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opposition to autonomy and expansion of the APRN role
from organized medical groups (Brooten, Youngblut, Hannan, & Guido-Sanz, 2012; Donelan, DesRoches, Dittus, &
Buerhaus, 2013; Gutchell, Idzik, & Lazear, 2014; Weiland,
2008).
In order to function in the role of PCP, it is important that APRNs perceive that they are autonomous and
feel empowered or confident in their role, responsibilities,
and competencies in caring for patients. Even though independent practice of APRNs has significantly evolved in
recent years, factors that influence nurse autonomy and
empowerment remain poorly understood. This research
focused on one potential barrier, physician oversight, to
determine if there was an association with professional
autonomy and empowerment among a sample of APRNs
in Montana, a state located in the northwestern United
States.

Background
Many countries have adopted legislation addressing
APRN scope of practice that allows for independent practice (Pulcini et al., 2010). In the United States, more
than 13 states have adopted the National Council of State
Boards of Nursing (2016) APRN consensus model that
promotes standardization of licensure, accreditation, certification, and education of all advanced practice nurses.
This includes Montana, a predominantly rural state with
47 critical access hospitals (CAHs; Department of Public
Health and Human Services, 2011) and the location of
this study. As is the case in many states that allow independent practice, in Montana most APRNs practice under some form of regulatory physician oversight, because
insurance reimbursement and healthcare facilities, particularly CAHs, often require physician cosignature and/or
chart review for APRNs.
Autonomy has been used simultaneously to define
both the legal authority and the practical ability to provide primary care using independent judgment and selfgovernance (Weiland, 2008). Brown and Draye (2003)
noted the importance of autonomy in practice for APRNs,
allowing them to develop a relationship-focused model of
care that was felt to enhance the health of patients. Health
professionals and scholars have argued that autonomy for
APRNs is essential for professional recognition and status (Dempster, 1990; Wade, 1999). In addition, autonomy
among APRNs has been linked to other important factors
such as patient outcomