
(anesthesiologist) is able to bill for it's services on a
fee-for-service arrangement directly to the insurance com-
pany or government, while the other profession (nurse anes-
thesia) is prohibited from so doing."63 Anesthesiologists
can be reimbursed for their services in three ways.

1. By salary from a hospital or group. This salary
remains constant regardless of how many cases an
anesthesiologist may do.

2. By fee for service directly from the patient. The
anesthesiologist is then directly responsible for
billing and collection and the hospital is not
involved.

3. By fee for service from the hospital. The hospital
then gives the physician a percentage of the income
from each case he does. The hospital is responsi-

ble for billing and collection.
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At the present time all of these options are not open to the
nurse anesthetist in an equal manner with the anesthesi-
ologist. The nurse anesthetist is usually salaried by the
hospital, without regard to the numver of cases done. This
salary is of course, lower than the salary of the anesthesi-
ologist.

The nurse anesthetist is not able to directly bill
Medicare, or state or private insurance companies in a
satisfactory manner. Although they may submit a bill the
reimbursement provided the CRNA from direct billing is
extremely low; so low in fact that the practice is not
worthwhile.

Some nurse anesthetists do work on a fee for service
basis with the hospital. 1In this instance the hospital bills
the insurance company for their services, and reimbursement
is made to the hospital in an equitable amount. The hospi-
tal then gives the nurse anesthetist a percentage of the
income, based on the number of cases done. This percen-
tage is of course, lower than the percentage an anesthesi-
ologist would earn. The hospital can thus make money by
hiring nurse anesthetists rather than anesthesiologists.
These differences in billing and reimbursement raise gues-
tions of equity and cost to the government and other third-
party payers for anesthesia services. If the anesthesiolo-
gist were a salaried employee of the hospital, that then

would increase the cost to the hospital for anesthesia ser-

vices over the amount they would pay a CRNA. Perhaps,




69
according to Dr. Feldstein, this would cause a "probable
increase in the demand for CRNA's which would improve the
efficiency and total expenditures on anesthesia services.
This policy would also presumably improve the eguity
situation between the CRNA and anesthesiologist since
anesthesiologists' incomes would be lower if they were in
direct financial competition with CRNA's than under the cur-
rent reimbursement system. If anesthesiologists decided not
to be salaried but to charge the hospital for their services,
the hospital would then have to set a fee schedule for anes-
thesia services. The hospital, according to Dr. Feldstein,
could then relate those fees to what it would cost the hos-
pital if the CRNA were to perform those services. The
effect of this proposal, regardless of the way the anesthesi-
ologist is reimbursed, would be to lower the total anesthesia
expenditures, increase efficiency and improve quality.“64
It becomes apparent why anesthesiologists became so incensed
with this study. They felt that nurse anesthetists,
through Dr. Feldstein, were attacking their incomes and com-
peting directly with them by providing a similar service at
a lower cost. With a background threat of national health

insurance, this report only served to increase conflict

between the two groups. A further study published by
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E. S. Siker, William D. Stuart, and John EdwardsGS

stated
that anesthesiologists in private practice in 1970 earned

a low of $10,000 and a high of over $60,000. This was
broken down into percentages of 5 percent earning from
$10-20,000, 10 percent earning from $20-30,000, 25 percent
earning from $30-40,000, 39 percent earning from
$40-50,000, 13 percent earning from $50-60,000, and 6 per-
cent earning over $60,000., The average nurse anesthetist's
salary at this time was approximately $12-14,000. Regard-
less of which study one looks at, it is obvious that there
is a great disparity between the incomes of anesthesiolo-
gists and nurse anesthetists. The increasing utilization of
nurse anesthetists as anesthesia care providers on the
health care team could indeed increase the cost efficiency
of anesthesia care provision. If it is determined, as it
has been in some institutions, by job analysis and actual
proof, that nurse anesthetists are providing functions
necessary for anesthesia care, then utilization of more
nurses under the supervision and direction of fewer physi-
cians would help to provide a country currently interested
in decreasing the cost of health care with quality anesthe-
sia care at lower costs. The report also outlined the fact

that although in many situations nurse anesthetists are

65E. S. Siker, "A Demographic Dilemma," Anesthesiology,

December, 1976, Vol. 45, No. 6.
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66 outlines as

providing care which includes what Dr. Ament
group five and six levels, or those that are ideally dele-
gated to the physician. Under current Medicare and Med-
jcaide billing outlines the nurse anesthetist cannot be
equitably reimbursed for these services. 1In the proposed
survey, I have outlined questions which will indicate atti-
tudes regarding departmental economy and efficiency when
nurse anesthetists are utilized. Hopefully, this then will
be the basis of further study as to what might be done to
make reimbursement more acceptable.

6. Job Satisfaction of Nurse
Anesthetists

The next area of discussion is job satisfaction of

the nurse anesthetist. Dr. J. W. R. McIntyreG?

pointed
out in his study, that the four nurses which were involved
with him indicated some dissatisfaction with their limited
ability to do tasks they felt capable of performing within
the first three-to-six months of training. Although there
has been a great deal of informal discussion at gatherings
of nurse anesthetists regarding job satisfaction, in my
literature review I have not found any definite study.

Many indicate informally that they wish they could expand

their role.

66Arnent, op. cit.

67

J. W. R. McIntyre, op. cit,
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The wide disparity in incomes between the CRNA and the
anesthesiologist is also an area of discontent for nurse
anesthetists. This was outlined in the controversial Feld-
stein report which was commissioned by the AANA and pub-

lished in December, 19?5.68

This report indicated that nurse
anesthetists were providing similar service to anesthesiolo-
gists but being paid less.

I found that although there is a great deal of liter-
ature which briefly refers to the proposed study, there is
not any study of the kind published. 1I believe this is
because the problem has only recently come to the forefront
for consideration. Many people discuss the job of the nurse
anesthetist but there is no documentation of specific prac-
tice or feelings about education, future practice, economics,
efficiency, impact and job satisfaction. A pilot study in
this area will be done here.

The AANA Guidelines for Schools of Nurse Anesthesia69
are based on what educators in the field feel are the
things our students should know. I believe a study of this
kind will also assist in documentation that either we are

teaching or we should, or that we should study curriculum

changes. If we are meeting the needs of our students, this

68Feldstein, op. cit.

GQAANA. Guidelines for Schools of Nurse Anesthesia,

1975.
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will be further support if our education accreditation pro-
cess 1is challenged again.

Finally, if both anesthesiologists and nurses respond
to this study, perhaps we can make an initial attempt in
formulating a job description with input from both groups
and which both groups will find acceptable. This would then

assist in conflict reduction between nurse anesthetists and

anesthesiologists.
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CHAPTER III

METHODOLOGY

Although utilization of nurse anesthetists has been
common in the United States for the past forty to fifty
years there has not, until recently, been any discussion or
consideration of their role. The recent influence of increas-
ing legal demands, and the advent of the nurse practitioner
and physician's assistant, has caused a great deal of dis-
cussion and concern over utilization of nurse anesthetists, as
well as discussion and concern over what functions should be
performed by the nurse anesthetist,.

The only study published in this area was done by
Dr. J. W. R. McIntyre of Edmunton, Alberta, Canada. Nurses
are not presently utilized in anesthesia practice in Canada
and his study was an attempt to see if it would be feasible
to use nurses. Other studies discussed in the review of
the literature did not define the actual practice of the
nurse anesthetist, but limited their concern to demography,
salary, education, and breakdown of educators and practi-
tioners in relation to the above named factors.

It is my purpose in this study to obtain opinions of

anesthesiologists and practicing nurse anesthetists, in order

to test the following hypotheses:
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1. Physician's assistants are not considered
to be as acceptable as nurse anesthetists
as the non-physician members of the anesthe-
sia care team.
2. Utilization of nurse anesthetists does not
increase the economy and efficiency of the
anesthesia department.
3. Nurse anesthetists are not content with their
careers.
4, Practice of the nurse anesthetist does not
vary with the institution in which they work.
5. Utilization of nurse anesthetists has no impact
on the feelings, job satisfaction, or status
of the anesthesiologist with whom they work.
6. Opinions regarding basic education and con-
tinuing education of nurse anesthetists do not
vary.
These hypotheses are based on the six sections of concern which
I have previously identified: policy regarding nurse anes-
thetists, economics and efficiency of the utilization of
nurse anesthetists, job satisfaction of nurse anesthetists,
practice of nurse anesthetists, impact of the utilization of
nurse anesthetists, and the ideal educational level for nurse
anesthetists. A questionnaire will be utilized to elicit
opinions of anesthesiologists and nurse anesthetists on ques-

tions relating to the stated hypotheses. Frequency of

responses will be measured, and a .05 level of significance
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will be utilized to accept or reject the hypotheses which
have been stated in the null form. It is realized that this
study will not elicit causal information, and is only designed

to obtain frequency of opinion.

1. Sample Selection

I plan to sample opinions of those individuals working
in anesthesia departments having nurse anesthetist training
programs, those working in departments having physician resi-
dency training programs, and those working in departments
without any anesthesia training programs. An equal number
of samples will be taken from each group.

In order to select the institutions to be included
I have taken random samples of hospitals utilizing a table
of random numbers from the following lists:

1. The American Association of Nurse Anesthetist's

List of Recognized Educational Programs for
Nurse Anesthetists, June, 19761
2. The Liaison Committee on Graduate Medical

Education - Directory of Accredited Residen-

cies, 1975-76.2

1American Association of Nurse Anesthetist's List of
Recognized Educational Programs for Nurse Anesthetists
Chicago: AANA, June, 1976.

2Liaison Committee on Graduate Medical Education,
Directory of Accredited Residencies, 1975-76. Chicago:

American Medical Association, 1976.
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3. The 1976 Annual List of Accredited Facilities -
Joint Commission on Accreditation of Hospitals,
January 1, 1976.3
After numbering each institution in order of appearance from
the above named lists, one hundred institutions were selec-
ted from each list, by matching the numbers given each facility
on the list with those numbers in the "Table of Random Numbers"
given in the book, Introduction to Statistical Analysis, by

Dixon and Massey.4 The selection was started at a random

point in the table and each subsequent number in the table
was matched to that hospital so numbered in the list, and the
sample thus selected. Samples from each list were selected
independently with different starting points in the table.
Selected hospitals were discarded from the sample only if:
1. They had been previously selected on another list
(eight occurrences).
2. They had previously been selected on the same
list (three occurrences).
3. They were taken from the Joint Commission on

Accreditation of Hospitals List to be used for

3Joint Commission on Accreditation of Hospitals, 1976
Annual List of Accredited Facilities, January 1, 1976,
Chicago: Joint Commission on Accreditation of Hospitals,
1976.

4Wilfrid J. Dixon and Frank J. Massey Jr., Introduction
to Statistical Analysis, Third Edition, New York: McGraw-Hill

Book Company, 1969,
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hospitals not having training programs, but did
have a training program (one occurrence).
In the above instances the next number occurring in the table
of random numbers was utilized to select another hospital.
One hundred hospitals having nurse anesthesia training
programs, one hundred hospitals having residency training
programs for physicians, and one hundred hospitals having
neither type of training program were selected. This sample
represents approximately fifty percent of those hospitals
having nurse anesthesia training programs, approximately
fifty percent of those hospitals having physician anesthe-
sia residency training programs, and approximately three
percent of those hospitals having no training programs in
anesthesia.
Due to the fact this this is an exploratory study
the following variables were recognized but not con-
trolled:
l. Hospital size
2, Number of surgical cases
3. Nature of surgical cases
4. Nature of personnel employed in the anesthesia
department
5. Location of the hospital
6. Nature of the hospital
7. Number of hospitals in each study category cor-

related with the actual number of hospitals

existing in each category.
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8. Consistency of responses within an individual
institution.
9. If the anesthesiologist has had past work exper-
ience with nurse anesthetists.
This exploratory study might bring to light other variables in
addition to those listed above which might be coﬁsidered in
future, more definitive studies which may be based on the
results of this study. /
Variables considered and correlated in this study
are whether the respondent is a physician anesthesiologist
or a nurse anesthetist, whether the respondent presently
works with nurse anesthetists, whether the respondent works
in a hospital with a training program for physicians in anes-
thesia, a training program for nurses in anesthesia, or no
training program in anesthesia, the frequency of responses
for each group as well as total response, and the current
practice as compared with the possible future practice of

nurse anesthetists.

2. Instrument

Because there are no previously published studies
relating to the purpose of this study a new instrument was
required to measure the desired information. The six sec-
tions identified from the review of the literature were
enumerated and the six hypotheses developed. These hypo-
theses were based on ideas which I believe are important to

the satisfying practice of nurse anesthesia and are areas of

concern I have heard expressed by other nurse anesthetists




86
and physician anesthesiologists. I feel that emphasis
should be placed on defining practice in order to meet the
ultimate goal of this study; the formulation of a current
job analysis aﬁd description for the nurse anesthetist, and
a comparison of this current description with a futuré pos-
sible role. There are therefore, more guestions relating
to this area than to the other five areas.

Since this is an exploratory study many of the ques-
tions are general and being utilized to perhaps, define
areas for future study.

A Likert type scale was selected as the most advan-

tageous method of measuring attitudes relating to the nurse
anesthetist. This scale will then place the respondent on
an agreement continuum of the attitude in question. The
items to be measured were similar in ‘'attitude value' and

it was felt that they would fit easily onto this type of
scale. A measurement of the intensity of attitude expres-
sion is also permitted by this scale. It was determined
that a category of 'uncertain' was needed on the scale to
emphasize to the respondent that if nothing was known in the
area and there were no feelings based on knowledge that it

5

would be better to mark uncertain. Four additional cate-

gories ranging from strongly agree, agree, disagree, to

5Fred N. Kerlinger, Foundations of Behavioral Research,

New York: Holt, Rinehart and Winston, Inc., 1973, pp. 491-
514.
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strongly disagree were utilized to determine opinions
relating to the current practice. Another scale of the same
type was utilized to determine opinions on the future prac-
tice relating to the same guestion.

It was felt to be important that the guestionnaire
not take over five to ten minutes to complete since shorter
guestionnaires often have a higher percentage of return.
Therefore the number of questions was limited.

Because the gquestionnaire had not been used before
reliability and validity were a concern. Ten of the thirty-
three questions used had been included in the only study
found of similar nature. This was the study done in Canada
by Dr. J. W. R. McIntyre and included four nurses trained
in anesthesia for three to six months and ten anesthesiolo-
gists supervising them. Although Dr. McIntyre's gquestion-
naire was not published with the results of his study, he was
kind enough to send a copy to me. Questions from this study
related primarily to the section on 'Impact', but were also
included in the sections on 'Education', 'Practice', and

6

'Job Satisfaction’'. Due to the fact that Dr. McIntyre's

study was a small, in-house study, based on only four nurses

6Questions from the study of J. W. R. McIntyre include:
'Impact' - Questions 1, 2, 3, 4, 5, 6, and 7, 'Education' -
Question 3, 'Practice' - Question 3, and 'Job Satisfaction' -
Question 3. See questionnaire in Appendix II.
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with only three to six months of training, it was felt that
further validation might be in order for these as well as
for the twenty-three new questions. It was determined that
a Committee of Experts would be formed to evaluate the ques-
tionnaire for reliability and validity, and that in addi-
tion the questionnaire would be given to members of the UCLA
Department of Anesthesiology to answer prior to the mailing.
In this way their responses could be evaluated and compared
with results of the survey, and their opinions could be given
on the questionnaire.?

The Committee of Experts formed to give opinion on the
questionnaire was made up of Ehe following individuals:

1. John Viljoen M.D.
Professor of Anesthesiology
UCLA School of Medicine
Chief - Department of Anesthesiology
Wadsworth Veterans Hospital
Los Angeles, California

2. J. W. Belleville M.D.
Professor of Anesthesiology
UCLA School of Medicine
Los Angeles, California

3. Ronald Katz, M.D.
Professor and Chairman
Department of Anesthesiology
UCLA School of Medicine
Los Angeles, California

4, Jerome Seliger, Ph.D.
Faculty Advisor
Lindenwood College IV

7Kerlinger', Op. cCit.
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5. Mrs. Sandra Schwartz CRNA

Associate Director
UCLA School of Nurse Anesthesia
Los Angeles, California
6. Stuart Sullivan, M.D.
Professor and Vice-Chairman
Department of Anesthesiology
UCLA School of Medicine
Los Angeles, California
7. Fred Dorie, Ph.D.
Department of Biostatistics
UCLA School of Public Health
Los Angeles, California
Suggestions of the Committee on the format of the guestion-
naire were incorporated into the final product, and the com-
mittee concurred that the questions appeared to be both reli-
able and valed. The questionnéire was then given to the
staff of the Department of Anesthesiology at UCLA and their
responses observed and held for comparison with the final
results of the study. (Appendix II)

In addition to the above methods of documentation of
reliability and validity there were questions in the
instrument designed to elicit the same information. This
was done in the hope of increasing validity.

It was determined that four guestionnaires would be
sent to each institution. For those institutions having
residency training programs for physicians, and those insti-
tutions having no training programs the guestionnaires would
be sent to the Chairman of the Department of Anesthesiology

by name. He would also be sent a covering letter, (Appen-

dix I) explaining the study. Those questionnaires and

covering letters to be sent to the group of hospitals having
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nurse anesthesia training programs would be sent by name,
to the Director of the Nurse Anesthesia School. It was felt
important for the highest possible percentage of return,
to send the questionnaires personally to one individual by
name. All names would later be discarded and the results
on the guestionnaire anonymous. Names of Department
Chairmen and Directors of the Schools of Nurse Anesthesia are
listed in the List of Approved Residencies and the List of
the Approved Schools. Phone calls made to the hospitals
without training programs determined the names of the indi-
viduals who are the Departmental Chairmen in those institu-
tions.

It was determined that one questionnaire should be
completed by the Department Chairman and one by the Chief
Nurse Anesthetist. In order to assist in elimination of
bias, since these two individuals are in administrative pos-
itions as well as practicing positions, it is requested of
the Department Chairman that the other two questionnaires
be given to the anesthesiologist and nurse anesthetist who
would be third on a list of staff members placed in alpha-
betical order.

The instrument is constructed so that the questions
testing each of the hypotheses are in separate sections.
This was done both to simplify the appearance of the ques-

tionnaire and thus, hopefully get a larger response, and to

increase the ease of tabulation of the results.
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3. Covering Letter

A covering letter (Appendix I) was written to explain
the study to the respondent. Due to the fact that two hun-
dred letters were to be sent to physicians and one hundred
letters were to be sent to nurse anesthetists, two form
letters were written changing the wording only to make it
appropriate in each situation. The reason for the survey
was briefly explained and the usual length of time needed
to complete the guestionnaire was stated. Method of allo-
cation of the qguestionnaires in that hospital was discussed.

In order to increase legitimacy of the study to the
respondents, and to increase return as much as possible it
was determined that the letter should be written on depart-
mental stationary and signed by two consultants as well as
myself. Permission was granted to do this by the Chairman
of the Department of Anesthesiology and by the Lindenwood
Faculty Advisor.

Although, due to the number, it was necessary to Xerox
the form letter, the name of each individual was typed in so

that the correspondence would be as personal as possible.

4., Anonymity

It was believed that assurance of anonymity of the
respondents was very important to the accuracy of the results
of the gquestionnaire. It was also felt to be important that
results of the questionnaires from each type of institution

be tabulated. 1In order to achieve these two ends, each

institution was given a number and all four gquestionnaires
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addressed to each institution labeled identically. A list
of institutions and their numbers was kept in the event
that a second mailing would be needed to increase response;
otherwise this list was not to be looked at during the
study. Approximately a thirty percent response was expec-
ted and, if under this response was returned, a second
mailing would have been done to those not responding within
three weeks. A thirty percent return is considered average
for this type of study,8 however one study on type of prac-
tice and salary range done by the AANA in 1975 elicited a
72 percent response.9

Four stamped, self-addressed envelopes were included
with each of the four gquestionnaires sent to the individual
hospitals. This was hoped to increase return since each
individual could return his own qguestionnaire, and also it
would be an assurance of anonymity within the individual hos-
pital. Even if all questionnaires were not returned from
each hospital, those returned could be utilized in the gen-
eral study. The results of opinions of the staff of that
hospital could not, however, be cross-tabulated for validity

within that institution.

BWood, Marilynne, Asst. Prof. Nursing, UCLA, Lecture
Series, "Research Methodology," September-December, 1976.

9Health Information Services Incorporated, "A Survey
of Nurse Anesthetists - 1975," Journal of the American
Association of Nurse Anesthetists, December, 1975, 43:6.
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5. Second Mailing

In order to insure the highest rate of return from the
questionnaire a letter (available in Appendix III) was sent
to all hospitals asked to participate in the survey. This
letter asked the respondent to please return his question-
naire by the cut-off date, and if his questionnaires had
been lost he could request replacements by letting me know
by phone or letter. This letter generated requests for addi-
tional questionnaires from four hospitals. Additional
questionnaires were received after the letter was sent, but

it is impossible to determine if these returns were due to

the letter or simply were late returns.
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CHAPTER IV

DATA PROCESSING AND ANALYSIS

l. Data Collection

A. Returns

A total of 630 questionnaires were returned by the
designated cut-off date of June 3, 1977. Upon receipt of
the questionnaires each was noted for the type of hospital
group from which it came. This was done by the use of the
number attached to the guestionnaire prior to mailing. Thus,
it was possible to later compute separately the responses
from each of the three types of institutions without being
aware which institution was responding when coding the
results of the questionnaire. This effort was made to insure
the anonymity of the respondent. Forty-five questionnaires
were returned with the identifying numbers either cut off or
crossed out. These questionnaires were discarded from the
part of the study cross-correlating responses from the
three types of institutions since there was no way to
accurately identify the group to which each belonged.

Identification of numbers and percentage of returns
in each category were as follows:

Total individual questionnaires mailed - 1200

Total individual questionnaires returned

by June 3, 1977 - 630
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Total individual questionnaires returned

by the Post Office as "Addressee

Unknown" - 8
Total questionnaires returned by the

recipient unanswered due to lack of

familiarity with Certified Registered

Nurse Anesthetists - 16
Total percent of individual guestionnaires returned - 53.6%
Total groups of four gquestionnaires mailed to
individual hospitals - 300
Total hospitals responding by June 3, 1977 - 205
Total hospitals having questionnaires returned
by Post Office as "Addressee Unknown" - 2
Total hospitals returning gquestionnaires
unanswered due to lack of familiarity with
Certified Registered Nurse Anesthetists - 3
Total questionnaires returned answered but
without identifying mark - 45
Total percent of hospitals returning at least one
questionnaire - 78.3%

(The forty-five questionnaires returned without an identifi-

cation number were not included in the calculation of the

percent of hospitals returning the guestionnaire.)




Data for Hospitals with No Training Programs

Total individual guestionnaires mailed -
Total individual gquestionnaires returned -
Total guestionnaires returned due to lack of
personnel in an individual hospital -
Total questionnaires returned by the Post
Office as "Addressee Unknown" -

Total percent of return of individual questionnaires =

Total. hospitals mailed questionnaires =
Total number of hospitals returning at least
one guestionnaire -

Total percent of hospitals returning at least one

questionnaire =

Data for Hospitals with Schools of Nurse Anesthesia

Total individual questionnaires mailed -
Total individual questionnaires returned -

Total percent of return of individual questionnaires -

Total hospitals mailed questionnaires -
Total hospitals returning at least one
gquestionnaire -

Total percent of hospitals returning at least one

guestionnaire =

98

400
172

443

100

64

64%

400

210

52.5%

100

70

70%




Data for Hospitals with Physician Anesthesia

Residency programs

Total individual questionnaires mailed i
Total individual questionnaires returned -
Total questionnaires returned unanswered due
to lack of familiarity with Certified
Registered Nurse Anesthetists -

Total percent of return of individual guestionnaires -

Total hospitals mailed guestionnaires -
Total hospitals returning at least one
questionnaire -

Total percent of hospitals returning at least one

questionnaire -

Data for Certified Registered Nurse Anesthetists

and Physician Anesthesiologists

Total CRNA's mailed questionnaires -
Total CRNA's returning questionnaires -

Total percent of CRNA's returning questionnaires -

Total physician anesthesiologists mailed
guestionnaires -

Total physician anesthesiologists returning
guestionnaires o

Total percent of physician anesthesiologists

returning questionnaires -

99

400

203

16

52.8%

100

01

71%

600

319

53.2%

600

308

51.3%
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The method of calculation of percentage of return was
based on that described by Earl Babbie in his book, Survey

Research Methods. He states, "In computing response rates,

the accepted practice is to omit all those questionnaires
that could not be delivered. In his methodological report
the researcher should indicate the initial sample size, then
subtract the number that could not be delivered due to bad
addresses, death, and the like. Then the number of com-
pleted questionnaires is divided by the net sample size to
produce the response rate. As a result, the response rate
is really a measure of the researcher's success in persuading
sample members to participate, and he does not count against
himself those whom he could not even contact. "t

Since it was planned not only to calculate total
responses to test the validity of the hypotheses, but to com-
pare the responses of the three groups of hospitals, those
with no training programs, those with Schools of Nurse Anes-
thesia, and those with physician anesthesia residency pro-
grams, as well as the responses of the physician compared
with the responses of the Certified Registered Nurse Anesthe-
tists, a percent of response was calculated for each group
as well as the total study to determine if the response rate

in each area was high enough for analysis.

1Earl R. Babbie, Survey Research Methods (Belmont,

California: Wadsworth Publishing Company, Inc., 1973),
P. 165,
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A 35-40% return of each group was originally antici-
pated. Mayer and Pratt state, "Few published results report
response rates that exceed 50%; indeed conclusions are fre-
quently based on returns from less than 25% of the desig-

nated respondents."2

In this survey a response rate of over
50% was received in total as well as in each separate area
of analysis, with the exception of the percent of return of
individual questionnaires from hospitals with no training
programs which had a response rate of 44% of total individual
guestionnaires returned. This group had 64% of the hospi-
tals receiving questionnaires represented by at least one
returned response however, and this figure was considered
the most important since it was not possible to determine if
there were four individuals employed in anesthesia depart-
ments in some of the smaller hospitals. If not, as is often
the case, this would limit the number of individuals receiv-
ing questionnaires and thus the return would be limited.

The size of the response rate in all areas was higher
than anticipated, and considered adequate for analysis and
reporting. There is in the literature, a wide variation in
what is considered an acceptable response rate for analyza-
tion and reporting. Babbie requires one of the higher rates

noted for acceptability. He states, "A response rate of at

2C. S. Mayer and R. W. Pratt, "A Note on No-Response

in a Mail Survey,"™ Public Opinion Quarterly, 1966, Vol. 30,
pp. 637-646.
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least 50% is adequate for analysis and reporting. A
response rate of at least 60% is good and a response rate
of 70% or more is very good.“3 All responses for this
study were considered adequate and response rate from the
three hospital groups was considered good to very good
based on the return of questionnaires representing individual
hospitals.

Bias of returns from variation in the groups was not
significant since by the Chi-Square test there was not a sig-
nificant difference between the MD/CRNA response rate (308
MD's to 319 CRNA's) or between the three types of hospitals
responding (172 with no training programs, 210 with Schools

of Nurse Anesthesia, and 203 with residencies for physicians).

2. Coding

As questionnaires were returned each was assigned an
identification number which included which of the three types
of institutions it represented and whether the respondent was
a physician anesthesiologist or a Certified Registered Nurse
Anesthetist. All coding was done individually by myself as
the researcher, since this is considered at UCLA to be the
area of data processing where the most frequent errors

affecting outcome of the results occur.4

BBabbie, op. eit., p. 165.

4James Conner MD, J. W. Belleville MD, and Fred Dorie

Ph.D., Personal Communication, June, 1977.
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The Track One Processing Method was utilized. This is
the traditional method of data processing involving the
coding of questionnaires and the transfer of code assign-
ments to a 'transfer sheet' or 'code sheet'. "Coders write
numbers corresponding to the desired punches in the appro-

priate columns of the sheets.“5

The code sheets were then
given to the key punch service of the UCLA School of Medi-
cine. After the cards were punched they were verified and
corrected to accurately represent the data contained in the

guestionnaire.

3. Programing

Programs available to me for analysis of the study
were those available through the UCLA Health Sciences Com-
puting Facility. All programs listed in the current Bio-

medical Data Programing book were reviewed and BMDP 5D, a

program entitled "Histogram and Univariate Plots" was chosen
as the most appropriate.6 This program records frequency,
cumulative frequency, percent, cumulative percent, count,
mean, standard deviation, and a histogram for each variable.
A total of 92 variables were read for 630 responses for the
total response to the survey. Since cross correlations were
desired for MD contrasted with CRNA response, and responses

from the three hospital groups, the program was re-run a

Babbie, op. cit., p. 197.

6UCLA Computing Facility, Bio-Medical Data Processing

Book. UCLA Press, 1967.
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second and third time to obtain the same information for
each of these groups. For the MD/CRNA response group a total
of 92 variables were read for the 308 responses by physician
anesthesiologists and a total of 92 variables were read
for the 319 responses by Certified Registered Nurse Anesthe-
tists. For the three hospital groups a total of 92 variables
were read for each of the following: 172 responses from hos-
pitals with no training programs, 210 responses from the hos-
pitals with Schools of Nurse Anesthesia, and 203 responses
from hospitals with physician anesthesia residency training
programs. The same statistics obtained for the total
responses were thus obtained for each group by re-running
the program.

In order to determine significance of response, the
Chi-Squared test was selected. This test reports "the
probability that the parameter falls within a certain range
(confidence interval)."? It assumes that errors are due to
sampling error and determines the significance of the
response as applicable to the total population. The Chi-
Squared test is appropriate to use on an ordinal scale of
measurement such as the Likert-like scale used in this

8

study. It is also appropriate to measure central tendency.

The mean and standard deviation were reported, in the results

"Babbie, op. cit., p. 308.

8Fred Kerlinger, Foundations of Behavioral Research.

Second Edition. (New York: Holt, Rinehart, and Winston,
Inc., 1973), pp. 107-108.
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as it was found to be a useful figure to quickly determine
if the results were on the agree or disagree side for a par-
ticular variable. Babbie states, "The uniform scaling of
the Likert item response categories assumes each item has
about the same intensity as the rest."9 Thus the computa-
tion of mean and standard deviation are useful for this
s tudy.

It was determined that the Yates Continuity Correction
should be added to the Chi-Squared computation. This is a
modification for computations with one degree of freedom and
increases accuracy since it is a more conservative measure
than the Chi-Squared test alone. Dixon and Massey explain
this test as follows: "In the case of one degree of freedom
the approximation of the discrete sampling distribution of
the Chi-Square can be markedly improved by reducing the
absolute value of each difference by 0.5 before it is
squared. This modification is sometimes called a continuity
correction or Yate's correction."10

Since the original program utilized did not include the
Chi-Squared test or the Chi-Squared test with the Yate's
correction and no program was found among those available

to be used at UCLA which would do all things desired at once,

9Babbie, op. cit., p. 308.

10Wilfred Dixon and Frank Massey, Introduction to Sta-
tistical Analysis. Third Edition. (New York: McGraw Hill

Book Co., Inc., 1969), p. 242.
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the Chi-Squared tests were done after the original computer
work by a separate program. The program used was the
"Fortran-Chi-Squared test with the Yates Modification for
Two to Four Variables". This program was developed by
Robert Kaufman MD, Ph.D. of UCLA. This test was done on
the agree compared to disagree response of the total results
to determine the proof of the hypotheses, and was also done
to determine the significance of each variable regarding
current and future response, physician compared to CRNA
response, and response variation between the three groups
of hospitals. 1In determining significance, a Chi-Squared
value above 3.8 indicated a 0.05 level of significance, a Chi-
Squared value above 6.6 indicated a 0.01 level of signifi-
cance, and a Chi-Squared value above 10 indicated a 0.001
level of significance.

For the purposes of computation the sum of the responses
of the categories of Strongly Agree and Agree and the cate-
gories of Disagree and Strongly Disagree were totaled for
the determination of the Chi-Squared value. The uncertain
responses, according to Babbie, can either be allocated to
each category according to percentage of response to the other
four categories, deleted, or listed separately indicating
a reason for the number of uncertain responses.11 It was

felt that in this study the uncertain responses may carry a

11

Ibido r Pp- 264-265-




107
meaning in themselves for some of the items, so they were
listed separately.

All data gained was recorded in the tables developed.
These tables showing complete data and all analyses per-

formed, are available to the reader in Appendix IV.
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CHAPTER V
RESULTS

The six hypotheses previously identified as specific
areas for the study of the problem will each be discussed in
turn and the results obtained from the survey pertaining to
each will be described. The total response was utilized to
determine the significance of each variable, and the signifi-
cance of all variables under each hypothesis was used to
determine the acceptance or rejection of the hypothesis.
Each hypothesis will be listed in the order of presentation
for the survey questionnaire, and it will be followed by the
items relating to it, also in the order of presentation in
the questionnaire.

l. Physician's Assistants are not considered to be as
| acceptable as nurse anesthetists as the non-physician
members of the anesthesia care team.

a. The department should utilize Certified Regis-
tered Nurse Anesthetists as members of the anes-
thesia care team.

In the past it was felt by many physicians that CRNA's

were in the specialty on a temporary basis, until the need
for additional personnel could be met by physicians. This

question was used to determine if this opinion still existed,

b 7768%
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or if individuals in the field felt that currently and in the

future the CRNA was a permanent member of the specialty

either due to the fact that there still is a shortage of

appropriately trained physicians, or because it is more

economical and efficient to use a combination of CRNA's and

MD's in the department.

total response to the first question:

The following results indicated the

Strongly Strongly No
Agree Agree Uncertain Disagree Disagree Responss
(1) (2) (3) (4) (5)
425 130 19 20 25 L5 )
(67.5%) (20.6%) (3%) (3.2%) (4%) (1.7%)

The difference between the agree and disagree responses

were significant at the .00l level with a Chi-Sguared value

of over 100.

This indicates a strong significance.

It was

thus determined that according to the results of the survey

CRNA's should be utilized.

between current practice and possible future practice.

There was a significant difference

The

results were significant at the .01 level with a Chi-Squared

value of 9.99.

(See Appendix IV, Page 1 and 2)

Although

over 80% of the respondents agreed with the utilization of

CRNA's both currently and in the future there was a larger

number of uncertain responses for the future.

This changed

the numbers on which the Chi-Squared test was made and caused

a significant difference.

The higher degree of uncertainty



CURRENT
PRACTICE

FUTURE
PRACTICE

Total M.D. C.R.N.A. Hospitals
Respondents Respondents Respondents With No
Training Programs

1. The Department should utilize Certified Registered Nurse Anesthetists
as members of the anesthesia care team.

Hospitals

With R.N. Anes-
thesia Training
Programs

Hospitals

With M.D. Anesthesia
Residency Training
Programs

ETT
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for the future is to be expected, particularly since legal
and political influences are changing rapidly as described
in previous chapters. There was a significant difference in
MD response for current and future at the .01 level. Again
the increased number of uncertain responses seemed to be
the cause of the difference.

The CRNA response for current and future practice
stayed very much the same. This would be expected since
there were no responses disagreeing with the utilization of
nurse anesthetists either now or in the future. Since there
were frequencies of response under 5 it was impossible to com-
pute a Chi-Squared value with accuracy by the described
method.

There was a difference in the MD/CRNA response for both
current and future utilization of nurse anesthetists. This
difference was at the .05 level. Although both groups agreed
with the utilization of CRNA's there were, as would be expec-
ted, more CRNA's agreeing with the concept than physicians,
thus generating the difference in response.

There were no significant differences in either current
or future opinions on utilization of CRNA's between the group
of hospitals with residency programs and the group with
neither training program. As would be expected since
respondents from the group of hospitals with Schools of
Nurse Anesthesia were assessing their own philosophy of the
profession or their own profession, there were significant

differences in opinions from this group of hospitals and the
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other two groups. In spite of the significant differences
all three groups of hospitals favored the utilization of
CRNA's both currently and in the future.

b. Appropriately trained physician's assistants would
be as valuable in the department as nurse anes-
thetists.

Recently there has been discussion as to whether or not
physician's assistants would be more valuable in an anesthe-
sia department than CRNA's. This topic was alluded to in the
previous chapters. This question was meant to give respond-
ents an opportunity to express their views on this topic to
find if we should train nurses or individuals with other
background for the specialty. This guestion generated the
results from the total survey response given in the follow-
ing table. All other data pertaining to the item is avail-

able in Appendix IV, Pages 3 and 4.

Strongly Strongly No

Agree Agree Uncertain Disagree Disagree Response
(1) (2) (3) (4) (5) (6)
36 65 157 117 233 22

(5.7%) (10.3%) (24.9%) (18.6%) (37%) (3.5%)

These results indicated that physician's assistants

were not considered as valuable as nurse anesthetists as the

non-physician members of the anesthesia care team.

The Chi-

Squared test of the agree compared to the disagree responses

generated a value of over 100 indicating a strong significance




CURRENT
PRACTICE

Total M.D. C.R.N.A.
Respondents Respondents Respondents

2. Appropriately trained physician's assistants would be as
valuable in the department as nurse anesthetists.

Hospitals
With No
Training Programs

=]

FUTURE
PRACTICE

Hospitals Hospitals

With R.N. Anes- With M.D. Anesthesia
thesia Training Residency Training
Programs Programs

=
=
e
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at the .001 level. Thus the results failed to reject the null
hypothesis that physician's assistants are not considered to
be as acceptable as nurse anesthetists as non-physician mem-
bers of the anesthesia care team.

This was the anticipated result based on personal exper-
ience and personal communication with others in the specialty.
The results also correlate with the study mentioned in the
"Review of the Literature" done by the American Society of

1 1In this study

Anesthesiologists Committee on Manpower.
57% of the anesthesiologists stated that they would not
employ physician's assistants. 1In the current study 55.6%

of the respondents felt that physician's assistants were not
as valuable as Certified Registered Nurse Anesthetists.

There was no significant difference in the total
response regarding current and future practice related to
this question. The MD's however did have a significant
response difference at the .05 level for current and future
practice although the majority of the respondents disagreed
with the utilization of physician's assistants both currently
and in the future. There were more favorable and less unfa-
vorable responses for the future and the number of uncertain
responses increased making the difference in opinion signifi-
cant.

There was no significant difference in opinion for

1Harold Carron, et al., Report of the 1974 Membership
Survey by the ASA Committee on Manpower.
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the current and future practice in the CRNA response. Both
response groups indicated disagreement with the use of
physician's assistants as would be anticipated since they
may be viewed by the CRNA as competing for the same job
market.

Although the majority of both physicians and CRNA's
disagreed with the utilization of physician's assistants
there was a significant difference in the response at the
.001 level for both the current and future practice when com-
parison was made of the difference in response between those
two groups. This would again be expected since the CRNA is
looking at his or her own job market while the MD is not.

There was a significant difference at the .05 level
for both the current and future practice between the resi-
dency hospital group and the hospital group with no training
programs. This is probably due to the fact that the CRNA
is legally able to practice under the direction of the sur-
geon without an anesthesiologist, while the physician's
assistant is not legally able to do this. Thus the physi-
cian's assistant would be of lees use to the small hospital
if there was no physician anesthesiologist. There was no
significant difference between the responses of the hospital
group with no training program and the group with Schools of
Nurse Anesthesia, or between the group with Schools of Nurse
Anesthesia and the residency group for current practice, but
for the future there was a significant difference at the .05

level between the residency group and the group with Schools
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of Nurse Anesthesia. This indicates that perhaps the physi-
cian's assistant would be of more value due to the difference
in the tasks they would perform in a residency training
program compared to the needs of other hospital types. 1In
the residency training program there would probably be more
need for assistance with monitoring equipment and perhaps
the job of the physician's assistant would be more in this
area than in the actual practice of anesthesia. The job of
the CRNA is more likely to be in the practice of anesthesia
than in assisting the physician with monitoring or other
needs.

In summarization of the results pertaining to this
hypothesis, it is indicated by the study that nurse anesthe-
tists should be used, and are preferred to physician's
assistants by the majority of the respondents. The MD's were
somewhat more accepting of the physician's assistant than the
nurse anesthetists although the majority still disagreed with
the concept. Of the three hospital groups, physician's
assistants, if valuable as a member of the care team, would
probably be most valuable to the residency training programs
for future practice, although the majority of responses in
this area disagree with the concept. The null hypothesis was
thus not rejected.

2. Utilization of nurse anesthetists does not increase

the economy and efficiency of the anesthesia depart-

ment.

If this second hypothesis is rejected it would lend

support to the first hypothesis showing that CRNA's are a
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valuable addition to the anesthesia care team since they help
increase the economy and efficiency of the department. 1In
rejecting or accepting this hypothesis the difference between
the responses agreeing and disagreeing for both questions
must be significant and the majority of the respondents must
agree. If either of these factors does not occur the hypo-
thesis is not accepted.

a. Nurse anesthetists help the department provide
the most efficient method of anesthesia care.
The following table indicates the total response used in
All other data

determining significance for the hypothesis.

relating to this item is available in Appendix IV, Pages 5

and 6.

Strongly Strongly No

Agree Agree Uncertain Disagree Disagree Response
(1) (2) (3) (4) (5) (6)
308 195 41 49 27 10

(48.9%) (31%) (6.5%) (7.8%) (4.3%) (1.6%)

There was a significant difference at the .001 level

between the 503 responses agreeing and the 76 responses dis-
agreeing, indicating that CRNA's help provide the most effi-
cient method of anesthesia care. There was no significant
difference in total response based on current and future
practice.

A significant difference at the .001 level was noted

between MD and CRNA response for both current and future
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practice. This is to be expected since CRNA's are speaking
of their own profession and physicians are not. The major-
ity of both groups however, felt that CRNA's increased the
efficiency of care given in the department in current prac-
tice and would continue to do so in the future.

There was no significant difference in current and
future practice for either physician or CRNA response, when
each category was viewed alone.

There were significant differences in number of
responses per category between all three hospital groups.

The majority of all three groups felt that CRNA's increase
departmental efficiency, but fewer respondents from the
residency group felt this to be true, than respondents from
the other two groups. The largest significant difference for
both current and future practice was between the hospitals
with residency training programs and hospitals with Schools
of Nurse Anesthesia. It again should be emphasized, that in
spite of the differences in numbers responding to each cate-
gory that over 60% of all respondents felt that CRNA's helped
increase departmental efficiency.

b. Nurse anesthetists help the department provide

the most economical method of anesthesia care.

The following table indicates the total response used
for determining significance of the hypothesis related to
this item. All other data pertinent to this item is avail-

able in Appendix 1V, Pages 7 and 8.
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Strongly Strongly No
Agree Agree Uncertain Disagree Disagree Response
(1) (2) (3) (4) (5) (6)
277 201 63 46 27 16
(44%) (31.9%) (10%) (7.3%) (4.3%) (2.5%)

There was a significant difference at the .00l level
between the 478 responses agreeing and the 73 responses dis-
agreeing that CRNA's help provide the most economical method
of anesthesia care. There was no significant difference in
the response based on current and future practice.

There was a significant difference at the .001 level
between MD and CRNA response for both current and future prac-
tice, but even so over 50% of the respondents in both groups
agreed with the guestion. As would be expected more indi-
viduals in the CRNA group agreed than in the MD group since
they are discussing their own profession.

There was no significant difference between current
and future response for either the MD or the CRNA groups.

Among the three hospital groups it is interesting to
note that responses from the group of hospitals with resi-
dencies differed significantly at the .001 level from the
other two groups, but there was no significant difference
between the group with Schools of Nurse Anesthesia and other
groups. This possibly indicates that residents in training
and having lower salaries than staff anesthesiologists, but

similar salaries to CRNA's help increase the economy of the

hospitals with physician anesthesia training programs, while
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the CRNA's help increase the economy of the other two types
of departments.

In summary, there was a significant response indicating
that utilization of nurse anesthetists increases the economy
and efficiency of anesthesia departments, and thus the stated
hypothesis is rejected. Although both physicians, nurse
anesthetists and the three hospital groups all agreed upon
the increased economy and efficiency provided by nurse anes-
thetists, there was a significant difference in grouping of
response between MD's and CRNA's and between hospitals with
residency training programs and the other two groups of hos-
pitals with residency training programs and the other two
groups of hospitals. This difference is probably produced by
each group being influenced to answer to the benefit of their
own organizational structure.

3. Nurse anesthetists are not content with their careers.

This hypothesis was related to the discussion category
of 'Job Satisfaction.' The first item under this category
in the questionnaire was used to determine the significance
and the acceptance or rejection of this hypothesis. The
results of the total response related to this question for
current practice is presented in the following table. All
other relevant data is presented in Appendix IV, Pages 9
and 10.

a. Nurse anesthetists are usually content in their

careers.
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Strongly Strongly No

Agree Agree Uncertain Disagree Disagree Response
(1) (2) (3) (4) (5) (6)
144 327 78 58 13 10

(22.9%) (51.9%) (12.4%) (9.2%) (2.1%) (1.6%)

The difference between the 471 responses agreeing and
the 71 responses disagreeing was significant at the .001
level. Over 70% of the respondents agreed that nurse anes-
thetists are content while less than 12% disagreed. Thus the
null hypothesis was rejected at the .001 level of signifi-
cance: nurse anesthetists are content in their careers.

There was no significant difference between current
and future response in any of the categories regarding the
agree and disagree responses. However, it is of interest
that the number of uncertain responses increased from cur-
rent to future from 12.4% to 34.3% for the total group, from
19.5% for the physician group, and from 5.6% to 32% for the
CRNA group. This indicates a need for possible further
definitive study in the area. The increase may be caused
by the uncertainty created by the current political and
legal factors affecting the profession and the influence
these factors might have on future practice. Further
research may delineate possible problems so that dissatis-
faction is prevented before it arises.

There was no significant difference in response
between the MD and CRNA groups for current practice, but

there was a significant difference at the .001 level between
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physician and CRNA response regarding job satisfaction in
future practice. More physicians than nurse anesthetists
indicated that there might be a possibility of job discon-
tent for the CRNA in the future. This is important since
the MD's essentially control the job description of the
CRNA and are gaining influence in the CRNA training programs.
The physician also plays a major role in politics and law
influencing the practice of the CRNA. MD's are much more
likely to have influence in these areas than bargaining units
representing CRNA's.

There were no significant differences between the
three hospital groups regarding CRNA job satisfaction for
either current or future practice. Each type of job appears
to attract the type of individual for whom the job is best
suited; if not, CRNA's indicated by write-in comments on the
questionnaire that they are likely to change jobs.

In summary, the hypothesis was rejected because the
majority of nurse anesthetists were content in their careers,
and there was a significant difference in the responses
agreeing and disagreeing at the .001 level. There seemed to
be no differences relating to variation in current and
future practice with the exception of the higher number of
uncertain responses for the future and the higher number of
physicians indicating possible job dissatisfaction for the
CRNA in the future.

The following two additional questions pertinent to
the area of job satisfaction were included in the question-

naire.
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b. Problems with interpersonal relationships are

frequently experienced in the work situation

between nurse anesthetists and anesthesiologists.

Data from the total response is indicated in the follow-

ing table.

in Appendix IV, Pages 11 and 12.

All other data relating to the item can be found

[Strongly Strongly No
Agree Agree Uncertain Disagree Disagree Response
(1) (2) (3) (4) (5) (6)
51 162 61 270 76 10
(8.1%) (25.7%) (9.7%) (42.9%) (12.1%) (1.6%)

The current and future total responses to this item

indicated a significant difference at the .001 level between

the number of responses in agreement and those in disagree-

ment.

The majority of responses were in disagreement indi-

cating that interpersonal relationships in the work situation

between anesthesiologists and nurse anesthetists are not fre-

guently experienced.

There were no significant differences between current

and future responses, between anesthesiologist and nurse

anesthetist responses, or between responses from any of the

three hospital groups.

This is an interesting finding con-

sidering the political differences between the two organiza-

tions representing each group.

It was also interesting to

note that several respondents wrote in the gquestionnaire

regarding this item.

They said that they had in previous work
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situations, experienced difficulty with MD/CRNA interpersonal

relationships, but that in their present job interpersonal

relationships were not a problem.

In summary,

the majority of respondents disagreed with

the question of difficulties experienced with interpersonal

relationships between CRNA's and MD's and the agree/disagree

response difference was significant.

The final question relating to job satisfaction stated:

c. Development of knowledge and ability of the nurse

anesthetist is limited in the work environment.

It has been stated that since physicians are now more

involved with the practice of nurse anesthesia,

that the

opportunities for improving knowledge and skills is limited

for the nurse anesthetist.

Some feel that the anesthesiolo-

gists do anesthesia for all difficult and interesting cases

leaving the nurse anesthetist to do relief work and the

simpler anesthetics.

vey this was found not to be the case.

From all applicable items in this sur-

Total response for current practice related to the

above item is given in the following table.

vant data is given in Appendix IV, Pages 13 and 14.

All other rele-

[Strongly Strongly No
Agree Agree Uncertain Disagree Disagree Response
(1) (2) (3) (4) (5) (6)
34 134 37 267 142 16
(5.4%) (21.3%) (5.9%) (42.4%) (22.5%) (2.5%)
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The majority of respondents disagreed with this item
and the response difference between those agreeing and those
disagreeing was significant at the .001 level.

There was a significant difference at the .001 level
between the total current and future response. Although the
majority of respondents still disagreed with the item, the
percent of uncertain responses rose from 5.9% for current
practice to 18.1% for future practice and the percentage of
unanswered questions rose from 2.5% for current practice to
5.7% for future practice. This changed the number of agree/
disagree responses adding to the significant difference in
response. This also could be due to the fact that the present
political and legal influences may change practice in the
future, and could possibly limit the practice of the nurse
anesthetist at that time.

There was no significant difference in the current/
future response by the anesthesiologists. The current/future
response difference for the CRNA's was significant at the .05
level. The number of uncertain responses and responses not
answered rose from 1.6% and 1.3% respectively for current
practice to 17.2% and 5.3% respectively for future practice,
thus changing the total number of responses counted and
therefore the significance.

The MD/CRNA response difference was significant at the
+001 level regarding both current and future responses. It
is interesting to note that a higher percentage of anesthesi-

Ologists feel the development of the CRNA is limited, in fact
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more anesthesiologists feel this than do the CRNA's them-
selves. The CRNA's apparently see the future as decreasing
limitations since there was a significant response differ-
ence at the .05 level from CRNA's regarding current and
future practice indicating this. The percentage of CRNA's
feeling limitations for current practice was 15.3% compared
to only 7.5% feeling limitations for the future. Once
again the number of uncertain responses increased from 1.6%
currently to 17.2% for the future, thus adding to the sig-
nificance of the difference by changing the total response
numbers.

There were no significant differences between the
three groups of hospitals regarding job limitations for the
CRNA.

In summary, there was a significant difference between
the agree/disagree responses regarding limitation of develop-
ment of the CRNA. The majority of physicians and nurse anes-
thetists felt that the CRNA is not limited in development.
The CRNA current/future response difference was significant,
apparently attributable to increased uncertain responses
and changes in numbers for both agree and disagree responses
from opinion on current, to opinion on future practice. Poli-
tical and legal changes influencing the work situation, and as
yet unsolved could contribute to the increased uncertainty
regarding the future.

The fourth hypothesis to be tested is in the area of

practice of the Certified Registered Nurse Anesthetist.
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4. The practice of the nurse anesthetist does not vary
with the institution in which they work.

The discussion will be based on the differences in
responses to each of the questions as it appeared in the gues-
tionnaire under this category. Data from each question will
be discussed individually and then results will be correlated
with the hypothesis. Variations in responses among the
three hospitals will be used to determine the proof of the
hypothesis. Since each of the three groups of hospitals
represent different organizational structures, it is felt that
the various practice situations which the CRNA might encoun-
ter are represented, thus variation in practice between the
three groups of hospitals represents variation in practice
for the CRNA. The questions relating to this hypothesis
follows.

a. Nurse anesthetists should provide anesthesia

care for all types of surgical cases, and for
patients with all ASA risk classifications,
according to individual ability.

This question is designed with the purpose of eliciting
information relative to limitations on practice of the CRNA
within an institution. It was believed that in some situa-
tions physicians took care of the higher risk cases (deter-
mined by the ASA risk classification) and cared for the more
involved surgical procedures. This type of situation would

limit the practice of the CRNA and could be felt to make the
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CRNA's in this situa-

tion might not have the opportunity to utilize the skills

and knowledge they had obtained in training and might be

more likely to become dissatisfied.

The total response to this question is indicated in

the following table.

is available in Appendix IV, Pages 15 and 16.

All other data relating to this item

Strongly Strongly No

Agree Agree Uncertain Disagree Disagree Responss
(1) (2) (3) (4) (5) (6)
265 168 23 105 59 12

(42.1%) (26.7%) (3.3%) (16.7%) (9.4%) (1.9%)

There is a significant difference between the agree and

disagree responses indicating that it is felt that CRNA's

should perform all types of anesthesia for all types of sur-

gical patients.

There was no significant difference between

current and future practice in either the total response or

the physician or nurse group,

indicating that it is felt that

the practice of utilizing CRNA's for all procedures should be

continued in the future.

There was however, a significant difference at the .001

level in the response of the anesthesiologists compared to

the response of the nurse anesthetists.

Only 16.6% of the

physicians strongly agreed with this concept and 29.9% agreed

(total of 56.5%) while 68.8% of the CRNA's strongly agreed

and 23.8% agreed (total of 90.6%).

From this data the CRNA's
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feel that it is important to be able to participate in all
types of anesthesia care, without limitation. It was of
interest that both physicians and nurse anesthetists often
wrote in an explanation with the item expressing a need for
closer physician supervision with the more difficult cases.
The CRNA's desired this supervision as well as the MD's,
which is interesting since it has been expressed that CRNA's
do not realize their limitations and want to do more than
their capabilities would allow. There were additional com-
ments on two of the 630 returns supporting the feeling that
CRNA's do not realize their limitations, but it appears
that the majority of physicians and nurses do not feel this
to be a problem. This concept will be discussed further with
the results of subsequent questions.

In the difference in response between the three types
of hospitals, which is the breakdown of results particularly
relevant to the hypothesis, it was found that although over
50% of all groups agree that CRNA's should provide all types
of anesthesia care, there was no significant difference in
response between the group with no training programs and the
group of hospitals with a School of Nurse Anesthesia. There
was a difference in response, significant at the .001 level,
between the group of hospitals with residency programs and
the two other groups for both current and future practice.
More responses from the residency group disagreed with

CRNA's providing all types of anesthesia care and fewer
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agreed than among the other two groups. This might possibly
be related to two factors:

1. Increased availability of physician personnel
in the organizational structure of the residency
program so that it is not necessary to utilize
nurses for anesthesia.

2. Feelings of loyalty and protection of one's own
profession by both physicians and nurses which
might be related to the feelings which each
group imposes on the other discussed elsewhere
in this paper.

Perhaps further, more definitive study of the physician and
nurse groups in each of the hospital groups might add infor-
mation of interest in this area.

Even though the majority of individuals felt that
CRNA's should participate in all types of anesthesia, it was
believed important to determine from those disagreeing if
there were any areas of anesthesia believed more important
for limitation to physician practice. This is particularly
relevant for the area of regional anesthesia since in
California and some other states there is current legisla-
tive action regarding the participation of CRNA's in this
Specialty area. This action was discussed in previous sec-
tions of this paper. The four most commonly discussed
Specialty areas were outlined on the questionnaire, and a

space was left for other specialties deemed important.
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There were relatively few write-in answers under the cate-
gory of other, but the most frequent additions were pedia-
tric cases under the age of two years and high risk (ASA
classification IV and V) patients. There was one mention
of anesthesia for facial injuries.

Among the four outlined categories there were no sig-
nificant differences, indicating that there was not one area
felt to be more important for limitation to physician prac-
tice. This was of interest since nurse anesthetists fre-
guently do obstetrical anesthesia and infrequently do regional
anesthesia due to state or departmental practice policies.

In all of the four outlined specialty areas, obstetri-
cal, cardiac, neurological and regional anesthesia, there
were significant differences among the agree and disagree
responses for both current and future practice and the major-
ity of respondents favored no practice limitations. The
calculation of this differed from previous calculations
because the questionnaire indicated that no response was
needed unless the respondent agreed that a specific type of
anesthesia should not be provided by nurse anesthetists.
Therefore the responses with no response were added to those
disagreeing for the calculation. A few respondents indicated
confusion regarding the correct marking of the specialty
area questions. This did not affect the results however,
since the majority of respondents felt there should be no

limitations and therefore did not mark this part of the ques-
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tion at all. Perhaps, since this was an area of confusion
it should be clarified in a future study.

The next area of discussion will consider response

relating to each of the specialty areas.
1. Obstetrical anesthesia

This has been a popular area for nurse anesthesia prac-
tice for many years. Part of the popularity relates to the
fact that due to the unusual hours required for practice in
the specialty it was not a popular area for the practice of
anesthesiologists and CRNA's filled in the gap. 1In recent
years regional anesthesia has become popular for obstetrical
cases. Since in many areas CRNA's do not perform this type
of anesthesia it might impose a limitation on practice. This
was not the case from the reports of the survey. Results
relating to the data for the specialty of obstetrical anes-
thesia are available in Appendix IV, Pages 17 and 18.

There was no significant difference in the responses
relating to current and future practice in the specialty of
obstetrical anesthesia.

There was a significant difference in the MD/CRNA
response for both current and future practice with more physi-
cians than nurse anesthetists feeling that CRNA's should not
participate in the specialty, however the majority of
respondents, both MD's and CRNA's, felt that nurses should

practice in this area.
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Correlation of Significance of responses agreeing or
strongly agreeing that nurse anesthetists should not
practice specific anesthesia specialties.
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There is no significant difference in the responses,
indicating that there is no specific specialty the majority
of individuals feel the CRNA should not perform more than
any other specialty. The majority of responses indicate
CRNA's should practice in all areas of anesthesia.
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There were no significant differences regarding this
Jspecialty among the three types of hospitals, indicating
that practice does not vary for the nurse anesthetist in this
area.

2. Cardiac Anesthesia

The second specialty area considered was that of anes-
thesia for cardiac surgery. Although this is often considered
the most difficult area of anesthesia, and the specific area
for only physician anesthesiologists, I personally have prac-
ticed in this specialty area for over 8 of my fourteen years
in anesthesia. Though there are only a few nurse anesthe-
tists providing anesthesia care in this specialty, there are
some who function very well.

The majority of the total respondents to the guestion-
naire indicated no limitation of practice for the CRNA in
this area either in current or future practice. There was
a significant difference at the .001 level for both current
and future practice between the MD and CRNA respondents.

More MD's felt that the CRNA's practice should be limited

in this specialty than did CRNA's. 1In spite of this response
difference the majority of both anesthesiologists and nurse
anesthetists indicated that no practice limitation should be
made in this area. It was of interest to note additional
comments of both MD's and CRNA's indicating a need for more
than one anesthetist per case for cardiac anesthesia. There
were feelings expressed that this was a perfect opportunity

for an MD and a CRNA to work together as a team.
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There were no significant differences between responses

from the three hospital groups indicating that there was no
difference in the practice of the CRNA at any of the three
types of hospitals.

All tables containing data from this portion of the
study can be found in Appendix IV, Pages 19 and 20.

3. Neurological Anesthesia

The next area of practice considered was that of anes-
thesia for neurological surgery.

The total respondents elicited a significant difference
in the agree/disagree responses at the .001 level with the
majority favoring CRNA participation in this specialty.
There were no significant differences in current and future
responses.

As in the other areas, there was a significant dif-
ference at the .001 level for both current and future prac-
tice in the CRNA/MD response. More MD's preferred limita-
tion of CRNA practice than did CRNA's. The majority of both
groups however, indicated no need for practice limitation of
the CRNA.

There were no significant differences in the responses
from the three groups of hospitals indicating no differences
in practice in the three types of organizational structures.

All data relating to survey information on this

Specialty is available in Appendix IV, Pages 21 and 22.
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4. Regional Anesthesia

The final specialty area considered was that of
regional anesthesia. This is of particular interest due to
the current legislation on the subject.

There was a significant difference between the agree
and disagree responses of all respondents at the .001 level.
The majority of respondents felt that nurse anesthetists
should participate in this specialty both currently and in the
future.

There were no significant differences regarding cur-
rent and future practice in any of the groups considered.

There was, as in all other specialties considered, a
significant difference between the MD and the CRNA response.
This difference was at the .001 level for both current and
future practice, but the majority of both groups felt that
CRNA's should do regional anesthesia.

There were no significant differences in the response
from the three types of hospital groups indicating that prac-
tice of the CRNA in the area of regional anesthesia does not
vary with hospital organizational set-up.

All tables with data concerning this area of the study

are available to the reader in Appendix IV, Pages 23 and 24.

The second item relating to the area of practice of

the Certified Registered Nurse Anesthetist follows.



PRACTICE

PRACTICE

100%__

95%
90%
85%
80%
75%
70%
657%
607%
55%
50%
457
407

35T
307

25%
20%
15%
10%

5%

Total M.D. C.R.N.A.
Respondents Respondents Respondents

12. Nurse anesthetists should NOT do regional anesthesia.

Hospitals Hospitals Hospitals
With No With R.N. Anes- With M.D. Anesthesia
Training Programs thesia Training Residency Training

Programs Programs —
=%
~



148
2. Nurse anesthetists, according to individual ability

and after consultation with a physician, should be

able to induce and emerge patients without immediate

supervision.

The student nurse anesthetist is taught the important
factors relating to induction and emergence which are usu-
ally considered the most difficult and dangerous portions
of the anesthetic course. The student may or may not have
actually handled these portions unassisted during the train-
ing period. In many hospital situations it is felt that the
graduate would be called upon to handle these situations
alone. It is important for those of us in the training situ-
ation to realize exactly what is required of our graduates
upon graduation and this and the following items pertain to
actual procedures which the nurse anesthetists may be called
upon to perform without assistance. If the nurse anesthe-
tist is to do these procedures we must be certain that our
students are well trained in the appropriate technical and
didactic areas. If the student is overtrained for future work
situations however, he may become dissatisfied. Therefore
by this and future studies it is hoped that we might reach
an appropriate job description for the nurse anesthetist.
Such a job description, which was developed on the basis of
this study ofr utilization at UCLA Hospitals and Clinics

is available in Appendix V.
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The total response to the above question relating to

induction and emergence of anesthesia is available in the

following table. All other data pertaining to the item

is printed in Appendix IV, Pages 25 and 26.

Strongly Strongly No

Agree Agree Uncertain Disagree Disagree Responsa
(1) (2) (3) (4) (5) (6)
307 204 21 47 28 22

(48.7%) (32.4%) (3.3%) (7.5%) (4.4%) (3.5%)

There is a significant difference at the .001 level
between the agree and disagree responses in favor of agree-
ment with the item. It is interesting to note that 81.1%
of the respondents agreed while only 11.9% disagreed. The
remainder were uncertain or did not answer. This item seems
quite important to the independence of the CRNA as these
most interesting parts of the anesthetic course add to the
challenge and interest of the work as well as to job satis-
faction. If a CRNA is permitted to perform these tasks
alone departmental efficiency would be aided since an anes-
thesiologist would be freed to handle other matters. If a
CRNA is working in a practice situation as would be the
case in many of the shopitals with no training programs it
would be imperative that he or she be able to handle these
portions of the anesthetic since there may not be an anes-

thesiologist at the hospital.
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13. Nurse anesthetists, according to individual ability and after consultation
with a physician, should be able to induce and emerge patients without immediate supervision.
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There was no significant difference between current
and future response for any of the categories considered.

There was a significant difference at the .001 level
in both current and future response between the CRNA and MD
groups. In the CRNA group 93.1% of the respondents agreed
with the item and only 3.1% disagreed with only 3.4% not
answering the question. 1In the physician group only 68.5%
agreed, while 21.1% disagreed and 10.4% were uncertain or
did not answer. Although in both groups the majority of
respondents agreed, fewer MD's than CRNA's agreed. This is
not surprising since most MD's either work in a situation
where supervisory assistance is readily available, or in
private practice situations where they may be in direct
economic competition with CRNA's.

There was no significant difference between responses
from the hospital group with no training programs and the
group with Schools of Nurse Anesthesia. There was a signi-
ficant difference between the hospitals with residency pro-
grams and both other groups for both current and future prac-
tice. This difference could possibly be due to the fact
that the group without training programs and the group with
Schools of Nurse Anesthesia hire CRNA's to produce a service.
Except for the students in the Schools of Nurse Anesthesia
the emphasis for the CRNA in these two groups is not educa-
tion. Usually this type of organizational set-up attracts

an individual interested in clinical practice, more than fur-
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thering their education in a program with less emphasis on

p:actice. The exact opposite may be the case in the hospital

with a residency training program. There the emphasis is
ipn teaching. 1In these programs there are usually more anes-
Ithesiologists who are available for teaching and immediate
supervision. In addition, the type of CRNA seeking employ-
ment in such an institution may be more interested in learn-
ing than in increasing the independence of his or her own
practice.

This question which relates to the original hypothesis
regarding variation of practice of the CRNA with varying
hospital situation indicates that there is a variation in
practice between types of hospitals regarding the indepen-
dence of handling patient induction and emergence from anes-
thesia.

The third question in the category of Practice also
relates to the independence of the nurse anesthetist.

3. Nurse anesthetists should, according to individual
ability, make changes in anesthesia maintenance
according to patient needs, without immediate
physician consultation.

The following table contains the results of the total
response relating to this question. All other data relating

to the item is available in Appendix IV, Pages 27 and 28.
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[Strongly Strongly No
Agree Agree Uncertain Disagree Disagree Responsse
(1) (2) (3) (4) (5) (6)
305 224 20 41 30 10
(48.4%) (35.6%) (3.2%) (6.5%) (4.8%) (1.6%)
Over 70% of the respondents agreed with this item for

both current and future practice.

There was a significant

difference between the agree and disagree responses at the

.001 level.

There was no significant difference in response for

current versus future practice among any of the groups con-

sidered.

Relative to both current and future practice the

MD and CRNA group responses had a significant difference at

the

.001 level.

Although 71.5% of the physician group agreed

that CRNA's could make independent changes in maintenance and

only 20.1% disagreed, 96.2% of the CRNA group agreed that

they should be permitted to make independent changes and only

2.5% disagreed,

thus causing the significant difference.

As in the previous question there was no significant

difference in response between the hospital group with Schools

of Nurse Anesthesia and the hospital group with no training

programs.

There was again however, a significant difference

for both current and future practice for the hospital group

with residency programs and the other two groups.

This dif-

ference was unlike the response from the previous question in




Total M.D. C.R.N.A. Hospitals Hospitals Hospitals

Respondents Respondents Respondents With No With R.N. Anes- With M.D. Anesthesia
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14. Nurse anesthetists should, according to individual ability, make ou
changes in anesthesia maintenance, according to patient needs, 'S
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that it was at a lower level of significance for both current
and future practice. The difference is probably due to the
jncreased number of physicians available in the residency
program hospitals so that changes in maintenance can be
immediately discussed. As changes may occur rapidly under
anesthesia, and may require immediate action, there are
instances where action must be taken without supervision
unless it is readily available. This may account for the
large percentage of all groups in favor of this type of prac-
tice, and the lower significance of the difference between
the hospitals with the residency programs and the other two
types of hospitals.

The fourth question relating to the area of practice
states:

4, Nurse anesthetists should insert arterial lines by
percutaneous puncture, and draw blood gases when
indicated.

This practice is limited to the last five to ten years
when intra-arterial monitoring and blood gas analysis
became readily available in many small hospitals. The con-
duct of anesthesia is now often determined by the results of
these studies. Although the practice of intra-arterial punc-
ture is becoming much more common it does carry some risk.
With the increasing utilization of the technique, this ques-
tion asks if it should be a part of the armamentarium of

the nurse anesthetist or should the CRNA be dependent on the
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15. Nurse anesthetists should insert arterial lines by percutaneous
puncture and draw blood gases when indicated.

FUTURE
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Hospitals

With M.D. Anesthesia
Residency Training
Programs

961
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'physician for this skill. The answers relating to this ques-
tion are totally outlined in Appendix IV, Pages 29 and 30.
These answers may be influenced by the fact that the proce-
dure of arterial puncture was not taught in Schools of Nurse
Anesthesia until the last five to ten years. Older graduates
and physicians may not have learned this technique unless they
learned it in their own practice.

The total response for current practice related to the
guestion is available in the following table. All other
data relating to the item is available in Appendix IV, Pages 29

and 30.

Strongly Strongly No

Agree Agree Uncertain Disagree Disagree Response
(1) (2) (3) (4) (5) (6)
197 229 76 75 41 12

(31.3%) (36.3%) (12.1%) (11.9%) (6.5%) (1.9%)

There is a significant difference between the agree and
disagree responses at the .01 level. It is interesting to
note that there is no significant difference between cur-
rent and future practice. The majority of respondents felt
that this technigque should be a part of the practice of the
CRNA. This was not an expected response due to the recent
development and increasingly common use of the technique. It
was expected that there would be an increase in the numbers

agreeing with the technique in the future.
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Once again there was a significant difference between
the responses of the MD's and CRNA's for both current and
future practice. This difference was significant at the .001
level. 54.2% of the physicians agreed that CRNA's should
jnsert intra-arterial lines and 29.9% disagreed while 80.5%
of the nurse anesthetists wished to be able to include this
skill in their practice while 8.2% disagreed. This difference
contributed to the difference in response between the two
groups although the majority of both groups agreed that this
skill should be available to the CRNA.

Among the three hospital groups there were significant
differences in current practice. The group of hospitals with
Schools of Nurse Anesthesia differed significantly at the .05
level from both of the two other groups, while the group with-
out training programs and the group with residency training
programs did not significantly differ in response. This is
probably related to the relatively recent initiation of the
technique and the fact that those individuals working in
hospitals with Schools of Nurse Anesthesia would probably be
among the first to learn the technique. 1In hospitals with
residency programs there are more physicians available to per-
form the arterial puncture and nurse anesthetists in these
institutions are likely to be closer in response to those
hospitals without training programs in learning the skill
even though it is more than likely used more commonly in hos-

Pitals with residencies than in those with no training pro-
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grams. If this were the case it would cause the like response
of those two groups.

For future practice all three hospital types had no sig-
nificant difference in response. This indicates a desire
of the nurse anesthetists in all hospital types to learn the
technigue, and support on the part of many physicians since

the majority of MD's in all groups approved of the nurse

anesthetists having this skill. The response difference

just discussed is probably due to the recent nature of the
technique of arterial puncture in anesthesia practice and its
increasingly common use in anesthesia today.

The fifth question in the area of practice of the nurse
anesthetist relates to the insertion of central venous pres-
sure monitoring lines. Although the questionnaire does not
indicate the method of insertion there are various techniques
in common use today. Some of these technigues have more pos-
sible complications than others and this may influence the
response of the MD or CRNA to the question. This might be
an area for further clarification in future research. The
item is stated in the guestionnaire as follows:

5. Nurse anesthetists should insert central venous
pressure monitoring lines by the method commonly
utilized at the institution.

The total response to this gquestion is indicated in
the table below. All other data rleating to this question

can be found in Appendix IV, Pages 31 and 32.
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[Strongly Strongly No
|Agree Agree Uncertain Disagree Disagree Response
R (1) (2) (3) (4) (5) (6)
375 197 96 107 45 8
1(27.8%) (31.3%) (15.2%) (17%) (7.1%) (1.3%)

There was no significant difference in the total

response category between current and future response.

There was a significant difference in the agree and dis-

agree responses indicating that CRNA's should place central

venous pressure monitoring lines.

While there was no sig-

nificant difference in the total or MD response for current

or future,

future practice from the CRNA group at the .05 level.

there was a significant difference for current and

Fewer

CRNA's disagreed for the future indicating that they probably

would feel more comfortable with the technique after further

training.

There has been a change recently to new technigues

for needle insertion in this procedure.

do carry some risk but are more effective.

The newer techniques

As with the pre-

vious question it would be expected that more individuals

would agree to this technigue as part of the practice of the

nurse anesthetist with increasing familiarity and utilization.

In accord with other gquestions under the category of

Practice there was a significant difference at the .001

level between MD and CRNA response.

In current practice

45.7% of the physicians agreed that nurse anesthetists should
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do this procedure while 35,1% disagreed and 16.2% were uncer-
tain. Regarding future practice, 48% agreed that CRNA's
should insert CVP lines while 31.2% disagreed. Among the
CRNA respondents 72.1% agreed that they should do the pro-
cedure currently and 13.8% disagreed. For the future 74%
agreed with the procedure as a part of their practice and
8.2% disagreed. As with the previous guestion this may indi-
cate increasing acceptance with increasing familiarity. Also
as with the item on arterial lines there was a significant
difference between the group of hospitals with Schools of
Nurse Anesthesia and the other two groups. This was true
for both current and future practice. There was no signifi-
cant difference in opinion between the hospitals with resi-
dency programs and the hospitals with no training programs.
In spite of this difference, over 50% of all groups agreed
that CRNA's should insert venous pressure monitoring lines.
Here again one is able to see a difference in practice among
hospital types. This difference relates to the hypothesis.
The following two items relate to the area of pre-
operative practice. From personal experience I have found a
wide variation in the practice expected of the CRNA in this
area in the different hospitals in which I have worked and
would expect this to be shown by the survey response. The
first item considered concerns pre- and post-operative visits.
This practice has no legal implications which might generate

strong feelings as does the second item in this area.
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- The first item is question number 6 under the area of prac-

Eice.

6. Nurse anesthetists should make pre-operative and

post-operative visits and evaluations on the

patients they are assigned.

There was a significant difference at the .001 level

in the responses of agree and disagree with over 70% agreeing

that these visits should be made by the CRNA.

The following

chart relates the data for the total response for current

practice. All other data is given in Appendix IV, Pages 33

and 34.

Strongly Strongly No

Agree Agree Uncertain Disagree Disagree Response
(1) (2) (3) (4) (5) (6)
253 229 44 51 40 13

(40.2%) (36.3%) (7%) (8.1%) (6.3%) (2.1%)

There was no significant difference in opinion regarding

current and future practice amony any of the groups identi-

fied.

.001 level between MD and CRNA response.

Once again there was a significant difference at the

Among the MD

respondents 65.6% felt that CRNA's should make pre- and post-

Operative visits and 24.7% disagreed for current practice.

Among the CRNA respondents 87.1% agreed that they should make

pPre- and post-operative visits in their current practice

while only 4.4% disagreed.

In relation to future practice

66.3% of the physicians agreed and 21.7% disagreed while 87.8%
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of the CRNA's agreed and only 1.6% disagreed.

The communication of the anesthetist, be he physician
or nurse, with the patient is very important to the amount
of confidence the patdent has in the anesthetist and the
anxiety level he exhibits. It appears from the response of
the three groups of hospitals that perhaps those respondents
disagreeing with the nurse anesthetist seeing patients are
from hospitals with residency programs where the physicians
see the patients, and therefore they feel that it is not nec-
essary for the nurse anesthetist to do so. This is indicated
from the variation in the significance of the response of the
three groups. There was no significant difference between
the hospitals with Schools of Nurse Anesthesia and the group
with no training programs. There was also no significant dif-
ference between the group with residency training programs and
the group without training programs. Perhaps in the resi-
dency group and the group with no training programs there
are more physicians available to see the patients. It must
also be considered that seeing one's own patients is part of
nurse anesthesia training, and emphasis is strongly placed
on this in hospitals with CRNA training programs. Both of
these factors could contribute to the difference in signifi-
cance between the various types of hospital organizational
Structures. From the point of view of the patient it is
probably not as important who sees him as the fact that he
knows someone who will take care of him throughout the opera-

tion. Physicians may argue that each patient should be seen
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by an MD, which is beneficial, but this might be done imme-
diately prior to the surgery if the CRNA is scheduled to
do the case and makes the pre-operative visit the night
before.

Response to this question again contributes to the hypo-
thesis relating to variations in practice among different
types of institutions.

The second question relating to pre-operative care and
the seventh guestion in the category of practice is the next
to be discussed.

7. Nurse anesthetists should order pre-operative

medication for assigned patients.

This question has legal implications since in many areas
CRNA's are not legally permitted to order medication on the
hospital wards even though they can give the same medications
they select themselves in the anesthesia situation. Many hos-
pitals have found mechanisms so that physicians later sign
the orders, or the medications selected by the CRNA are
ordered by the surgeon. This legal situation does impose
limitations, since if the CRNA is to order the medications,

a legal mechanism must be developed within each hospital which
meets both the hospital's needs and is within the dictates of
the law.

Any question relating to legal changes may be expected
to generate stronger feelings and more caution in response.

The total response to this question is given in the following
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table. All other data relating to the item may be found in

Appendix IV, Pages 35 and 36.

—

[Strongly Strongly No
Agree Agree Uncertain Disagree Disagree Response
' (1) (2) (3) (4) (5) (6)
123 174 92 139 91 15
GEQ.S%} (27.6%) (14.6%) (21.4%) (4.4%) (2.4%)

As can be noted from the above table even though the
majority of responses are in agreement with the practice of
the nurse anesthetist including the ordering of pre-operative
medications there is much less difference between the numbers
agreeing and disagreeing than in the previous question. The
difference between the agree and disagree responses is still
significant, but at a lower level. This question is signifi-
cant at the .01 level rather than the .001 level of signifi-
cance generated by other questions relating to practice.

There was no significant difference between responses
relating to current and future practice among the total
responses or among the responses from physicians. There was
a .05 level of significance in the difference between responses
relating to current and future practice as answered by the
CRNA group. Even though there is a significant difference
in the response for the CRNA group it appears to be caused

by increasing numbers of uncertain or not answered questions

from the future group as compared to the current group as well
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as a small increase in those agreeing (60.8% agreeing for
current practice and 74% agreeing for the future practice
compared with 20.7% disagreeing for current practice and
12.8% for disagreeing future practice).

There was, once again for this question, a significant
difference in the MD response compared with the CRNA
response. This difference is significant at the .001 level
for both current and future practice.

Among the three hospital groups there was no significant
difference for either current of future practice between the
hospitals with residency programs and the hospitals with no
training programs, or between the hospitals with residency
training programs and the hospitals with Schools of Nurse
Anesthesia. There was a difference in response significant
at the .05 level between the responses from the hospitals
with residency training programs and the hospitals with
Schools of Nurse Anesthesia. This is probably related to
the emphasis placed on total anesthesia care by the Schools
of Nurse Anesthesia, as well as the increased availability
of physicians in the residency training program. In some
situations the residents may see the patients for the CRNA
and order the medication. This may not be a problem in most
instances, but it is often desireable to be responsible for
the total care of the patient since the pre-operative medi-
cation may influence the remainder of the anesthetic course.

Even though there was more disagreement with this

question than the previous questions it is important to note
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that over 40% of all groups agree that CRNA's should order
pre—operative medication. The differences between the
hospital group with Schools of Nurse Anesthesia and the other
two groups again contributes to the data on the hypothesis
regarding variation in practice in different hospitals.

The eight item in the area of practice is:

8. Nurse anesthetists should select the anesthetic
technique for use on their assigned patients in
accordance with the patient's condition.

The following table relates the total response to this
question.

All other data is available in Appendix IV,

Pages 37 and 38.

|Strongly Strongly No
Agree Agree Uncertain Disagree Disagree Response
(1) (2) (3) (4) (5) (6)
244 206 43 69 52 16
(38.7%) (32.7%) (6.8%) (11%) (8.3%) (2.5%)

The controversy related to this question comes from the

fact that it is considered best that the individual doing the
anesthesia selects the technique, since it should be one with
which he feels familiar and comfortable. Physicians often

think that this should be a medical decision like the prescrip-
tion of any other medication. Nurse anesthetists are trained
to select the best anesthetic for particular physical condi-
tions, and thus should be able to select the anesthetic tech-

nigue which they feel is best in their hands.
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It can be seen from the results listed in the table
that there was a significant difference in the agree/disagree
responses to the item, and the response was significant at
the .001 level in support of the CRNA selecting the tech-
nigque which he or she will use for a given patient.

There was no significant difference between current
and future response in the total groups response or in the
MD response. There was a difference in the current and
future response of the nurse anesthetists significant at the
.05 level. The response for current practice indicated
that 95.6% of the CRNA's felt that they should select the anes-
thetic technique for their assigned patients. Currently 1.9%
of the CRNA's disagreed with the implication that selection
should be left up to them, and 1.6% were uncertain while only
.9% declined to answer. In the future the CRNA's felt in
90% of the cases that they should select the anesthetic agent
and in 1.2% of the cases felt that they should not. The uncer-
tain percentage increased to 3.4% and the respondents not
answering increased to 4.7%. This is interesting since less
respondents of the CRNA group felt that they should select
the anesthetic technique in the future and more were uncer-
tain. Perhaps this indicates that CRNA's really desire more
input from gqualified anesthesiologists.

The MD/CRNA difference was once again significant at
the .001 level for both current and future practice. It is

apparent that more physicians think that they are better
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gualified to select the anesthetic agent for a given patient
than is the nurse anesthetist.
Among the three types of hospital groups there was no
significant difference regarding this item between the
groups with neither training program and the ones with
Sschools of Nurse Anesthesia for either current or future
practice. There was a significant difference between the
group with residency training programs and both other groups
for current and future practice. This is probably due to the
fact that since more physicians are available for consultation
in the residency programs than in either of the other two
groups they are more likely to make the decisions. It would
be interesting to find if the type of nurse anesthetist
working in these programs is more interested in having the
MD determine the answer to most decisions, while the CRNA
in other programs is more independent. Perhaps this could be
an area for future research.
The following question is the ninth in the area
relating to, the practice of the nurse anesthetist.
9. Nurse anesthetists should participate in anesthesia
care in the recovery and critical care areas.
The results given in the following table indicate the
response of the total group for current practice. Other data
pPertaining to this question may be found in Appendix IV,

Pages 39 and 40.
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Gtrongly Strongly No

Agree Agree Uncertain Disagree Disagree Response
(1) (2) (3) (4) (5) (6)
225 296 43 34 9 23

{(35.7%) | (47%) (6.8%) (5.4%) (2.8%) (2.3%)

There was a significant difference between the agree

and disagree responses at the .001 level. The majority

of individuals felt that CRNA's should participate in anes-

thesia care in the recovery and critical care areas. There

was no significant difference in the response of any of the
groups regarding current and future practice. there was a
significant difference between the MD and CRNA groups at the

.001 level for both current and future practice.

Once again in response to this question as in response
to others, more CRNA's than physicians felt that they should
participate in this area. It is important to note that over
70% of both groups felt that CRNA's should participate in
these areas.

There was among the three groups of hospitals, no
significant difference between the group with neither train-
ing program or the group with Schools of Nurse Anesthesia.
However there was a significant difference between the group
of hospitals with residency training programs and each of
the other two groups.

Again this may be related to the

availability of staff anesthesiologists, the teaching atmos-
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here of the hospital, and the type of CRNA seeking a position

it these hospitals. As before, this question relates a dif-

terence in CRNA practice in different hospitals which is
elevant to the hypothesis.
The tenth item relating to practice states:

10. Nurse Anesthetists should administer blood and appro-
priate fluids during anesthesia care according to
patient needs, without mandatory consultation with
an anesthesiologist.

The total response for current practice is given in the
following table. All other data related to the question is

available in Appendix IV, Pages 41 and 42.

[Strongly Strongly No

Agree Agree Uncertain Disagree Disagree Response
(1) (2) (3) (4) (3) (6)
251 229 35 77 30 8

(39.8%) (36.3%) (5.6%) (12.2%) (4.8%) (1.3%)

the groups identified.

nificant at the .001 level.

ence between the MD and CRNA response.

The majority of respondents felt that the CRNA should

be able to administer blood and fluids without mandatory con-
sultation, and the agree/disagree response difference was sig-
There was no significant dif-
ference between the current and future response among any of
There again was a significant differ-
Regarding current

practice 48.1% of the physicians agreed with the statement
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while 31.2% disagreed. Currently 94% of the nurse anesthe-
. tists agreed with the item while only 2.8% disagreed. 1In rela-
tion to future practice 56.2% of the MD's agreed while 29.8%
disagreed and 89% of the CRNA's agreed while only 1.8% dis-
agreed. The response of the CRNA's increased in uncertain and
no response answers from 3.1% for current practice to 9.1% for
future practice. This is interesting to note since fluid
replacement techniques are currently taught in Schools of
Nurse Anesthesia and have relatively few complications com-
pared with some of the other procedures mentioned in the
guestionnaires.

There were significant differences relating to the

three groups of hospitals in this item. 1In current prac-
tice there was no significant difference between the
respondents from the Schools of Nurse Anesthesia and the resi-
dency programs, however there was a significant difference
between the hospitals with neither program and both other
groups. This difference may be related to the practice dif-
ferences in the various types of organizational structures
and the fact that the CRNA in the hospital with no training
program may need to be more independent. For the future the
response changed to elicit no significant difference between
the groups with Schools of Nurse Anesthesia and the group
with no training programs, but with significant differences
between the residencies and the other two groups. This may

be due to increasing emphasis on the principles of fluid
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‘management in teaching institutions, increased availability
of physician consultation and other factors alluded to
jpreviously. Perhaps practice for the anesthesia care team
may be closest to what may have been considered 'ideal' by
ithe recommendations of the ASA Committee on Manpower study

referred to in the 'Review of the Literature.'2

The organiza-
tional structure may allow for more personnel so that
closer supervision may be maintained in this type of pro-
gram. Perhaps future study may shed further light on this
program,
The eleventh question relating to the practice of the
CRNA is as follows:
11. Nurse anesthetists should participate in hospital
cardio-pulmonary resuscitation programs.
The results of the questionnaire relating to the total
response for this question is given in the following table.

All other results for this guestion are given in Appendix IV,

Pages 43 and 44.

[Strongly Strongly No J
Agree Agree Uncertain Disagree Disagree Respons
(1) (2) (3) (4) (5) (6)
320 256 17 14 13 10
(50.8%) |(40.6%) (2.7%) (2.2%) (2.1%) (1.6%)

There was a significant difference in the agree and dis-

agree responses at the .001 level.

The majority (over 90%)
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favored CRNA's participation in hospital CPR programs. There
was no significant difference in the MD and CRNA response
ijndicating that on this area both groups agreed.

For current practice there was no significant dif-
ference between the three groups of hospitals identified, and
for future practice there was no significant difference
between the group of hospitals with no training programs

and the group with Schools of Nurse Anesthesia, and there

was no significant difference between the group of hospitals
with residencies and the group with no training programs.
There was a significant difference at the .05 level between
the group of hospitals with residency training programs and
the group with Schools of Nurse Anesthesia. This difference
may be elicited by the emphasis placed on CRNA participation
in all programs by the group with Schools of Nurse Anesthesia.
It should be noted however that in no instance did any group
have less than 85% of their respondents in disagreement with
the item. It is obvious by these results that this is an
area where all possible individuals can help, and all are
in agreement that CRNA's should be capable in this area.
The final question in the area of practice was meant
to find any differences felt between the practice of the
nurse anesthetist and the practice of the anesthesiologist (MD).
12, Nurse anesthetists should perform all anesthesia
duties, according to individual ability, on an equal

basis with anesthesiologists.
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It was felt that the majority of respondents would dis-

agree with this concept.

for current practice were as follows.

The results of the total response

All other data related

to this item can be found in Appendix IV, Pages 45 and 46.

Strongly Strongly No

Agree Agree Uncertain Disagree Disagree Response
(1) (2) (3) (4) (5) (6)
144 106 55 179 134 12

(22.9%) [(16.8%) (8.7%) (28.4%) (21.3%) (1.9%)

There was a significant difference at the .05 level
between the agree and disagree responses, with the majority
of respondents disagreeing. There was no significant differ-
ence for current or future practice for any of the groups.

There was a significant difference between CRNA and MD
response at the .001 level for both current and future prac-
tice. Only 12% of the MD's favored the item for current prac-
tice while 80.2% disagreed. Among the CRNA group 66.7% of the
respondents agreed while 20% disagreed. For future practice,
11.2% of the anesthesiologists agreed while 76.9% disagreed,
and of the CRNA group 63.9% agreed while 16.3% disagreed.

This result was expected since each sees their profes-
sion differently. It was surprising to me that any of the
physician respondents agreed with the concept. As would also
be expected, for both current and future practice among the
three groups of hospitals there was no significant difference

in response between the group with neither training program
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and the group with Schools of Nurse Anesthesia, but there
was a significant response difference between the group
with residency training programs and both other groups.
Again, the difference may be due to individuals being.loyal
to their own profession, however staffing differences in the
types of hospitals, and responsibilities of the CRNA's in the
various hospitals may contribute. The reason for this dif-
ference in response might be of interest for further study.

In support of the hypothesis there was no significant
difference in response between the three groups of hospitals
for the first item, or for the future practice of the CRNA
regarding the procedures of insertion of arterial and central
venous pressure monitoring lines. The last two items did
elicit a significant difference for current practice among
the three hospital groups. The first item did not specify
how much participation was by the nurse anesthetist and how
much would be by the anesthesiologist. 1If further research
is done on the subject this should be considered.

In acceptance or rejection of the null hypothesis, 'The
practice of the nurse anesthetist does not vary with the
institution in which they work,' the response to the previous
twelve items was considered. A significant difference in
practice between the three types of hospitals was used as the
determining factor to find practice differences. Response to
eleven of the twelve items indicated differences in practice
between the three groups. Eight of those practice differences

were between the hospitals with residency training programs
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and the other two groups. This may be due to staffing dif-
ferences in these hospitals, increased emphasis on teaching,
and less utilization of the CRNA for clinical service than in
the organizational structure of the other two types of depart-
ments. The other three items eliciting response differences
showed a difference between Schools of Nurse Anesthesia and
the other two groups. Those items related to the insertion
of arterial lines and CVP lines as well as performing all
duties on an equal basis with the physician anesthesiologists.
In Schools of Nurse Anesthesia there is emphasis placed on
learning all techniques and independence of practice. Tech-
niques not done by nurse anesthetists elsewhere, are often
done in nurse anesthesia training programs. These factors
may then cause the differences seen.

The only item not giving significant differences in
response was related to the nurse anesthetist performing
cardio-pulmonary resuscitation. 1In relation to this item
over 90% of all groups responding indicated that nurse anes-
thetists should take part in the area. This is not surprising
since it is generally thought that as many individuals, even
lay persons, should be trained in this technique as possible
since time is of essence in saving lives.

In summary, because of the fact that eleven of the
twelve items significantly showed practice differences
between the hospital groups it is concluded that the prac-
tice of the CRNA does vary with the institution in which they

work and thus the hypothesis is rejected.
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The only item not giving significant differences in
response was related to the nurse anesthetist performing
cardio-pulmonary resuscitation. 1In relation to this item
over 90% of all groups responding indicated that nurse anes-
thetists should take part in the area. This is not surprising
since it is generally thought that as many individuals, even
lay persons, should be trained in this technique as possible
Since time is of essence in saving lives.

In summary, because of the fact that eleven of the
twelve items significantly showed practice differences
between the hospital groups it is concluded that the prac-
tice of the CRNA does vary with the institution in which they

work and thus the hypothesis is rejected.
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The next hypothesis to be considered relates to the
area of 'Impact.'

5. Utilization of nurse anesthetists has no impact on the
feelings, job satisfaction, or status of the anes-
thesiologists with whom they work.

The seven items related to 'Impact' on the questionnaire
will be used to determine proof of this hypothesis. Response
to each item will be discussed individually, then conclusions
will be drawn.

The first item considered follows:

a. Utilization of nurses in anesthesia care may

increase the status of the anesthesiologist.

In a typical organizational structure the more indi-
viduals a person is held responsible for, the higher his posi-
tion is often thought to be. Since the anesthesiologist is
always the superior of the CRNA in rank, one might assume
that supervision of CRNA's might elevate the status of the
anesthesiologist more than if he did the cases himself.

The total response to this question for current prac-
tice is in the table below.

All other data for this item is

given in Appendix IV, Pages 47 and 48.

Strongly Strongly No

Agree Agree Uncertain Disagree Disagree Response
(1) (2) (3) (4) (5) (6)
72 195 147 135 62 19

(11.4% (31%) (23.3%) (21.4%) (9.8%) (3%)




URRENT
PRACTICE

FUTURE
PRACTICE

100%
95%
90%.
85%
807%
75%
70%
657
607%.
55%
50%
45%
40%,
35%
30%
25%
20%
152
10%

5%

Total M.D. C.R.N.A.
Respondents Respondents Respondents

24, Utilization of nurses in anesthesia care may increase

Hospitals
With No
Training Programs

Hospitals
With R.N. Anes-
thesia Training
Programs

Hospitals

With M.D. Anesthesia
Residency Training &
Programs o

-



188

There was no significant difference in the response for
current and future practice, the majority of total respond-
ents agreeing with the item. The response was significant at
the .001 level with a Chi-Sguared value of 10.3.

It is gquite interesting to note the difference in the
CRNA/MD response which was significant. Only 31.2% of the
physicians responding felt that the CRNA's increased their
status while 42.2% disagreed. 1In opposition, 53% of the
CRNA's felt that they increased the status of the MD and only
21% disagreed.

Significant differences occurred between response from
the hospitals with residencies and both other hospital groups.
Possible reasons for this difference are:

A well trained graduate nurse anesthetist may exhibit
more competence than a resident due to more years of exper-
ience in the field.

2. CRNA's may have less conflict with surgeons due to the
role clarified for the MD who is the surgeon and the RN
who is the anesthetist. When an MD is doing anesthesia
there may be conflict with the surgeon as to who is
'Captain of the Ship.'

- The large number of foreign medical graduates in physi-
cian anesthesia residency programs with fewer American
medical graduates applying to some residencies, con-
trasted with many applications received by many of the
Schools of Nurse Anesthesia for each available position,

may be a factor influencing the feelings of the physi-

cian.
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These and other psychological factors relating to
physicians working with RN's, when both are doing similar
tasks, may contribute to the difference in response in the
areas.

In summary, this item does influence the acceptance
or rejection of the hypothesis since from the response it
is indicated that utilization of nurse anesthetists does have
an impact on the feelings of the MD regarding his status.

The next gqguestion, although similar to the previous
item includes areas other than status such as financial
threat, job availability, and the very use of the word
'threat' itself, which may influence the answer to the gques-
tion.

b. Utilization of nurses in anesthesia care may be

a threat to the status of the anesthesiologist.

The total response for current practice is given in

the following table. All other data pertaining to the item

is available in Appendix 1V, Pages 49 and 50.

Strongly Strongly No
Agree Agree Uncertain Disagree Disagree Response
(1) (2) (3) (4) (5) (6)
56 104 83 242 130 15
(8.9%) (16.5%) (13.2%) (38.4%) (20.6%) (2.4%)

The majority of respondents did not see nurse anesthe-
tists as a threat, and there was no significant difference

for current and future practice. There was a significant
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difference between the agree and disagree responses at the
.001 level.

It is interesting to note that there was no significant
difference between MD and CRNA response.

There was a significant difference between the hospital
groups with residency programs for both current and future prac-
tice and the other types of hospital groups.

58% of the CRNA's in practice do not see themselves as a
threat to the status of the physician. This coincides with
the answer to the previous question where over 42% of the
CRNA's felt that they, in fact, raised the status of the MD.
The actual feelings at the national level since the political
influences referred to in the 'Review of the Literature'

k indicate that CRNA's appear to be a threat to the MD.

It is interesting that the response from individuals in
hospitals with residency programs differ significantly at the
.05 level from hospitals with no training programs, but do
not differ from hospitals with Schools of Anesthesia. Fewer
individuals in the training programs for residents felt
CRNA's to be a threat than in hospitals with neither train-
ing program. This could be due to the following factors:

1.

Salaries of both groups are usually set in training
programs and there is no competition for cases. Obtain-
ing more cases with subsequent salary increase is there-
fore not a problem in the residencies as it is in hos-
pitals where physicians and nurses may be in private

practice and therefore may be in competition.
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2. The academic ladder of the university, or the hospital
with a residency program has a built-in 'superior
position' for the physician. 1In hospitals with no
training programs each group may be doing identical work
with no academic title differences except for the MD
and CRNA differences in title.

Even in the hospitals with no training programs over

50% of the respondents felt that CRNA's were not a threat.

In conclusion, in all groups the response indicates
that nurse anesthetists are not a threat to the status of

the anesthesiologist, indicating that the hypothesis may be

true.
The third item relating to the area of impact is that:
c. Supervision of two nurse anesthetists contributes
more to the stress of the day than doing it oneself.
The total response for this question for current prac-
tice is indicated in the following table. All other data

relating to the item is available in Appendix IV, Pages 51

and 52.

Strongly Strongly No
Agree Agree Uncertain Disagree Disagree Response
(1) (2) (3) (4) (5) (6)
73 153 87 170 106 41
(11.6%) (24.3%) (13.8%) (27%) (16.8%) (6.5%)
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The majority of respondents disagreed with this item
and difference in response was significant at the .05 level
(Chi-Square of 4.8). This significant difference was not as
high as in the response to many of the other questions, how-
ever, which were significant at the .01 level with Chi-
Squared values of over 100.

There was no significant difference between current and
future response.

There was also no significant difference between the
three types of hospital groups.

There was a significant difference between the MD and
CRNA response with physicians feeling that supervision was
more stressful than did the CRNA's. This response would be
expected since the question is perceived from two different
positions. As a CRNA working presently in a supervisory and
teaching position, I have been in both positions regarding
this question. When one is supervising two others it is impos-
sible to know exactly what is happening in each room all of
the time, or how the individual doing anesthesia will react
if an emergency arises. This adds to the stress of the situa-
tion. When I was in the position of being supervised, I felt
that I was doing the work and the supervisor, not being in
the room all of the time was not working as hard and thus
was not stressed as much.

In summary, the total respondents disagreed with the

question as did the CRNA's, but 52.9% of the MD's, who are
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the ones most likely to be in the supervisory role, agreed
with the question. The type of hospital structure did not
influence the response.

In relating this response to the hypothesis that
supervision of CRNA's does not have an impact on the feel-
ings of the anesthesiologist the data from the MD response
states utilization of CRNA's adds to their stress thus add-
ing data to the rejection of the hypothesis.

The fourth item to be considered under the area of
impact is that:

d. Supervision of two nurse anesthetists makes work
more pleasant and interesting than doing a case
one's self.

The total response for current practice is available

in the following table. All other data related to the ques-

tion is available in Appendix IV, Pages 53 and 54.

Strongly Strongly No
Agree Agree Uncertain Disagree Disagree Response
1) (2) (3) (4) (5) (6)
49 166 170 152 50 43
(7.8%) (26.3%) (27%) (24.1%) (7.9%) (6.8%)

Although 34.1% of the respondents agreed with the item
and 32% disagreed the difference was not significant at the
.05 level. There was no significant difference between the
current and future response, the MD/CRNA response, or the

responses from the various hospitals.
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The response of an individual to this gquestion is likely

to depend on which aspect of anesthesia they like the best.

some individuals prefer to do cases themselves while others

like teaching better.

In conclusion,

since there was no significant response

to any of the data correlated for this guestion it is not

felt to influence the hypothesis in any way.

The fifth item in the area of 'Impact'

next.

is discussed

e. There may be scheduling difficulty in selecting

appropriate cases for nurse anesthetists.

The total response for current practice is given in the

table below.

in Appendix IV, Pages 55 and 56.

All other data related to the guestion is given

Strongly Strongly No

Agree Agree Uncertain Disagree Disagree Response
(1) (2) (3) (4) (5) (6)
38 145 56 243 125 23
(6%) (23%) (8.9%) (38.6%) (19.8%) (3.7%)

There was a significant difference between those agree-

ing and disagreeing in the total response category for cur-

rent practice at the .001 level.

ents disagreed with scheduling difficulties.

The majority of respond-

There was no significant difference between response

for current and future practice.
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There was a significant difference between MD and CRNA
response with 46.1% of the physician respondents agreeing
and 41.6% disagreeing compared to only 12.9% of the CRNA's
agreeing and 74.7% disagreeing. This would be expected
since the CRNA's, in support of their own profession, would
not be expected to indicate that their use poses scheduling
difficulty. The physician, on the other hand, is the one
usually responsible for scheduling and may be more aware of
the difficulties arising than the CRNA who would more rarely
be in this position.

There was no significant difference in response of the
hospital groups with residency programs and the response from
the one with no training programs, or the group with no train-
ing programs and the group with Schools of Nurse Anesthesia.
There was however, a significant difference at the .05 level
between the group with residencies and the group with Schools
of Nurse Anesthesia. This would be expected since the resi-
dencies, due to their organizational set-up would be more
likely to favor the utilization and superiority of the use of
physicians rather than nurse anesthetists, and the Schools of
Nurse Anesthesia would be more likely to favor the use of
nurse anesthetists due to their organizational set-up.

In summary, more physicians feel there may be scheduling
difficulties than not, but the agree/disagree difference is
small with only 46% agreeing compared to 41% disagreeing.

There was no significant difference in this response. The
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total response was not in agreement with the question. Thus
jt is concluded that scheduling difficulties should not
pose an additional problem for the MD working with the CRNA
in most situations and therefore should not have an impact
on his feelings, job satisfaction, or status as stated in
the hypothesis.

The sixth item in the category of impact relates to
independent actions of nurse anesthetists causing problems
for physician supervisors.

f. Independent actions of nurse anesthetists are a
problem to physician supervisors of anesthetic
management.

The results of the total response to this item is
available in the following table, and all other relevant data

is available in Appendix IV, Pages 57 and 58.

Strongly Strongly No
Agree Agree Uncertain Disagree Disagree Response
(1) (2) (3) (4) (5) (6)
42 147 89 221 103 28
(6.7%) [(23.3%) (14.1%) (35.1%) (16.3%) (4.4%)

The majority of respondents disagreed with the item
and the agree/disagree response difference was significant
at the .001 level. There was no significant difference in

current and future response.
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There was a significant difference at the .001 level
between MD and CRNA response with 31.8% of the MD's agreeing
that independent actions could be a problem and 37.7% dis-
agreeing compared to only 10.3% of the CRNA respondents agree-
ing and 69.9% disagreeing. The difference would be expected
since CRNA's would not be expected to think that their actions
would be a problem. It is interesting to note however, that
more physicians did not feel independent CRNA actions caused
problems than did. There was a significant difference in
the response from the group of hospitals with residency
programs for current practice compared with the other two
groups. For future practice the response changed to not
having a significant difference between the group with resi-
dency programs and the group with no training programs leav-
ing only the groups with Schools of Nurse Anesthesia and
residency programs having a significant difference. Among all
groups however, more respondents disagreed with the item than
agreed.

It is thus concluded that independent actions of the
CRNA currently are not a problem to the physician super-
visors. Relating these results to the hypothesis it is felt
that there should be no impact on the feelings, job satis-
faction, or status of the anesthesiologists since independent
actions were not felt to be a problem. It should be noted
that even though the response difference for current and

future did not prove significant in calculation, the percen-
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tage of physicians feeling this was a problem currently was

31.8% compared to 48.4% for the future.

be an area of further study.

This perhaps should

The final item under the area of impact is as follows:

g.

patients.

Independent actions by nurse anesthetists endanger

The table below gives the data for the total response

relating to current practice.

is available in Appendix IV, Pages 59 and 60.

All other data for the item

Strongly Strongly No
Agree Agree Uncertain Disagree Disagree Response
(1) (2) (3) (4) (5) (6)
35 79 93 180 215 28
(5.6%) (12.5%) (14.8%) (28.6%) (34.1%) (4.4%)

The majority of respondents disagreed with the question

and the difference between the agree and disagree responses

was significant at the .001 level.

There was no difference

between current and future response in any of the groups.

There was a significant difference in response at the

.001 level between the MD's and CRNA's.

There were however,

more MD's as well as CRNA's disagreeing with the item than

agreeing.

As would be expected only 4.4% of the CRNA's

responded positively to the item while 87.2% responded nega-

tively.

and 37.7% negatively.

Among the physicians, 31.8% responded positively

It is also of interest that 30.5% of

the MD's stated they were not certain, or did not respond, to
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the item. This may indicate that this group has never worked
with CRNA's, or it may indicate a variation in the quality
of the CRNA's with whom they have worked.

Among the three types of hospital groups there was a
significant difference for current practice between the
group with residency programs and the other two groups.

There was no significant difference among the three groups for
future practice. Perhaps this relates to the trend which has
already started for the improvement in the training of CRNA's,
or perhaps the physicians in the hospitals with residency
programs felt there would be better supervision in the future
so then independent actions would not be necessary.

Relating this item to the hypothesis it is shown from
the data that independent actions do not endanger patients.
Thus, this item should have no effect on the impact, feel-
ings, job satisfaction, or status of the anesthesiologist.

In conclusion, the items regarding threat, scheduling
difficulty, and independent actions were indicated by the
study to be incorrect and thus assisted in the acceptance of
the hypothesis. The item relating to CRNA's making work
more pleasant had no significant differences in response
and thus could not be added to any conclusion. It was
determined from the MD response that utilization of CRNA's
did add more to the stress of the day then doing a case
one's self, although the CRNA's disagreed. It was also
concluded from both MD and CRNA response that utilization

of the CRNA did not increase the status of the anesthesiolo-
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gist. Therefore two of the seven items indicated that utili-
zation of CRNA's did have an impact and one item did not

show a significant difference. Four items showed that the
use of nurse anesthetists did not influence the feelings, job
satisfaction, or status of the anesthesiologist in the speci-
fic way stated by the item.

I believe that no conclusion can be drawn from this
study regarding this hypothesis. At this point I would recom-
mend further study and clarification so that the concerns
and feelings of the MD could be better defined. The study
of this area shows interesting results which I believe should
be investigated further. I also feel that the feelings
exhibited in this area of the study may be very important to
the future of MD/CRNA relationships. If MD's felt their
status were increased by working with CRNA's, as in most
supervisory relationships, and there were no organizational
difficulties created by the utilization of CﬁNA's, as indi-
cated by this study, I believe the place of the CRNA could
be better delineated and job satisfaction might be increased
for individuals in both groups.

The final hypothesis of the study relates to the edu-
cation of the nurse anesthetist.

6. Opinions regarding basic education and anesthesia
education of nurse anesthetists do not vary.

A total of seven items relating to this hypothesis were

included in the questionnaire and significant variation in
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opinion for each of the items will be looked for to accept

or reject the hypothesis.

follows:

The items considered are as

a. Nurse anesthetists should participate in depart-

mental mortality and morbidity conferences, and in

departmental teaching conferences.

These conferences are well recognized in the field

as good methods of inservice education and do contribute to

the continuing education of the anesthesiologist and the

nurse anesthetist--if they participate.

The total response regarding current practice is given

in the following table.

tion is given in Appendix 1V, Pages 61 and 62.

Further data relating to the gues-

Strongly Strongly No

Agree Agree Uncertain Disagree Disagree Response
(1) (2) (3) (4) (5) (6)
343 241 14 10 8 1l

(54.4%) (38.3%) (2.2%) (1.6%) (1.3%) (1.7%)

There was a significant difference between the agree

and disagree responses at the .001 level with over 90% of

the respondents agreeing for both current and future practice.

There was no significant difference found between cur-

rent and future practice, and there was also no significant

difference found for MD/CRNA response.

Among the three hospital groups the only significant

difference was between the group with residency training
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31, Nurse anesthetists should participate in departmental mortality and
morbiditv conferences, and in departmental teaching conferences.
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programs and the group with Schools of Nurse Anesthesia for
current practice. Less of the residency group agreed than
the group with Schools of Nurse Anesthesia although over 90%
of both groups agreed. This may be due to the thought that
in the group with Schools of Nurse Anesthesia the emphasis
is in education of the nurse while in the group with resi-
dencies the nurse anesthetists may be utilized to relieve
the residents from doing cases in order that they may attend
teaching conferences. For future practice there was no sig-
nificant difference between the groups, and over 90% of all
groups agree with the practice.

b. Nurse anesthesia training should include in-depth
study in chemistry, physics, physiology, and
pharmacology.

As was stated in the section on the 'Definition of the
Problem,' the training of the nurse anesthetist has changed
a great deal in the past ten years. It is becoming more
didactic and more emphasis is placed on academic background
as well as the technical part of the training. The areas of
chemistry, physics, physiology and pharmacology are recog-
nized as important to the background of the anesthetist, be
he physician or nurse.

The total response to the question for current practice
is given in the following table. All other data relating

to the question is found in Appendix IV, Pages 63 and 64.
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[Strongly Strongly No

Agree Agree Uncertain Disagree Disagree Response
(1) (2) (3) (4) (5) (6)
354 213 26 17 8 12

(56.2%) (33.8%) (4.1%) (2.7%) (1.3%) (1.9%)

There is a significant difference in the agree and dis-
agree responses between the two groups with 87% of the
respondents in agreement with the question.

There was no significant difference in the response
between current and future practice. This was interesting
since it has only been in recent years that these subjects
have been taught in depth in nurse anesthesia education as
they are today.

There was a significant difference at the .001 level
between the response of the MD's and the response of the
CRNA's. It is interesting to note that more CRNA's than MD's
felt these subjects to be important. The favorable response
for MD's was 83.4% while the favorable response for CRNA's
was 96.2%. For future study it would be interesting to com-
pare years in practice of the respondent with the response.
Perhaps respondents who did not have these subjects in train-
ing did not feel the need for them, while the newer graduates,

who did have the subjects, realize their importance to the
quality of anesthesia care. The physician also may not see

the need for the CRNA to have these subjects if they view the
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nurse anesthetist as strictly a technician while they pro-
vide the theoretical background knowledge.

In comparison of the three groups of hospitals there
was a significant difference at the .05 level between the
responses from the residency program group and the group
with Schools of Nurse Anesthesia. This may be due to the
emphasis the faculties of the Schools of Nurse Anesthesia
place on these subjects. All respondents, regardless of the
group, agreed with the statement with at least 80% of each
group on the positive side.

c. Nurses training is the most suitable background

for the non-physician anesthetist.

This item is of current interest since two programs
for non-nurses in anesthesia have been started in this coun-
try. The feelings regarding these programs seem to be mixed.
The response to this gquestion would be anticipated to agree
with the question on utilization of physician's assistants
under the first hypothesis which related to departmental
policy.

The results of this question for current practice from
the total group of respondents are given in the following
table. All other data relating to this question is avail-

able in Appendix 1V, Pages 65 and 66.
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Strongly Strongly No

Agree Agree Uncertain Disagree Disagree Responsg
(1) (2) (3) (4) (5) (6)
206 195 116 69 27 17

(32.7%) (31%) (18.4%) (11%) (4.3%) (2.7%)

The responses between those agreeing and disagreeing

are significantly different at the .001 level.

Over 50% of

the respondents agreed with the item for both current and

future practice and there was no significant difference

between any of the groups regarding current and future prac-

tice.

There was a significant difference between physician

and nurse anesthetist response although over 50% of both

groups agreed that nurse's training was the most suitable

background.

More CRNA's agreed than MD's which would be

expected for a group protecting and loyal to their own pro-

fession.

It is interesting to note that even the MD group, who

can be more objective,

physician anesthetist.

support the CRNA as the best non-

Among the three hospital groups there

was a difference at the .05 level between the hospitals with

residencies and those with Schools of Nurse Anesthesia. As

would be expected,

Schools of Nurse Anesthesia supported the CRNA.

far more respondents from the group with

This would

be attributed to the same reasons as the MD/CRNA response
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In summary,

215

over 50% of the respondents felt the CRNA

is best qualified for the position of non-physician anesthe-

tist.

This response concurs with the response to the item

regarding physician's assistants under the section on 'Policy.'

This lends validity to the response.

d. Nurses training is more detailed than necessary

training.

for individuals interested in non-physician

The total response to this item for current practice

is given in the table below.

item is given in Appendix IV, Pages 67 and 68.

All other data relating to this

Strongly Strongly No
Agree Agree Uncertain Disagree Disagree Response
(1) (2) (3) (4) (5) (6)
16 67 81 282 167 17
(2.5%) (10.6%) (12.9%) (44.8%) (26.5%) (2.7%)

The difference in responses agreeing and disagreeing is

significant at the .01 level.

Over 70% disagree that nurse's

training is too detailed as a background for anesthesia

while 12.6% disagree.

There is no significant difference for

total or CRNA response between current and future practice.

There was a significant difference at the .05 level between

MD and CRNA response,

and future practice.

and between MD responses for current

This difference in response seemed to

be due to an increase in uncertain and no answer responses

rather than an actual difference in response.
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There was no significant difference in response from

any of the the three hospital groups.

In conclusion,

it was disagreed by all groups that

nurses training was too detailed as a background for the non-

physician anesthetist.

e. Nurse's training is not an adequate background for

individuals interested in non-physician anesthesia

training and should be supplemented with other

subjects taught at the collegiate level prior to

admission to the anesthesia training program.

There is a trend among Schools of Nurse Anesthesia to

require additional courses in the sciences prior to admission.

The intent of this question was to find if physicians and

graduate CRNA's in non-teaching positions felt this to be

necessary.

The total response to this question for current prac-

tice is indicated in the table below.

to the item is given in Appendix IV, Pages 69 and 70.

All other data relating

Strongly Strongly No

Agree Agree Uncertain Disagree Disagree Response
(1) (2) (3) (4) (3) (6)
72 138 107 208 79 26

(11.4%) (21.9%) (17%) (33%) (12.5%) (4.1%)

The majority of respondents disagreed with the state-

ment for current practice and the response was significant

at the

.001 level.

For the future,

however,

the majority con-
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tinued to disagree, but the response difference between those
agreeing and disagreeing was not significant at the .05 level.
This reflects the increasing trend toward more didactic edu-
cation for the CRNA and the increasing admission require-
ments being seen in the Schools of Nurse Anesthesia.

There was a significant difference at the .01 level
between the CRNA and MD response for current practice with
more MD's agreeing with the increased requirements and more
CRNA's disagreeing. For future practice there was no sig-
nificant difference between the two groups, thus indicating
that increasing emphasis on didactic as well as clinical edu-
cation is being recognized by both groups. For current train-
ing the responses between the residency group and the group of
hospitals with no training programs differed at the .01 level.
As expected, more respondents in the group with residency
programs agreed with increased educational requirements.

Other group correlations were not significant. For the
future, the residency response and the response from the
Schools of Nurse Anesthesia did not differ significantly,
however, both differed at the .05 level from the group with

no training programs. This would be expected since more
emphasis is placed on academic background in training programs
than in hospitals where the emphasis is on clinical practice.

The respondents agreeing with increased educational
requirements were then asked which subjects were felt to be
necessary additions. Physiology was the subject mentioned

most frequently with 114 respondents feeling that this is a



Chemistry Phvsics Physiology

AGREE DISAGREE AGREE DISACREE AGREE DISAGREE
Total 105 519 94 533 114 514
Response (16.7%) (82.4%) [(14.9%) (84.6%) (18.1%) (81.6%)
CRIA 64 253 54 265 54 265
Response (20.1%) (79.3%) (16.9%) (83.1%) (16.9%) (83.1%)
M.D. 41 263 40 265 60 246
Response (13.3%) (85.4%) (13.3%) (86%) (19.5%) (79.9%)
MD/CRNA
Response Significant at .05 Not Significant at .05| Not Significant
pifference (x4=4.5) (x2=1.5) at .05 (x2=.583)
Significance

Pharmacology Anatomy Other

AGREE DISAGREE AGREE DISAGREE MAGREE DISAGFREE
Total 99 528 51 577 93 536
Response (15.7%) (83.8%) (8.1%) (91.6%) (14.8%) (85.1%)
CRNA 46 272 28 291 46 261
Response (14.4%) (85.3%) (8.8%) (91.2%) (14.9%) (84.7%)
M.D. 53 253 23 283 47 272
Response (17.2%) (82%) (7.5%) (91.9%) (14.7%) (85.3%)
MD/CRNA
Response Not Significant at Mot Significant at Not Significant at
pDifference .05 (x*=.75) .05  (x2=.19) 1.05 (x2=.001)
Significance

0¢e
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needed addition prior to training. There was no significant
difference between the MD's and the CRNA's mentioning the
subject.

105 respondents mentioned chemistry with a signifi-
cantly higher (.05 level) number of CRNA's mentioning it
than MD's. This may be due to the fact that many nurses have
not had sufficient chemistry in nursing school and realize
their lack in the area. MD's may not be aware of this
deficiency.

There were 99 respondents mentioning pharmacology with
no significant difference in physician and nurse response.

94 respondents mentioned physics and 51 respondents men-
tioned anatomy, again with no significant difference in
physician and nurse response.

There were 93 respondents mentioning other subjects
with no significant difference between MD's and CRNA's.
Included under this category was mathematics (the most fre-
quently mentioned subject), the humanities, and the arts, for
a more rounded education.

In summary, although the majority of respondents dis-
agreed with the need for additional subjects other than
those obtained in nurse's training prior to admission to an
anesthesia training program, fewer disagreed for future prac-
tice than for current practice. There was more agreement
from respondents in hospitals with training programs than
from respondents working in hospitals with no training

programs. This coincides with the increased emphasis on edu-
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cation occurring in recent years and the increased emphasis
placed on education in hospitals with training programs.

The next question is an attempt to locate the correct
academic position for the School of Nurse Anesthesia.
There is controversy regarding this as was discussed in
earlier sections of this paper.
f. Nurse anesthesia training should be at the:
1. Certificate Level
2., Baccalaureate Level
3. Master's Level
Respondents were encouraged to mark more than one level
if they felt a need for this training to be at more than one
level. Training for nurse anesthetists at present is at
all three levels and the current trend is to increase the
number of programs at the Baccalaureate and Master's Level.
1. Certificate Level
The response to the Certificate level as appropriate
for anesthesia training is discussed first. The table below

indicates the response for current practice from the total

number of respondents.

Strongly Strongly No

Agree Agree Uncertain Disagree Disagree Response
(1) (2) (3) (4) (5) (6)
110 205 48 52 36 179

d}?.S%) (32.5%) (7.6%) (8.3%) (5.7%) (28.4%)
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There was a significant difference between the num-
ber of responses agreeing and disagreeing with 50% agreeing
and 14% disagreeing.

There was a significant difference between the total
response for current and future practice with 30.8% agree-
ing and 20.4% disagreeing in the future. There was an
increase in the number of individuals who were uncertain or
not responding from 36% for current to 48.8% for future prac-
tice. The trend in actual practice is to begin to put nurse
anesthesia training in the academic educational structure
rather than the apprentice-like system. This response for
current and future seems to agree with this trend. As with
any tradition, since nurse anesthesia training programs until
recently have always been certificate granting, it takes some
time to change the practice. Since the education currently
has more emphasis on didactic material than in the past,
many people feel that it is only fair to grant an academic
degree. 1In opposition however, others feel that if a degree
in itself is not important to the student as an individual,
or if they already have a degree in another field, the
certificate programs should be available so that these
students would not find it necessary to take the additional
courses usually required for a degree by the college or
university.

In addition to the difference between current and

future practice for total response, there was a significant
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difference in response for current and future practice from
both the MD and CRNA groups. All responses were significant
at the .001 level. For current practice 44.4% of the MD
respondents agreed with the certificate level while 19.5%
disagreed. For the future 31.2% of the MD's agreed and 20.4%
disagree. The number of respondents uncertain or not
responding rose from 36% to 44.1%. Of the CRNA respondents
currently 55.2% agreed while 8.8% disagreed and for the
future 30.1% agreed while 16.6% disagreed. Again the number
of uncertain and no answer responses increased from 9.1% for
current practice to 53.3% for future practice. The impor-
tance of this is that the question was worded in such a way
that if one did not feel training should be at a particular
level one did not have to answer. Thus, those not respond-
ing might be added to those disagreeing since both responses
indicated disagreement.

There was a significant difference between the MD and
CRNA response for current practice at the .001 level with
more CRNA's than MD's in support of the question. For the
future however, even though the significance remained, the
level decreased to .05. There was no significant difference
in response from any of the three groups of hospitals.

2. Baccalaureate Level

The next academic level considered for nurse anesthe-

sia education was the Baccalaureate level. It may be recalled

from the discussion in the 'Review of the Literature' that
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only 8% of the respondents of the study of practicing nurse
anesthetists done by the Health Information Services, Inc.,
held Baccalaureate Degrees, the remainder holding either
Associate Arts degrees or diplomas. Of those teaching only
6% held Baccalaureate or Master's Degrees.3 Because in the
past most nurses attended three year diploma programs,
there appears to be a need for nurse anesthesia training at
the Baccalaureate level. As more graduate nurses earn
Baccalaureate degrees in nurse's training, perhaps this trend
will change.

The total response to opinion on the Baccalaureate
level as the appropriate academic level for nurse anesthesia
training is given in the table below. All other data

relating to this item is available in Appendix IV, Pages 73

and 74.

Strongly Strongly No

Agree Agree Uncertain Disagree Disagree Response
(1) (2) (3) (4) (5) (6)
125 189 81 63 12 160

(19.8%) (30%) (12.9%) (10%) (1.9%) (25.4%)

The difference between the agree and disagree responses

was significant at the .001 level with 49.8% of the respond-

ents agreeing and 11.9% of the respondents disagreeing.

3Health Information Services, Inc. "A Survey of Nurse
Anesthetists = 1975." American Association of Nurse Anes-
thetists Journal, December, 1975, Vol. 43, No. 6.
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There was a significant difference in total response at the
.05 level for current and future practice with 54% agreeing
with the Baccalaureate level and 8.6% disagreeing. The num-
ber of no answer and uncertain responses stayed approximately
equal.

There was no significant difference in the MD response
for current or future practice with 50% of the physicians
agreeing. There was a significant difference in the CRNA
response for current and future with more respondents agreeing
and fewer disagreeing for the future than for current prac-
tice.

There was no significant difference in the MD/CRNA
response for current practice, but there was a significant
difference at the .01 level for future practice. Fewer MD's
than CRNA's agreed with the Baccalaureate degree as that
degree appropriate for the future.

Among the three hospital groups there was a signifi-
cant difference for current practice between the group with
no training programs and the other two groups. There is
undoubtedly more emphasis on academic degrees in the aca-
demic setting whereas emphasis would be less in the prac-
tice situation since holding a degree would not be likely to
change actual practice.

For future practice there was a significant difference
between the response from Schools of Nurse Anesthesia and
the other two groups. This concurs with the response from

the physicians. Perhaps the MD's feel that another level
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is more appropriate for the future, when more students will

enter programs already holding Baccalaureate degrees from

nursing education since the trend in nursing is to move

away from the diploma programs and toward the Associate

Arts degree or the Baccalaureate program.

3.

Master's Level

The final level considered for nurse anesthesia educa-

tion was the Master's level.

practice is in the

ing to the item is

following table.

The total response for current

All other data pertain-

available in Appendix IV, Pages 75 and 76.

Strongly Strongly No J
Agree Agree Uncertain Disagree Disagree Respons
(1) (2) (3) (4) (5) (6)
68 76 87 109 47 243
(10.8%) (12.1%) (13.8%) (17.3%) (7.5%) (38.6%)

There was no significant difference between agree and
disagree responses for current practice. There was also no
significant difference between MD and CRNA responses for cur-
rent practice. There were however, significant differences
between current and future responses for all groups con-
sidered. The total group had a difference of .001 for cur-

rent and future response. 1In addition, the response for the
future had a significant difference in the agree/disagree
responses at the .001 level with 38.4% agreeing with the
Master's level and 18.7% disagreeing. This was an increase

in the number of respondents agreeing and a decrease in those
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disagreeing from the response generated for current practice.
The difference in MD response for current and future was
significant at the .01 level, with the agreeing responses
increased from 20.8% for current practice to 33.8% for future
practice, and the disagreeing responses decreasing from 26.3%
for current practice to 21.8% for future practice. The CRNA
current/future responses showed a significant difference at
the .001 level with an increase in the number of respondents
agreeing from 25.1% for current practice to 43.3% for future
practice and a decline in those disagreeing from 23.2% for
current to 15.6% for future practice. The number of uncer-
tain and no response answers decreased from current to future
in all groups indicating, due to the wording of the ques-
tion, more agreement with this level for future practice.
There was a significant difference in the MD/CRNA response
for future practice at the .05 level with more CRNA's than MD's
agreeing with the Master's level.

Among the three groups of hospitals, for both current
and future practice there was a significant difference at the
.05 level between the group with no training programs and the
other two groups. This once again, is probably due to more
emphasis being placed on academic degrees in hospitals with
educational programs than is usual in clinical practice situ-
ation.

In summary, the responses agreeing with the certificate
level decrease from current to future practice and those in

disagreement increase indicating that nurse anesthesia train-
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ing should move from this level to a degree granting level
in the future. Responses in agreement with both Baccalaure-
ate and Master's levels increased from current to future
practice and those in disagreement decreased. The Bacca-
laureate level was thought more appropriate today, while the
Master's level increased in popularity for the future. This
is probably a reflection of the fact that nursing education
is moving away from the diploma programs and toward the
Associate Arts or Baccalaureate levels, so0 many nurses are
entering nurse anesthesia educational programs already pos-
sessing a Baccalaureate degree.

The seventh and final item pertaining to the area of
education relates to the minimum academic prerequisites needed
for entrance to a School of Nurse Anesthesia. This area is
under much discussion currently as more applicants are
requesting admission to training programs and requirements
become higher. The increased emphasis on didactic education
also causes an increase in academic prerequisites.

g. Minimum academic achievement for admission to a

nurse anesthesia training program should be:

1. A nursing diploma (3 years)

2. An Associate Degree (2 years)

3. A Baccalaureate degree in nursing

4. A Baccalaureate degree in any field, but with
a nursing license and subject to prerequisites

(i.e., chemistry)



As in the previous question,
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respondents were instructed

that they could mark more than one area if they felt that more

than one background was effective.

The first area of this question to be discussed is the

portion relating to a nursing diploma as the minimum back-

ground acceptable for admission.

the total responses for current practice.

The following table relates

All other data

relating to the item is available in Appendix IV, Pages 77

and 78.

Strongly Strongly No

Agree Agree Uncertain Disagree Disagree Response
(1) (2) (3) (4) (5) (6)
142 21) 30 37 18 192

(22.5%) (33.5%) (4.8%) (5.9%) (2.9%) (30.5%)

There was a significant difference between the responses
agreeing and disagreeing with the majority agreeing that a
nursing diploma was appropriate for admission for current
practice. There was a significant difference between current
and future practice among all groups correlated. Among the
total respondents currently 56% agreed and 8.8% disagreed
with the item while for future practice only 33.2% agreed
and 14.2% disagreed.

Of the MD respondents 49.3% currently agreed and 11%
disagreed whereas for future practice 33.4% agreed and 15.6%
disagreed. The response difference for MD's was only at the

.01 level, but for all other correlations it was at the .001
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level. The CRNA response for current practice showed 61.7%
of the respondents agreeing and 6% disagreed. The number
of uncertain and no answer responses increased for total
response from 35.2% for current practice to 52.6% for future
practice, also adding to the disagreement with this level
for the future since the wording was such that only agreement
with an item needed to be indicated.

There was a significant difference at the .01 level
between physician and CRNA response for current practice
with the nurse anesthetists agreeing that diploma graduates
should be accepted more than did the MD's. This is probably
due to loyalty to this type of program since most of the cur-
rent CRNA's are diploma graduates themselves.4 There was
no significant difference between MD and CRNA response for
the future since more nurse anesthetists agreed on higher
admission requirements for the future.

There was no significant difference between any of the
responses from the three types of hospital groups regarding
this item.

The next portion of the question was related to the
acceptability of the Associate Arts degree graduates as the
minimum of academic achievement required for admission to a
nurse anesthesia training program.

The total response relating to current practice is given
below in the table. All other data related to the item is

given in Appendix IV, Pages 79 and 80.




234

Strongly Strongly No
Agree Agree Uncertain Disagree Disagree Response
(1) (2) (3) (4) (5) (6)
37 99 52 90 66 286
{5+9%) (15.7%) (8.3%) (14.3%) (10.5%) (45.4%)

There was no significant difference between the agree
and disagree responses for current practice, although 24.8%
of the respondents disagreed and 21.6% of the respondents
agreed. If one considers that respondents only needed to
mark the item if they agreed with it, the response disagree-
ing is even higher since 45.4% did not respond. There was
a significant difference at the .001 level for the total
response relating to both current and future practice. The
totla response agreeing and disagreeing for the future did
show a significant difference at the .001 level with only 12.6%
agreeing that Associate Arts degree graduates should be
admitted and 28.2% disagreeing. Those not responding, which
again due to question wording could be added to those dis-
agreeing, increased to 51%.

There was no significant difference in MD response for
current and future practice. 1In both instances more MD's
disagreed with this level for admission than agreed.

There was a significant difference at the .001 level in
CRNA response for current and future practice.

Currently

27.3% agreed that Associate Arts graduates should be admitted
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while 24.8% disagreed. For the future only 13.5% of the

CRNA's agreed and 28.6% disagreed. Those CRNA's not respond-
ing also increased from 40.8% currently to 50.2% for future
practice. There was a significant difference at the .05
level for MD/CRNA response for current practice with more
MD's then CRNA's disagreeing with this level for admission.
There was no significant difference relating to future prac-
tice. Both groups disagreed with this level as a minimum

for admission.

Currently there were significant differences at the .001
level between the group of hospitals with Schools of Nurse
Anesthesia and the other two groups. More respondents from
the Schools of Nurse Anesthesia agreed that Associates Arts
degree graduates should be admitted than respondents from
both other programs. For future practice the number of
responses agreeing from Schools of Nurse Anesthesia declined,
and the only significant difference was with responses from
hospitals with Schools of Nurse Anesthesia compared with
those from residency programs. This difference was signi-
ficant at the .01 level. It remained that more respondents
from Schools of Nurse Anesthesia agreed with admitting
Associate Arts degree graduates although the majority of both
groups disagreed with this practice.

It is apparent from the results that the majority of
respondents do not agree that Associate Arts degree graduates

should be admitted and that even if they were admitted cur-



rently,

they should not be admitted in the future.
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The next area of consideration as the minimum academic

achievement required for admission was the Baccalaureate

of Science Degree in Nursing.

rent practice are given in the following table.

The total responses for cur-

All other

data relating to this item is available in Appendix 1V,

Pages 81 and 82.

Strongly Strongly No

Agree Agree Uncertain Disagree Disagree Response
(1) (2) (3) (4) (5) (6)
85 154 54 57 21 259

(13.5%) (24.4%) (8.6%) (9%) (3.3%) (41.1%)

There was a significant difference between the agree and
disagree responses at the .001 level for both current and

future total response. Currently, 37.9% agreed that the BSN

should be the minimum academic achievement required for

admission and 12.3% disagreed. 41.1% of the respondents did

not mark the item which might be added to those disagreeing
with the question. There was a significant difference
between current and future response at the .05 level. Those
respondents agreeing increased to 42.6% for future practice

and those disagreeing declined to 8.3%. Those not respond-

ing remained at the 40% level. There was no significant dif-
ference in the MD response for current and future practice.
There were 40.2% of the physicians agreeing with the BSN as

the minimum requirement and 12.9% disagreeing currently and
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45.8% agreeing and 10.1% disagreeing for the future. There
was a significant difference at the .05 level between cur-
rent and future CRNA response. There were 35.8% of the
CRNA's agreeing with the question for current practice and
11.6% disagreed. For the future 39.5% agreed and 6.2% dis-
agreed. Those not responding for current and future remained
constant.

There was no significant difference between MD and
CRNA response.

Among the three hospital groups for current practice
there was a significant difference between hospitals with no
training programs and the other two groups, with fewer respond-
ents agreeing that the BSN should be the minimum entrance
requirement from the group with no training programs. This
would be expected since as discussed before, emphasis on
didactic achievement is less in hospitals without academic
programs than in hospitals with such programs.

There were no significant differences between the groups
for future practice.

Thus, the data showed that it is believed that academic
requirements for admission to training programs should
increase, and the BSN may be an appropriate minimum level
for the future.

The final area to be considered as a minimum require-
ment for admission to a nurse anesthesia training program is
a Baccalaureate degree in any field but with a nursing license

and subject prerequisites (i.e., chemistry).
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The total response related to current practice follows.

All other data can be found in Appendix IV, Pages 83 and 84.

Strongly Strongly No

Agree Agree Uncertain Disagree Disagree Response
(1) (2) (3) (4) (5) (6)
81 114 78 60 39 258

(12.9%) (18.1%) (12.4%) (9.5%) (6.2%) (41%)

There is a significant difference at the .001 level in
responses agreeing and disagreeing. There were 33% of the
respondents agreeing for current practice and 15.7% disagree-
ing. 53.4% of the respondents were uncertain or not respond-
ing. These could be considered with those disagreeing as in
the items above.

There was a significant difference in total response
for current and future practice with those agreeing increas-
ing to 35.5% and those disagreeing increasing to 22.7%.

Those uncertain or not responding decreased to 41.9%. The
increase in those disagreeing is probably due to the feeling
that minimum requirements should include academic nursing
education rather than Baccalaureate education with perhaps

a diploma or Associate Arts degree in nursing.

There was no significant difference between MD response
for current and future practice. There was a significant
difference at the .05 level for CRNA current and future
response. The difference was due to more respondents agree-

ing and less disagreeing with the item in the future than

currently.
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There was no significant difference between MD and
CRNA response.

In the three groups of hospitals there was no signi-

ficant difference between the group with residency programs
and those with Schools of Nurse Anesthesia for either cur-
rent or future practice. There was however, a significant
difference at the .001 level between those hospitals with no
training programs and the other two groups for current prac-
tice. There was also a significant difference between the
hospitals with no training programs and those with residen-
cies at the .05 level for future practice and those with
neither training program and those with Schools of Nurse Anes-
thesia at the .001 level for future practice. Again in this
item it was shown that those respondents in clinical prac-
tice do not agree as strongly with the need for higher aca-
demic degrees, whereas those respondents from hospitals with
training programs do feel that these degrees are important.
Which viewpoint is correct cannot be determined from this
data, but it should be known that larger hospitals with
training programs often do more difficult procedures which
require more theoretical knowledge of physiology and phar-
_ macology for successful management than do the smaller hos-
pitals with no training programs. One could also relate to
the fact that until one is educated they do not realize how
much their knowledge was limited prior to the education.

In conclusion, the certificate level is felt appro-

priate for minimum admission requirements currently, but
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the numbers agreeing with this decrease in the future indi-
cating a higher academic level will be required. Those dis-
agreeing with an Associate Arts degree as the minimum for
admission are more in number than those agreeing for both
current and future practice indicating that this degree is
not acceptable as a level of minimum academic achievement
for admission to an anesthesia training program either cur-
rently or in the future. 1In the future the Baccalaureate
degrees have the most respondents in favor, and the certifi-
cate level and Associate Arts degree decline further in popu-
larity.

There was no significant difference between the MD and
CRNA response of whether the BSN or the BS with a nursing
license and other prerequisites was the most valuable.

It is thus concluded that currently the certificate
or the Baccalaureate either in nursing or in another field,
but with a nursing license and prerequisites, are the most
appropriate minimum requirements for admission to nurse anes-
thesia training. 1In the future it is felt that the BSN or
the Baccalaureate in another field with a nursing license and
prerequisites would be the most beneficial minimum require-
ment for admission. If this is true, then in the future there
should be an even greater demand for nurse anesthesia educa-
tion at the Master's level since students will enter already
holding a Baccalaureate degree. This indicates that those of
us involved in nurse anesthesia education should begin to

move our programs in the direction of granting a degree.
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CHAPTER VI

CONCLUSIONS AND IMPLICATIONS

In this section each of the six areas of the study are
considered and the results are correlated with possible
implications for either changes in practice or further

research.

1. Policy

The hypothesis related to the area of policy stated
that "Physician's assistants are not considered to be as
acceptable as nurse anesthetists as the non-physician members
of the anesthesia care team."

This hypothesis was accepted as was discussed in the sec-
tion on results. The response from the questionnaire also
indicated that CRNA's will continue to be used currently,
and will be used in future practice. This data gained from
the present study correlates well with the survey done by the
ASA Committee on Manpower which reported 72% of the anesthe-
siologists believing that anesthesia practice should be done
by the use of an anesthesia care team, and 57% of the anes-
thesiologists against the use of physician's assistants on

that care team.l In this study the utilization of the words

lHarold Carron, et al. Report of the 1974 Membership
Survey by the ASA Committee on Manpower.
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'anesthesia care team' implies that there are non-physician
personnel working with physicians to care for the patients.
Thus nurse anesthetists are included in the study as members
of the anesthesia care team. This concept was fully dis-
cussed in the Chapters relating to 'Discussion of the
Problem' and 'Review of the Literature.'

Due to the results of this study and its correlation
with the previous study, I believe that we can ascertain that
the Certified Registered Nurse Anesthetist should continue to
be trained as the non-physician member of the anesthesia care
team, and that those of us involved in education of these
individuals should continue admitting only Registered Nurses
to our training programs rather than individuals with other
background which were not considered by the respondents to be

as acceptable.

2. Economics and Efficiency

The second area of consideration in the study related
to the economics and efficiency of the anesthesia department
as it is affected by the utilization of Certified Registered
Nurse Anesthetists. According to the results of the survey,
the majority of all respondents indicated that they believed
that CRNA's did assist the department in providing the most
efficient and economical method of anesthesia care. This
data supports the first hypothesis relating to opinions on the
use of nurse anesthetists since if the practice of utilizing
nurses as members of the anesthesia care team relates posi-
tively to economics and efficiency, it would be to the bene-

fit of the department to hire these individuals.
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The hypothesis in the section on 'Economics and Effi-
ciency' follows. "Utilization of nurse anesthetists does
not increase the economy and efficiency of the anesthesia
department."” This hypothesis was rejected.

For further study it might be interesting to relate the
economic and efficiency considerations for departments
utilizing nurse anesthetists with those utilizing residents
only. In this study it was found that there was a signifi-
cant difference in response to these items from those involved
in work with physician anesthesia residency programs compared
to the other two groups. It may be possible that utilization
of residents increases the economic and efficiency benefits
to the departments as much as does the utilization of the
nurse anesthetist. It must be considered however, that resi-
dents are not potentially available to all departments, and
the nurse anesthetist is.

It is implied from the results of this study that the
utilization of nurse anesthetists does increase the economy

and efficiency of the anesthesia departments.

3. Job Satisfaction

The third area of consideration in the study was that
of job satisfaction of the Certified Registered Nurse Anes-
thetist. The hypothesis relating to this area was as follows:
"Nurse anesthetists are not content with their careers."

This hypothesis was rejected.
Data relating to this area showed that CRNA's are cur-

rently content, but doubt and uncertainty about job content-
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ment increased for the future. This result may be related to
the political disagreements occurring between the organiza-
tions representing the anesthesiologists and the nurse anes-
thetists, discussed elsewhere in this paper.

It is interesting to note that more physicians feel
that nurse anesthetists should not be content with their
careers, than do the nurse anesthetists themselves. Perhaps
this may be due to the physician's projection of his own
feelings to the opinion of the nurse, or perhaps the physi-
cian may be more aware than the CRNA of changes which will
occur in future practice due to either legal requirements or
increasing need for didactic knowledge related to changes in
anesthesia practice. It would be interesting to study this
further to find the reasons why the physicians and nurses
have significantly different opinions in this area.

One of the most important items of the study indicated
that 55% of both physicians and nurses feel that there are not
frequent difficulties experienced with interpersonal rela-
tionships between the two groups. The political situation in
the field today is such that it would be supposed that many
problems exist, as was described in the 'Review of the Liter-
ature' related to conflict. This seems, according to the
results of this survey, not to be true in the actual work
situation. Some CRNA respondents wrote in comments stating
that they had experienced problems with interpersonal rela-
tionships in previous work situations, but have changed jobs

and do not have problems now. Perhaps, since the MD is in
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charge of the CRNA, and therefore if there is no interest

on the part of the MD in changing the quality of the rela-
tionship, the difficulty is solved by the CRNA by changing
jobs. It would be best if this were not necessary, and if
communication between the two groups were increased, thus
adding to the betterment of the work situation, it might not
be. Hopefully studies such as this will increase understand-
ing between the two groups and decrease what interpersonal
problems do exist. I have been invited to discuss the results
of this study at three national meetings in the next few
months. It will be interesting to find what effect, if any,
actual data relating to good working relationships between
CRNA's and MD's at the ' grass roots' level will have on the
political climate. I believe that data such as this may
change the course of events in the field since prior to this
time there have been many expressions of feelings but no
actual studies.

Data generated by the study indicated that development
of the CRNA is not limited by the work situation and that it
will not be limited in the future. The ability for develop-
ment as a graduate, I feel, is important to the job satisfac-
tion of the CRNA. It appears from the results of this survey
that job satisfaction is high among CRNA's and will continue
to be high in the future.

Due to the conclusions drawn above from the results
of the survey, I feel it may be implied that the students we

are training should find jobs as graduates in satisfactory
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ork situations and relationships with physician colleagues
will be good. The graduates will be able to continue develop-
ing their knowledge and abilities in the work situation they
will enter.

For future study I believe the increasing uncertainty
for the area of future practice should be delineated. If it
is possible to find the reason for concern in this area and
prevent it before it begins, we will be able to keep job
satisfaction high for this group of people considered impor-

tant to the anesthesia care team.

4, Practice

The fourth area considered in the study was that of
the practice of the Certified Registered Nurse Anesthetist.

The hypothesis related to this area is that, 'The
practice of the nurse anesthetist does not vary with the
institution in which they work.' This hypothesis was
rejected.

The results of the response from the three types of
hospitals was used to find that items indicating parts of the
job description of the CRNA varied with the different types
of hospitals.

The majority of respondents felt that CRNA's should
provide anesthesia care for all types of cases in both cur-
rent and future practice according to their individual
ability. Many CRNA's and MD's expressed by write-in comment
that there was a desire for MD supervision of the CRNA par-

ticularly for the higher risk cases. The fact that it is felt




248

that CRNA's should do all types of cases according to indi-

vidual ability, indicates that we should continue training

our students to deliver all types of anesthesia.

This is also an important finding since it implies that
although it was expressed in the opinion of the survey by the
ASA Committee on Manpower that the MD/CRNA ratio for super-
vision should be 1:2, this might vary with the ability of
the nurse anesthetist.2 It might also imply that if anes-
thesiologist supervision were not readily available as was dis-
cusesed in the section, 'Review of the Literature,' the CRNA
would be prepared to handle the more difficult situations
if training continues in all areas of anesthesia and if didac-
tic knowledge of the CRNA continues to increase.

Since there was no difference indicated that any of the
specialties were more important to limit to physician prac-
tice than any other, those of us involved in training of the
nurse anesthetist should be sure that our graduates are com-
petent in all specialties including, regional anesthesia,
which is not taught in some training programs at this time.

In specific areas relating to the independence of prac-
tice of the CRNA, which influences their job description at
a particular hospital work situation, it was felt that the
nurse anesthetist should be able to induce and emerge

patients according to individual ability and without immedi-

Ibid.
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ate supervision and make changes in anesthesia maintenance
without immediate physician consultation. This seems impor-
tant to the job satisfaction of the nurse anesthetist since
such a practice enables one not to be just a technician, but
to think and follow through on one's own ideas.

There was more of a difference of opinion regarding
the areas of insertion of arterial lines and central venous
pressure monitors, however the majority of respondents con-
tinued to agree that nurse anesthetists could and should do
these procedures. The increased difference may have been due
to the fact that many of these techniques are relatively new.
It was indicated by the study that in future practice there
was more agreement that these techniques should be carried
out by the CRNA. The response to these items may be related
to the fact that many of the respondents are just becoming
familiar with the newer techniques themsleves. It is implied
by the response however, that our graduates will need to
utilize these techniques in their future practice situations,
and therefore we should be sure that they are competent in
these areas upon graduation.

Pre-operative and post-operative care was the next area
of practice considered.

The majority of all respondents felt that CRNA's should
make pre- and post-operative visits, however there was a
divided opinion on whether or not the CRNA should order pre-

operative medication with more MD's disagreeing than agreeing.
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The response from the CRNA's indicated that they would like
to be able to do this to an even greater extent in future
practice. This is limited, as was discussed previously,
by the legal limitations not permitting nurse anesthetists
to write orders which others must carry out although the nurse
anesthetist is permitted to give the medications she desires
for pre-operative care herself. This legal limitation does
not mean that this is the correct policy, since other aspects
of practice which the nurse is permitted to do may carry a
higher complication rate. Perhaps further research on the
need for, and the desireability of the CRNA giving pre-
operative medication should be done. 1If further research
bears out a desire for a legal change, perhaps measures for
this change should be instituted.

More respondents than not agreed that CRNA's should
select the anesthetic technique for a desired patient
although fewer MD's than CRNA's agreed with this. This may
imply a need for education of the anesthesiologist on the
extent of the education of the CRNA, and also may indicate
a need for increasing the background of the CRNA so that his
or her understanding is such that he or she is definitely
capable of selecting the technigue and thus worthy of the
trust of the physician. This understanding would include
knowledge in the areas of physiology, pathology, and pharma-
cology. A combination of these two factors would be perhaps

the best elimination of conflict between the groups.




251
Thus education for both MD's and CRNA's would be implied.

All groups of respondents agreed by majority with the
items on participation in cardio-pulmonary resuscitation.
This indicates that we should make sure that our students
are well trained in this area.

There were fewer MD's agreeing with the administra-
tion of blood and fluids without consultation than with the
other areas. This may be due to the higher risk of hepatitis
or transfusion reaction when blood is given. Many feel how-
ever, that a competent CRNA recognizes these risks and the
importance of caution in this area. There may also be a
future relationship of this item with legal limitations,
although no such limitations are now present. I believe it
is implied from this study that since currently the majority
of CRNA's are administering blood and fluids, and that if we
as CRNA's wish to prove ourselves worthy of continued trust
in this area, that we should be certain that our students have
a good education related to the principles involved. The
final item in the area of practice related to CRNA's per-
forming all duties on an equal basis with physician anesthesi-
ologists. The majority of respondents disagreed with this
although difference in response with more CRNA's than MD's
disagreeing was noted.

I feel that this item brings to the surface much of the
conflict between the two groups. I believe that studies such

as this should illuminate the specific areas of difference
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between the two groups and then agreement should be worked
upon. Perhaps each group should be educated as to the job
differences, expectations and needs of the other group.

As Rehnman, Stromberg, and Westerlund have stated in their

book, Conflict and Co-operation in Business Organizations,

"Utilization of role descriptions and the supervision of their
application enables all concerned parties to have similar
expectations. This then assists in the resolution of con-
flict."?

From the results of the section on practice of this sur-
vey it was found that there are presently differences in the
practice of the CRNA working in the three types of hospitals
participating in the study. The CRNA must be prepared for
all types of practice, which implies that those of us working
in the area of nurse anesthesia training should assure our-
selves that we are providing education sufficient that our
graduates could handle any of the work situations encountered.
This would include training students in all areas of practice
included in this study and any new knowledge and techniques
which may be developed in the future. The only complication
which may be foreseen with this policy, might result if the
graduate is overtrained for the job which he or she accepts

upon graduation. The graduate would then be capable of doing

2E. Rehnman, L. Stromberg, and G. Westerlund, Conflict
and Co-operation in Business Organizations (New York: Wiley
Interscience, 1970).
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more than permitted or required and this might lead to dis-
satisfaction.

Although job dissatisfaction was not considered to be
a problem currently, it was indicated by the survey that
uncertainty about the future did exist in this area. A
program of education in the skills learned by the newer gradu-
ates of Schools of Nurse Anesthesia might assist in solving
this problem by permitting the CRNA to perform at her high-
est level of ability. This would not only increase the
economic benefit and the efficiency of the anesthesia depart-
ment hiring the CRNA, but also would help assure that the job
satisfaction of the CRNA does not decrease.

Making sure that the supervising physicians are trained
in all the techniques and that they have sufficient didactic
background to supervise the more highly educated CRNA's will
be of help also. The recent law excluding foreign medical
graduates from entering the United States for post-graduate
work except under special circumstances should assist in
increasing the quality of physician supervision since in many
areas these individuals, not having the quality education
which their colleages trained in the United States have
acquired, have been used to fill in personnel shortages.3
Comments added to questionnaires returned from respondents in
this study have shown many CRNA's desire supervision, but

that they also desire quality supervision. Data from items

3United States Public Law 96-401, 1976, Effective
January 10, 1977.
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in the study show that the CRNA wants and believes in the
physician as supervisor, and that education of both groups
as to the needs of the other might help reduce the conflict
which exists in a few work situations and politically. This
conflict should be kept at a level where it would be stimu-

lating to both groups making each more productive.4

5. Impact

The fifth area of consideration in the study was the
impact that the utilization of nurse anesthetists in the anes-
thesia department had on the feelings of the anesthesiologist.

It was found that utilization of CRNA's was not believed
by physicians to increase their status, although the nurse
anesthetists felt that they should increase the status of the
MD. This is an interesting difference which perhaps should
be investigated further. It is usual in the organizational
structure that one who supervises others has more status than
those he supervises. The feeling among the physicians that
nurse anesthetists do not do this does not fit into the usual
pattern. This would be an interesting area for further
delineation.

The MD's did not feel threatened by the nurse anesthe-
tists which was expected considering organizational theory.

Subordinate employees do not usually pose a threat to their

4Harold J. Leavitt and Lewis Pondy. Readings in Mana-
gerial Psychology (Chicago: University of Chicago Press,

1964) , pp. 538-541.
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supervisors. This data bears out the opinion of Safar when
he stated that, "physicians have had their image deflated by
both laymen and other physicians."5 Perhaps the CRNA can be
added to this list.

The next item was related to supervision of CRNA's add-
ing to the stress of the day of the anesthesiologist. The MD
response to this survey showed that 52.9% of the physicians
felt supervision of two CRNA's did add to the stress, but
33.7% did not. The fact that one-third of the MD respondents
disagreed with the item is of interest. This may be related
to the quality of CRNA practitioner in their particular hos-
pital or it may be due to the fact that the respondents
answering in disagreement could be more secure in their role
as supervisor than the other respondents.

It will be recalled from the 'Review of the Literature'
that Dr. J. W. R. McIntyre did a study in his own hospital
regarding utilization of nurse anesthetists. He felt that
there was no doubt that the anesthetist assumes more profes-
sional responsibility when he supervises two patients' care

6

simultaneously. In Dr. McIntyre's study he was referring to

5Peter Safar, "Health Care Delivery Problems and Goals:
A Personal Philosophic Appraisal," Public Health Aspects of
Critical Care Medicine and Anesthesiology (Philadelphia:
F. A. Davis Co., 1974).

6J. W. R. McIntyre, “Participation of Allied Health
Professionals in the Practice of Anesthesia: Report of a
Study," Canadian Anesthesia Society Journal, March, 1975,
Vol. 2, No. 2.
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nurse's with a maximum of 6 months training in anesthesia
which was given by his department, whereas the CRNA is a
graduate who has a minimum of 24 months of training.

Further study is indicated to determine why super-
vision adds to stress for some individuals and how this
stress might be eliminated.

All other items in this category did not, according
to the survey results, affect the MD adversely.

The study of this area has brought forth some feelings
of interest to me, and perhaps these areas may be followed

up by further study in the future.

6. Education

The final area of consideration was the education of the
nurse anesthetist. I believe the most important conclusions
in this area were that the academic requirements for admis-
sion to a nurse anesthesia training program, and the academic
level of training most appropriate for these training
programs will be increasing in the future. The results of
the study imply that it is important for those of us in
teaching positions to obtain a higher academic quality and
standing for our programs in the future. This data from the
survey substantiates the effect I have seen from appli-
cants to my own School of Nurse Anesthesia at UCLA. There
are increasing numbers of better qualified applicants annually,
and these applicants are more commonly requesting education

at the Baccalaureate and Master's level.
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The hypothesis related to this area of the study
stated that, "Opinions regarding basic education and
anesthesia education of nurse anesthetists do not vary."
It was apparent that opinions did vary from the results
of the study. The hypothesis was thus rejected. There was
also however, a trend of opinion apparent which implied an

increase in standards in the future.

Implications

The conclusions listed above as important will, I feel,
bring forth the following implications.

1. CRNA's are considered a useful member of the anesthesia
care team for both current and future practice, and they
are more valuable in this role than the physician's
assistant. CRNA's are also helpful in increasing depart-
mental economics and efficiency. Therefore those of us
involved in the training of nurse anesthetists should
not be threatened by comments that the goal of the future
is all physician anesthesia. This is not borne out by
the numbers of physicians doing anesthesia, nor was it
found to be true in the results of this survey.

2. Job satisfaction is currently high for the nurse anes-
thetist and even though the majority of respondents feel
this will continue in the future, perhaps efforts should
be made to insure that CRNA's remain satisfied, since

the number of uncertain responses increased in the sur-
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vey when future practice was considered. Further study
relating to factors influencing job satisfaction would
be helpful with a follow-up of changes based on the
results of the study.

Even though political influences (See section on 'Review
of the Literature') state that there is a great deal

of conflict between the physician anesthesiologists and
nurse anesthetists, it was shown by this study that

there is not a problem with interpersonal relationships
in the actual work situation. I feel that if the results
of this study were made known relating to the fact that
there are few actual problems, perhaps the political
climate would change. 1If this conflict between the two
organizations ceased it might not spread the feelings of
unrest to those in practice together. The more political
conflict is emphasized, the more it may influence the
actual work situation.

In the area of practice I believe it would be helpful for
MD's and CRNA's to work together on a job description so
that both groups are aware of the assets and limitations
of the other.

At UCLA a job description was worked out jointly with
MD's, CRNA's, administrators, and attorneys based on the
results of this study. This applied directly the results
obtained to the work situation in that hospital. Aall

groups are now aware of the practice of the nurse anes-
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thetist and what may and may not be expected. Having
this description written and approved by all has led
to a decrease in uncertainty and conflict between the
various groups. Since the attorney was involved we
can be assured that all that was written was within
legal boundaries for the CRNA. A copy of this Job
Description is available in Appendix V.

At UCLA we are continuing to permit the nurse anes-
thetist do as much as possible and make as many deci-
sions as possible, but have competent physician consul-
tation available if needed. This practice allows the
department to gain the most economic and efficient
benefit from employing the nurse anesthetists, but also
allows the nurse anesthetist to gain the most job
satisfaction since he or she is encouraged to think and
use all skills. If a CRNA does not have all the
required skills upon employment an orientation program
was developed and teaching is available so that skills
may be expanded or improved. CRNA's are also encouraged
to attend departmental teaching conferences to keep up
with the didactic knowledge needed for their work.

We have worked out a supplementation mechanism for
CRNA's attending outside educational conferences, and
provide extra benefits as an incentive for those who

do attend outside conferences.
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In the area of impact it was found that independent
actions of CRNA's do not endanger patients, nor do these
independent actions pose a problem to physician super-
visors. There was also felt to be no difficulties in
selecting appropriate cases for the CRNA. These con-
clusions add validity to the previous statements that
CRNA's add to departmental economy and efficiency and
that CRNA's therefore will continue to be used. Further
study may be indicated as to why MD's do not feel
threatened by the CRNA, but they also do not feel that
the CRNA adds to their status. It might be interesting
to look at the reasons behind the finding that for approx-
imately two-thirds of the respondents, supervision of
CRNA's adds to stress. Further definition of these
findings may assist in decreasing the difficulties arising
from MD's and CRNA's working together and aid in finding
a prevention or cure for any problems.
I feel that one of the most important areas of this study
relates to the implications regarding education. Since
it was believed by results of this study given to mem-
bers of the department at UCLA as well as the national
study, that CRNA's should participate in departmental
teaching conferences we have placed increased emphasis
on this in our hospital. I have approached one of our
CRNA staff to be in charge of this area, thus delegating
responsibility which is thought to be a valid principle

of administration. This person has developed an orienta-
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tion program as well as an in-service education program
for nurse anesthetists. We have nurse anesthetists from
outside of our hospital attending our teaching conferences
and I have obtained a California State Board of Nursing
Continuing Education Provider Number so that CRNA's
may obtain credit for attending our conferences. We
have now, within our department, placed emphasis on
continuing education for the CRNA as well as the MD.

I believe that one of the most important implications
of this study is that the need for a higher academic
level for nurse anesthesia education is desired in the
future. Based on the results of this study I have
developed and submitted a proposal for Master of Science
level training for our student nurse anesthetists
through the School of Medicine at UCLA The proposal
has at this writing been accepted through the level of
the Graduate Council of UCLA and will be presented to
the Academic Senate of UCLA in October, 1977. If it
passes this level and is approved by the Board of
Regents of the University of California at Berkeley it
will be implemented in Winter Quarter of 1977. At the
present time it is felt that the people involved in
passing judgement on the proposal view it positively
and that it will very likely be approved. If this
occurs, then we at UCLA will have the second Master's

level educational program available for nurse anesthe-
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sia training in the United States. I feel that this is
very important for both the present and future since
many applicants to our program already have Bacca-
laureate degrees. The results of the study indicated
that such programs would ne beeded even more in the
future and I am pleased that we will be among the first
offering such a program.

In developing the Master's proposal curriculum, changes
to increase both the didactic knowledge and the clinical
skills of the nurse anesthetist were included. These
changes were delineated from the results of the 'Prac-
tice' and 'Education' sections of this study.

We have not as yet increased our entrance reguirements
to include only Baccalaureate graduates since we will
continue to have the certificate level program available.
In the future, as indicated by the study results, we will
be prepared to train only at the academic level and to
delete the Certificate program admitting only Bacca-
laureate graduates if this is felt best.

Thus, our own training program is being developed to
the point that it is prepared for the trends for current
and future practice indicated by the study. 1 believe
the development of the Master's program and the prepara-
tion of our program to meet needs indicated for both
current and future practice has been the most helpful
area of the study to me personally, and for our program.

Hopefully the results presented here will help others

in a similar manner.
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Areas Indicated for Future Study

Since this was a pilot study I have found areas in which
further research maybe indicated. These areas include:

l. Factors adding to job satisfaction for the CRNA so that
the current high level of job satisfaction may continue in
the future.

2. Factors adding to the stress of the physician supervisor
of nurse anesthetists. If these were found efforts could
be made to eliminate them.

3. Factors related to the reasons that MD's feel the utiliza-
tion of nurse anesthetists in the department does not
increase their status, and what may be done to correct
this.

4. Further delineation of Certified Registered Nurse Anes-
thetists qualifications for giving pre-operative medica-
tions and opinions relating to this. 1If it is felt
best that nurse anesthetists carry out this function
legal action might be started for change in the present
restrictions.

5. Views of the CRNA graduates on education as to what they
feel was taught well for their needs as graduates, and
why. Factors related to this knowledge could then be
used to improve anesthesia education for nurses. Areas
might also be included as to what subjects needed more
emphasis during their training period and how educa-
tional methods might be improved to better graduates

for their future work.
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I believe that the results of this study might be helpful
to leaders of other training programs as they have been helpful
to me and to making changes in our program at UCLA. I have
therefore submitted an abstract of this study for presentation
at the International Anesthesia Research Society meeting in

March, 1978 and am discussing the results at two anesthesia

meetings in November, 1977. The American Association of Nurse

Anesthetists is also aware of the survey.

In conclusion, I believe that the following results will
be the most helpful.

1. That most CRNA's and MD's do not experience interpersonal
difficulties in the work situation. This directly refutes
the conflicts experienced politically and publicized
widely.

2. That educational needs for the future are changing and that
there is a need for training at a higher academic level
rather than at the certificate level.

3. That admission to a School of Nurse Anesthesia may in
the future require a Baccalaureate degree either in nursing
or in another area if the applicant has a current nursing
license and has met subject prereguisites.

4. That physician anesthesiologists and Certified Registered
Nurse Anesthetists agree on nurse anesthetist participation
in departmental teaching programs.

5. That specific skills and techniques regarding practice

have been delineated and therefore can assist in the
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writing of job descriptions for nurse anesthetists. 1If
these descriptions are written then both MD's and CRNA's
will have similar expectations.

6. That CRNA job satisfaction is high now, but more uncer-
tainty for the future is apparent. Efforts might be
made to describe the uncertainty further and then to
keep job satisfaction high.

7. That there is no area of anesthesia felt to be limited
to MD practice and of the areas of obstetrical anesthesia,
cardiac anesthesia, neurological anesthesia and regional
anesthesia, all were not only thought suitable for CRNA
participation, but none were thought to be more or less
suitable for CRNA participation than others.

8. That CRNA's should be assigned tasks according to ability
rather than because they are a nurse anesthetist rather
than a physician anesthesiologist.

9. That CRNA's are considered as valuable members of the
anesthesia care team, and that they are thought to
increase departmental economy and efficiency. Physician's
assistants are not considered to be as valuable for
either current or future practice as nurse anesthetists.

It is hoped that the information gained in this study will
guide the future direction of physician anesthesiologists and

Certified Registered Nurse Anesthetists working together on the
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anesthesia care team, so as to provide the best quality and
most efficient and economical method of patient care, as
well as promote the best possible interpersonal working

relationships between the two groups.
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DEPARTMENT OF ANESTHESIOLOGY
SCHOOL OF MEDICINE

THE CENTER FOR THE HEALTH SCIENCES
LOS ANGELES, CALIFORBNIA 90024

Dear

We have become interested in utilization of nurse anesthetists
on the anesthesia care team. In reviewing the literature on this
subject we find that although there is a great deal written regarding
non-physician personnel in anesthesia, there is no work specifically
defining the tasks for which nurse anesthetists are currently utilized
contrasted with how it is felt this might change in the future.

We realize that the enclosed questionaire looks lengthy,
but in testing, it took members of our department only 5 to 10
minutes to complete.

If you would take a few minutes from your busy schedule to assist
us we would be very appreciative.

Please answer one questionaire yourself, give one to your Chief
Murse Anesthetist (if you have one), and to avoid administrative bias,
please give the other two questionaires to the anesthesiologist and the
nurse anesthetist falling third on an alphabetical list of the anes-
thesiologists and nurse anesthetists in your department.

Your anonymity is assured and your honest opinions would be
greatly appreciated.

Thank you.

Stocerely, X(\’L\L
ADLw 4 "

John‘F V11Joen H~b
Professor -
UCLhJDepartment of An“stbes1010ﬂy

/// " /1‘: //
Leah Evans hata CRNA.
Dlrector School of Nurse Anesthesia
£ ‘_r P v

¥y ."

Rona1d L. Katz M.D.
Professor and Chairman
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DEPARTMENT OF ANESTHESIOLOGY
SCHOOL OF MEDICINE

THE CENTER FOR T:HE HEALTH SCIENCES
LOS ANGELES, CALIFORNIA 90024

Dear

We have become interested in utilization of nurse anesthetists
on the anesthesia care team. In reviewing the literature on this
subject we find that although there is a great deal written regarding
non-physician personnel in anesthesia, there is no work specifically
defining the tasks for which nurse anesthetists are currently utilized
contrasted with how it is felt this might change in the future.

We realize that the enclosed questionaire looks lengthy,
but in testing, it took members of our department only 5 to 10
minutes to complete.

If you would take a few minutes from your busy schedule to assist
us we would be very appreciative.

Please answer one questionaire yourself, give cne to your Depart-
ment Chairman, and to avoid administrative bias, please give the other
two questionaires to the anesthesiologist and the nurse anesthetist fall-
ing third on an alphabetical list of the anesthesiologists and nurse
anesthetists in your department.

Your anonymity is assured and your honest opinions would be
greatly appreciated.

Thank you.

Sinceraly i |! b sokns?
: v {’L\.‘\l 5

L Y
-

John*F. Viljoen M.D.
Professor
chﬂ;nepartyent of Qne§th9510109y
’ ?f?fCi? £ ,f%i.v/i;-
“Leah Evans Katz CRHA
Director, Schaol of Hurse Anesthesia

R AT
J d-,-—-.._\f'“{- A

Ronald L. Katz M.D.

Professor and Chairman

UCLA Department of Anesthasiclogy
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This questionaire is designed to elicit opinions regarding
current utilization of non-physician personnel on the anesthesia
care team, contrasted with how utilization might change in the
future considering the current emphasis on quality care in the
most economical and efficient manner.

Please mark the top scale regarding current practice in
your hospital, and the Tower scale regarding how you feel practice
might change in the future.

You may note questions which you feel are controversial. We
would Tike your honest opinion regarding these gquestions. Your

ananymity is assurad.

Please feel free to add any comments you desire.



PLEASE INDICATE THE TYPE OF PERSCNNEL CURRENTLY INVOLVED IN AMESTHESIA
CARE IN YOUR HOSPITAL.

1. ANESTHESIOLOGISTS

2. CERTIFIED REGISTERED NURSE ANESTHETISTS

3. RESIDENT ANESTHESIOLOGISTS

4, STUDENT NURSE ANESTHETISTS

5. PHYSICIAN ASSISTANTS

6. OTHER - PLEASE SPECIFY

I AM AN ANESTHESIOLOGIST

I A A NURSE ANESTHETIST




ECONQMICS AND EFFICIENCY

Nurse anssthetists 'help the departmant
provids the most efficient method of
znssthesia care. -

Murss anesthetists halp the department '
provids the nost ecomamlcal.mnthnd of
anssthesia care.

Stropglf Agree
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NURSE ANESTHETIST JOB SATISTACTION

Nursa anesthetists are usually content in
their carears. .

Prchlens with interpersonal relationships
are frequantly exparienced in the work
situation between nurse anssthetists and
anasthasiolcgists.

Devalozment of knowledge and ability
of the nurse anesthetist is 111v1ted in
the work enviormment.
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PRACTICE

1. Nurse anasthstists should provide anssthesia

care for all types of surgical casas, and for
patients with all ASA risk classificatians,
according to individual ability. '

If you disagrees with the above statearent
please indicate which of the following

types of cases you feel the nurse anesthetist
should not do.

a. Obstetrical anesthesia

b. Cardiac ansasthesia

¢. Neurological anesthssia

d. Regional anesthasia

e. Othar - please specify

Nurse anesthetists, according to indiv-

idual ability and after consultation with

a physician, should b= zble to induce and
emerg= patients without immadiate supervision.
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Nurse anesthetists should, according to
individual ability, make changes in anesthe-
sia maintenance according to patient needs,
without immediate physician consultation.

Nurse anasthetists should insert arterial
linss by percutaneous puncture, and draw
blocd gases when indicated. .

Nurse anesthetists should insert central
venous pressure monitoring lines by the
method cammonly utilized at the institution.

Nurse anesthetists should make pre-operative
and post-cparative visits and evaluations on
the patiants they are assigned.

Nurss anesthztists should order pre-operative
medication for assigned patients.

Nurse aresthatists should select the anesthetic
techniqua for use on their assigned patients
in accordance with the patient's corndition.

Nurse anesthetists should participate in
anasthesia care in the recovery and critical

Care sxreas.

sthetists should admninister blood and
appropriate fluids during anesthasia care ac-
cording to patient needs, without mandatory
consultation with an anasthesiologist.
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Nurse anesthetists should participate in
hospital cardio-pulmonary resuscitation
programs.

Nurse anesthetists should perform all an-
esthesia duties, according to individual
ability,on an equal basis with anesthes-
iologists.
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Utilization of nurses in anesthesia care may () () () () () Current
increase the status of the anesthesiologist.
: (Y €) ) () () rFuture
Utulization of nurses in anesthesia care may () €)Y ) () () current
be a threat to ths status of the anesthesiologist. :
(Y () () () () Future
Supervision of two nurse anesthetists contri- '
butes more to the stress of the day than doing () ) () () () Curent
2 czse on2's self. Y L) ) () () Putre-
Supervision of two nurse anesthatists makes ()Y () () () () Current
work more pleasant and interesting than doing
a case one's salf. : (Y ) () () () Futurs
There ray be scheduling difficulty in () () () () () curent
selecting appropriate cases for nurse _
anesthetists. ' () () () () () ruore
Indspendant actions of nurse anesthetists () ) () () () curent
are a problem to physician supervisors -
of anesthstic managemant. (Y €)Y () () () Future
Indsperndent actions by nurse anssthetists () () () () () curent

endang=sr patients. :
(Y () C) () () Future




EDUCATION
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Nurse anesthetists should participate in SESEETESEE

departmental mortality and morbidity
conferences, and in departmental teaching
conferences.
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Nurse anesthesia training should include ()Y ¢)Y () ()Y () oCurrant
in dspth study in chemistry, physics,

physiolegy, and pharmacology. ()Y () () () () Future
Nurse's training is the most suitable () () () () () OCQurent
background for the non-physician . .
anesthatist. () () () () () Futee
Nursa's training is more detailed than () () ) () () cCurren:
necessary for individuals interested in

non-physician anesthesia trianing. () () () () () Futur
Nurse's training is not an adequate ()Y () () () () cCurrent
background for individuals interested

in non-physician anesthesia training £ €28 £) ) ‘Puare

and should be supplemented with other
subjects, taught at the collegizate
level, prior to admission to an anes—
thasia training program.

If the answer to Question 5 is positive,
please indicate the subjects you feel
are necessary addition.
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Nurse anesthesia training should be at the:
a. Certificate level () () () () () Qurent
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Please feel free to mark more than one answer to the above question,

Minimm academic achievemant for admission
to & nurse anesthesia training program should

be:
a. A nursing diploma (3 years) _ €Y €)Y Y4} () curre;qt
(Y ()Y () () () Futwree
b. BAn associate degres (2 years) () ) () C) () corrent
| () () () () () Funre
c. A baccalaureate degres in nursing () () () () () oQurent
(24X C)¢) &) Future
d. A baccalaureate d=gres in any (Y ) ) C) () ocuorent
fi=1d, but with a nursing license .
and subject prerequisites (Y €) () () () rFumure

ie. chemistry
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_ "_-.ERSITY OF CALIFORNIA, LOS ANGELES

» DAVIS * IRVINE = LOS ANGELES *» RIVERSIDE * SAN DIEGO * SAN FRANCISCO SANTA BAHBARA = SANTA CRUZ

DEPARTMENT OF ANESTHESIOLOGY
SCHOOL OF MEDICINE

THE CENTER FOR THE HEALTH SCIENCES
LOS ANGELES, CALIFORNIA 90024

Dear

A few weeks ago we sent you a survey relating to attitudes
on the practice of nurse anesthesia. The cut off date selected
for analysis of data is July 3, 1977. It would be appreciated
if you would return the questionnaires sent to your department
by that date so that your opinions may be included.

We regret that due to the anonomyous nature of the survey
we are unable to determine who has thus far returned the question-
naires. If you are among those who have helped us with the good
response which we have recieved so far we thank you for your help
and you may disregard this letter. 1If, by chance, you have not
received the questionnaires mailed to you please let us know so
that we may send additional copies.

We appreciate the time you have taken to make this study a
success.

Slncere1y, *~

Professor and‘;;%igiiijrman
/ gy Katz CRNA 7
Director, School of Nurse Anesthesia
s
Ronald L. Katz MD
Professor and Chairman
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Hypothesis: Physician's assistants are not considered to be
as acceptable as nurse anesthetists as the non-physician
members of the anesthesia care team.



&

The Department should utilize certlfied Ragistered Nurse Anesthetists as members
of the anesthesia care team. p-

AGREE

UNCERTAIN

STRONGLY

MEAN

TOTAL RESPONSES 585 STRONGLY ‘DISAGREE NO 6 M
AGREE 1 2 3 4 DISAGREE 5 | RESPONSE [~ ST, DEV.7
NTP . 123 3l |- 3 © 9 4 ‘2 La5% 1.l
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TOTAL RESPONSESg27 | STRONGLY [ AGREE| UNCERTAIN|DISAGREE | STRONGLY NO 6 MEAN
AGREE 1 2 3 4 CISAGREE 5 | RESPONSE | + ST.DEV.7
M.D. 141 100 17 20 25 5 2.0+ 1.3
CURRENT 308 (45.88) (32.54  (5.5%) (6.58) | (8.1%) (1.6%)
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MD/CRNA response difference significant at .00l (x2=50.7)
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M.D. 129 100 39 12 w15 12 A O
108 (41.9%) {(32.58%) (12.7%) (3.9%) - | (4.9%) (3.9%)
FUTURE
CRNA 271 28 5 0 0 15 1.4+ 1.1
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MD/CRNA response difference sigﬁificant at .001 {x2=31.0)
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Current/Future (Total Response) significant at .Ul (x§= .
Current/Future (M.D. Response) significant at .0l (x4=9,2)
Current/Future (CRNA Response) not significant at .05 (x“=1)
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TOTAL RESPONSESg27 | STRONGLY | AGREE| UNCERTAIN|DISAGREE |STRONGLY NO 6 MEAN
AGREE 1 2 3 4 LISAGREE 5 | RESPONSE | + ST.DEV.7
M.D. 141 100 17 20 25 5 2.0+ 1.3
CURRENT 308 (45.8%) {32.5% (5.5%) (6.5%) | (8.1%) (1.6%)
CRNA 282 29 2 0 0 6 1.197+
319 | (88.4%) (9.1%) (.6%) (0%) (0%) (1.9%) 0.74
MD/CRNA response difference significant at .001 (x2=50.7)
627 | STRONGLY |AGREE | UNCERTAIN | DISAGREE ETRONGLS NO 6 MEAN
TOTAL RESPONSES AGREE 1| 2 3 4 ISAGREE 5 RESPONSE |+ ST. DEV.7.
M.D, 129 100 39 12 15 12 2.1+ 1.3
108 (41.9%) ((32.58) (12.7%) e SR SRR R Y
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B U B0 AR 6L 5 0 3 W T S BT T (4.78%)
MD/CRNA response difference Sigﬁificant at .001 (x2=31.0) i
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..... AGREE 1. 2. 3...| ... .4 .  [DISAGREE & | RESPONSE |+ ST. DEV.7
TOTAL :
RESPONSES | byRRENT| 425 130 19 20 - 1 .25 5 R 08 W |
640 (67.5%) 1(20.6%) (3%) T (3.2%) | (4%) (1.7%)
402 129 44 12 S, 27 1.7% ; o
PUTURE | (63.88) [(20.58) (79) (Leon), | (2oau) (4,38)
Currenct/ruture (lotal Response) signiiticant at .01 (x5=9.
Frent’ Y o significant at .01 (x2=9,2)

Current/Future (M.D. Response)

Current/Future (CRNA Response) not significant at .05 (x

Al

221,




as nurs:
e

,{TOTAL RESPONSES -585 | STRONGLY| AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 MEAN
: AGREE 1| 2 3 4 DISAGREE 5 | RESPONSE |- ST. DEV.?
NTP 5 6 29 | 43 .80 & 4.2+ 1.1
(172) (2.98) | (3.58)] . (16,9%) (25%) | (46.53) (5.23)
Pr——— ?g?g? 10 12 | 43 a1 93 11 4.1+ 1,2
(4.88%) | (5.7%)| . (20.5%) |  (19.5%) | (44.3%) (5,2%) '
MDATP 8 25+ | 3 49 BRE T 11. 3.9+ 1.3
(203) (3.9%) | (12.38) (17.2%) (24.1%) | (36.9%) | (5,4%)
NTP/RNATP response difference not significant at .05 (x2=1.9)
RNATP/MDATP response difference not significant at .05 (32=2.1)
NTP/MDATP response difference significant at .01 (x2=8,3)
- STRONGLY| AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 EAN
TOTAL RESPONSES =385 | Joorn™™l W2 | 3 . 4  |DISAGREE 5 | RESPONSE : ST. DEV.7
'NTP 6 - 12 - 44 34 69 7 4.0+ 1.2
(172) (3.5%) | (7%) | 1 (25.6%) - | - (19.8%) (40.1%) (4.1%)
FUTURE RNATP 11 - 16 -4 €2 ‘ 32 79 10 3.9+ 1.3
(210) (5.2%) [-'(7.6%)](29.5%) | (15.2%) (37.6%) (4.8%) .
MDATP 14 - 34 . 40 44 67 4 3.6+1.3
(203) - (6.9%) | (16.7%) (19.7%) | (21.7%) - | -(33%) (2%)

NTP/RNATP response difference not significant at .05 (x2=0.69)
RNATP/MDATP response difference significant at .05 (x2=3.9)
NTP/MDATP response difference significant at .01 (x2=8.1)



TOTAL RESPONSES_g27 STRONGLY | AGREE| UNCERTAIN|DISAGREE |STRONGLY NO 6 MEAN
AGREE 1 2 < 4 DISAGREE 5 | RESPONSE | + ST.DEV.7
M.D. 21 36 68 85 81 L7 3,73 L3
CURRENT 208 (6.83) (11.79) (22.1%) |(27.6%) (26.3%) (5.52)
CRNA 7 8 44 60 184 16 4.4+ 1.0
319 (2.2%) | (2.5%) | (13.88%) |(18.8%) (57.7%) (5%)
MD/CRNA response difference significant at .00l (x2=35.3)
STRONGLY |AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6  |MEAN
TOTAL RESPONSREGEY sownm 1| 2 3 4 IDISAGREE 5 | RESPONSE |+ ST. DEV.7.
M.D. 28 50 84 69 - 10 3.4+ 1.3
R 308 (9.1%) J(16.2%) (27.3%) | "(22.4%) | (21.8%) | (3,2%)
CRNA 8 14 73 48 164 12 4.2+ 1.1
1319 (2.5%) [(4.4%) | . (22.9%) (. .(15%)....]. (51.4%) (3.8%)
M.D./CRNA response difference significant at .00l.(x2=45.6)
STRONGLY |AGREE UNCERTAIN| DISAGREE STRONGLY NO 6 MEAN
AGREE 1 .|..2. T e 4 DISAGREE 5 | RESPONSE (+ ST. DEV.7
TOTAL :
RESPONSES | hyprENT 36 65 157 : -117 S 233 2% | ' 3.8+1.3
630 (5.7%) (10.33) (24.0%) | (14 ggy | (37%) (3.5%)
36 65 157 117 233 22 3.8+ 1.3
FUTURE | (5.7%)  l10.3%)|  (24.98) | (18.6%) | (378) bl
Current/Future (Total Response) not significant at .Q5(x4=,006)

Current/Future (M.D. Response) significant at .05 (x¢=3.
Current/Future (CRNA Response) not significant at .05 (x

gii.a)




Hypothesis: Utilization of nurse Anesthetists does
not increase the economy and efficiency of the
anesthesia department. '




—_—

g

_NTP 93 54 5 14 3 1.8+ 1.1
(172) (54.1%) |(31.4%) (2.9%) (8.1%) (1.7%) (1.7%) "
CORRENT ?g?g? 131 63 8 | ) 6 : ] a3 1.5 + 0.8
(62.4%) | (30%) | (3.8%) (2.9%) (.5%) (.5%)
MDATP 70 60 23 23 22 5 2.4+1.5
(49a) (34.5%) | (29.6%)] (11.3%) (11.3%) (10.8%) (2.5%)
NTP/RNATP response difference significant at .05 (x2=5.9) i
RNATP/MDATP response difference significant at .001 (x2=3.?
NTP/MDATP response difference significant at .001 (x2= 12.4)
STRONGLY| AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 MEAN
SOIADL REGPONDEE wex laomee . 3l 2, {5 - 3 .. - 4  |DISAGREE 5 | RESPONSE | £ ST. DEV.7
NTP 89 - 48 |- 11 R 3 9 1.9+ 1.3
172) - 1ys1.78) 1¢27.041) (6 48y (78) (1.7%) 15.23)
FUTURE RNATD 120 . 53 16 7 0 14 1.8+, 4
(210) 55?.1%)' (25,2%)1 (7.6%) (3,3%) (0%) (6.7%)
MDATP 68 C 61 - 20 18 9 2.4+ 1.5
(203 (33.5%) 1(39%) | (13.3%) | (9.9%) (8.9%) (4,43)

NTP/RNATP response difference significant at .05 (x2;3.8)
RNATP/MDATP response difference significan: at .001 (x2=25.7)
NTP/MDATP response difference significant at .01 (k2=8.6)

B el p———




TOTAL RESPONSES 627 STRONGLY | AGREE| UNCERTAIN|DISAGREE |STRONGLY NO 6 MEAN
AGREE 1 2 3 4 DISAGREE 5 | RESPONSE | + ST,DEV.7
M.D. 89 102 37 47 26 7. }2.541.4
CRNA 216 83 . 4 2 1 3 1.4+0.73
(319) | (67.7%) (29.2%) (1.3%) (.6%) (.3%) (.9%)
MD/CRNA response difference significant at .001 (x2=:86.6)
' STRONGLY |AGREE | UNCERTAIN | DISAGFEE |STRONGLY NO 6 MEAN
Ptihds AECEONSES 627 2pmut 1| 2 3 4 DISAGREE 5 | RESPONSE |+ ST. DEV.7.
M.D. ) 98 52 39 v 23 16 2.6+ 1.4
(308) | (26.3%) (31.89) (16.9%) .| (12.7%) (7.1%) (5.2%)
FUTURE
CRNA 208 80 11 2 0 18 1.6+ 1.2
319 | (65.29) . |(25.18) . (3.4%) | (i6e) .. (0%) 1 (5.6%)
MD/CRNA response difference significant at .00l (x2=74.3)
STRONGLY |AGREE { UNCERTAIN| DISAGREE [STRONGLY NO 6 MEAN
|AGREE 1 . . T 4 . [DISAGREE 5 | RESPONSE (+ ST. DEV.7
e 08 - .| 195 4 49 27 10 1.9+ 1.2
(48.9%) (318} } t6:58) " 107 88y 7 | (4.3%) ; (1.6%) ,
630 292 178 63 41 22 34 : 2,1+ 1.4
FUTURE ((46.3%)  [(28.3%) (10%) (6.5%) . (3.5%) (5.4%)
Current/Future (Total Response) not significant at .05 (x%2=.32)

Current/Future (M.D. Response)
Current/Future (CRNA Response)

not significant at

.05 (x2=,28)

not significant at .05 (x2=2.6)



2. Nurse Anesthetists help the department provide the most economical method of aAnesthesia care.

TOTAL RESPONSES 585 STRONGLY| AGREE | UNCERTAIN | DISAGREE|STRONGLY  [NO 6 MEAN
AGREE 1| 2 3 4 DISAGREE 5 | RESPONSE |- ST. DEV.7
NTP 91 50 15 10 3 3 1.8+ 1.1
(172) (52.9%) |(29.1%)] (8.7%) (5.8%) (1.7%) (1.7%)
RNATP 13 17 o § 5 6 4 1.7+ 1.1
g (210) | (53.8%) |[(33.8%)|(5.2%) (2.4%) | (2.9%) (1.9%) -
MDATP 59 65 29 27 15 8 2.5+ 1.4
(203) (29.1%) |(32%) | (14.3%) (13.3%) | (7.4%) (3.9%)
NTP/RNATP response difference not significant at .05 (x2=.662)
RNATP/MDATP response difference significant at .001 £x2=26.l)
NTP/MDATP response difference significant at ,001 (x4=14.8)
STRONGLY| AGREE | UNCERVAIN | DISAGREE [STRONGLY NO 6 MEAN
TOTAL RESPONSES 585 AGREE 1{ 2 &l 4 | DISAGREE 5 RESPONSE | £ ST. DEV.7
NTP 84 - 47 |+ 22 =1 ! 3 7 2.0+1.3
(172) (48.8%) * |(27.3%)] (12.8%) | (5.2%) (1.7%) (4.12%)
FUTURE RNATP . 108 56 26 5 2 13 1.9+1.3
(210) (51.4%) - [(26.7%)] (12.4%) - | (2.4%) (1%) (6.2%)
MDATP 58 60 | 9 23 13 10 2.5+1.4
(203) (28.68) [(29.6%)( (19.2%) - (11.3%) (6.4%) (4.9%)

NTP/RNATP response difference not significant at .05 (x2=l.3}
RNATP/MDATP response difference significant at .001 (x2=25.0)
NTP/MDATP response difference significant at .001 (x2=11.2)




alely b oty

TOTAL RESPONSESGz? STRONGLY AGREE| UNCERTAIN|DISAGREE | STRONGLY NO ¢ MEAN
AGREE 1 ? 3 ‘ g DISACGREE 5 RESPONSE + ST.DEV.?7
M.D, 63 118 51 40 24 12 2.6+ 1.4
308 20.5 : 5 . .9 i
CURRENT ( ) ( %) (38.3%)] (16.6%) (13%) {7 Es) (3.9%)
CRNA 211 83 . 12 6 3 4 1.540.9
(319) (66.1%) (26%) (3.8%) (1.9%) (.9%) (1.3%) _
MD/CRNA response difference significant at .00l (x2=64.4)
; STRONGLY |AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 MEAN
TOTAL RESPONSES 627| »cppp 1| 2 3 4 IPISAGREE 5 RESPONSE |+ ST. DEV.7.
M.D, 62 102 74 35 i R 8 16 2.7+ 1.4
(308) (20.1%) | (33.1%) (24%) (11.4%) (6.2%) (5.2%) -
FUTURE
CRNA 200 72 25 5 1 le6 1.7+ 1.2
(319) | (62.7%) [(22.6%)] (7.8%) - | (1.6%) " | (.3%) (5%) i
MD/CRNA response difference significant at ,001 (x2=56.6)
STRONGLY |[AGREE UNCERTAIN| DISAGREE [STRONGLY NO 6 MEAN
. .|AGREE .1 . 2. - o8 ootz 3 ok i DISAGREE 5 | RESPONSE |+ ST. DEV.7
TOTAL :
RESPONSES | hyprent| 277 201 63 46 27. . 16 2.0+ 1.3
(44%) (31.9%% -(10%) " 1:-07.3%): " ]° "(4,3%) (2.5%)
630
265 174 99 40 20 K 2.2+1.4
"UTURE (42.19%) | (27.6%) C15.7%) : | (6.3%) - 1(3.2%) ' | 15.1%) :

Current/Future (Total Response) not significant at .05 (x%=.253)

Current/Future (M.D. Response)
Current/Future - (CRNA Response)

not significant at .05 (x
not significant at .05 (x“=.126)

=.240)




Hypothesis: Nurse anesthetists are not content
with their careers.




AGREE 1

s

ne—

s it DISAGREE 5 | RESPONSE |- ST. DEV.7
- | NTP 54 - 82 14 LR 2 i i
(172) (31.4%) (47.4%) (8.1%) (10.58%) (1.2%) (1.2%) -
: RNATP 51 124 13 19 1 2 2.1+ .93
CURRENT (210) (24.3%) | (59%) (6.2%) (9%) (.5%) (1%)
MDATP 33 97 42 18 8 5 2.4+ 1.1
(203) (16.3%) (47.8%) (20.7%) (8.9%) (3.9%) (2.5%)
NTP/RNATP response difference not significant at .05 (x2=.339)
RNATP/MDATP response difference not significant at .05 (x2=2.6)
NTP/MDATP response difference not significant at .05 (x2=,63)
STRONGLY; AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 MEAN
ROTAL RESEONPES.885 lacmer . 1l 2 {28, 4 DISAGREE 5 | RESPONSE | ¥ sT. DEV.7|.
" NTP 39 . 51 A, | 12 ST 11 2.5+1.3
(172) (22.7%) 1 (29.7%)) (33,1%) | (7%) . (1.2%) (6.4%)
FUTURE RNATP 44 B onl Beler 12 3 17 |2.6+1.4
(210) (21%) (34.8%)] (29%) - - (5.7%) (1.4%) . (8.1%) :
MDATP 27 66 |: 78 ¢ 8 9 15 [2.8+ 1.3
(203) (13.3%) | (32.5%)| (38.4%) - | (3.9%) (4.4%) (7.4%)

NTP/RNATP response difference not significant at .05 (x2=.08)

RNATP/MDATP response difference not significant at .05 (x2=.56)

NTP/MDATP response difference not significant at .05 (x2=,05)

a




TOTAL RESPONSESgo- | STRONGLY | AGREE| UNCERTAIN|DISAGREE | STRONGLY 'NO 6 MEAN
. AGREE 1 2 3 - o 4 DISAGREE 5 | RESPONSE | + ST.DEV.?7
M.D. 30 167 60 24 10 v 2.5+1.0
- (308) | (9.7%) (54.2%) (19.5%) (11%) (3.2%) (2.3%)
CRNA 113 158 18 24 3 3 2.0+.971
(319) | (35.4%) (49.5%) (5.6%) (7.5%) (.9%) t7(.9%) -
MD/CRNA response difference not significant (x2=l.4)
: 627 | STRONGLY |AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 MEAN
TOTAL RESPONSESS AGREE 1] 2 3 4 DISAGREE 5 RESPONST |+ ST. DEV.7|
M.D. 26 108 114 23 W 19 26 2.9+ 1.3
(308) (8.4%) [(35.1%)] (37%) (7.5%) (3.67%) (8.4%) .
FUTURE
CRNA 89 93 102 12 4 19 2.4+1.3
((319) | (27.9%) ((29.2%) (32%) | " (3.8%) | (.3%) ((6%) i
MD/CRNA response difference significant at .001 (x2=10.4)
STRONGLY |AGREE | UNCERTAIN| DISAGREE STRONGLY - | NO g  |[MEAN
|AGREE 1 3 e .4 . [DISAGREE 5 | RESPONSE |+ ST. DEV.7
TOTAL -
RESPONSES | hyyprENT 144 327 78 58 o (. L ' 10 2+2% 1.1
F (22.9%) (51.9#)-(12;4%)<- €9 28F <} 20 18) o F (EJ6R) ¥ Lei
630
: g 116 202 216 35 15 46 2.6+ 1,3
FUTURE | (18.4%) | (13.1%) (34.3%) | (5.6%) | "(2.4%) (7.3%) -
"Current/Future (Total Response) not significant at .05 (x2=.02)

Current/Future (M.D.
Current/Future (CRNA Response)

Response) not significant at .05 (x5=.14)
not significant at .05 (x4=2.6)




between nurse anesthetists and anesthesi
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TOTAL RESPONSES=-585 STRONGLY| AGREE | UNCERTAIN DISAGREE | STRONGLY NO 6 %EAN .
AGREE 1 2 3 4 DISAGREE 5 | RESPONSE |- ST. DEV.7
NTP 15 43" .19 70 20 B 3s3+143
(172) (8.7%) (25%) (11%) (40.7%) (11.6%) (2.9%)
RNATP 15 63 13 95 By 1 3.241,2
CURREND (210) (7.1%) | (30%) (6.2%) (45.2%) | (11%) (.5%) "
MDATP 18 42 23 91 26 3 3.4+ 1.2
(203) (8.9%) (20.7%)f (11.3%) (44.8%) (12.8%) (1L.5%)
NTP/RNATP response difference not significant at .05 (x2=,001)
RNATP/MDATP response difference not significant at .05 (x2=1.2)
NTP/MDATP response difference not significant at .05 (x2=.76)
STRONGLY| AGREE | UNCERTAIN DISAGREE | STRONGLY NO 6 MEAN
TOEAL BRSFONSE0-885 (aepee o 2 3 4 DISAGREE 5 | RESPONSE | £ ST. DEV.7
NTP 14 31 58 45 12 12 3.3+ :
(172) X i - 13
(8.1%) (18%) J( 33.7%-) --|{26.2%) - | (7%) (7%)
FUTURE RNATP 14 41 67 55 16 17 3.3+ 1.3
(210) (6.7%) (19.5%)] (31.9%) (26.2%) (7.6%) (8.1%) :
MDATP 14 . 35 49 72 23 10 3.4+ 1.2
(203) (6.9%) (17.2%)] (24.1%). (35.5%) (11.3%) (4.9%)

NTP/RNATP response differénce_not significant at .05 (x2=.004)

RNATP/MDATP response difference not significant at .05 (x2=2.2)

NTP/MDATP response difference not significant at .05 (x2=2.2)




TOTAL RESPONSES_, . STRONGL% AGREE| UNCERTAIN|DISAGREE | STRONGLY NO 6 MEAN
AGREE 1 2 3 4 DISAGREE 5 | RESPONSE | + ST.DEV.?Y
M.D. 19 79 38 134 31 4 3.3+ 1.2
CRNA 32 81 23 135 45 - 3 3.3+ 1.3
(319) | (10%) (25.4%) (7.2%) (42.3%) (14.1%) (.9%) -
MD/CRNA response difference not significant at .05 (x2=.052)
' STRONGLY |AGREE | UNCERTAIN | DISAGREE |[STRONGLY NO 6 MEAN
TOTAL RESPONSES;27 | acher 1| 2 3 4 [DISAGREE 5 RESPONSE |+ ST. DEV.7.
M.D. 20 61 85 101 22 19 3:3#% 1.2
(308) | (6.5%) (19.89) (27.6%)|. (32.83%) | (7.1%) (6.2%)
FUTURE '
CRNA 26 52 108 79 34 20 | 3.3+ 1.3
(319) (8.2%) | (16.3%) (33,9%) | /(24.8%) { (10.7%) (6.3%)
MD/CRNA response difference not significant at .05 (x2=.02)
STRONGLY |AGREE | UNCERTAIN| DISAGREE [STRONGLY NO 6 MEAN
AGREE .1. .| ..2. ¢ o4 4 DISAGREE 5 | RESPONSE [+ ST. DEV.7
| Srnncims 51 162 61 270 76 10 3,33 142
CURRENT{  (8.1%) ((25.7%) . (9.7%) .| (42.9%). .| (12.1%) | (1.6%) |
630 _
46 114 193 180 56 41 3.3% 1.3
FUTURE (7.3%) (13.1%] . .(30_.6%}; (28.6%) (8.9%) (6.5%).

Current/Future (Total Response) not significant
Current/Future (M.D. Response)
Currqufguture (CRNA Response)

not significant
not significant

at .05 (x°=0.42)
at .05 (x2=0.2)
at .05 (x2=0.2)




3. Development of knowledge and ability of the

nurse anesfhetiét isfliﬁitéﬁuin”ﬁﬁﬁ work

environment.
TOTAL RESPONSES -5g5 STRONGLY| AGREE | UNCERTAIN DISAGREE | STRONGLY NO 6 %EA‘N
AGREE 1] 2 ' 3 4 DISAGREE 5 | RESPONSE |- ST. DEV.7
NTP 4 37 I 9 - 82 37 <3 3.7+ 1.6
(172) (2.3%) (21.58) - (5.2%) (47.7%) (21.5%) (1.7%)
RNATP 5 31 - 10 87 63 4 3.8+ 1.3
CURRENT (210) (7.1%) (14.8%) = (4.8%) (41.4%) (30%) (1.97%)
MDATP 12 52 - 16 79 37 7 3.5+ 1.3
(203) (5.9%) FZS.G%J (7.9%) (38.9%) (18.2%) (3.4%)
NTP/RNATP response difference not significant at .05 (x2=.12)
RNATP/MDATP response difference not significant at .05 (x2=2.2)
NTP/MDATP response difference not significant at .05 (x2=.82)
T -585 STRONGLY| . AGREE | UNCERTAIN DISAGREE | STRONGLY NO 6 MEAN
SRk REREORSED AGREE 1 2 3 4 DISAGREE 5 RESPONSE z ST. DEV,7
NTP 3 - ER 62 40 10 3.8+ 1.2
(172) “(L.7%) | (16.9%) - (16.3%) - |(36%) - (23.3%) (5.8%)
FUIURE RNATP 12 - 19 41 63 6 14 3.9+ 1.3
(210) (5.7%) (9%) (19.5%) (30%) (28.6%) (6.7%)
MDATP 11 35 . 37 75 36 9 3.7+ 1.2
1 (203) (5.4%) (17.2%)] (18.2%) (36.9%) (17.7%) (4.4%)

NTP/RNATP response difference not significant at .05 (x2=.03)

RNATP/MDATP response difference not significant at .05 (x2=.45)

NTP/MDATP response difference not significant at .05 (x2=1.03)

.




TOTAL RESPONSESg27 | STRONGLY AGREE | UNCERTAIN|DISAGREE | STRONGLY ‘NO 6 MEAN
AGREE 1 2 3 -4 DISAGREE & | RESPONSE | + ST.DEV.7
M.D. 22 96 32 109 37 12 3.3+ 1.3
CURRENT (308) | (7.1%) [(31.2%) | (10.4%) | (35.4%) | (12%) (3.9%)
CRNA 11 38 5 157 104 4
(319) (3.4%) |(11.9%) (1L.6%) (49.2%) (32.6%) (1.3%) 4.0+ 1.1
M.D./CRNA response difference significant at .601 (x2=56,3)
: STRONGLY |AGREE | UNCERTAIN | DISAGREE |[STRONGLY NO 6 MEAN
TOTAL RESPONSES ¢ ol scper 1| 2 3 4 ISAGREE 5 RESPONSE [+ ST. DEV.7.
M.D. 20 76 59 99 34 19 3.3+1.3
(308) (6.5%) (24.74) (19.2%).]..(32.1%). . (11%). (6.2%)
FUTURE
CRNA 7 17 BS 115 108 17 4.1 + 1.1
(319) (2.2%) (5.3%)} (17.2%) | (36.1%) (33.9%) . (5.3%)
M.D./CRNA response difference significant,at_;OQli(xgssa-I) .........
STRONGLY |AGREE UNCERTAIN| DISAGREE [STRONGLY NO ¢ MEAN
. |AGREE 1 .. D .3 ol DISAGREE 5 RESPONSE [+ ST. DEV.7
TOTAL
RESPONSES | L 34 134 37 _ 267 142 - 16 3.6+ 1.3
630 FURRENT|  (5,4%) [(21.3%)] . (5.9%).] " (42.4%) .| .(22.5%) . .| (2.5%). -
28 93 114 215 143 36 3.7+ 1.2
FUTUHE, (4.4%) [(14.8%)  (18.1%) (34.1%) | .(22.7%) . (5.7%)
Current/Future (Total Response) significant at .001 (x2=25.1)
Current/Future (M.D. Response) not significant at .03 (x4=.28)

Current/Future (CRNA Response)

significant at .05 (x“=4.0)




4, Hypothesis: The practice of the nurse anesthetist does
not vary with the institution in which they work.




1. Nurse anesthetists should provide anesthesia care fof‘éli‘ﬁypéé'6f“§ﬁf§’éaé ca
patients with all ASA risk classifications, according to individual ability.

TOTAL RESPONSES 585 STRONGLY| AGREE | UNCERTAIN | DISAGREE [STRONGLY NO 6 MEAN
‘ AGREE 1 2 I 3 4 DISAGREE RESPONSE |- ST. DEV.7
NTP 79 3. 1. 13 29 12 5 2.3+ 1.5
(172) (45.9%) |[(20.9%)| (6.4%) (16.9%) (7%) (2.9%)
RNATP 104 64 .2 29 ' 4 2.0+ 1.3
CORBENT (210) (49.5%) |(30.5%)f . (1%) (13.8%) (3.3%) (1.9%) -
MDATP 64 . 58 6 42 31 2 2.6+ 1.5
(203) (31.5%) |(28.6%) (3%) (20.7%) (15.3%) (1%) :
NTP/RNATP response difference not significant at .05 (x2=3.4)
RNATP/MDATP response difference significant at .00l (x2=18.7)
NTP/MDATP response difference significant at .05 (x2=4.4)
595 | STRONGLY| AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 MEAN
TOTAL RESPONSES AGRRE . Al 2- {:0. -3 4  |DISAGREE 5 | RESPONSE | * ST. DEV.7|
NTP 73 36 b+ .20 23 11 9 2.4+ 1.5
- (172) (42.4%) | (20.9%)]  (11.6%) | (13.4%) (6.4%) (5.2%)
FUTURE RNATP 99 - 57 . 24 11 15 2.2+ 1.6
(210) (47.1%) [(27.18)) (1.9%) - (11.4%) (5.2%) (7.1%)
MDATP 62 . 55 . 13 36 32 5 2.7+ 1.6
(203) (30.5%) |(27.1%)] (6.4%) - (17.7%) - | (15.8%) (2.5%)

NTP/RNATP response difference not significant at .05 (x2=1,2)

RNATP/MDATP response difference significant at .001 (x2=15.1)

NTP/MDATP response difference significant at .05 (x2=5.8)




TOTAL RESPONSES627 | STRONGLY | AGREE| UNCERTAIN|DISAGREE | STRONGLY NO 6 MEAN
AGREE 1 2 - 3 4 DISAGREE 5 | RESPONSE | + ST.DEV.7
M.D. 51 92 15 85 58 7 3.1+ 1.5
| CRNA 213 76 4 20 g 5 1.5 + 1.0
(319) | (66.8%) - |(23.8%) (1.3%) (6.3%) (.3%) (1.6%)
MD/CRNA response difference significant at .00l (x2=41;9)
: STRONGLY |AGREE | UNCERTAIN | DISAGREE [STRONGLY NO 6 MEAN
TOTAL RESPONSESgy7 | acppr 1( 2 3 4 IDISAGREE 5 RESPONSE |+ ST. DEV.7.
M.D. 47 85 29 71 61 15 3.2+
(308) | (15.3%) (27.694 . (9.4%) | (23.1%) . | .(19.8%) (4.9%)
FUTURE _
CRNA 203 71 13 14 2 16 1.7+ 1.3
(319) { (63.6%)  |(22.3%)  (4.1%) | (4.4%) " | (.6%) . (5%)
MD/CRNA response difference significant at .00l (x2=42)
STRONGLY |AGREE { UNCERTAIN| DISAGREE [STRONGLY NO ¢ MEAN
- . |AGREE 1. 2 R TN 4 DISAGREE 5 | RESPONSE |+ ST. DEV.7
TOTAL
RESPONSES | bypreNT| 265 168 21 105 59. 12 2.3+ 1.5
630 (42,18) | (26579 = (3:3%) "1 (26:78) " (o ARy (1.9%)
251 156 43 86 63 31 2.4+ 1.6
FUTURE | (39.8%) |c34.80) - (6188) ' |- (13:78) | -(x08] """ (4.9%)
(x%=.036)

Current/Future ETotal Response) not significant at .05

Current/Future
Current Future (CRNA Response

M.D.,

Response)

not significant at .05
not significant at .05

(x2=,007
(x2=,221

S e




1 A. CRNA's should not do obstetrical anesthesia.

‘AGREE

UNCERTAIN

TOTAL R3ZSPONSES 585 STRONGLY DISAGREE | STRONGLY NO 6 MEAN
- AGREE 1 2 3 4 DISAGREE 5 | RESPONSE |- ST. DEV.7
NTP 8 : - 12 - 5 i A @ 134 5.3+ :1.5
-(172) (4.7%) | (7%) (2.9%) (6.4%) (1.2%) (77.9%) :
RNATP 7 16 AN | 9 3, 174 5.4+ 1.4
CURRENT (210) (3.3%) [(7.6%) | . (.5%) - (4.3%) (1.4%) (82.98%) -
MDATP 7 24 o 12 14 144 5.1+ 1.6
(203) (3.4%) |(11.8%)| (1%) (5.9%) (6.9%) (70.9%)
NTP/RNATP response difference not significant at .05 (x2=.017)
RNATP/MDATP response difference not significant at .05 (x2=1.4)
NTP/MDATP response diffemr_ce_mj;_signi—fir‘ani- a+ .05 {3(2=_Lﬁﬂﬁ
STRONGLY| AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 MEAN
SOIAL BRSCONSEO B85 laomew . U 2 |:: 3. 4 DISAGREE 5 | RESPONSE | = ST. DEV,7
-NTP 8 - 10 . 8 XL, . 1 134 5.1 %4 ¢
(72) - liaiqat  Tosaaas ] fpdoass " Vigddy ' 1t 6ay (17_93)
FUTURE RNATP 8 13 2 9 3 175 5.4+ 1.4
(210) (3.8%) - |(6.2%) | .(1%) - (4.3%) (1.4%) (83.3%)
MDATP -3 20 Py 12 13 144 5.1+ 1.5
(203) (3.4%) (9.9%) | (3.4%) - [ (5.9%) | (6.4%) (70.9%)

NTP/RNATP response difference not significant at .05 (x2=.01)

RNATP/MDATP response difference not significant at .05 (x2=1.2)

NTP/MDATP response difference not significant at .05 (x2=.79)

-




TOTAL RESPONSES STRONGLY | AGREE| UNCERTAIN|DISAGREE |STRONGLY NO 6 MEAN
627 | AGREE 1 2 - 3 4 DISAGREE 5 | RESPONSE | + ST.DEV.7
M.D. 14 44 10 29 17 194 4.9+ 1.7
CURRENT (308) (4.5%) (14.3%] (3.2%) (9.4%) (5.5%) (63%) i
CRNA 9 ) 0 5 2 294 5.7+ 1.1
(319) (2.8%) (2.8%) (0%) (1.6%) | (.6%) {92.2%8) . =
MD LCRNA response difference significant at .001 (x2=30)
o 627 | STRONGLY [AGREE | UNCERTAIN | DISAGREE [STRONGLY NO 6 MEAN
SRR BEGECHIGS AGREE 1| 2 3 4 DISAGREE 5 | RESPONSE |+ ST. DEV.7.
M.D. 15 35 19 29 “" 18 195 4.8+ 1.7
(308) (4.9%) [(11.4%) (6.2%) (9.4%) (4.9%) (63.3%) ¥
FUTURE
CRNA 8 8 2 4 2 295 5.7+ 1.0
((319) 1 (2.5%) [(2.5%) | (v6%) | (1.3%) .| (.6%) (92.5%) B
MD/CRNA response difference'SithfiQEht'at"001"k2#22l13 """"""
STRONGLY |AGREE | UNCERTAIN| DISAGREE [STRONGLY NO ¢ MEAN
|AGREE 1. .|..2. . P (APALY 4  [DISAGREE 5 | RESPONSE |+ ST. DEV,7
TOTAL _
'RESPONSES | k 23 53 R - o T 8 20 490 5.3+ 1.5
CURRENT : "
630 (3.7%) (8.4%) - (1.6%) | (5.4%) | (3.1%) (77.8%) L
_ 23 43 21 25 . 18 492 5.3+ 1.4
FUTURE | (3,7%) (6.8%) - (3.38)+| (5.2%) ' | (2.9%) (78.1%) 3
CUTYENnt/Future (Total Response) not significant at .0U>S = ) . '

Current/Future (M.D. Response;
Current/Future (CRNA Response

not significant at 5 3
not significant at .05 (x<=.1

.05 (x&=.

—




1 b. CRNA's should not do cardiac anesthesia.

. (Disagree) :
TOTAL RZSPONSES STRONGLY| -AGREE | UNCERTAIN | DISAGREE [STRONGLY NO 6 MEAN
i AGREE 1 2 : 3 4 DISAGREE RESPONSE [~ ST. DEV.7
NTP 10 - 16 = - ol 8 8 ‘121 5.0+ 1.7
5 o 73| (5.8%80 | (9.3%) (5.2%) (4.7%) (4.7%) (70.3%)
RNATP 11 13 : 6 . Ve r 166 5.3+ 1.5
CURRENT (210) (5.2%) |(6.2%) | (2.9%) (3.3%) (3.3%) (79%)
MDATP 19 21 . 12 16 128 4.8+ 1.8
(203) (9.4%) (10.3%)| (3.4%) (5.9%) (17.9%) (63.1%) -
NTP/RNATP response difference not significant at .05 (x2=l.0)
RNATP/MDATP response difference significant at .05 (x2=4.9)
NTP/MDATP response difference not significant at .05 (x2=.90) (Disagree)
585 | STRONGLY| AGREE | UNCERTAIN | DISAGREE|STRONGLY NO 6 MEAN
EOTRE: BESE OGS - AGREE . 1. 2 |: .3 4  |DISAGREE 5 | RESPONSE | + ST. DEV.7
NTP 10 . 13 - 11 e 9 122 5.1+ 1.6
(172) (5.8%) - |(7.6%) | (6:4%) - | (4.1%8) | (5.2%) (70.9%)
FUTURE RNATP 10 - 13 6 7 7 167 5.3+ 1.5
(210) (4.8%) - |(6.2%) | (2.9%) - {338) (3.3%) (79.5%) :
MDATP 19 . 19 w 33 o B 15 130 4.8+ 1.8
(203) (9.4%) |(9.4%) (6.48%) - - |- (3.4%) (7.4%) (64%)

NTP/RNATP response difference not significant at .05 (x2=.493)

RNATP/MDATP response difference significant at .05 (x2=5.1)

NTP/MDATP response difference not significant at .05 (x2=.44)




TOTAL RESPONSES .| STRONGLY | AGREE| UNCERTAIN|DISAGREE |STRONGLY  |'ROS2F®®) | Meaw
AGREE 1 2 o & ol o DISAGREE 5 | RESPONSE | + ST.DEV.Y
M.D. v 32 44 17 ] 29 160 4,5+ 1.9
" | CURRENT (308) | (10.4%) [(14.3%)| (5.5%) (8.4%) (9.4%) (51.9%)
' CRNA 11 10" 6 5 3 284 5.6+ 1.2
(319) (3.4%) (3.1%) (1.9%) (1.6%) | (.9%) (89%) oA
MD/CRNA response difference significant at .00;'(x2=40.7)
. : (DIEagree) :
: : STRONGLY |AGREE | UNCERTAIN | DISAGREE [STRONGLY NO 6 MEAN
TOTAL RESPONSESG27| agree 1 2 g 4 DISAGREE 5 RESPONSE |+ ST. DEV.7.
M.D. 30 40| 25 21 =" 29 163 4.5+ 1.9
- (308) (9.7%) (13%) (8.1%) (6.8%) (9.4%) - (52.9%)
FUTURE _
CRNA 11 7 10 3 3 285 . | 5.6k 1.2
((319) | (3.4%) 1(2.2%) ' (3.,18%)" (.9%) " . (.9%) (89.3%)
MD/CRNA response difference 51gnif1cant at 001 (x2—40 3)
Disagree)
STRONGLY |AGREE { UNCERTAIN| DISAGREE [STRONGLY &0 6 MEAN
...... AGREE .1..}..2.- S LI Y DISAGREE 5 ' | RESPONSE |+ ST. DEV.7
TOTAL \
RESPONSES | hyyRRENT 44 544 23 3l e aEER s 446 | 5.0+ 1.7
630 (77%)" ' (8,69 ' (3:78]1" t4 g€yt ‘(8.1%) (70.8%)
42 47 BT 24 32 450 5.1+ 1.6
FUTURE (6.7%) (7.5%) .. (5,6%), (3., 8%) A5:1%) (71.4%)
Current/Future (Total Response) not significant at .05 (x =,25)
Current/Future (M.D. Response) not significant at .05 (x2=.,08
,Current/Future (CRNA Response) not significant at .05 (x2=,08)

W
'

|
|
i




1l ¢. CRNA's should not do neurological anesthesia.

i e .
TOTAL RESPONSES 585 STRONGLY| -AGREE | UNCERTAIN | DISAGREE |STRONGLY NO B . MEAN
AGREE 1| . 2 L8 g DISAGREE RESPONSE |- ST. DEV.?7
NTP 6 ‘18 o 7 6 131 5.2+ 1.5
(172) (3.5%) 1(10.5%)} (2.3%) (4.1%) (3.5%) (76,2%)
| RNATD 6 .15 |- 7 g, I 171 5.4+ 1.4
R (210) | (2.9%) [(7.1) |- (3.3%) (3.88) | (1.4%) . |(81.4%)
MDATP | 8 18 8 15 . 4% - 142 5.1+ 1.5
(203) (3.9%) |(8.9%) | (3.9%) (7.48%) (5.9%) (70%) .
NTP/RNATP response difference not significant at .05 (x2=1.0)
RNATP/MDATP response difference not significant at .05 (x2=1;6)
Mmb’wmﬂiﬁgmﬂe not s‘i'rdr'n'i_'F'i cant_at .05 (x2=1.6) h'icagrnn
. STRONGLY| 'AGREE | UNCERTAIN | DISAGREE|STRONGLY NO 6 MEAN
FOTAL RECPONSES 505 lampes 310 2 1i... 3. -4 |DISAGREE 5 RESPONSE | £ ST. DEV.7|
NTP 4 Mo . O O 5 N 6 131 5.2+ 1,5
(172). .1, [3<3%). . F:ALIN). ] 0 (2.98). . . .}.ol4.38): (3.5%) (76.2%)
FUTURE RNATP 6 v 15 7 7 3 : 172 5.4+ 1.4
(210) . | (2.9%) . | (7.18): (3.3%). . | (3.3%) | (1.4%) (81.9%) . -
e i
MDATP. 8 19 11 ' A 2L 142° 5.1+ 1.6
(203) (3.9%) | (9.4%) |  (5.4%) C(5.98) | (5.4%) (70%)

NTP/RNATP response difference not sighificant at .05-(x2#.73)

RNATP/MDATP response difference not significant at .05 (x2=.95)

NTP/MDATP response difference not significant at .05 (x2=.005}




Disagree
TOTAL RESPONSES627 | STRONGLY | AGREE| UNCERTAIN|DISAGREE |STRONGLY NO 6 MEAN
AGREE 1 2 e e ol ws O DISAGREE RESPONSE | + ST.DEV,7
M.D. 16 49 w1 29 B 182 4.7+ 1.7
- l4l6 - L] r. - : i .
CURRENT (3083 (5.2%) | (14.69  (5.8%) (9.4%) (5.8%) (59.1%)
CRNA 7 10 2 3 - 2 - 295 5.7+ 1.0
(319) {3.2%) (3.1%) (.6%) (.9%) (.6%) (92.5%)
MD/CRNA response: difference significant at .001 (x2=31.8)
' v Disagree :
_ ; STRONGLY |AGREE | UNCERTAIN | DISAGREE [STRONGLY NO 6 MEAN
TOTAL RESPONSES 627| acppr 1| 2 85 4 DISAGREE RESPONSE |+ ST. DEV.7.
s S8 46 22 25 | 17 183 4.7+ 1.7
FUTURE (308) (4.9%) (14.9%) © (7.1%) | " (8.1%) ° "15.5%1 ©(59.4%)
CRNA 6 | 10 3 3 3 295 | 5.7+ 1.0
A319) 1 (L1.9%) LU (3LSY L L98). 1L L9k L. (668) 1(92.5%)
MD/CRNA response difference significant at m001_1x2?34.2)
Disagree
STRONGLY |AGREE | UNCERTAIN| DISAGREE [STRONGLY NO g MEAN
..... AGREE .1..|..2.. .3...).....4.. . [DISAGREE RESPONSE |+ ST. DEV.7
TOTAL
630 (3.7%) ~ _1(8,7%)} ~(3.2%) "1 (5,13} (3.3%) (76%)
21 56 25 28 20 480 5.2+ 1.5
"UTURE | (3.3%) (8.9%)| . .(4%) .. (4.4%). |. . (3.2%) (76.2%)

Current/Future (Total Response) not
Current/Future (M.D. Response)
Current/Future (CRNA Response): not

Wt
i Y

not

significant at .05 (x2=.,003)
significant at .05 (x2=.001)
significant at .05 (x2=,001)



1 d. CRNA's should not do regional anesthesia.

e

TOTAL RESPONSES 5g5 STRONGLY| AGREE | UNCERTAIN | DISAGREE [STRONGLY NO 6 MEAN
AGREE 1| 2 3 4 DISAGREE 5 | RESPONSE |- ST. DEV.?
95 13 16 | 4 14 8 117 5.0+ 1.7
(7.6%) | (9.3%)] * (2.3%) (8.1%) (4.7%) (68%)
RNATP 15 9 : 6 9 9 162 5.3+ 1.6
CURRENT (210) (7.1%) | (4.3%)] (2.9%) (4.3%) (4.3%) (77.:1%)
MDATP 16 18 4 13 23 129 5,04 1.7
(203) l (7.9%) (8.9%)] (2%) (6.4%) (11.3%) (63.5%)
NTP/RNATP response difference not significant at .05 (x2=1.9)
RNATP/MDATP response difference not significant at .05 (x2=l.9)
NTP/RNATP response difference not significaht at .05 (x2=.009)
STRONGLY| AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 EAN
BEERL REOEORENO39S AGREE 1l 2 {: 3 4 DISAGREE 5 RESPONSE : ST. DEV,7
NTP 11 . 33 |- 7 14 8 119 5.0+ 1.6
(172 < « § {648 L0168} 7 (€ 3N8): - « - (B 1N) (4.7%) (69.2%)
FUTURE RNATP 13 -9 9 6 9 164 5.3+ 1.5
(210) -~ - | (6.28)- | {4.3%)-]:-(4.3%8) : (2.9%) (4.3%) (78.1%)
MDATP 17 . 38 {- 7 12 20 131 4.9+ 1.7
(203) (8.4%) (7.9%)| (3.4%) - | (5.9%) (9.9%) (64.5%)

NTP/RNATP response difference not significant at .05 (x2=,776)

RNATP/MDATP response difference not significant at .05 (x2=2.4)

NTP/MDATP respcnse difference not significant at .05 (x2=.2)




A

: f'romx. RESPONSES;,- | STRONGLY | AGREE| UNCERTAIN|DISAGREE |STRONGLY NO 6 MEAN )
: AGREE 1 2 o r ~ 4 - |DISAGREE 5 | RESPONSE | + ST.DEV.7
.o, o - 851 7 33 121 . 31 37 160 4.6+ 1.8
CURRENT (308) | (11l.4%)| (10.7% (3.9%) | (10.1%) (12%) (51.9%)
CRNA 12 11 5. 1 6 278 5.6+ 1.2
(313) (3.8%) (3.4%)] (l.6%) (2.2%) ° (1.9%) (87.1%) . ‘
MD/CRNA response difference Qignificant at .001 (x2=28.1)
: STRONGLY |AGREE | UNCERTAIN | DISAGREE [STRONGLY NO 6 . |MEAN :
*UIAL REOFONSSS 627 aerep 1) 2 3 - 4 DISAGREE 5 | RESPONSE |+ ST. DEV.7.
}(1338) 36 | 30 .18 30 7 ag 162 4.6+ 1.8
' ' | : 9.7%) 11.4%) (52.68) .
FUTURE (11.7%) |(9.7% (4.9%) ( ) ( 8,
| CRNA 8. 9, 11 4 5 282 5.6+ 1.1
(319) [ (2.5%) [(2.8%) | (3448) - | {1.3%)-- |(1.68) (88.43)
MD/CRNA Trespc se-ﬂifferencé”signifiéaht'af';boi:(kzéjs;d) """"""""""
STRONGLY |AGREE | UNCERTAIN| DISAGREE [STRONGLY NO 6 MEAN
...... AGREE .1..{..2.% .3...1.....4.. .. DISAGREE 5 | RESPONSE |+ ST. DEV.7
ot 48 44 17 17 43 440 5.1+ 1.6
'RESPONSES | | ‘ - - by
FURRENT| (7 6g) .~ | (78) | .(2.7%).." | (2.78)." .. | (6.8%) (69.8%) o i |
630 45 39 26 34, 40 146 5.1+ 1.6
‘ FUTURE | (7.1%) (6.2%)] (4.1%) | (5.4%)  |(6.3%) (70.8%)

Current Future (M.D. Response)
Current Future (CRNA Response)

W
g e Y.

A |
|

Current Future (Total Response) not significant at .05 (x2=%.4)

not significant at .05 (x2=.001)

not significant at .?5 (x2=,57)
\




o

Nurse anesthetists, according to individual ability and after consultation with a

physician, should be able to induce and emerge patients without immediate supervision.

TOTAL RESPONSES g5gg STRONGLY| AGREE | UNCERTAIN DISAGREE | STRONGLY NO 6 %EAN
AGREE 1| 2 3 4 DISAGREE 5 | RESPONSE | ST. DEV.7
NTP 150 48 3 8 3 9 1.8+ 1.3
(172) (58.1%) [(27.9%)] (1.7%) (4.7%) (1.7%) (5.2%)
CURRENT RNATP 122 . 59 ' 7 11l 4 7
(210) (58.1%) |(28.1%)| (3.3%) (5.2%) (1.9%) (3.3%) 174 X2
MDATP 66 80 11 22 20 4 2.3+ 1.4
(203) (32.5%) | (39.4%)| (5.4%) (10.8%) (9.9%) (2%)
NTP/RNATP response difference not 51gnlflcant at .05 (xz .004)
RNATP/MDATP response difference significant at .00l (x =16.7)
NTP/MDATP response difference significant at .00l (x2=15.99)
TOTAL RESPONSES 585 STRONGLY| AGREE :UNCERTAIN DISAGREE | STRONGLY NO 6 MEAN
AGREE 1 2 3 4 DISAGREE 5 RESPONSE 4 ST. DEV,7
NTP 97 .47 6 7 3 12 1.9+ 1.4
(172) (56.4%) | (27.3%) (3.5%) . |- (4.1%) (1.7%) (7%)
FUTURE RNATP 117 54 8 12 3 16 1.9+ 1.5
(210) (55.7%) [(25.7%) | (3.8%) . (5:7%) (1.4%) (7.6%)
vl 68 78 59 15 21 4 2.3% 1.4
(33.5%) |(38.4%) | (8.4%) (7.4%) (10.3%) (2%)

NTP/RNATP response difference not significant at .05 (x2=.118)

RNATP/MDATP response difference significant at .01 (x2=9.6)

NTP/MDATP response difference significant at .001 (x2=11.4)




TOTAL RESPONSES.,. | STRONGLY | AGREE| UNCERTWAIN|DISAGREE |STRONGLY NO 6 MEAN
AGREE 1 2 — -4 DISAGREE 5 | RESPONSE | + ST.DEV.7
M.D. 61 150 21 - 40 25 11 2.5+ 1.4
CURRENT (308) | (19.8%) |(48.7%)| (6.8%) (13%) (8.1%) (3.6%)
CRNA 244 53 0 7 3 11 1.4+ 1,1
(319) | (76.5%) |[(16.6%)| (0%) (2.2%) (< 9%) (3.4%)
MD/CRNA response differehce significant at .001 sz=51.6)
' STRONGLY [AGREE | UNCERTAIN | DISAGREE [STRONGLY NO 6 MEAN .
senl RESEUNGEE6AT] xeper 1} 2 3 4 IDISAGREE 5 | RESPONSE |+ ST. DEV.7.
M.D. 62 141} - 31 . 3¢ |=7 28 15 2.6+ 1.4
(308) | (20.1%) [(45.8%] . (10.1%).|.(11%) . | (8.1%) . (4.9%)
FUTURE ' _
f?ﬁg) 237 51 ¢ E 3 20 1o6%: T3
ST (74.3%), [ (T6%) L (L9%) L (1.6%) L | L (.99%) (6.3%)
MD/CRNA responsc difference significant at .00l (x2=49.8)
STRONGLY |AGREE | UNCERTAIN| DISAGREE [STRONGLY NO 6 MEAN
|AGREE .1..]..2.. b QY NE 4. . [DISAGREE 5 | RESPONSE |+ ST. DEV.7
TOTAL
'RESPONSES | byprENT 307 204 5 0 47, N 22 2.0+ 1.3
630 (48.7%) |(32.4%) - (3.3%) - { {7.5%) - | (4.4%) - (3.5%) : -
301 193 34 39 28 35 2.1+ 1.4
FUTURE | (47.8%) [(30.6%) ..(5.4%)..] (6.2%). . |.(4.4%) (5.6%)

Current/Future (Total Response) not siQnificant at .05 (x2=.12)

Current/Future (M.D.

b |

Response)

not significant at .05 (x“=.03)
Current/Future (CRNA Response) not significant at .05 (x2=.03)




3. Nurse anesthetists should, according to individual ability, make changes in anesthesia
maintenance, according to patient needs, without immediate physician consultation.

TOTAL RESPONSES 585 STRONGLY| AGREE | UNCERTAIN DISAGREE | STRONGLY NO 6 %EAN
AGREE 1 2 ] 3 4 DISAGREE 5 | RESPONSE |- ST. DEV.7
NTP 100 50 5 9 4 4 1.7+ 1.6
~(172) (58.1%) [(29.1%)]  (2.9%) (5.2%) (2.3%) (2.3%)
RNATP 116 69 |- 5 9 10 3 B o T
CURRENT (240) (55.28) [(32.9%)| (2.4%) (4.3%) (4.8%) (.5%) -
MOATP 69 87 8 19 16 4 2.2+ 1.3
(203) (34%) (42.9%) (3.9%) (9.4%) (7.9%) (2%)
NTP/RNATP response difference not Eignificant at .05 (x2=.07)
RNATP/MDATP response difference significant at .05 (x2=6.04)
NTP/MDATP response difference significant at .01 (x2=7.2)
STRONGLY| AGREE | UNCERTAIN DISAGREE | STRONGLY NO 6 MEAN
0RO RESPONSES AGREE 1 . : 3 4 DISAGREE 5 RESPONSE = ST. DEV.7
NTP 99 . 45 10 7 4 7 1.8+ 1.3
(172). (57.6%) |(26.2%) (5.8%) . (4.1%) (2.3%) (4.1%)
FUTURE " RNATP 114 . 60 6 11 9 10 1.9+ 1.4
(210) . (54.3%) [(28.6%)  (2.9%) {5:2%) (4.3%) (4.8%)
MDATP 68 83 | . 9 20 15 8 2.3+ 1.4
- (203) (33.5%) [ (40.9%8) (4.4%) (9.9%) (7.4%) (3.9%)

NTP/RNATP response difference not significant at .05 (x2=.74)

RNATP/MDATP response difference significant at .05 (x2=4.9)

NTP/MDATP response difference significant at .01 (x2=8.97)




TOTAL RESPONSES .| STRONGLY | AGREE| UNCERTAIN|DISAGREE |STRONGLY NO 6 MEAN
AGREE 1 8 o & 4 DISAGREE 5 | RESPONSE | + ST.DEV.?
M.D. 63 157 17 . .~ B8 24 9 2.4+ 1.3
CURRENT (308) |(20.5%) (51%) (5.5%) (12.3%) (7.8%) (2.9%)
CRNA 241 66 3 3 5 1 1.3+ .74
(319) | (75.5%) (20.7%)| (.9%) (.9%) (1.6%) (.3%)
MD/CRNA response difference significant .at .001 (x2=55.1)
: STRONGLY |AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 MEAN
TOYAL: RESPONSES ¢yl AGREE 1| 2 3 4 DISAGREE 5 RESPONSE |+ ST. DEV.7.
M.D. 63 146 24 58 s 28 13 2.5+ 1.4
(308) | (20.5%) |(47.4%] (7.8%) (12.7%) (7.5%) (4.2%)
FUTURE ' — — '
CRNA 236 58 "5 2 4 14 1.5+ 1.2
(319) ) (74%) . [(18.2%]). (1.6%) (.6%) (1.3%) (4.4%)
MD/CRNA response difference significant at .00l (x°=57.2) .
'|STRONGLY |AGREE | UNCERTAIN| DISAGREE [STRONGLY NO ¢ MEAN
..... AGREE 1. .|.. 2. .3...}.....4. . |DISAGREE 5 | RESPONSE |+ ST. DEV.7
TOTAL
'RESPONSES | bypRrENT 305 224 20 41 80 - 10 1.9+ 1.2
8 (48.43) |(35.62) (3.2%) -] (6.5%)- [ - (4.8%) (1.6%) -
630 v
300 205 29 41 28 27 2,0+ 1.4
FUTURE | (47.6%) |(32.5%) .(4.6%) ..| (6.5%).. |..(4.4%) (4.3%)

Current/Future (Total Response) not significant at .05 (x2=.0"1)

Current/Future (M.D.Response) not significant at .05 (x2=.006)
“Current/Future (CRNA Response) not significant at .05 (x2=.032)




4, Nurse anesthetists should insert arterial lines by percuﬁanadus puhcture and

draw blood ¢ases when indicatec.

PO

TOTAL RESPONSES 285 STROMGLY| AGREE | UNCERTAIN DISAGREE | STRONGLY NO 6 !&EAN
AGREE 1 2 3 4 DISAGREE 5 | RESPONSE |~ ST. DEV.7
NTP 47 . 0l 20 26 12 6 2,5+ 1.4
“1172) (27.3%) (35.5494) . (11.6%) (15.1%) (7%) (3.5%)
84 71 27 16 10, 2 2.1+ 1.2
CURRENT ooy (40%) [(33.8%)| (12.9%) | (7.6%) | (4.8%) (1%)
MDATP 47 86 24 25 17 4 2.5+ 1.3
(203) (23.2%) |(42.4%)| (11.8%) (12.3%) (8.4%) (2%)
NTP/RNATP response difference significant at .05 (x2=6.3)
RNATP/MDATP response difference significant at .05 (x2=4.5)
MDATP/RNATP response difference not significant at .05 (x2=.12)
e STRONGLY| AGREE | UNCERTAIN DISAGREE | STRONGLY NO 6 EAN
s s et & O B 3 4 BTSAGRER'S | WHEBONNE | T 8%, BEVLY
NTP 57 . 58 24 14 L 8 2.3+ 1.4
(172) . (33.1%) . [(33.7%)] (14%). v kB B} (6.4%) (4.7%)
FUTURE RNATP 89 . i ] 20 15 8 11 2.1+ 1.4
(210) (42.4%) [(31.9%)] (9.5%) (7.1%) (3.8%) (5:2%)
MDATP 52 86 25 ) 17 6 2.4+ 1.3
(203) (35.6%) |((42.4%)| (12.3%) (8.4%) . (8.4%) (3%)

NTP/RNATP response difference not significant at .05 (x2=l.2)

RNATP/MDATP response difference not significant at .05 (x2=2.6)

MDATP/RNATP response difference not significant at .05 (x2=.08)




‘'OTAL RESPONSESg27 STRONGL{ AGREE| UNCERTAIN|DISAGREE |STRONGLY NO 6 MEAN
| : AGREE 1 a |- 3 Y DISAGREE 5 | RESPONSE | + ST.DEV.?7
M.D. 37 130 42 ' 56 34 9 2.8+ 1.3
CURRENT (308) | (12%) (42.2%) | (13.6%) (18.2%) | (11%) (2.9%)
CRNA 159 98 . 33 19 7 3 1.8+ 1.1
(319) | (49.8%) [(30.7%) | (10.3%) (6%) (2.2%) (.9%)
MD/CRNA response difference significant at .00l (x2=51.8)
: STRONGLY |{AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 MEAN.
TOT g 5
OTAL RESPONSES627 | agree 1| 2 3 4 DISAGREE 5 | RESPONSE |+ ST. DEV.7.
. M.D. 42 ; 133 46 44 O i S 8 2.7+ 1.3
: (308) (13.6%) (43.2¢% (14.3%) (14.3%) (10.4%} (3.6%)
LFUTURE | ; TR g
CRNA 174 88 . 28 8 6 15 1.8+ 1.3
(319) - (54.5%) J(27.6%))- - (8.8%) - (2.5%). (1.9%) (4.7%)
MD/CRNA responsé difference significant at .00l (x2=57.2)
STRONGLY |AGREE UNCERTAIN| DISAGREE |STRONGLY NO 6 MEAN
..... AGREE 1. . s ¥ 4. ISAGREE 5 - RESPONSE |+ ST. DEV.7
TOTAL
| RESPONSES | L 197 22q 76 75 41 12 2.3+ 1.3
FURRENT) (31.3%) |(36,3%)f . (12,1%) | .(11.9%) | .(6.5%) (1.9%) Sy
630
o 217 2272 75 52 38 26 2.3+ 1.4
FUTURE | (34.4%) [(35.2%) - (11.9%)-] -(8.3%) - (6%) - (4.1%)
Current/Future (Total Response) not significant at .05 (x2=3.04)
Current/Future (M.D. Response) not significant at .05 (x2=1.1)
Current/Future (CRNA Response) not significant, at .05 (x2=3.0)

W
b




5. Nurse anesthetists should insert central venous pressure monitoring lines by the
method commonly utilized at the institution.

TOTAL R,‘E!SPOI*ISI:-‘.S585 STRONGLY| AGREE | UNCERTAIN DISAGREE | STRONGLY NO 6 EAN
AGREE 1 2 3 4 DISAGREE RESPONSE |- ST. DEV.7
NTP 42 52 28 31 15 3 2.6+ 1.4
4172) (24.4%) | (30.2% (16.3%) (18%) (8.7%) (1.7%)
CURRENT RNATP T ) 67 28 27 8 2 2.24_‘ 1.2
(210) (36.7%) [(31.9%) (13.3%) (12.9%) (3.8%) (1%)
MDATP 38 67 34 40 21 3 2.7+ 1.3
(203) (18.6%) |(33%) (16.7%) (19.7%) (10.3%) (1.5%
NTP/RNATP response difference significant at .01 (x2=6.7)
RNATP/MDATP response difference significant at .00l (x2=11.8)
NTP/MDATP response difference not significant at .05 (x2=.35)
STRONGLY| AGREE | UNCERTAIN DISAGREE | STRONGLY NO 6 MEAN
TOTA PONSE
f PASEOREES 585 AGREE 1 2 3 4 DISAGREE 5 RESPONSE i ST. DEV,7
NTP 46 ; 52 1. 31 22 15 6 2.6+ 1.4
{172) (26.7%) [(30.2%)| " (18%) . (12.8%) (8.7%) (3.5%)
FUTURE RNATP 82 , 66 26 20 b 1l 2.2+ 1.4
(210) (39%) . (31.4%)| (12.4%) (9.5%) (2.4%) (5.2%)
MDATP 42 69 34 34 18 6 2.7+ 1.4
(203) - (20.7%) | (34%) (16.7%) (16.7%) (8.9%) (3%)

NTP/RNATP response difﬁerence significant at .01 (x2=7.1)

RNATP/MDATP response difference significant at .00l (x2=l3.5)

NTP/MDATP response difference not significant at .05 (x2=.51)




TOTAL RESPONSES 27| STRONGLY | AGREE| UNCERTAIN|DISAGREE |STRONGLY NO 6 MEAN
AGREE 1 2 fo i G % W DISAGREE 5 { RESPONSE | + ST.DEV.7
M.D. 34 107 50 iy 35 7 2.9% 1.3.
CURRENT (309) | (11%) - }(34.7%)| (16.2%) (23.7%) | (11.4%) (2.3%) |
CRNA 141 89 44 BA 10 1 2.0+ 1.2
(319) | (44.2%) [(27.9%)] (13.8%) (10.7%) | (3.1%) (.3%)
MD/CRNA response difference significant at .001,(32=45.9)
— STRONGLY [AGREE | UNCERTAIN | DISAGREE [STRONGLY NO 6 MEAN
TOIAL RESPONSESg27] acmee 1) 2 - 5 4 DISAGREE 5 | RESPONSE |+ ST. DEV.7.
M,.D. 38 - 110 54. 64 37 39 10 2.9+ 1.3
(309) | (12.3%) ((35.7%) (17.5%) .|.(20.8%) ..](10.4%) (3.2%) |
FUTURE
CRNA 150 . 86 43 19 7 14 2.0+ 1.3
(319) 1 (47%) ,,|(27%) | (13,5%) .. ). 06%)", ] (2:28) (4.4%) |
MD/CRNA response dlfference s:.gm.flcant at 001 (x =.3. 0)
STRONGLY |AGREE | UNCERTAIN| DISAGREE [STRONGLY NO 6 MEAN
JAGREE .1..]..2.. PN T 4. . [DISAGREE 5 | RESPONSE |+ ST. DEV.7
TOTAL i
i (27.8%) |(31.3%] (15.2%)..f(17%)..... LRy 1 (1.3%). i
— 188 197 99 83 39 24 2,54 1.4
‘ FUTURE | (29.8%) (31.3%] .(15.7%)..] (13.2%) - (6.2%). . (3.8%)
Current/Future (Total Response) not signlflcant at .05 (x =3.0)
Current/Future (M.D. Response) not significant at 853<§) .67)

Current/Future (CRNA Response) significant at .05 (x




and evaluations on the patients they are assigned.

6. Nurse anesthetists should make pre-operative and post-operative visits

-AGREE

UNCERTAIN

STRONGLY

TOTAL RESPONSES 35 STRONGLY 'DISAGREE NO 6 b
AGREE 1 2 3 4 DISAGREE 5 | RESPONSE |- ST. DEV.7
NTP 71 sg- - in e 8 5 2.1+ 1.3
(172) (41.3%) [(33.7%)] (9.9%) (7.6%) (4.7%) . (2.9%)
RNATP LT I T SRR 1 8 2 1.8+ 1.1
PR (210) (52.4%) [(34.3%)]-(3.3%) . | (5.2%) (3.8%). (1%) )
MDATP 56 - 85 |- 15 21 21 - 5 2.4+ 1.4
(203) (27.6%) [(41.9%)| (7.4%) (10.3%) |(10.3%) (2.5%) "
NTP/RNATP response difference not significant at .05 (x2=1.3)
RNATP/MDATP response difference significant at .00l (x2=12.1)
NTP/RNATP response difference not significant at .05 (x2=3.?)
STRONGLY| 'AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 MEAN
FOLAL TEORCHRES wur T agmme . 3. 9 11003 s 4 |DISAGREE 5 | RESPONSE | £ sT. DEV.7|.
| nTP 78 - TN 10 9 7 2.1+ 1.4
(172) . .| (45.3%) . [(30.8%)| :(8.78) .- . | (5.8%) (5.2%) (4.2%)
FUTURE RNATP 109 . 68 8 6 7 12 1.9+ 1.4
(210) (51.9%) . [(32.4%) | :(3.8%). .. |(2.9%) (3.3%) (5.78%)
MDATP - 59 88 |. 15 . 15 20 6 2. 3% Lo
(203) (29.1%) ((43.3%)( (7.4%) .. |[(7.4%). (9.9%) (3%)

NTP/RNATP response difference not significant at .05 (x2=2.7)

RNATP/MDATP response difference significant at ,001 (x2=11.6)

NTP/MDATP response difference not significant at .05 (x2=2,;)

-+




TOTAL RESPONSESGz7 STRONGLY | AGREE| UNCERTAIN|DISAGREE | STRONGLY NO 6 MEAN
AGREE 1 2 SR A -4 DISAGREE 5 | RESPONSE | + ST.DEV.?7
Tégé) , 62 140 | 23 .41 5 7 2.6+ 1.4
—— (20.1%) |(45.5%)] (7.5%) (13.3%) (11.4%) (2.3%) :
CRNA 189 89 . « 21 10 . 4 6 1.6+ 1.03
(319) | (59.2%) [(27.9%)| (6.6%) (3.1%) . .} (1.3%) (1.9%) s
MD/CRNA response difference significant at .001,(i2=52.8)
' STRONGLY {AGREE | UNCERTAIN DISAGREE STRONGLY NO 6 MEAN
TOTAL RESPONSES .. | acrer 1] 2 3 4 DISAGREE 5 RESPONSE |+ ST. DEV.7.
M.D. 64 140 . 26 T Az 33 . 2.6% 1.4
| (308) | (20.8%) [(45.5%) (8.4%) | (11%) {10.7%) (3.6%) B
FUTURE :
CRNA 197 83 e e 1 4 15 1.7+ 1.2
(319) | (61.8%) :[(26%). | (6%) - . (.3%)- - (1.3%) (4.7%) 1
MD/CRNA response'difference significant at .00l (x2=62.9)
STRONGLY |AGREE UNCERTAIN' DISAGREE [STRONGLY NO ¢ MEAN
..... AOREE L 8.0 .3...).....4... |DISAGREE 5 ' | RISPONSE [+ ST. DZV.7
TOTAL
'RESPONSES | byunpENT 253 229 44 B, .40 . 13 2,1+ 1.3
- (40.2%) [(36.3%) - (7%) ' (BsX%) - | (6.3%) - (2.1%) '
| 263 223 - 45 35 . 38 26 2.1+ 1.4
"UTURE | (41.7%) [(35.4%) . (7.1%)..{ -(5.6%) | (6%) (4.1%) s
Current/Future (Total Response)  not significant at .05 (x4=1.6 ]
Current/Future {M.D. Response not significant at .05 (x”=,36
Current/Future (CRNA Response) .- not significant at .05 (x2=3.3

' o
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7.

Nurse anesthetists should order pre-operative medication for assigned patients.

TOTAL RESPONSES 585 STRONGLY| -AGREE | UNCERTAIN | DISAGREE|STRONGLY [NO 6 mEAN
AGREE 1f. 2 3 ' 4 DISAGREE 5 | RESPONSE [~ ST. DEV.7
NTP 40 43 27 34 24 4 2.8+ 1.5
(172) (23.3%) |(25%) (A58 (19.8%) (14%) (2.3%) 2
RNATP 50 - 89 |- 33 @6 19. 3 274 B4
CURRENT (210) (23.688) |(28.1%)|-(15.7%). [(21.9%) | (92) (1.4%)
MDATP 23 < b 26 42 43 5 3.2+ 1.4
(203) (11.3%) |(31.5%)| -(12.8%) (20.7%) (21.2%) (2.5%) :
NTP/RNATP respcnse difference not significant at .05 (x2=;32) .
RNATP/MDATP response difference significant at .05 (x2=416)
NTP/RNATP response difference not significant at .05 (x2=l.8)
' STRONGLY| . AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 MEAN
TOTAL RESPONSES co¢ |acmEE .-1l0 2 f:..3.. 4 °|DISAGREE 5 | RESPONSE | £ ST. DEV.7.
NTP 45 - A% b 31 2 25 8 2.8+ 1.5
(172) - - - 1 (26.2%) - {¢23.8%) | ' -(18%) -~ - | > (12.8%) | (14.5%) (4.7%)
FUTURE RNATP 53 . 59 32 37 17 12 2.7+ 1.5
(210) (25.2%) - {(28.1%) | i (15.2%)" 417,68) | (8.1%) (5.7%)
MDATP 26 65 ) 32 . 35 38 7 3.1+ 1.4
(203) (12.8%) [(32%). . (15.8%). {17:2%) { (18.7%) (3.4%)
NTP/RNATP response difference not significant at .05 (x2=.15) i

RNATP/MDATP response difference significant at .05 (x2=4.5)

NTP/MDATP response difference not significant at .05 (x2=2.2)




TOTAL RESPONSES_,. | STRONGLY | AGREE| UNCERTAIN|DISAGREE |STRONGLY .NO 6 MEAN
AGREE 1 2 : 3 - . 4 DISAGREE § | RESPONSE | + ST.DEV.7
M.D. 25 78 35 92 67 11 3.4+ 1.4
(308) | (8.1%) (25.3%)] (11.4%) (29.9%) (21.8%) (3.6%) S
CURRENT
CRNA 98 96 55 43 . 23 4 2.4+ 1.3
(319) (30.7%) | (30.18%)] (17.2%) (13.5%) (7.2%) (1.3%) 5
MD/CRNA response difference signigidant'at .001 {x2=64.9}
' STRONGLY |AGREE | UNCERTAIN | DISAGREE [STRONGLY NO 6 MEAN
TOTAL RESPONSES 627 ,crpe 1|- 2 3 4 DISAGREE 5 | RESPONSE |+ 57. DEV.7.
M.D. 26 78 44 | - 81 66 13 3.4+ 1.4
(308) (8.4%) (25.3%) (14.3%) .|. (26.3%) (21.4%) (4.2%)
FUTURE _
CRNA 109 - 95 .59 24 17 15 2.3+ 1.4
(319) [ (34.2%) | (29.8%] "(18.5%) " | (7.5%) " .| (5,3%) (4.7%)
MD/CRNA response difference significant at .001 (x%=90.4)
STRONGLY |AGREE | UNCERTAIN| DISAGREE {STRONGLY NO ¢ MEAN
..... AGREE .1 . 2 3...1.....4...  DISAGREE 5 ' | RESPONSE [+ ST. DEV.7
TOTAL
i (19.5%) | (27.6%) - (14.6%) | - (21.4%) | (14.4%) (2.4%)
e 135 | 173 105 105 84 28 2.9+ 1.5
FUTURE | (21.4%) |'(27.5%) ..(16.7%). | . .(16.7%) |. (13.3%) (4.4%)
Current/Future (Total Response) not significant at .05 sxz =2, 6;
Future

Eurrent
urrent

Future

{MD Resgonse)

CRNA R

sponse)

not nificant at .0
$%gcant

s;gnl (x =5.1)

at .05

x2=,16




8.

Nurse anesthetists should select the anesthetic technique for use
patient i1 accordance with the patient's condition.

on their assigned

STRONGLY

TOTAL RESPONSESggg STRONGLY| -AGREE UNCERTAIN DISAGREE NO 6 %’
AGREE 1| . 2 ' 3 4 DISAGREE 5 | RESPONSE |- ST. DEV.7
NTP 83 - 54 : 8 - 14 10 "3 2.0+ 1.3
(172 (48.3%) |(31.4%)| (4.7%) (8.1%) (5.8%). (1.7%)
. CURRENT RNATP 99 . 68 ) . 18 - A I4 2.0+ 1.3

(210) (47.1%) [(32.4%) (5 7%) - (8.6%) (4.3%) (1.9%) ‘
MDATP 45 - 74 20 29 29 . 6 2:7%.1:5
(203) (22.2%) |[(36.5%)| (9.9%) (14.3%) (14.3%) (3%) "

NTP/RNATP response difference not 51gn1f1cant at .05 (x JOLY

RNATP/MDATP response difference 51gplflcant at .001 (x2=17.6)

NTP/MDATP response difference significant at .00l (x2=13.7)

STRONGLY| . AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 MEAN
TOTAL RESPONSES 595 | pempew . Al 2 . [ive: 3 .0 . 4 |DISAGREE 5 | RESPONSE | £ ST. DEV.7|
NTP 80 .44 | 16 14 11 7 2.1+ 1.5
PUTURE RNATP 96 . 6% 14 17 9 13 2.1+ 1.5

(210) (45.7%) . [(29%). . | :(6.7%)... |(8B.1%) (4.3%) © (6.2%)
MDATP 47 v T3 21 , .26 28 8 2.7+ 1,5
(203) (23.2%) |(36%) | (10.3%). . |(12.8%) (13.8%) (3.9%)

NTP/RNATP response difference not sighificant at .05 (x2=.24'

RNATP/MDATP response difference significantlat'.OOl (x2=13.6)

NTP/MDATP response difference significant at .01 (x2=8.1)




TOTAL RESPONSESGZ? STRONGLY AGREE UNCERTAIN| DISAGREE | STRONGLY NO ¢ MEAN
AGREE 1 2 : 3 4 DISAGREE 5 | RESPONSE | + ST.DEV.7
M.D. - 33 110 38 . 65 49 13 3.1% 1.5
CURRENT (308) (10.7%) (35.7%) (12.3%) (21.1%) (15.9%) (4.2%)
CRNA 210 95 5 4 2 3 1.4+ .79
(319) (65.8%) (29%) . (1.6%) (1.3%) (.6%) (.9%) '
MD/CRNA response difference significant at .001 (x2= over 100)
: STRONGLY |AGREE | UNCERTAIN | DISAGREE |[STRONGLY NO 6 MEAN.
TOTAL RESPONSES527 | acree 1| 2 P 4 DISAGREE 5 RESPONSE |+ ST. DEV.7.
M.D. 36 202 =t 45 62 e 49 ; 14 3:1+ 1.4
(308) (11.7%) (33.1ﬁ) (14{6%) (20.1%) .'(;STQ%) (4.5%)
FUTURE _
CRNA 204 85 * K 2 2 15 1.6+ 1.2
(319) (63.9%) |(26.62). . (3.4%) (.6%)... . (.6%) (4.7%)
MD/CRNA response difference significant at .00l (x2= over 100)
STRONGLY |AGREE UNCERTAIN| DISAGREE [STRONGLY NO ¢ MEAN
..... AGREE .1..|..2.- .3...).....4... |DISAGREE 5 | RESPONSE [+ ST. DEV.7
TOTAL
(38.7%) (32.79;:-{6:8%) -~ {- {128}~ ¥ “{8s:3%9)° (2.5%)
630 .
241 188 56 64 52 29 2.3+ 1.5
"UTURE (38.3%) (29;8%1 (8.9%)..] (10.2%) . . | -(8.3%) (4.6%)

Current/Future (Total Response) not significant at .05 (x?=.001)

Current/Future (MD ° Resporise)

not significant at .0

)

5;1¥§T.002)

Cnrrent/Futyre (CRNA _Response) significant at .05 (x




Nurse anesthetists shou.d participate in anesthesia care in the recovery and

9.
critical care areas.
TOTAL RESPONSES 55 | STRONGLY| AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 MEAN
AGREE 1 2 ' 3 e 8 DISAGREE 5 | RESPONSE |- ST. DEV.7
NTP 71 R E 12 N 5 _ 3 1.9+ 1.1
(172) (41.3%) | (43%) (7%) - (4.1%) (2.9%) (1.7%)
RNATP 97. -89 |- 10 . = 46 - 1 1.7+ .91
CHRRERE (210) (46.2%) [42.4%) |.(4.88%) (4.8%) | (1.4%). (.5%)
MDATP 42 112 |- 15 17 4 - o 2,3+ 1.2
(203) (20.7%) [55.2%) | (7.4%) (8.4%) (6.9%) (1.5%)
NTP/RNATP response difference not significant at .05 (x“=.039)
RNATP/MDATP response difference significant at .0l (x2={8.9)
NTP/MDATP response difference significant at .05 (x2= 5.6}
: STRONGLY| ' AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 MEAN
TOTAL RESPONSESG585
%5585 Iagree .1l 2 |:..3.. .|. 4 »|pisacREE 5 | REspoNsE| ¥ sTr. DEV.7].
NTP 72 x T8 |. 11 4 4 6 1.9+ 1.2,
(172) - .. | .(41.9%). | (43.6%)| 16.4%) . ... .{(2.3%).:. . | (2.3%) (3.5%)
FUTURE RNATP o7 1i 82 |7 13 6 2 10 1.9% 1.2
(210) (46.2%) | (39%). | (6.2%). 1(2.9%) (1%) (4.8%) i
MDATP . 44 106 | - 19 R~ I 13 6 2. 34 1.2
(203) (21.7%) | (52.2%)] (9,4%) . .. | (7.4%) . (6.4%) (3%) .

NTP/RNATP reéponse difference not significant at .05 (x2=.02)

RNATP/MDATP response difference significant at .001 (x2=12.2)

NTP/MDATB response difference 'significant at .01 (x2= 8.5)




40.
TOTAL RESPONSESg,. | STRONGLY | AGREE| UNCERTAIN|DISAGREE |STRONGLY NO 6 MEAN
AGREE 1 2 s B < DISAGREE 5 | RESPONSE | + ST.DEV.7
by 1. 47 | 187 25 24 . 19 6 2.3+ 1.1
CURRENT (309) | (15.3%) (60.7%)| (8.1%) (7.8%) (6.2%) (1.9%) ~
CRNA 175 .. 109 18 10 4 3 1.6+ .93
(319) [ (54.9%). - |(34.2%)| (5.6%) (3.1%) |(1.3%) .9%) - '
MD/CRNA response difference significant at .001_.'(x2=17.s)
i STRONGLY |AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 MEAN
TOTAL RESPONSESg37| agree 1| 2 3 - 4 IDISAGREE 5 | RESPONSE |+ ST. DEV.7.
M.D. 51 181 27 " 2 4T 37 10 2.4+ 1,2
(309) (16.6%) {(58.8%)] (8.8%) 11.1%) (5.5%) (3.29)
FUTURE :
CRNA 175 101 22 4 3 14 1.7+ 1.2
(319) " | (54.9%) ‘{(31:7%) - (6,9%) | (1.38) " - | (.9%) (4.4%) -
MD/CRNA response difference significant at .00l (x =24.3)
STRONGLY |AGREE | UNCERTAIN| DISAGREE [STRONGLY NO 6 MEAN
ARCREB .Y iid v 2% I, T 4 . . DISAGREE 5 | RESPONSE |+ ST. DEV.7
TOTAL
"RESPONSES FURRENT| 225 296 43 34 o . 27 2.0+ 1.1
630 o (35.7%). (47%) | (6.8%)... 1. {5.4%). (2«B%8)"' %+ (3.3%)-
229 282 49 26 20 | 24 2.0+ 1,2
FUTURE |(36.3%) |(44.8%] (7.8%) ..| (4.1%) . . (3.2%) (3.8%)
Fut Total R nse) not significant at . x5=.
ggggggtéf‘gtg§g iMOD‘? Reggggsg ) not signii‘icarxt at 8‘2 fx%=8g¥
not signlflcant at .05 (x“=1.4)

Current/Future (CRNA Response)




40. .
TOTAL RESPONSESGZ? STRONGLY AGREE UNCERTAIN| DISAGREE | STRONGLY NO 6 MEAN
AGREE 1L @ 1o B - 4 DISAGREE 5 | RESPONSE | + ST.DEV.7
MsDs 1. 47 | 187 25 24 19 6 2.3+ 1.1
CURRENT (309) | (15.33) |(60.7%)| (8.1%) (7.8%) (6.2%) (1.9%)
CRNA 175 109 18 10 4 3 1.6+ .93
(319) (54.9%) . (34.2%) (5.6%) (3.1%) (1.3%) (.9%) '
MD/CRNA response difference significant at .001 (x2=17.6)
: )
; STRONGLY [AGREE | UNCERTAIN | DISAGREE |[STRONGLY NO 6 MEAN
TOTHL: RECRONBESgav] achey 1)~ 2 pre 4 DISAGREE 5 | RESPONSE |+ ST. DEV.7.
M.D. 51 181 27. 22 A | 10 2.4+ 1.2
(309) (16.6%) ((58.8%)] (8.8%) (7.1%) (5.5%) (3.2%)
FUTURE -
CRNA 175 101 "22-_ 4 3 14 1.7+ 1.2
(319) | (54.9%) - [(31:78] - (6,9%) | (1.38) | (.9%) (4.4%)
MD/CRNA response difference significant at .001 (gz=g4.3)
STRONGLY |AGREE UNCERTAIN| DISAGREE [STRONGLY NO ¢ MEAN
..... AGREE . 1. .3« . @ b "nvudin cawvie vy . PIBAGREE § - RESPONSE |+ ST. DEV,7
TOTAL
'RESPONSES ~URRENT 225 296 43 34 ] - 27 2.0+ 1.1
630 e (35.7%). (478) 1. (B6.8B%). - ' 15.4%) « i |-7{2:8%) 1 (3.3%).
229 282 49 26 20 24 2.0+ 1.2
FUTURE | (36.3%)  1(44.8%] (7.8%) .., ]| (4.1%).. . |. .(3.2%) (3.8%)
Fut Total Response) not sjgnificant at .Q5 (x%=.
ggigggnggtgig iM?D? Respgnse)) not signi icant at .Bb gx%=.BE]
Current/Future (CRNA Response) (x“=1.4)

not significant at .05




lol

Nurse Anesthgtists should administer blood and apprbpriate flﬁiés during aneéthesia
care, according to patient needs, without mandatory consultation with an anesthesiologist.

MEAN

TOTAL RESPONSES585 STRONGLY| -AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 M
AGREE 1| . 2 ' 3 4 DISAGREE 5 | RESPONSE |- ST. DEV.7
NTP 89 . 58 : 7 -11 4 "3 1.8+ 1.1
(172) (51.7%) |(33.7%)| (4.1%) (6.4%) {2.3%) (1.7%) ]
_ CURRENT RNATP 98 . 69 N 8 5 B 8 - 1 2.0+ 1.2
(210) (46.7%) |(32.9%) ] (3.8%) - (12.4%) (3.8%) (.5%) = 4
MDATP 46 - 89 13 37 . 16 2 2.5+ 1.3
(203) (22.7%) |(43.8%)| (6.4%) (18.2%) (7.9%) (1%) ki
NTP/RNATP response difference significant at .0} (x2=8.4)
RNATP/MDATP response difference not significant at .05 (x?=2.5)_'
NTP/MDATP response difference significant at .001 (x2=18.7)
J STRONGLY| ' AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 EAN
TOTAL RESPONSES 385 | ovper 2| 2 |;...3. '~ 4 °|DISAGREE 5 | RESPONSE ¥ ST. DEV.7|
NTP 88 . 53 i 10 P B o7 7 1i9% 143 .
{172).: | (51.28) : |¢(30.8%)-] i(5:8%) v« 4::(5,2%): (2.9%) (4.1%)
FUTURE RNATP 95 .+ 59 15 21 10 10 2.2+ 1.4
(210). .1 (45.2%) . [(28.1%) | :{(17.1%). . - .(10%) - (4.8%) (4.8%) ‘s
MDATP 49 w85 15 .- 32 17 5 2.5+ 1.4
(203) | (24.1%) [(41.9%)( (7.4%) .. |. (15.8%). | (8.4%) (2.5%)

NTP/RNATP response difference not significant at .05 (x2=3.7)

RNATP/MDATP response difference significant at .05 (x2=4.9)

NTP/MDATP response difference significant at .001 (x2=16.3}'

9




TOTAL RESPONSES STRONGLY | AGREE| UNCERTAIN|DISAGREE |STRONGLY .NO 6 MEAN
627 | AGREE 1 2 3. | DISAGREE 5 | RESPONSE | + ST.DEV.7
M.D. 40 139 - 26 ‘ 69 27 7 2.8+ 1.3
P — (308) (13%) (45.1%)] (8.49%) (22.4%) (p.a%) (2.3%)
CRNA 210 - 90 9 > 2 g | 1.4+ .76
(319) (65.8%) | (28.2%)] (2.8%) (2.2%) <} (.68) (.3%) -
MD/CRNA response difference signif}_a_:_:ant at .001 ,(x2=98.9)
: STRONGLY |AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 MEAN .
e a7 B IR S B 4 DISAGREE 5 | RESPONSE |+ ST. DEV.7.
M.D. 41 132 -} 34 . 62 L7 30 : 9 2.8+ 1.3
(308) (13.3%) | (42.9% (11%) | - (20.1%) (9.7%) (2.9%) i
FUTURE :
CRNA jog. |, - o3& ] @ 3 g 1.6% 1.2
A319) .1 (65.2%) [ (23i8e). |, (4,78). 1. (. 98). v e %) (4.4%) >
MD/CRNA response difference significant'at MOOL.(x2=99.3)
STRONGLY |AGREE | UNCERTAIN| DISAGREE [STRONGLY NO ¢ MEAN
..... AGREE .1..]|..2.. .3.:.).....4.. . [DISAGREE 5 | RESPONSE |+ ST. DEV.7
TOTAL
RESPONSES | hyyprENT 251 229 35 . 7 - 30 8 2.1 1.3
630 (39.8%) ](36.38) - (5.6%) | (12.;28) | '(4.8%) ° {1.3%8) ;
250 | 208 49 66 34 23 2.2+ 1.4
"UTURE | (39,7%) |[(33%) | -~ {7.8%) +| (10.5%) - | (5.4%) {(3.7%) X
Current/Future (Total Response) not significant at .05 x%a.oo.}
Current/Future (MD Response) -not significant at .05 izfggé

Current/Future. (CRNA - Response) not significant at .05




34.

Nurse anesthetists should participate in hospital cardio-pulmonary resuscitation programs.

TOTAL RESPONSESsgs STRONGLY| -AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 gEAN
r AGREE 1| . 2 3 4 DISAGREE 5 | RESPONSE |- ST. DEV.7?7
NTP 97 > N 4 2 2 1.64 .91
(172) (56.4%) |(35.5%)] (3.5%) (2.3%) (1.2%) (1.2%)
RNATP 126 |: 76 |- -2 g 0. 2 1.5+ .76
CHRRENE (210) (60%) (36.2%)] - (1%) (1.9%) (0%) . (1%) :
MDATP 79. |--1021° 4 11 2 1.94 1,1
(203) (38.9%) (50.2%) (2.5%) (2%) (5.4%) (1%) a1
NTP/RNATP response difference not significant at .05 (x2=.48)
RNATP/MDATP response difference not significant at .05 (x2=1.6)
NTP/MDATP response difference not.significant at .05 (x2=.06)
‘ ~a 585 STRONGLY| . AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 MEAN
ORI, BRBEIRES © AGREE . 1l 2 |::..3.. 4 °|DISAGREE 5 | RESPONSE | X ST. DEV.?
NTP 97 - 56 9 - I 1 6 178 Lad
FUTURE PNATP 123 . 66 5 3 0 13 1.7+ 1.3
(210) (58.6%) [(31.4%)] | (2.4%) (1.4%) (0%) (6.2%)
MDATP 83 96 ; 6 S T 9 5 1.9+ 1.1
(203) : §80.9%) {E87 3%} 028 ) Y PR (4.4%) (2.5%)

NTP/RNATP response difference not significant at .05 (x2=.1321

RNATP/MDATP response difference significant at .05 (x2=5.3)

NTP/MDATP response difference not significant at .05 (x2=2.5)




TOTAL RESPONSESG27 STRONGLY | AGREE| UNCERTAIN|DISAGREE | STRONGLY .NO 6 MEAN
AGREE 1 2 SRR e g DISAGREE 5 | RESPONSE | + ST.DEV.7
%ﬁgé) 103 169 11 5 12 8 2.0+ 1.1
{
F— (33.4%) (54.9%)] (3.6%) (1.6%) (3.9%) (2.6%)
CRNA 214 87 - 6 9 1 2 1.4+ .79
(319) | (67.1%) (27.3%)] (1.9%) (2.8%) (.3%) (.6%)
MD/CRNA response difference not significant at .05 (x2=1.9)
' STRONGLY |AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 MEAN
TOTAL RESPONSES527 | agrer 11 2 3 4 DISAGREE 5 | RESPONSE |+ ST. DEV.7.
M.D. 105 159 17 4 479 .. 14 2.0+ 1.2
(308) | (34.1%) (51.6%] (5.5%) (1.3%) (2.9%) (5.5%)
FUTURE
CRNA 213 75 g F 7 1 14 1.6+ 1.2
(319)-] (66.8%) -|-(23.5%) -(2.8%) - |-(2.2%) - .| (.3%) (4.4%)
MD/CRNA response difference not significant at .05 (32=1.l)
STRONGLY |AGREE { UNCERTAIN| DISAGREE [STRONGLY NO ¢ MEAN
..... AGREE .1..|..2.. 3...].....4. .. DISAGREE 5 | RESPONSE |+ ST. DEV.7
TOTAL
‘RESPONSES | I, 320 | 256 17 14 13 10 1.7+ .98
CURRENT| (50, 8%) (40.6%)  (2.7%). . | .(2.2%) C (2.1%) (1.6%) :
95y 321 234 26 11 10 28 1.8+ 1.2
FuTure | (51%) (37.1%] (4.1%) (378).".. 1., (1.6%) {4.4%)

Current/Future (Tctal Response) not significant at .05 (x%=, 32)

Currert/Future (M.D. Respohse)

not significant at .05 (x2=.20)

Current/Future (CRNA Response) not significant at .05 (x2=.02)
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ability, on an equal basis with anesthesiologists.

Murse Anesthetists should perform all anesthesia dutiecs, accofding to individual

TOTAL RESPONSESs5g5 STRONGLY| -AGREE | UNCERTAIN | DISAGREE [STRONGLY NO 6 MEAN
AGREE 1| . 2 : 3 S 4 DISAGREE 5 | RESPONSE |- ST. DEV.7
NTP 38 36 |- 13 59 22 "4 3.0+ 1.5
-+(172) (22.1%) (20.9%) - (7.6%) (34.39) (12.8%) (2.3%)
PNATP 65 - 21 - . 82 32 3 2.8+ 1.5
CORRENT (210) (31%) (17.6%) . (10%) | (24.8%) | (15.28%) (1.4%) -
MDATP 29 28 18 61 64 3 3.6+ 1.5
(203) (14.3%) (13.8% (8.9%) (30%) (3%.5%) (1.5%) "
NTP/RNATP response difference not significant at .05 (x2=l.4)
RNATP/MDATP response difference significant at .DOI'(x?=;9.8)_
NTP/MDATP response difference significant at .01 (x2=8.8)
: STRONGLY| 'AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 MEAN
TOTAL RESPONSES 585 | pcppg .2l 2 |:-..3.. .| .4 *|DISACREE § RESPONSE | £ ST. DEV.7.
NTP 39 . 817 | 22 52 21 7 3,08 1.5
(172)...]422.7%) . 1(18%) .| :(12.8%) « J:(30.2%) (12.2%) (4.1%)
FUTURE RNATP 64 v, 33 23 43 33 14 3.0+ 1.7
(210) (30.5%) . ((15.7%) ] :(11%). . (20.5%) £15:7%) (6.7%)
MDATP. 30 26 }: 22 . 56 64 6 3.6+ 1.5
(203) (14.8%) |(12.3%)] (10.8%).. |(27.6%). . (31.5%) (3%)

NTP/RNATP response difference not‘significant"at .05 (x2=1.3y

RNATP/MDATP response difference significant at .001 fx2=40.5)

NTP/MDATP response difference significant at .01 (x2=9,4}|




TOTAL RESPONSES627 STRONGLE AGREE| UNCERTAIN|DISAGREE |[STRONGLY NO ¢ MEAN
AGREE L | 2 - -4 DISAGREE 5 | RESPONSE | + ST.DEV.7
Tigé) 15 22 17 124 - X3 8 4.1+ 1.1.
CURRENT (4.9%) (7.1%) (5.5%) (40.3%) (39.6%) (2.6%)
CRNA 129 84 . 38 . 83 .1 A%’ 4 2.2+ 1.3
(319) | (40.4%) | (26.3%)] (1l1l.9%) (16.6%) .| (3.4%) (L.3%)
MD/CRNA response difference significant at .00l _(x2=over 100)
; STRONGLY |AGREE | UNCERTAIN | DISAGREE [STRONGLY NO 6 MEAN
TOTAL RES .
0 PONSES 627| agree 1| 2 3 4 DISAGREE 5 RESPONSE |+ ST. DEV.7
M.D. 15 19 25 . 134 - jad 123 12 4.1+ 1.1
(308) | (4.9%) (6.2%) (8.1%) | (37%) (39.9%) (3.9%)
FUTURE
CRNA 129 75 46 41 11 17 2.3+ 1.5
_(3;9) _(40,4%1|-'(2355%}|.(;4.4%)‘ (12:9%) - (3.48) (5.3%)
MD/CRNA response difference significant at .001 (x“=over 100)
STRONGLY |AGREE | UNCERTAIN| DISAGREE [STRONGLY NCO ¢ MEAN
...... AGREE .1..{..2.- .3...].....4. ... DISAGREE 5 | RESPONSE |+ ST. DEV.7
et 144 106 55 179 134 12 3.1+ 1.5
'RESPONSES | h - Ve
FURRENT| (22,9%) | (16.8% .. (8.7%) | .(28.4%) [ .(21.3%) (1.9%) -
629 144 94 71 157 135 29 3.2+ 1.6
FUTURE | (22.9%) | (14. 9ﬁ (33.3%) | (24,9%) | (21.4%) . (4.6%)
Current/Future (Total Response) not 51gn1ficant at .05 (x¢=, 003)
Current/Future (M.D. Response} ‘not significant at .05 Ex% .46)
Current/Future (CRNA ReSponse not s:l.gnlflcant at .05 =,46




Eypothesis: 7Utilization of nurse anesthetists has no
impact on the feelings, job satisfaction, or status of
the anesthesiologists with whom they work.



1. Utilization of nurses in anesthesia care may increase the status of the anesthesiologist.
TOTAL RESPONSESSBS STRONGLY| -AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 EEAN
AGREE 1} 2 ' 3 ' 4 DISAGREE 5 | RESPONSE |- ST. DEV.7
NTP 22 58 38 39 9 6 2.8+ 1.3
RNATP 31 i T2 . 46 36, - 19. 6 2.8+ 1.3
CURRENT (210) (14.8%) |(34.3%)] (21.9%). (17.1%) | (9%) (2 9%) '
MDATP 16 | 56 |- 45 50 1. 5 3.9+ 1.3
(203) (7.9%) (27.6%)| (22.2%) (24.6%) (15.3%) (2.5%) '
NTP/RNATP response difference not significant at .05 (x2=.121)
RNATP/MDATP response difference significant at }01 (x2¢9.7)
NTP/MDATP response difference significant at .05 (x2=6.;J
STRONGLY| . AGREE | UNCERTAIN DISAGREE | STRONGLY NO 6 AN
TOTAL RESPONSES 585 | pcrrp . 1. 2 .. 3 .4 ' |DISAGREE 5 RESPONSE f.-”ms-r. DEV. 7|
NTP 25 | 49 | 46 ‘39 12 10 2.9+ 1.4
(172) - (14.5%) - 1(28.5%)| :(26.7%) ' ' | (17.4%) (7%). (5.8%)
FUTURE RNATP 29 63 oo B 26 20 18 3.0+ 1.5
(210) (13.8%) - [(30%) - | ((25.7%) + | (12.4%) (9.5%) (8.6%)
MDATP: 22 44 i 56 - 42 31 8 3.2+ 1.3
(203) {10.8%) [{21.7%) (27..6%): . (20.7%) - (15.3%) (3.9%)

NTP/RNATP response difference not significant at .05 (x2=.120)

RNATP /MDATP response difference significant at .01 (x2=9,6)

NTP/MDATP response difference significant at .05 (x2=6.2)




TOTAL RESPONSES627 | STRONGLY | AGREE| UNCERTAIN|DISAGREE |STRONGLY .NO ¢ MEAN
AGREE 1 2 | . 3. = DISAGREE 5 | RESPONSE | + ST.DEV.7
M.D. 19 77 74 | . 87 43 8 3.3+ 1.2
CURRERT (308) | (6.2%) |(25%) (24%) (28.28%) (14%) (2.6%)
CRNA 53 116 72 48 19 - ) 2,7¢ 1.3
(319) | (16.6%) |(36.4%)] (22.6%) (15%) (6%) (3.4%) '
MD/CRNA response difference significant at .001 (x2=38.9)
| STRONGLY |AGREE | UNCERTAIN | DISAGREE [STRONGLY NO 6 MEAN |
T 0 ;
OTAL FERRONGES g7 xomue  1]- 2 3 4 DISAGREE 5 | RESPONSE |+ ST. DEV.7.
M.D. 24§ o 0 88 AR S W B 3,2+ 1.3
(308)| (7.8%) ((22.7%)  (28.6%)| (22.7%) | (14.6%) (3.6%)
FUTURE -
CRNA 55 95 -84 38 21 26 2.9+ 1.4
o (319)1 (17.2%) | (29.8%) (26:33) | (11.9%) | (6.6%) (8.2%)
MD/CRNA response difference significant at ._Oo'l. .(x2f=29.8) '
STRONGLY |AGREE | UNCERTAIN| DISAGREE [STRONGLY NO 6 MEAN
..... AGREE .1..]..2.- 3...1.. ..4. .. [DISAGREE 5 | RESPONSE [+ ST. DEV.7
st 72 195 147 135 62 19 3.0+ 1.3
"RESPONSES | hiypnrp -39 ;o «90F d»
ho CURRENT| (11,4%) | (318) | .(23.3%)..].(21.48)... | (9.8%) (3%)
L 79 167 173 108 . 66 37 3.0+ 1.4
FUTURE | (12,5%) . | (26.5%) :¢27.5%) * | (17.1%) - - | (10.5%) (5.9%)
t /Future (Total Response) not significant at .05 (x5=.06 :
8&£§Sgt;th3re EMD Responge) ) not s;i.gn:j.ficant at .05 x2=.18;
Current/Future (CRNA Response) not significant at .05 (x2=,005)




2. Utilization of nurses in anesthesia care may be a threat to the status of the

anesthe51olog15t.
TOTAL RESPONSES ggs STRONGLY| AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 MEAN
- AGREE 1f = 2 ' 3 e DISAGREE 5 | RESPONSE |- ST, DEV.7
NTP 23 31 , 24 57 33 4 3.3+ 1.4
1 98) (13.43) |(18%) (14%) (33.1%) (19.2%) (2.3%) '
RNATP 18 - 34 |- 23 84 48 3 3.8+ 1.3
CHRRERE (210) | (8.6%) |(16.2%)|- (11%) (40%) (22.9%) (1.4%) '
MDATP 12 32 v B 85 40 4 3.6+ 1.2
(203) (5.9%) (15.8%)| (14.8%) (41.9%) (19.7%) (2%) ;-
NTP/RNATP response difference not significant at .05 (x2=2;7)
RNATP/MDATP response difference not significant at .05-(x2=.12)
NTP/MDATP response difference sicnificant at .05 (x2=4.2)
STRONGLY| AGREE | UNCERTAIN | DISAGREE|STRONGLY NO 6 MEAN
TOTAL RESPONSES ... | acreg.21| 2 |:...3 . .|. 4 ~°|DISAGREE 5 | RESPONSE | £ ST. DEV.?
NTP 23 - 28 |- 29 50 33 9 3.4+ 1.4
S (172) .- | {13.4%) - |(16.3%)] 1¢16.9%) - - |- (29.1%) (19.2%) (5.2%)
FUTURE RNATP 19 - 37 66 47 14 3.7+ 1.4
(210) (9%) (12.9%) | | (L7.6%) - (31.4%) (22.4%) (6.7%)
MDATP 13 26 36 . 81 41 6 3.6+ 1.2
(203) (6.4%) (12.8%)| (17.7%).. [ (39.9%). {20.2%) (3%)

NTP/RNATP response difference not siénificant at .05 (x2=2.3]

RNATP /MDATP reaponse'différence not significant at .05 (x2

=.68)

NTP/MDATP response difference significant at .05 (x2=6.0).

@




AGREE

TOTAL RESPONSES,,. | STRONGLY UNCERTAIN|DISAGREE | STRONGLY 'NO 6 MEAN
AGREE 1 2 v G 4 DISAGREE 5 | RESPONSE | + ST.DEV.?7
M. D, 17 48 48 . 142 43 10 368 LR
CURRENT (308) | (5.5%) (15.6%)] (15.6%) (46.1%) | (14%) (3.2%)
CRNA 39 56 . 34 99 . 86 5 3.5+ 1.4
(319) | (12.2%) | (17.6%)] (10.7%) | (31%) (27%) (1.6%) ‘
MD/CRNA response differénce not significant at .05 (x2=3.6)
' STRONGLY |AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 MEAN
TOTAL JESPONBERgos | amme Al @ $ o 4 IDISAGREE 5 | RESPONSE |+ ST. DEV.7.
M.D. ' - : 2 ' ;
(308) 20 - 4% o 68 121 |7 44 14 3.6+ 1.2
(6.5%) (13.3%) (22.1%) .| (39.3%) | (14.3%) (4.5%)
FUTURE . -
CRNA 37 46 45 88 83 ¢ 20 3.6+ 1.4
(319) 1 (11.6%) (' (14:4%) (24.1%)" 1 (27.6%) | (26%) (6.3%)
MD/CRNA response difference not significant at ,q5|(x2-1.6)
STRONGLY |AGREE | UNCERTAIN| DISAGREE [STRONGLY NO 6 MEAN
....... AGREE .1..}|..2.. ..3.:.}.....4. . PDISAGREE 5 | RESPONSE |+ ST. DEV.7
TOTAL
'RESPONSES | hyprENT 56 104 . 83 242 | 130 - 15 ° 3.5¢ 1.3
630 3 (8.9%). | (16.5%) ..(13.2%) {-(38.4%). .. (20.6%) . (2.4%) .
- V8% 87 114 210 128 34 3.6+ 1.3
FUTURE | (9%) (13.8% .. (18.1%) | (33.3%) . |.(20.3%) (5.4%)

Current/Future (M.D. Response) not significant at .05

Current/Future (CRNA Response) not significant at .05 (

Current/Future (Total Response) not significant at .05 (xz=.001)

(x2=.02) -
X§= -
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Supervision of two nurse anesthetists contributes more to the stress of the day than
doing a case one's self.

TOTAL RESPONSES g5 STRONGLY| ‘AGREE | UNCERTAIN DIqAGREE{STRONGLY NO 6 %EAN
AGREE 1 2 3 4 “DISAGREE 5 | RESPONSE |- ST. DEV.7
ﬂ .
NTP 15 45 29 40 | 29 14 3.4+ 1.5
=AY T2) (8.7%) (26.2%) (16 9%) (23.3%) (16.9%) (8.1%) -
RNATP 20 o B 25 €2 39. 14 3.4+ 1.4
CURRENT . . : + 1.
(210) (9.5%) (23.8%) - (11.9%) (29.5%) (18.6%) (6.7%) '
MDATP 27 50 | 23 58 33 12 3.3+ 1.5
(203) (13.3%) (24.6%) (11.3%) {28.6%) (16.3%) (5.6%) '
NTP/RNATP response difference not.significant at .05 (x2=.725-
RNATP/MDATP response difference not significant at .055(x2=;64)l
NTP/MDATP response difference not significant at .05 (x2=.00;j
STRONGLY| < AGREE | UNCERTAIN DISAGREE | STRONGLY NO 6 MEAN
TOTAL RESPONSES 585 | hoppp . 1| 2 S s s B 4 *|DISAGREE 5 RESPONSE | £ sT. DEV.7|.
NTP 14 .37 |+ 88 WL " o 18 3.5+ 1.5°
(172) - -} (841%) - |(21.5%)| :(20.3%) " ' | (23.8%) (15.7%) (10.5%)
FUTURE RNATP 19 .44 34 52 35 26 3.6+ 1.5
(210) . . | (9%) (21%) - -] :(16.2%) + | (24.8%). (16.7%) - (12.4%)
. 3.3+ 1.5
MDATP 27 46 26 - 56 33 15 .3+
(13.3%) [(22.7%)] "(12.8%) | (27.6%) | (16.3%) (7.5%)
NTP/RNATP response difference not SLgnlflcant at 05 (x‘ '001)

RNATP/MDATP response dlfference not significant at .05 (xz- 19)

NTP/MDATP response difference not significant at .05 (x

=.06)




TOTAL RESPONSES STRONGLY | AGREE| UNCERTAIN|DISAGREE |STRONGLY .NO 6 MEAN
627| AGREE 1 2 : 3 . 4 DISAGEEE 5 | RESPONSE | + ST.DEV.7
M.D. 54 109 f 33 ). 83 21 LB 2.8+ 1.3
CURRENT (308)| (17.5%) (35.4% (10.7%) | (26.9%) (6.8%) (2.6%) v
CRNA : "k
(319) 19 43 54- - g5« » 8% 33 3.9+ 1.4
(6%) (13.5%) (16.9%) (26.5%) | (26.6%) (10.3%) -
MD/CRNA response difference significant at .001.(x2= 5%:7)
TN, T 627| STRONGLY |[AGREE | UNCERTAIN | DISAGREE [STRONGLY NO 6 MEAN
VIAL FESEONRRG AGREE 1| 2 5 - 4 DISAGREE 5 | RESPONSE |+ ST. DEV.7.
M.D. 51 101 42. - 80 w720 14 2.9+ 1.4
(308) | (16.6%) (32.8%)  (13.6%) | (26%) . | (6.5%) (4.5%)
FUTURE
CRNA 19 33 ! 78 80 48 4,0+ 1.4
. (319) [ (6%) (0 3%y (19,1%) v (24.5%) | (25.1%) (15%)
MD/CRNA response difference significant at .00l (x“=57.3)
STRONGLY |AGREE | UNCERTAIN| DISAGREE [STRONGLY NO ¢ MEAN
..... AGREE .1..{..2.. T 4. .. DISAGREE 5 | RESPONSE |+ ST. DEV.7
TOTAL
'RESPONSES | byprENT 73 153 BT 170 106 41 3.3+ 1.5
¥ (11.6%) [(24.38) . .(13.8) .| {278).::] [16.8%) (6.58%).
230 70 135 103 160 100 62 3.4+ 1.5
FUTURE | (11.1%) |(21.4%) . (16.3%),| (25.4%). | (15,9%) (9.8%)
Current/Future (Total Response) not si:nificant at .05 x2=.05)
Current/Future (M.D. Response) not significant at .05 § f.gg?)

Curxant /Futrure

(CRNA _Response)

not significant at .05




4. Supervision of two nurse anesthetists makes work more pleasant and interesting than doing a case one's self.

TOTAL RESPONSESsgs STRONGLY| -AGREE | UNCERTAIN | DISAGREE |[STRONGLY NO 6 ME
AGREE 1. 2 ‘|- 3 L4 DISAGREE 5 | RESPONSE [- ST. DEV.7
NTP 14 36 | 57 44 10 11 3:2% 1.3
= (172) (8.1%) (20.9%)| (33.1%) (25.6%) (5.8%). (6.4%) -
RNATP 17 . 58 |+ 57 - 47 16, 15 8. 24 1,3
CURBENY (210) | (8.1%) |(27.6%)]-(27.1%) | (22.4%) (7.6%) (7.1%) -
MDATP 16 60 | 46 49 20 12 3.2+ 1.3
(7.9%) (29.6%)| (22.7%) (24.1%) (9.9%) (5.9%)
NTP/RNATP response difference not significant at .05 (x2=.7)
RNATP/MDATP response difference not significant at .05 (x2=.04)
NTP/MDATP response difference not significant at .05 (22=.29)
: STRONGLY| AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 MEAN
~TOTAL RESPONSES 585 | %cppp  1f 2 |: ..3.. .| 4 ~|DISAGREE 5 | RESPONSE | * ST. DEV.7.
NTP 14 + .3, b 68 39 9. 15 3424 Le3"
(172)- - - | (8.1%) - |(18.6%)| :{36.6%) - | (22.4%) (5.28%) (8.7%)
FUTURE RNATE 17 . 50 . - 58 42 16 27 3.3+ 1.5
MDATP 14: 58 | . 50 Y cak 19 15 3.2+ 1.3
(203) (6.9%) . {(28.6%)| (24.6%). . |. (23.2%). | (9.4%) (7.4%)

NTP/RNATP response difference not significant at .05 (x2=.30)

RNATP/MDATP response difference not .significant at .05 (x2=.01)

NTP/MDATP recsponse difference not signifiéant at .05 (x2=.12)




TOTAL RESPONSES .| STRONGLY | AGREE| UNCERTAIN|DISAGREE |STRONGLY NO 6 MEAN
AGREE 1 2 | B . 4 DISAGREE 5 | RESPONSE | + ST.DEV.7
o) 25 96 55 96 32 5 3.1+ 1.2
8. 3 ‘ i3 10,1 1.
CURRENT (8.1%) | (31.2%} (17.9%) | (31.2%) | (10.1%) (1.6%)
Fd 24 68 115 55 . | < 29 38 3.3+ 1.4
(7.5%) | (21.3%] (36.1%) | (17.2%) .| (6%) (11.9%)
MD/CRNA respoﬁse difference not significant at. .05 (x2§1.5) '
: STRONGLY |AGREE | UNCERTAIN | DISAGREE [STRONGLY NO 6 MEAN
TOTAL RESPONSESE27 )| acnme 1| 2 3 4 DISAGREE 5 | RESPONSE |+ ST. DEV.7.
M.D. 23 01 61" 90 L 11 3.2+ 1.3
(308) | (7.5%) |(29.5%) (19.8%) | -(29.2%) | (10.4%) (3.6%)
FUTURE
ata 24 | s8 | 1208 .48 16 53 3.4+ 1.5
LR (7.5%) . j(asL 2Ry L (57.6%) ] Uise) L . | (5%) (16.6%)
MD/CRNA response difference not significant at .05 ' (x%=1.9)... ... ...
STRONGLY |AGREE | UNCERTAIN| DISAGREE STRONGLY | NO ¢ MEAN
...... AGREE .1: .12+ .3...1.....4. .. DISAGREE 5 ' | RESPONSE [+ ST. DEV.7
i SN | 5 49 166 | 170 152 50 43 3.2+ 1.3
“URRENT| (7,8%) (26.3%”_{27%)...1 (24.1%). .. ]| .(7,9%) . (6.8%)
630
47 151 181 139 a8 64 3.3+ 1.4
FUTURE | (7.5%)  [(243) | (28.7%) -+ | (22.1%) - | (7.6%) (10,2%)

Current/Future (Total Response)
Current/Future (M.D. Response)

Current/Future . (CRNA Response)

mnot significant at .05 (x2=,001)'

not significant at .05 (x%=.001)
not significant at ;05 (x2=.001)




TOTAL RESPONSES .| STRONGLY | AGREE| UNCERTAIN|DISAGREE |STRONGLY NO 6 MEAN
AGREE 1 2 B o DISAGREE 5 | RESPONSE | + ST.DEV.7
e 25 96 55 96 3z 5 3.4 1.2
CURRENT (8.1%) | (31.2%] (17.9%) | (31.2%) | (10.1%) (1.6%)
1319 24 68 it 55 . f < 19 38 3.3+ 1.4
(7.5%) | (21.3%] (36.1%) | (17.2%) .| (6%) (11.9%)
MD/CRNA respohse difference not s%gnificant-at..us_(32#1.5)
' STRONGLY |AGREE | UNCERTAIN | DISAGREE [STRONGLY NO 6 MEAN
=OTAL: RESPONOESSIT! acnpr 11' 2 . 4 DISAGREE 5 | RESPONSE |+ ST. DEV.7.
‘M.D. 23 91 61" - 30 32 11 3.2+ 1.3
308 (7.5% (29.5%) - (19.8%) - | -(29.2%) | (10.4% 3.6% -
PUTURE ( ) ) X -« ) ¢ ) ( . ) ( ) .
??ﬁg) 24 b sg b i-aspcl . gm 16 . 53 Puld Tud
YRR (9.8%) .. HIB R (55.68) ) Viasey T o usa (16.68%)
MD/CRNA response difference,not_significantlat[;QE'lx?;l-SJ ..........
STRONGLY [AGREE | UNCERTAIN| DISAGREE [STRONGLY | NO ¢ MEAN
..... AGREE .1..|..2.. .3...}.....4... DISAGREE 5 ' | RESPONSE |+ ST. DEV.7
5 .
CURRENT| (7,8%) (26.3%) (27%).... ] (24.1%)...|.(7,9%) . (6.8%).
630
; 47 151 181 199° | 48 64 3.3+ 1.4
FUTURE | (7.5%)  [(24%) | (28:7%)-+| (22.1%) | (7.6%)" (10,28)

Current/Future (Total Response)

not significant at .05 (x%=.001) -

Current/Future (M.D. Response) not significant at .05 (x4=.001)
Current/Future . (CRNA Response) not significant at .05 (x2=.001)




5. There may be scheduling difficulty in selecting appropriate césés for nurse anesthetists.

TOTAL RESPONSES 585 STRONGLY| -AGRI™ | UNCERTAIN | DISAGREE |STRONGLY NO 6 ¥
AGREE 1} 2 ' 3 4 DISAGREE 5 | RESPONSE |- ST, DEV.?7
4 LT (4.7%) (22.7%)|  (10.5%) (37.2%) (22.1%) (2.9%)
RNATP 10 40 : 18 89 46 _ 7 3.7¢ 1.2
CURRENT (210) (4.8%) | (19%) | (8.6%) (42.4%) | (21.9%) . (3.3%)
o3 19 53 15 75 32, 9 - 3.4+ 1.4
(9.4%) (26.1%)] (7.4%) (36.9%) (15.8%) (4.4%) :
NTP/RNATP response difference nof.significant at .05 (x2=.61)
RNATP/MDATP response difference significant at-.05'(x2=6,5)
NTP/MDATP response difference not significant at .05 (x2=2.3)
e STRONGLY| .AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 MEAN
A RESPOSSEQSBS AGREE . 1{.. 2 e P 4 "' |DISAGREE 5 RESPONSE | < ST. DEV.7|-
NTP 5 ‘.- 36 i 24 o B 38 10 13.7¢ 1.3
A172) 7| (259%) © 2O 98) Yy (AgR)y <o (34.3%) (22.1%) (5.8%)
FUTURE RNATP 9 » 35 30 73 47 16 3.8+ 1.3
(210)- (4.3%) - |(16.7%)] . (14.3%) (34.8%) (22.4%) (7.6%)
MDATP 19 - 50 : 20° |-« T 31 12 3.4+ 1.4
(203). | (9.4%). }j(24.6%)] - (9.9%) .. ].(358) ... (15.3%) (5.9%)

NTP/RNATP response difference not significant at .05 (x2=,182)

RNATP/MDATP response difference significant at .05

(x2=6.3)

NTP/MDATP response difference not significant at .05 (x2=3.3)




TOTAL RESPONSES | STRONGLY | AGREE| UNCERTAIN|DISAGREE |STRONGLY .NO 6 MEAN
AGREE X 2 v @ 4 DISAGREE 5 | RESPONSE | + ST.DEV.7
y <) 24 118 31 112 16 7 Vol 12
CURRENT (7.8%) (38.3%) (10.1%) (36.4%) | (5.28%) (2.3%)
— 14 a7 .. 24 130 103 16 4.1+ 1.2
(319) | (4-4%) (8.5%) | (7.5%) (40.8%) | (33.9%) (5%) |
MD/CRNA response difference significant at .001 (x2=78.7)
' STRONGLY |AGREE | UNCERTAIN | DISAGREE [STRONGLY NO 6 MEAN
TOTAL RESTONSES eool aomme 1l 2 . g 4 DISAGREE 5 | RESPONSE |+ ST. DEV.7.
M.D. 22 - 1137 41 102 %18 ‘43 3.1+ 1.3
(308) | (7.1%)  {(36.7%)| (13.3%) | .(33.1%) | (5.8%) . (3.9%)
FUTURE
CRNA 12 20 38 114 106 29 4,2+ 1.2
(319) 1 (3.8%)  |(6.3%) [ (11:9%) '~ | (35.7%8)" | (33.2%) (9.1%)
MD/CRNA response difference significant at'.QOI_(xz#Ql)
STRONGLY |AGREE UNCERTAIN(-DISAGREE STRONGLY NO ¢ MEAN
..... AGREE .1..|..2.. .3...|.....4... . DISAGREE 5 | RESPONSE (4 ST. DEV.7
TOTAL
"RESPONSES FURRENT 38 145 . 56 243 X125 23 3.5¢ 1.3
i (6%) (23%) | .(8.9%) .. | .(38.6%). .| (19.8%) (3.7%).
630
—— 34 133 80 217 . 125 41 3.6+ 1.3
(5.4%) (21%) | " (12.7%) | "(34.4%) | (19.8%) (6.5%) .

Current/Future (Total Response) not significant at .05 (x2=.005)

Current/Future (M.D.Response)
Cnrrent/Future (CRNA Response)

not significant at .05 (x4=.16)
not significant at .05 (x2=.29)




6.

Independent actions of nurse anesthetists

are a probhlem to physician supervisors

of anesthetic management.

MEAN

TOTAL RESPONSES STRONGLY| AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 M
585 AGREE 1| 2 - o DISAGREE 5 | RESPONSE [~ sT. DEV.7
NTP . 8 - BB 1 22 © 60 35 9 3.6% 1.3
(172) (4.7%) |(22.1%)| (12.8%) (34.9%) | (20.38%) (5.2%)
RNATP 13 gy o 29 82 40, 7 3.6+ 1.3
CURRENT (210) (6.2%) = |(18.6%)|. (13.8%) (39%) (19%) (3.3%) =
MDATP 18 54 34 67 20 . 10 325 1.3
(203) (8.9%) 1(26.6%)| (16.7%) (33%) (9.9%) (4.5%) '
NTP/RNATP response difference not significant at .05 (x2=.16)
RNATP/MDATP response difference significant at .01 (x2=7.9)
NTP/MDATP response difference significant at .05 (x2=4.5)
STRONGLY| 'AGREE | UNCERTAIN | DISAGREE|STRONGLY NO 6 MEAN
'TOTAL RESPONSES 585 | acppm . 1l 2 sl -4 *|DISAGREE 5§ RESPONSE | * ST. DEV.7
. NTP 10 . 36 L. 30 52 32 12 3.6+ 1.3
S (172) (5.8%) . [(20.9%)| ' (17.4%) .. .|(30.2%) (18.6%) (7%)
FUTURE RNATP 13 o 36 72 36 19 3.7+ 1.3
(210) (6.2%) . |(16.2%){ :(17.1%). . |(34.3%) (17.1%) (9%)
MDRTY 18 53 |- . 38 . 59 22 13 |3.3+ 1.4
- (8:9%) ° 1(26.1%)| (18.7%) ' [(29.1%) (10.8%) (6.4%)

NTP/RNATP response difference not significant at .05 (x2=.61) =

RNATP/MDATP response difference significant at .01 (x2é8.03)

NTP/MDATP response difference significant at .01 (x2=8.03)

NTP/MDATP response difference no¢ significant at ,05 (x2=3.3)




TOTAL RESPONSESGZ7 STRONGLY | AGREE| UNCERTAIN|DISAGREE | STRONGLY .NO ¢ MEAN
AGREE L 2 o B -4 DISAGREE 5 | RESPONSE | + ST.DEV.7
mp. | 31 123 4 - 1. @8 15 10 2.9+ 1.2
10.1% 39,9% 14.3% 27.6% 14.9 2 ik ‘
CURRENT (308) ¥ S ) | ( ) ( ) ( %) (3.2%)
CRNA 10 23 ¢ 45 . . 135 88 . 18 e 1 408 2. L
(319) | (3.1%) - {7.2%) | (1l4.1l%) (42.3%) .| (27.6%) (5.6%) i

MD/CRNA response difference signifi€ant at .00l (x%= over 100)

. I
' STRONGLY |AGREE | UNCERTAIN | DISAGREE [STRONGLY NO 6 MEAN

AL RESEOBCEE. codl aowew 11" 3 8- 4 DISAGREE 5 | RESPONSE |+ ST. DEV.7.
M.D. 31 - 118" 54 78, % a8 15 2.9+ 1.3
(308) | (10.1%) |(38.3%) .(17.5%) .|.(24.4%).. | (4.9%) (4.9%)

FUTURE .
CRNA 12 137 o Tosged L 338 1 U ugs | 032 4.1+ 1.2
4319} .1 (3.8%) .. [5.38). {. “QAV.88). .1 (37¢).. .. (26%) -+ & - (10%)

STRONGLY |AGREE | UNCERTAIN| DISAGREE [STRONGLY NO ¢ MEAN
..... AGREE .1..]..2..]. . ..3.:.].....4... . DISAGREE 5 | RESPONSE |+ ST. DEV.7
TOTAL ;
'RESPONSES | byypRENT 42 147 8.9 221 s, w2103 f 28 3.4% 1.3
(6.7%) (23.3%) (14.1%) - {(35.1%) " " [(16.3%) ' | (4.4%) '
L 44 136 111 194 98 47 3.5+ 1.4
FUTURE | (78) . (21.6%) -(17.6%) | (30.8%) ' |(15.6%8) ' | (7.5%) -

Current/Future (Total Response) not significant at .05 (x2=.13)
Current/Future éM.D. Response not significant at .05 (x2=.10)

Current/Future (CRNA Response not significant at .05 (x2=.002)



7. Independent actions by nurse anesthetists endanger patients.
TOTAL RESPONSESggsg STRONGLY| AGREE | UNCERTAIN | DISAGREE [STRONGLY .|NO 6 MEAN
AGREE 1] . 2 3 4 DISAGREE 5 | RESPONSE |- ST. DEV.7
NTP 6 15 | 21 59 64 ‘7 4.1+ 1.2
(172) (3.5%) (8.7%) | (12.2%) (34.2%) (37.2%) (4.1%) .
RNATP 9 - 17 1 22 B 90. - 11 4.1+ 1.2
" FORRERT (210) (4.38) [(8.1%) |- (10.5%) | (29%) (42.9%) - | (5.2%) -
MDATP 17 34 o A% 55 47 - 9 3.5+ 1.4
(203) (8.4%) (16.7%)] (20.2%3) (27.1%) (23.2%) (4.4%) e
NTP/RNATP response difference not significant at .05 (x2=.017) ‘
RNATP/MDATP response difference significant at .00l (x2=l4.9)
NTP/MDATP response difference significant at .001 (x2= 13.2)
STRONGLY| .AGREE | UNCERTAIN | DISAGREE|STRONGLY NO 6 MEAN
TODAD BECDONOED sen | MORRE . ALs o9 v 4 |DISAGREE 5 | RESPONSE | - ST. DEV.7|-
s 7 . 13 |- 23 54 85 . . 10 4,1+ 1.2
FUTURE RNATP 9 v 45 28 60 76 22 4.2+ 1.3
(210) (4¢3%) ' (7.1%) s 1(13.3%) ' t '('28'96%') (3692%) (10.5%) Ll
MDATP . 17 30 : 49 ;48 48 = 3.6+ 1.4
(203) (8,4%) . [(14.8%)| .(24.1%3).. |. (23.6%). | (23.6%) (5.4%)

NTP/RNATP response difference not significant at .05 (x2=7001)

RNATP/MDATP response difference not“significaht at .05 (x2=3.3)

NTP/MDATP response difference not significant at .05 (x2=3.5)




TOTAL RES?ONSESGz7 STRONGLY AGREE| UNCERTAIN|DISAGREE | STRONGLY NO ¢ MEAN
AGREE l ? ? 3 - ! ﬁ DISAQREE 5 RESPONSE + ST.DEV.7
M.D. 26 72 78 93 23 16 3.2+ 1.3
CURRENT (308)] (8.4%) (23.4%) (25.3%) (30.2%) (7.5%) (5.2%)
Foopy 8 6 ~] ¢ 18 86 192 12 4.5+ .91
(2.5%) [(1.9%) (4.7%) (27%) (60.2%) (3.8%)
MD/CRNA response difference signijicantlat .001 (x2= over 100)
S STRONGLY |AGREE | UNCERTAIN DIQAGREE STRONGLY NO 6 MEAN.
TOTAL REAPONSES. 627 peppm . 11 2 3 . 4 DISAGREE 5 | RESPONSE |+ ST. DEV.7.
M.D. 27 66 | - 86 8¢ |97 22 19 - 3.2+ 1.3
(308)| (8.8%) (21.4%) = (27.9%).|.(28.6%) (7.1%) (6.2%)
FUTURE
CRNA 8 3 a3 79 180 26 4.6+ 1.0
oo (319)f (2,5%) | (11%) (7.2%),°.1.(24.88).", | (56,48%) . (8.2%)
MD/CRNA response difference significant at {001 432=-over-100) -------
STRONGLY |AGREE UNCERTAIN| DISAGREE [STRONGLY NO 6 MEAN
...... AGREE .1 .. il e s 3...1.....4. .. PDISAGREE 5 | RESPONSE |+ ST. DEV.7
TOTAL :
RESPONSES | bypRENT 35 79 93 180 - | 215 28 3.9+ 1.3
(5.6%)  K12.5%)) (14.8%) | (28,6%) | (34,1%) (4.4%)
FUTURE e o F T WG AW e D 45 3.9+ 1.3
Current/Future (Total Response) not significant at .05 x%=.001)
Current/Future (M.D. Respbnse; not significant at .05 x5=.009)
Current/Future (CRNA Response) not significant at .05 (x“=.044)




Hypothesis: Opinions regarding basic. education and
anesthesia education of nurse anesthetists do not vary.




l. Nurse anesthetists should participate in departmental mortality and morbidity

conferences, and in departmental teaching conferences.

TOTAL RESPONSES STRONGLY| -AGREE | UNCERTAIN | .DISAGREE |STRONGLY NO 6 - MEAN
585 AGREE 1| . 2 : 3 g DISAGREE 5 | RESPONSE |~ ST. DEV.7
. 83 W Y 5 « o+ B ¥ R "7 1:8% 1.1
: (48.3%) (41.9%)] (2.9%) (1.7%) (.6%) , (4.1%) =
(172) Ve
RNATP 136 | 68 |- 1 -3 Q. 1 - |1.4+ .66
CURRENT (210) (64.8%) | (32.4%)].(.5%) (L.48) * |(on) ... (.5%) a3
MDATP 98 86 ' 4 ' 4 g% 3 1.7+ 1.0
(203) (48.3%) (42.4%)| (2%) {28 - 1(3.4%) | (1.5%) -
NTP/RNATP response difference not significant at .05 (x2=.23)_ ‘
RNATP/MDATP response difference significant at .05 (x2=4-1)
NTP/MDATP response difference not significant at .05 (x2=1.4)
ST..ONGLY| AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 MEAN
TOTAL RESPONSES 5g5 | arep .1l 2 |: ..3.. .|. 4 ~|DISAGREE 5 | RESPONSE| * sT. DEV.7.
NTP 87 - 168, f= '+ 7 . 0 | 7 1.7% Bl
(172) -+ | (50.6%) - |(39.5%)| ‘¢d4.1%) -~ |- (1.7%) | (0%) (4.1%)
FUTURE RNATP 135 |- 65 | 0 0 0 ” 10 1.5+ 1.1
(210) - | (64.3%)  {(31%) -] (0%) . . - (0%) | (0%) (4.8%) :
MDATP 103 i £ 5 -2 6 7 1.8+ 1.2
{203) . | 450.78) 1039.4%)] (2.5%) . . }-43%8}: . -« }{38) (3.4%)

NTP/RNATP response difference not significant at .05 (xz=l.4)
ﬁNATP/MDATP response difference not significant at .05 (x2=.08)

NTP/MDATP response difference not significant at .05 (x%=.16)




|
TOTAL RESPONSES 27| STRONGLY | AGREE| UNCERTAIN|DISAGREE |STRONGLY NO &6 MEAN
AGREE 1 2 e F -4 DISAGREE § | RESPONSE | + ST.DEV.7
M.D. 133 148 6 6 - 7 7 1.8 + 1.0
CURRENT (308) |(43.2%) |(48.1%)( (1.9%) (1.9%) (2.3%) (2.38%) -
CRNA 208 92 . 8 4 ' 4 1.4+ .82
(319) |(65.2%) |(28.8%)| (2.5%) (1.3%) (.3%) (1.3%) -
MD/CRNA response differehce not significant at .05 (x2=3;1)
: STRONGLY [AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 MEAN
TOT ‘
OTAL RESPONSES627 | agre 1| 2 3 4 IDISAGREE 5 | RESPONSE |# ST. DEV.7.
M.D. 137 144 5 3 -6 . %3 1.8+ 1.2
(308) (44.5%) |(46.8%) (1.6%) (1%) (1.9%) (4.2%)
G : IR oo T
G19) 212 84 9 . 2 0 12 1.5+ 1.0
U7 (66.5%), 1 1(26,3%) (2,8%) , | (.6%), (0%) (3.8%)
MD/CRNA response difference not significant at .05 (32=3.5}
STRONGLY |AGREE { UNCERTAIN| DISAGREE [STRONGLY NO ¢ MEAN
..... AGREE .3 .} .2 3.:.|.....4... PDISAGREE 5 | RESPONSE |+ ST. DEV.7
TOTAL
'RESPONSES | byppeNT 343 241 14 10 . 11 1.6+ .94
3 (54.4%). (38.3%)- (2.2%). .. |- (1.6%) ... (1.3%) (L.7%) . :
351 229 14 5 . 6 25 1.6+ 1.1
FUTURE | (55.7%) |(36.3%] .(2.2%) .. (.8%).... | (1%) (4%)
CGrrent/future (Total Response) not signiticant at .00 22T

Current/Future (M.D. Response;
Current/Future (CRNA Response

not significant at .05
not significant at .05

Lk




2. Nurse anesthesia training should include in depth study in chemistry, physics,

physiology and pharmacology.

TOTAL RESPONSESS585 STRONGLY| -AGREE UNCERTAIN ‘DISAGREE | STRONGLY NO 6 %EAN
AGREE 1| 2 ' 3 4 DISAGREE 5 | RESPONSE (-~ ST, DEV.7
NTP 81 70 |- 9 .5 ! 6. 1.8+ 1.1
£ 172) (47.1%) |(40.7 (5.2%) (2.9%) (.6%) (3.5%) ;
RNATP 149 - 56 - 1 3 Q g 1.3+ .65
CURRENT (210) (71%) (26.7%) ] (.5%) (1.4%) (0%) (.5%) Eh.
MDATP 97 73 12 G L 5 1.9+ 1.2
(203) (47.8%) |(36%) (5.9%) (4.4%) (3.4%) (2.5%) ;
NTP/RNATP response difference not'significant at .05 (x2=,25)
RNATP/MDATP response difference significant at .05'(x2=6.1)
NTP/MDATP response difference not significant at .05 (x2=2.5)
. . STRONGLY| AGREE | UNCERTAIN DISAGREE | STRONGLY NO 6 MEAN
AUTHL. RERPONSEScas AGREE . 1l 2 UL -4  “|DISAGREE 5 RESPONSE | £ ST. DEV,?7
NTP 81 . 69 % 3 6 T 8 1.8+ 1,2
(172) (47.1%). {(40.1%)| :.(4.7%) .. }.(3.58) . (0%& (4.7%) '
FUTURE RNATP 151 |. 44 |- 1 3 0 11 1.5+ 1.2
(210) (71.9%) . [(21%) . |(.5%).... | (1.4%) (0%) . (5.2%) ;
MDATP. 97 e o 4 8 -7 9 - 1.9+ k.3
(203) (47.8%) (26.9%)| (3.4%) | (3.9%) (3.4%) (4.4%) -

NTP/RNATP response difference not s;gnificantlat .05 (x“=.98)
RNATP/MDATP response difference significant at .01 (x2=7.7)
NTP/MDATP response difference not signifidant at .05 (x2=l,9)




TOTAL RESPONSES.,- | STRONGLY | AGREE| UNCERTAIN|DISAGREE |STRONGLY NO ¢ MEAN
AGREE 1 2 |- 3. . DISAGREE 5 | RESPONSE | + ST.DEV.7
M.D. 127 130 21 . 13 8 9
. 13 1.9+ 1,2
CURRENT (308){(41.2%)  {42.2%) | (6.8%) (4.2%) (2.6%) (2.9%) =
??ﬁg) 226 - 4 8L . 5 4 c 3 L4+ .73
(70.8%) (25.4%) | (1.6%) (1.3%) (0%) (.9%) . r -
MD/CRNA response difference significant at .001 (x2=12q7) '
i ; STRONGLY |AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 MEAN
WICAL FECROROSOAT | aceme 1] .2 3 4 DISAGREE 5 | RESPONSE |+ ST. DEV.7.
M.D. 133 Pl T R i 14 76 14 2.0+ 1.2
(308) | (43.2%) (40.3%) (5.5%) (4.5%) (1.9%) (4.5%)
FUTURE
Gaiey. | 235 72 gLk 3 1 15 1.5+ 1.1
| N '..(?OrS%).'5122;6ﬁ)}¢€9%3 ...... (=9%) " . (.3%) (4.7%)
MD/CRNA response difference_sigﬁificant at .00l (x2=11.1)
STRONGLY |[AGREE | UNCERTAIN| DISAGREE [STRONGLY NO ¢ MEAN
..... AGREE .1..|..2.. o ..4. .. [DISAGREE 5 | RESPONSE [+ S7. DEV.7
TOTAL
'RESPONSES | hyprENT 354 213 26 17 L 12 1.6+ 1.0
i 56.2%) . ' [{33.8%). (4.1%8) . .03 2.08) . . 1 11.3%) (1.9%). :
630 -
359 198 20 17 p 29 1.7+ 1.2
FUTURE |(57%) (31.4%) (3.2%) ..] (2.7%), ... {.(1.1l%). (4.6%)
Current/Future (Total Response) not significant at .05 (x2=.008)

Current/Future iM.D.
Current/Future

Resporise
CRNA Response

not signjficant at
not si nl£1

cani: at

188 §

x2z. 9P




Nurse's training is the most suitable background for the'non-physician anesthetist.

3.
TOTAL RESPONSES 585 STRONGLY| AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 MEAN
AGREE 1| . 2 ' 3 el DISAGREE 5 | RESPONSE |- ST. DEV.7
NTP 55 - 54 : 30 - 23 2 ' "8 2.4+ 1.3
(172) (32%) (31.4%)| (17.4%) (13.4%) (1.2%) (4.7%)
: RNATP 91 - 64 |- 28 21 5 1 2.0+ 1.1
CURRENT (210) (43.3%). | (30.5%)] . (13.3%) (10%) (2.4%) (.5%) :
MDATP 48 .63 |- 48 19 18 s 2.6+ 1.4
(203) (23.6%) |(31%) (23.6%) (9.4%) (8.9%) (3.4%)
NTP/RNATP response difference not significant at .05 (x2=1.4)
RNATP/MDATP response difference significant at .05 '(xz_'—‘5.3)
NTP/MDATP response difference not significant at .05 (x2=.64)
- STRONCLY| 'AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 MEAN
(TOTAL RESPONSES 585 | peppp . 3l 2 |: ..3 . .{ 4 *|DISAGREE 5 | RESPONSE| * ST. DEV.7
NTP 52 . 48 | 35 20 6 I 2.5+ 1.4
ALT2F -« o £30.28), 1427383} S 4R0.3%8) - » 4:TL1.68) (3.5%) (6.4%)
FUTURE RNATP 79 . 46 51 16 : 11 2.3+ 1.0
(210) (37.6%) | (21.9%)] ' (24.3%) . | (7.6%) (3.3%) (5.2%)
sy 47 51 55 22 18 10 2.7+ 1.4
: (23.2%) |(25.1%)] (27.28) " |'(20.8%) ' | (B.9%) (4.9%)

NTP/RNATP response difference not. significant at .05 (x2=.88)

RNATP/MDATP response.differenqe significant at .01 (xzéG.B)

NTP/MDATP response difference not significant at .05 tx2=2.03

a




TOTAL RESPONSES  _ | STRONGLY | AGREE| UNCERTAIN|DISAGREE |STRONGLY ‘NO 6 MEAN
AGREE 1 2 - -4 DISAGREE 5 | RESPONSE | + ST.DEV.?Y
308) (1652%) (3él$ 2245 14.68) . ¥ DRI
CURRENT § - 7%)( (22.4%) (14.68) | (6.5%) (3.2%) .
CRNA 154 82 - 46 24 © 6 g - 2.0+ 1.2
(319)] (48.38) | (25.7%)| (14.4%) (7.5%) (1.9%) (2.28%)
MD/CRNA response difference significant at .00l (x2=22.l)
: STRONGLY |AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 MEAN
TOTAL RESEONSES ..ol AGREE . 1| 2 i 4 DISAGREE 5 | RESPONSE |+ ST. DEV.7.
M.D. 48 97 | 81 45 A T23 15 2.8+ 1.3
(308) | (15.6%) |{(31.5%) (26.3%) | (14.6%) (7.1%) (4.9%)
FUTURE
CRNA 140 | 59 531 19 10 19 2.2+ 1.4
(319) 1 (43.9%) ~1(18.58%) (22.6%) | (6%) " - (3.1%) (6%)
MD/CRNA response difference significant at .001 (x%=21.8)
STRONGLY |AGREE UNCERTAIN| DISAGREE STRONGLY NO 6 MEAN
...... AGREE .1..|..2." .3...].....4. . DISAGREE 5 | RESPONSE [+ ST. DEV.7
TOTAL . |
'RESPONSES S URRENT 206 195 116 ‘ 69 . 27 _ 17 2.3_: 13
| (32.7%) }{318) |:(18.48). .0 JA228). . .. - (4.38%) . (2.78). .
630
. . | 189 156 154 64 33 34 2.5+ 1.4
CEURE 1 (308) (24.8%) "(24.4%) * | (10.28) " | f5.08y (5.43) :
Current/Future (Total Response) not significant at .05 (x5=.84 '
CurrentﬁFuture (M.D. Responsei not significant ‘at .05 x%f.%g-

Current/Future (CRNA Response

not significant at .05 (x“=.



4, Nurse's training 1is more detailled than necesscry for individuala interested in
non-physician anesthesia training.

TOTAL RESPONSES 585 STRONGLY| -AGREE | UNCERTAIN | DISAGREE |STRONGLY .JNO 6 QEAN
AGREE 1. 2 ' 3 4 DISAGREE 5 | RESPONSE |- ST. DEV.7
NTP 2 18 1: - %6 £8 37 7 3.9+ 1.0
(172) (1.2%) [(10.5%)| (11.6%) (51.2%) | (21.5%) (4.1%) N
CURRENT RNATP 6 - G 23 . 26 - B9, 65 1 3.9+ 1.1
(210) (2.9%) (11%) (12 43) - (42.4%) (31%) {.5%) i pevem-
MDATP 8 20 . 90 48 7 3.8+ 1.1
(203) (3.9%) (9. 9%) (14.8%) (44,.3%) (23.6%) (3.4%) &
NTP/RNATP response difference not significant at .05 (x .13)
RNATP/MDATP response difference not significant at-.OS.[x =—-0.1)'
NTP/MDATP response difference not significant at .C5 (x2=.35)
. - STRONGLY| ' AGREE | UNCERTAIN DISAGREE | STRONGLY NO 6 EAN
TOTAL RESPONSES 585 |aGReEE.1{.. 2 |; ..3.. .|. 4 *°|DISAGREE 5§ | RESPONSE ? ST. DEV.7|-
NTP 3 . % . 25 79 39 9 3.9+ 1.1.
(L72) ... 1 £3.7%) .. 1(9.9%) . (14 5%). ... .{.(45.9%) (22.7%) (5.2%) '
FUTURE RNATP 5 v 3y | i am 82 58 14 4.0+ 1.1
(210)- | (2:.4%) * » [(1O%) -] s (14.,3%) ° (39%) (27.6%) (6.7%) ;
MDATP -t g N Lt TR RO SRty R 12 S0 01
(203) | (3.4%) (8.9%) (16.78) (41.93) (23.28) (5.9g) -

NTP/RNATP response différencé not significant at .05 (x2=,02)

RNATP/MDATP response difference not‘significaht at

.05 (x2

=.008)

NTP/MDATP response difference not significant at .05 (k2=.032)




TOTAL RESPONSESG27 | STRONGLY AGREE| UNCERTAIN|DISAGREE |STRONGLY NO &6 MEAN
AGREE I ERE X ic @ DISAGREE § | RESPONSE | + ST.DEV.Y
M.D. 10 37 53 . 140 57 11 3.7+ 1.1
CURRENT (308) |(3.2%) . |(12%) | (17.2%) | (44.58) | (18.5%) (3.6%)
CRNA 6. 30 - 27+ 142 108 6 4.0+41.0 .
(319) | (1.9%) (9.4%) (8.5%) (44.5%) (33.9%) (1.9%)
'MD/CRNA,response difference signifigant at .05 (x2=4.0)' |
: STRONGLY [AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 MEANI .
TOTAF RESPONZXD2? AGREE 1| 2 3 Y 4 DISAGREE 5 RESPONSE f ST. DEV.7.
M.D. 9 . 37 - 56. 132 |w" 85 19 3.8+ 1.1
(308) {(2.9%) (12%) (18.2%) ). .(42.9%) - | (17.9%) (6.2%)
FUTURE - ~
| CRNA . B4 B8 "38. 126 105 19 Bedt Tel
J(1.9%) | H7.8%) | (1139%) " (39.5%) | (32.98) (6%) -
MD/CRNA response difference. significant.at..05.(x2=8.3) ... ... ...0... ..
STRONGLY |AGREE UNCERTAIN| DISAGREE |STRONGLY NO ¢ MEAN
...... AGREE 1..|..2.. 3.:.1.....4....DISAGREE 5 RESPONSE (+ ST. DEV.7
e 2 1 3.9+41.1
‘RESPONSES | h - 16 67 : 81 28 ' 167 - 7 <911,
FURRENT| (5 53) . [(10.6%) (12.9%).. | (44.8%)..| (26.5%). .. | (2.7%). .
15 62 ‘ 95 258 162 38 4.0+1.1
RUTURE | (2.4%) (9.8%) | (15.1%), .1 (41%) .. |.(25.7%) (6%)
Current/Future (Total Response) not significant at .03 (xz=.001)
Current/Future (M.D. Response;“significant at <05 {x =4.gl 02)

'_M_ngggnt/Future (CRNA Response

not significant at .05 (x




TOTAL RESPONSESG27 | STRONGLY | AGREE| UNCERTAIN|DISAGREE |STRONGLY NO 6 MEAN
AGREE 1 2 s F 4 DISAGREE 5 | RESPONSE | + ST.DEV.7
M.D. 10 37 53 . 140 57 11 : 3 o 1% 8
CURRENT (308) |(3.2%) . [(12%) (17.2%) (44.5%) | (18.5%) (3.6%)
CRNA 6 30 27 - 142 - 108 6 4.0+1.0
(319) | (1.9%) (9.4%) | (8.5%) (44.5%) | (33.9%) (1.9%)
MD/CRNA,response difference signiﬁggant at .05 (x2=4.0)‘
' STRONGLY |AGREE | UNCERTAIN | DISAGREE [STRONGLY NO 6 MEAN
TORTRL, RESPONBEASZT! acneE L) 2 - I 4 DISAGREE 5 | RESPONSE |+ ST. DEV.7.
M.D. 9 ¢ B Nt e B6a . 132 |=" 55 19 3.8+ 1.1
(308) {(2.9%) (12%) (18.2%)" (42.9%) | (17.9%) (6.2%)
FUTURE - -
CRNA - 25 " 38. 126 105 19 4.1+ 1.1
J(L.9%) p(7.8%) 1 (11,9%) 0 (39.5%) | (32.9%) (6%) |
MD/CRNA response difference. significant.at..05.(x%=5.3)...........0.. ..
STRONGLY |AGREE | UNCERTAIN| DISAGREE [STRONGLY NO ¢ MEAN
...... AGREE .1..}..2.- .3.:.|.....4. . .. DISAGREE 5 | RESPONSE [+ ST. DEV.7
o 6 81 282 167 17 3.9+41.1
'RESPONSES | hiypny 16 7 : : , N «73Ls
FURRENT| (5 5%) . |(10.6%) (12.9%)..|. (44.8%)..] (26.5%). (2.7%).
15 62 | . 95 258 162 38 4.0+1.1
WTURE | (2.4%) (9.8%) | .(15.1%) .| (41%). .. |.(25.7%) (6%)
(x2— 001)

Response;

Current/Future (Total Response) noéot significant at .05

Current/Future (M.D.
: Current/Future (CRNA Response

significant at .05 B
not 51gn1f1cant at 05 (x =,02)




5, Nurse's training is not an adequate background for individuals interested in
non-physician anesthesia training and should be supplemented with other subjects,
taught at the collegiate level, prior to admission to an anesthesia training program.

TOTAL RESPONSES 585 STRONGLY| AGREE | UNCERTAIN DISAGREE | STRONGLY NO 6 MEAN
AGREE 1 _ 2 3 4 DISAGREE 5 | RESPONSE x ST. DEV.7
NTP 13 32 27 62 30 8 3.5¢ 1,3
~172) (7.6%) | (18.6% (15.7%) (36%) (17.4%) (4.7%)
(210) (9.5%) (26.7%) (14.3%) (34.3%) (12.7%) (2.4%)
MDATP 33 44 39 59 17 11 3.1+ 1.4
(203) (16.3%) [(21.7%)| (19.2%) (29.1%) (8.4%) (5.4%)
NTP/RNATP response difference not significant at .05 (x%=3.2)
RNATP/MDATP response difference not significant at .05 (x2=1.3)
NTP/MDATP response difference significant at .01 (x2=8.4)
TOTAL RESPONSES 585 STRONGLY| AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 &@EAN
AGREE 1 2 3 4 DISAGREE 5 RESPONSE | = ST. DEV.7
’ NTP 15 | 32| 31 53 29 12 3.5+ 1.4
(172) - (8.7%) |(1B.6%) (18%) (30.8%) (16.9%) (7%)
FUTURE RNATP 28 A9 39 57 2 16 3.2+ 1.4
(210) (13.3%) (23.3%)| - (18.6%) (27.1%) (10%) (17.6%)
MDATP 34 46 | 44 53 13 13 3.0+ 1.4
(203). |. (16.7%) | (22.7%) (21.7%) (26.1%) (6.4%) (6.4%)

NTP/RNATP response difference significant at .05 (x%=4.5)
RNATP/MDATP response difference not significant at .05 (x2=.42)
NTP/MDATP response difference significant at .01 (x2=7.9)




e e
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TOTAL RESPONSESg27 | STRONGLY | AGREE| UNCERTAIN|DISAGREE |STRONGLY NO 6 MEAN
| AGREE 1 2 i 5 -4 DISAGREE 5 | RESPONSE | + ST.DEV.?Y
M.D. 33 78 69 99 | 15 14 3.1+ 1.3
(308) {(10.7%)  [(25.3%) | (22.4%) - | (32.1%) (4.9%) (4.5%) S
CURRENT - Sl : |
e || BB B ¢ 37 107 64 12 3.4+ 1.4
(319) [(12.28) = [(18.8%) | (11.6%) (33.5%) (20.1¢%) (3.8%) A
MD/CRNA response difference signifieant at .01 (x2=7.6}
: STRONGLY |AGREE | UNCERTAIN | DISAGREE [STRONGLY NO 6 MEAN .
TOTAL RESPONEESG2Y | agnte . 1{: 2 3 4 IDISAGREE 5 | RESPONSE |+ ST. DEV.7.
M.D. 38 N 91 {2 13 19 3.1+ 1.3
(308) | (12.3%) | (23.4%) (24.4%) | (29.5%) (4.2%) (6.2%)
FUTURE
CRNA 47 | 59 B3 0. 81 56 23 3.3+ 1.5
(319)] (14.7%) . [(18.5%)] (16.6%)." |. . (25.4%). .| (17.6%) (7.2%)
MD/CRNA response difference:not'significant ﬁt-{ﬁ5-(kz=2;4) -----------
STRONGLY |AGREE | UNCERTAIN| DISAGREE [STRONGLY NO ¢ MEAN
,,,,, AGREE .1..|..2." .3...).....4.... DISAGREE 5 | RESPONSE |+ ST. DEV.7
TOTAL . .
'RESPONSES | byrpentl 72 138 S S e SR . 26 3.3+ 1.3
(11.4%) J(21.9%)| (17%) - - {-€33%) -- - - | (12.5%) (4.1%) -
i 85 131 129 5 7 SR 69 42 3,25 1.4
FUTURE | (13.5%) ((20.8%)] (20.5%) -» [ - (27.6%) - | (11%) - (6.7%)

Current/Future
Current&Fu ure

Current/Future

M.D. _Res
CRNA Resp

Total Resgonse}

onse
nse

not significant at .
noE 51§
not si

ni
ni

ican
ican

gk :

i

%525}% |




6a. Nurse anesthesia training should be at the Certificate Level.
TOTAL RESPONSES 308 STRONGLY| -AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 QEAN
AGREE 1{ . 2 ' 3 4 DISACREE 5 | RESPONSE |- ST, DEV.?7
NTP 39 8 - 17 13 8 38 3.0+ 1.9
€172) (22.7%) |(33.1%)] (9.9%) (7.6%) (4.7%) (22.1%)
RNATP 36 TG 4 10 16 10, - 65 3.4+ 2.0
- CURRENT (210) (17.1%) |(34.8%)|. (4.8%) (7.6%) (4.8%) (31%) - :
MDATP 28 63 Iis 38 19 14 . 64 3.6+ 1.9
(203) (13.8%) |(31%) (7.4%) (9.4%) (6.9%)- (31.5%) : -
NTP/RNATP response difference not significant at .05 (x =,011)
RNATP/MDATP response difference not significant at .05 (x =l.6}‘
NTP/MDATP response difference not significant at .05 (x2=2.1)
' TRONGLY| . AGREE | UNCERTAIN DISAGREE | STRONGLY NO 6 MEAN
TOTAL RESPONSES 319 | horpnc 1 22 |:; ..3.. .| 4 |DISAGREE 5 | RESPONSE | T ST. DEV. 7).
soms 25 . 39 25 23 13 47 3.6+ 1.8
(172) - - (14,5%) . {(22.7%). (14 S8).. . | (13.48). | (7.6%) (27.3%)
FUTURE RNATP 20 voggo ey B 26 14 92 : |4.2+ 1.8
(210) - - | (9.5%) + - [(15.2%) | i(12.4%) ' -|(12.4%). (6.7%) (43.8%)
MDATP N T O R . . B, 17 £ RN - B
(203) .- § (10.8%) H21.7%8) | (11.3%)- (12.8%) - | (8.4%) (35%)
NTP/RNATP response dlfference not 51gn1flcant at .05 (x2 -83)
RNATP/MDATP response difference not''significant at .05 (x .19)
.05 (x 14)

NTP/MDATP response difference not ulgnlflcant at




TOTAL RESPONSES30g|{ STRONGLY | AGREE| UNCERTAIN|DISAGREE |STRONGLY NO 6 MEAN
AGREE 1 2 : 3 - < 4 DISAGREE § | RESPONSE | + ST.DEV.7
M.D. 34 103 30 . 36 24 8L . pB.5+ 1.8
CURRENT (308) | (11%) (33.4%) { (9.7%) (11.7%) | (7.88) (26.3%)
il 75 101 17 16 12 98 . . B.3+ 2.0
(319) | (23.5%) [(31.7%) | (5.3%) (5%) (3.8%) (30.7%)
MD/CRNA response difference significdnt atl.0013(x2=15,¢f
' STRONGLY |AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 MEAN |
*OTRG RESPONGESSyo | acnem  1{- .2 . - TE 4 IDISAGREE 5 | RESPONSE |+ ST. DEV.7.
M.D. 28 i R - 47  |=29 99 3.9+ 1.8
(308) (9.1%) (22.1%)) (12%) . . }.(15.3%).. .| (9.4%) (32.1%) :
FUTURE - : _ 5
' CRNA 43 .. . § &3 43 . 32 21 127 .0+ 1.9
.(319) | (13,5%) °[(16,6%) (13:5%) . |(20%)" = | (6.6%) (39.8%) -
MD/CRNA response difference significant at .05 (3?=5ﬂ8}
STRONGLY |AGREE | UNCERTAIN| DISAGREE [STRONGLY NO 6 MEAN
...... AGREE .1..|..2.- 3...1.....4. . DISAGREE 5 | RESPONSE [+ ST. DEV.7
TOTAL :
RESPONSES | bypreNT| 110 205 . 48 §8 o 1@ 179  B.3+ 1.9
“1(17.5%)° (32.5%) 17.6%8) ' [ (8.3%) ' |(5.7%) (28.4%) :
f i 122 81 o Rl 50 226 3.9+ 1.9
FUTURE |(11.48) . |(19.4%) (12:93%) -+ | (x2.5%) - |(7.9%) (35.9%)

Current/Future (Total Response) Bignificant at .001 (x2=2?;2)‘

Current/Future (M.D. Response).
Current/Future.. (CRNA Respaonse)

significant at .001 (x2=13.0)
~significant af .001 (x“=22)
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6b. Nurse anesthesia training should be at the DBaccelaureate level.
TOTAL RESPONSES 308 STRONGLY| -AGREE | UNCERTAIN DISAGREE STRDNGLY. NO 6 %EAN
AGREE 1| & 2 ' 3 . DISAGREE 5 | RESPONSE |- ST, DEV.7
NTP 25 o 89 26 .24 6 £ 42 3.4+ 1.8
R i iy (14.5%) (28.5%)| (15.1%) (14%) (3.5%) (24.4%)
_ CURRENT RNATP 50 SR {1 25 - 3 51 3.1+ 1.9
_ (210) (23.8%) (29.5%)(11.9%) . (9%) (1.4%) (24.3%) : :
MDATP TS M R 19 Z. 56 3.3+ 1.9
(203) (19.7%) (31%) (11'3%). (9.4%) (1%) (27.6%) s
NTP/RNATP response difference sighificant-at .05 (xzés.ll _
RNATP/MDATP response différence'not significant ét'.ﬂs,(xz=}006).'
NTP/MDATP response difference significant at .05 (x2=:4,0)
- : STRONGLY| . AGREE | UNCERTAIN DISAGREE | STRONGLY NO 6 MEAN
TOTAL RESPONSES 319 | aceeE . Ml "2 |i 53 .. + |+ 4  “%|preacRes 5 | response| I er. pEv.7-
NTP . 29 . 59 22° - e 2 43 3.2+ 1.8
(172) - - { (16.9%)- | {34.3%)| (12.8%) -~ - 19.9%) (1.2%) (25%)
FUTURE - RNATP 66 . .65 21 7 4 47 2.8+ 1.9
" {218).4 (31.4%). | (31%) . | (10%) ... (3.3%) (1.9%) (22.,4%) < -
MDATP 41 57 .19 - 18 - 4 64 3.4+ 2.0
- (203) (20.2%) (28.1%)| (9.4%) - (8.9%) 1 (2%) (31.5%)

NTP/RNATP response difference significant at .05 (x2=4.9)
RNATP/MDATP responseldifference significant at .05 (x2=5.7)
NTP/MDATP response difference not significant at .05 (22=.004)‘




TOTAL RESPONSES;,q | STRONGLY | AGREE| UNCERTAIN|DISAGREE |STRONGLY NO 6 MEAN
AGREE 1 2 : 3 4 DISAGREE 5 | RESPONSE | + ST.DEV.?
M.D. 42 104 46 .38 3 75 3.3+ 1.8.
CURRENT (308) | (13.6%) (33.8%){ (14.9%) (12.3%) (1%) (24.4%) B
CRNA 83 Bd - - 34. 25 . .1 8 85 - LB+ 2.0
(319) | (26%) (26.3%) | (10.7%) (7.8%)  .|(2.5%) (26.6%) ik
MD/CRNA response difference not sigrificant at'.OS'(x2=l.5)
: STRONGLY |AGREE | UNCERTAIN | DISAGREE [STRONGLY NO 6 MEAN :
#OTAL RESEOREBSILI | xoner 1]~ 2 " 4 DISAGREE 5 | RESPONSE |+ ST. DEV.7.
M.D. 53 101 |. 40 30 -6 78 3.2+ 1.9
(308) |(17.2%) (32.8%) (13%) (9.78%) . (1.9%) (25.3%)
FUTURE 3 :
CRNA 92 93 . 29 12 5 88 3,0t 2.0
(319) |(28.88) 129,28 (9+18) - (3.8%) - 1(1.6%) (27.6%)
MD/CRNA response'difference significant at .01 (x2=8.4)
STRONGLY |AGREE | UNCERTAIN| DISAGREE ETRONGLY NO ¢ MEAN
..... AGREE .1..|..2.. i % R R - ISAGREE 5 ' | RESPONSE |+ ST. DEV.7
-ﬁggggﬂsES 125 189 "8l 63 12 160 3.2+ 1,9
CURRENT| (19.8%)  ((30%)- | (12.9%) - |(10%) - (1.9%)- - . ](25.48%)
627
145 195 70 42 32 | 166 .1+ 1.9
FUTURE | (23%). (318) [(11.1%) .. | (6.7%) (1.9%) .. (26.3%)

Current/Future (Total Response) sighifibant at .05 (x2=4.9)

Current/Future
«..Curxent/Future (CRNA Response

M.D. Response}

‘hot significant at .05 _(x =.35)
significant at .05 (x2=5,3)

Al




6c.

Nurse anesthesia training should be at the Master's level.

UNCERTAIN

MEAN

TOTAL RESPONSES 30g | STRONGLY| -AGREE 'DISAGREE | STRONGLY NO 6 M
AGREE 1| . 2 3 . DISAGREZ 5 | RESPONSE |- ST, DEV.?7
NTP 18 17§+ 23 49 13 52 4.0+ 1.7
(172) (10.5%) |(9.9%) | (13.4%) (28.5%) | (7.68%) - (30.2%)
RNATP 25 25 |- 31 .20 19 90 4.2+ 1.9
RSN i (11.9%) |(11.9%)|(14.88) . | (9.5%) (9%) (42.9%) -
MDATP 20 32 |- 27 32 13, 80 4.1+ 1.8
(203) (0.0%) | (15.8%)| (13.3%) (15.8%) (5.9%) (39.4%) 3§
NTP/RNATP response difference significant at .01 (x%=6.8)
RNATP/MDATP response difference not significant at .05 (x2=.02)
NTP/MDATP response difference significant at .05 (x2=5,7)
' STRONGLY| | AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 MEAN
TOTAL RESPONSES 379 |nGREE.L1{.. 2 |: ..3.. .|. .4 |DISAGREE 5 | RESPONSE| % sT. DEV.7-
NTP 35 v BB beua 26 39 . 9 37 3.4+ 1.8
L172).... .} £20.3¢) . 1A15,.18)} (15.18) + « 1422.79)- - | (5.29) (21.5%)
FUTURE ???3? 41 g 1 28 14 ;i R 68 3.6+ 2.0
' (21.4%) ' [(18.1%) | (13.3%) ' | (6.7%) . (8.1%) 1 (32.4%)
MDATP - 42 B e TR 9 63 3.5+ 2.0
(203) (20.7%) |(21.2%) | (12.8%) - [(9.9%) - | (4.4%) (31%)

NTP/RNATP response difference significant at .05 (x2=6.2)l

RNATP/MDATP response difference not 'significant at .05.(x2=;02)

NTP/MDATP response difference significant at .01_(x2=?;7)

B

oy i i e




—--f------I-!-.-q

TOTAL RESPONSES3pg | STRONGLY AGREE| UNCERTAIN|DISAGREE | STRONGLY NO ¢ MEAN
AGREE l g : 3-' -4 DISAGREE 5 |'RESPONSE + ST.DEV.7
Tégé) 29 35 49 .58 23 114 4.1+ 1.7
9.4% ) . : . = :
CURRENT ( ) (11.4%)] (15.9%) (18.8%) (7.5%) (37%)
CRNA 39 41 . 37. 51 - 23 128 4.1+ 1.8
(319)] (12.2%) (12.9%)| (11.6%) (16%) (7.2%) (40.1%)
MD/CRNA response difference not stgnificant at .05 (xz#l.S)
' STRONGLY |AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 MEAN
TOTAL RESPONSES , .| AGREE 1| 2 3 4 IDISAGREE 5 | RESPONSE |+ ST. DEV.7.
M.D. 51 534 . 43 47 w7 20 . 94 3.7+ 1.9
(308)| (16.6%) | (17.2%) (148) | (15.3%) .| (6.5%) (30.5%)
FUTURE A
CRNA 78 60 40 32 18 91 3.4+ 2.0
- (319)f (24.5%) }-(18.8%) . (12.5%) |- -(10%) ---- (5.6%) (28.5%)
MD/CRNA responée difference significant at .0l (x2=5.9)
STRONGLY |AGREE UNCERTAIN| DISAGREE [STRONGLY NO 6 MEAN
..... AGREE . 1. .| .2+ L ;I ISAGREE 5 | RESPONSE [+ ST. DEV.7
TOTAL
"RESPONSES PURRENT 68 76 : 87 . . 109 PR . 243 4._11 1.8
(10.8%) (12.1%0‘(13;8%)" RPNy 5 pr 4L BR]) © (38.6%) -
627 “
. © 129 13 84 o 39 186 3+5% 1.9
FUTURE (20.5%) (17.9%8D) «(13.3%) s | €(12.5%): ] (6.2%). (29.5%)
Current/Future (Total Response) Significant,at .001 (§_=24.1).' '
Current/Future significant at .01 (x“%8.1)

(M.D. Response; v

_Current/Future (CRNA Response

significant at .

001 (x%=15.9)




7a.

should he a nursing diploma (3 years).

Minimum academic achievement for admission to a Nurse Anesthesma tralnmng program

EAN

TOTAL RESPONSES 5o STRONGLY| AGREE | UNCERTAIN | DISAGREE|STRONGLY NO 6 M
AGREE 1{ @ 2 * 3 5o DISAGREE 5 | RESPONSE [ ST, DEV.7?
NTP 51 . 56 |- 7 .18 . 2 + 41 2.9+ 2.0
.. (172) (29.78%) |(32.6%)| (4.1%) (8.78%). (1.2%) (23.8%)
. CURRENT RNATP _ 44 | 70 11 . 8 - 71 3.4+ 2.1
_ (210) {21%) (33.3%)]" (5 2%) . - (4.3%) (2.4%) (33.8%) L
MDATP 38 | 1© »® 12 g " 60 3.3% 2,0
NTP/RNATP response difference nbtvsignificant at .05 (x2=.23j
RNATP/MDATP response difference not significant at .05,(xz=.89)'
NTP/MDATP response difference not significant at .05 (x2=.07)
; ] STRONGLY| (AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 MEAN
(TOTAL RESPONSES 319 |acree.1|. 2 |:; ..3.. .|. .4 -|pDISAGREE 5 | REsPoNSE| ¥ sv. pEV.7.
NTP 33 . 40 |- 21 22, 4 52 3.5¢ 1.9-
(172) - | (19.2%) - [(23:3%)( (22.2%) -~ |-t12.8%) |(2.3%) (30.28%)
FUTURE RNATP 22 .32 25 18 8 105 4.3+ 1.9
(210) (10.5%) . | (15.2%) | (11.9%) .- | (8.6%)  |(3.88%) (508%) g
MDATP - 28 . | 43 25 o B0 13 74 3.8+ 1.9
(203) (13.8%) [(21.2%)( (12.3%)... [.(9.9%8)... |(6.4%) (36.5%).

NTP/RNATP response difference nbt.éignificant at .05 fx2=1845' :

RNATP/MDATP response difference not-significaht at .05 (x%=

.002)

NTP/MDATP response difference not significant'at'.OS'(x2=,7?)




TOTAL RESPONSES STRONGLY | AGREE| UNCERTAIN|DISAGREE | STRONGLY NO ¢ MEAN
308 | AGREE 1 2 : 3 -4 DISAGREE 5 | RESPONSE | + ST.DEV.7
M.D. 42 110 19 .22 12
) 103 . | 3.5+ 2.0
CURRENT (308) | (13.6%)  |(35.7%) | (6.2%) (7.1%) (3.9%) (33.4%) -
o 99 101 13 14 5 89 3.0+ 2.0
(319) | (31%) (31.7%) | (3.4%) (4.4%) (1.6% (27.9%) ‘
MD[CRNA-response difference signifieant at .0l (x2=7.3)'
: STRONGLY |AGREE | UNCERTAIN | DISAGREE |[STRONGLY NO 6 MEAN
FOTRL RESPONOES vyo| acREr 1]° 2 3 ¢ 4 DISAGREE 5 RESPONSE |+ ST. DEV.7.
M.D. 26 5 28 - 30 +" 18 129 £:1% Le9
(308) |- (8.4%) (25%) (3.1%) (9.7%) - | (5.88) (41.9%)
FUTURE :
CRNA 61 44 48 31 9 126 3.8+ 2.0
(319) | (19.1%) - [(13.8%)% (1L58)- - |(9:7%) - | (2.8%) (39.5%) ¥
MD/CRNA responsé difference not significant at .05 (x2=.44)
STRONGLY |AGREE | UNCERTAIN| DISAGREE [STRONGLY NO 6 MEAN
...... AGREE .1..|..2.. .3.:.).....4. .. DDISAGREE 5 | RESPONSE [+ ST. DEV.7
TOTAL
‘RESPONSES | L 142 211 30 37 18 : 192 3.2+ 2.0
627 FURRENT}  (22.5%) [(33,5%) (4.8%). . ] (5.9%)."..].(2.9%8) . .| (30,5%) o
88 121 76 62 28 255 3.9+ 2.0
ruTURE | (14%) (19.28) (12.1%) | (9.8%) - [ (4.4%) (40.5%) 3
Current/Future (Total Response) significant at .00l (§‘=2B.2)
Current/Future (M.D. Response significant at .01 (x 37.5) :

Current/Future (CRNA Response) significant at .00l (x

=21.6)




7b. Minimum academic achievement for admission to a nurse anesthe51a training program
should be an associate degree. (2 years)

TOTAL RUSPONSES 585 | STRONGLY| AGREE | UNCERTAIN | DISAGREE |sTRONGLY NO 6 MEAN | :
AGRRE Al: 2 (' 3 4 DISAGREE 5 | RESPONSE [ ST, DEV.?7
NTP 2 .30 |- 16 S 19 © 74 4.5+ 1.6
. (172) (1.2%) [(17.4%)| " (9.3%) (18%) (11%) . | (43%)
 CURRENT RNATP a5 1> 48 §0: . .39 - B 1B 92 - 4.1+ 2.0
(210) (11.98) |(21.42)]" (8.18) (7.1%) (7.6%) ".: | (43.8%) i
MDATP 6 18 §voun 38 41 - 96 - 4.7+ 1.5
(203) (3%) (8.9%) | - (7.4%) (20.2%) |(13.38) . | (47.3%) a

NTP/RNATP response difference sigﬁificant-at .001 (x2;15.6)
RNATP/MDATP response difference significant at .001 (xg=34.3)
NTP/MDATP response difference not significant at .05 (x2=2.8)

' STRONGLY| 'AGREE | UNCERTAIN | DISAGREE [STRONGLY NO 6 MEAN
TOTAL RESPONSES 585 | pGREE. L. 2 |: ..3.. .|. 4 °°|DISAGREE 5 | RESPONSE | X ST. DEV.7.
NTP 2 + 22 |- 16 o B 23 ° 79 4.7+ 1.5°
(172)- - - | (1.2%)- [(12:8%)| i (9.3%) -~ - |-(18%) - |(12.8%) (45.9%)
FUTURE . RNATP 14 v a8 1 15 29 16 ‘5 118 . [4.8+ 1.7
(210) ¢ | (6.7%). |(8.6%) |i(7.1%) - | (13.8%) |(7.6%) .(56.2%). '
MDATP 5. . |2 3% |&. -i8 oo 30 99 - |4.8+ 1.4
(203) . |. (2.5%) [(6.4%) | .(7.42).. |(20.2%).. |(14.8%) (48.8%)

NTP/RNATP response difference not_significant at .05 (x2=1:4).'
RNATP/MDATP response'aifférence sigﬁificant'at « 01 (x2;7.9}

NTP/MDATP response difference not significant at .05 (x2=2.1)



TOTAL RESPONSE5308 STRONGLY | AGREE| UNCERTAIN|DISAGREE | STRONGLY NO 6 MEAN
AGREE 1 2 - I 4 DISAGREE 5 | RESPONSE | + ST.DEV.7
M.D. ' 39 28 : 47 29 156 4.7+ 1.6
CURRENT (308) | (2.9%) (12.7%)] (9.1%) (15.3%) (9.4%) (50.6%) i
CRNA 27 60 g 42 - 37 1300 | sazea
| (8.52) " | (18.8%)| (7.29) (13.2%) | (11.68%) (40.830 £ LB
MD/CRNA response difference sign}‘i;.'.j,cant“ at .05 .(x2=4.8) "
: STRONGLY |AGREE | UNCERTAIN | DISAGREE |[STRONGLY NO 6 MEAN .
TOTAL REOPONDES.3y9l acaem 1]- 2 3 4 IDISAGREE 5 RESPONSE |+ ST, DEV.7.
M.D. 8 R & 26 : 52 4T 34 : 161 4.8+ 1.5
(308)| (2.6%) (8.8%) (8.4%) | (16.9%) | (11%) (52.3%)
FUTURE : : -
CRNA 14 .29 L 50 41 160 4.7+ 1.6
C(319)] (4.4%) |(9.18) (7+8%) - -(15.7%) | (12,9%) (50.2%) :
MD/CRNA response difference npt significant at .05 (x2=.169)
STRONGLY (AGREE | UNCERTAIN| DISAGREE [STRONGLY NO ¢ MEAN
...... AGREE 3. .1 ..2.: 3...).....4. .. . DISAGREE 5 | RESPONSE [+ ST. DEV.7
TOTAL
'RESPONSES | byrpENT 2 91 . B2, B f o G 286 4,8+ 1.5
(5.9%) [(15:9%) ' (8.,3%) ' { (X4.3%) ' [ (10.5%) (45.4%) -
627
f 23 56 : 52 103 75 321 4,7+ 1.6
fUTURE (3.7%) . [(8.9%) | - (8.3%) -+ (16.3%) - | (11.9%) (51%)
‘Current/Future (Total Response) éigriificant»ét .001 (x2=lg.7)’
Current/Future EM.D. Response; not significant at .05 _{(x%“=2.,2
. Current/Future (CRNA Response) gignificant at .001 (x2=11.7)




7c.

Minimum academic achievement for admission to a nurse anesthesia training program
should be a Baccalaureate degree in nursing.

TOTAL RESPONSES 585 STRONGLY| AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 MEAN
AGREE 1 2 3 4 DISAGREE 5 | RESPONSE |- ST. DEV.7
niE 17 40 19 26 7 63 | 3.9+ 1.9
-(172) (9.9%) | (23.3%) (11%) (15.1%) | (4.1%) (30.6%)
CURRENT 1) 28 . 51 11 11 - 1§ 102 g,24 2.1
(13.3%)] (24.3%)  (5.2%) (5.2%) (3.3%) (48.6%)
MDATP 33 55 18 ‘19 5 73 3.6+ 2.0
(203) (16.3%) (27.1%) (8.9%) (9.4%) (2.5%) (36%)
NTP/RNATP response difference significant at .05 (x2—6 8)
RNATP/MDATP response difference not significant at .05 (Y =,118)
NTP/MDATP response difference significant at .05 (x =5.0)
STRONGLY| AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 MEAN
TOTAL RESPONSES
SES 585 | AGREE 1| 2 3 4 DISAGREE 5 | RESPONSE | £ ST. DEV.7
’ NTP :
(172) 23 o ik : 19 13 5 61 3.6+ 2.0
(13.4%) - {(29.7¢%) :(11%) : - J:(7.6%) (2.9%) (35.5%)
FUTURE RNATP 42 . - 59 12 7 6 93 3.8+ 2.1
(210) (20%) (23.8%)] (5.7%) . (3.3%) (2.9%) (44.3%)
MDATP 42 43 | 18 14 5 81 3.7¢ 2.1
(203) (20.7%) (21.2%] (8.9%) - (6.9%) (2.5%) (39.9%)

NTP/RNATP response difference not significant at .05 (x2=1.4)

RNATP/MDATP response difference not significant

NTP/MDATP response difference not significant at

at .05 (x2=.98)

.05 (x2=

.002)




TOTAL RESPONSESGZ7 STRONGLY | AGREE| UNCERTAIN|DISAGREE | STRONGLY NO ¢ MEAN
AGREE 1 2 : 3 - 4 DISAGREE 5 | RESPONSE | + ST.DEV.7
M.D. 42 _
(308) 82 28 R . 6 116 3.7+ 2.0
CURRENT (13.6%) [(26.6%)] (9.1%) (11%) (1.9%) (37.:7%8) -
CRNA 42 72 . 25 23 - . 14 143 .| 4.0+ 2.0
(319) (13.2%) [(22.6%)| (7.8%) (7.2%) .| (4.4%) (44.8%) E

MD/CRNA response difference not signif,j._cant‘at .05 (x2=.01)

- 57| STRONGLY |AGREE | UNCERTAIN | DISAGREE [STRONGLY NO 6 MEAN
TOTAL RESPORSESSST| sommm 1] 2 3 4 IDISAGREE 5 | RESPONSE |+ ST. DEV.7.
M.D. | 55 86 | - 23 24 ST - 133 3.6+ 2.0
(308) |(17.98) [(27.9%8] (7.5%) |(7.8%)  |(2.3%) (36.7%)
FUTURE -
CRNA 59 67 " 242 10 10 141 3.8+ 2.1
G19) | 8.5 fe1s) ooyt cf@aas) oo (3.8 | (@4.28)

MD/CRNA response difference not significant at ,Os‘ﬁx?%.BO)

STRONGLY |AGREE | UNCERTAIN| DISAGREE [STRONGLY NO ¢ MEAN
PETIRPRIY i oo Wi U (Y NS (SUPERTRN. S (PR 4. ... DISAGREE 5 | RESPONSE [+ ST. DEV.7
TOTAL .
RESPONSES | hyRpRENT 85 154 54 . 57. Ao TR 259 3.9+ 2.0
(13.5%) |(24.4%] '(8.6%) " |(9%) ' ' {3:38) 0 " f (41.38)
L 115 153 56 34 18 254 3:7% 2.1
FUTURE | (18.3%) |(24.3%] (8.9%) -*|(5.4%) | (2.9%) -1 (40.3%)
Current/Fut Total R ignific: . 26, - Al
ey e CEL Ronponae) significont Ske' B W tadliy

Current/Future (CRNA Response) . siggif1c§nt at .05 (x4=4,9)




74.

Minimum acacemic achievenent for admission to a nurse anesthesia training program
should be a Baccalaureate degree in any field, but with a nursing license and subject

pre-requigites.

(i.e. chemistry)

TOTAL RESPONSES 585

STRONGLY| AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 MEAN
AGREE 1 2 3 4 DISAGREE 5 | RESPONSE |- ST. DEV.7
NTP 19 , 25 23 32 17 56 4.0+ 1.8
- (172) (11%) (14.5%] (13.4%) (18.6%) (9.9%) (32.6%)
RNATE 33 ) . o wefe 15 13 9 94 4.0+ 2.0
RRRRENT (210) | (15.7%) | (21.9%] (17.1%) | (6.2%) (4.3%) (44.8%) y
MDATE 24 37 32 14 9 87 4.0+ 1.9
(203) (11.8%) (18.2%)] (15.8%) (6.9%) (4.4%) (42.9%)
NTP/RNATP response difference significant at .001 (x2=19.6)
RNATP/MDATP response difference not significant at .05 (x2=.701)
NTP/MDATP response difference significant at .001 (x2=10.7)
STRONGLY| AGREE | UNCERTAIN | DISAGREE |STRONGLY NO 6 MEAN
TOIRL SEGPONBES 585 | napmm . 2] 2 3 4 DISAGREE 5 | RESPONSE | £ ST. DEV.7
’ NTP 29 1:- 32 23 26 13 49 3.6+ 1.9
(172) (16.9%) | .(18.6%)] : (13.4%) . | (15.1%) (7.6%) (28.5%)
FUTURE ~ RNATP 59 46 16 8 8 73 3.4+ 2.1
(210) (28.1%) | (21.9%] @ (7.6%) (3.8%) (3.8%) (34.8%)
- MDATP 37 47| 28 13 11 67 3.6+ 2.0
(203) (18.2%) (23.2%]) (13.8%) (6.4%) (5.4%) (33%)

NTP/RNATP response difference significant at .00l (x2=18.1)
RNATP/MDATP response difference not significant at .05 (x2=2.6)

NTP/MDATP response difference significant at .05 (x2=6.2)




LI‘OTAL RESPONSES 627 STRONGLY AGREE| UNCERTAIN|DISAGREE | STRONGLY _ NO ¢ MEAN
AGREE 1 2 3 4 DISAGREE 5 | RESPONSE | + ST.DEV.?7
bIUDI
(308) 30 57 49 34 10 128 4.0+ 1.9
CURRENT | (9.7%) (18.5%)| (15.9%) (11%) (3.2%) (41.6%)
CRNA 51 57 29 24 28 130 4.0+ 2.0
(319) (16%) (17.9%)| (9.1%) (7.5%) (€.8%) (40.8%) -
MD/CRNA response difference not significant at .01 (x2=.005}
627 STRONGLY {AGREE | UNCERTAIN | DISAGREE [STRONGLY NO 6 MEAN
TOTAL RESPONSES AGREE 1| 2 3 4 [DISAGREE 5 RESPONSE |+ ST. DEV.7.
M.D. 48 7X 43 31 11 104 3.6+ 1.9
(308) { (15.6%) ({(23.1%) (14%) (10.1%) (3.6%) (33.8%)
FUTURE
CRNA 86 59] . 33 15 24 101 3.4+ 2,1
(319) (27%) (18.5%) (10.3%) | (4.7%) . (7.5%) (31.7%) -
MD/CRNA response difference not significant at .05 (x2=.89)
STRONGLY |AGREE UNCERTAIN| DISAGREE [STRONGLY NO 6 MEAN
AGREE .1 2 .3 4 DISAGREE 5 RESPONSE |+ ST. DEV.7
TOTAL
RESPONSES | hyyRRENT 81 114 78 60 | 39 258 4,0+ 1.9
630 (12.9%) (18.1%) (12.4%) | (9.5%) (6.2%) (41%) ot
134 130 76 48 36 205 3.5+ 2.0
FUTURE | (21.4%) |[(42%) (12.1%). (7.6%). (5.7%). (32.5%)
Current/Future (Total Response) significant at .0l (x 26, 7)
Current/Future (M.D. Response) not significant at 05 (x2=1,6)

Current/Future (CRNA Response)

significant at .05 (x

=5.1)

PR
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Policy for Nurse Anesthetists at UCLA Hospitals and Clinics

Staff Nurs2 Anesthetists

Training

A nurse anesthetist must be -a licensed R.N, in the State
of California and a graduate of an approved School of Nurse
ia within the United States.

Duties
A nurse anesthetist

1. performs at all times under the direction and supervision
of an enesthesiologist.

2. reviews clinical charts and recommends specific
types of general anesthesia.

3. interviews patients to discuss type of anesthesia
to be used, to reassure patients and to obtain informed
consents for the administration of anesthesia.

4, orders pre-operative medication. All orders must
be countersigned by an anesthesiologist within 24 hours,

5. administers general anesthetic agents by inhalation,
endotracheal intubation, intravenously or topically
induces anesthesia to the proper state of narcosis
and manages throughout the surgical procedure.

6. determines need for and administers parenteral fluids,
including plasma and blood, setting up solutions
and maintaining appropriate flow,

7. assists an anesthesiologist or surgeon during emergencies
occurring within-the inside the operating and recovery

areas.

8. assists a physician during emergencies occurring
outside the operating and recovery areas.

9. assists in post-anesthesia care.

Student Nurse Anssthetists

student nurse anesthetist must be a licensed R.N. in the
of California and be enrolled either in the UCLA School

nurse anesthetist performs all the duties described
nesthetist under the direction and supervision of
hetist on the faculty of the UCLA School of Nurse
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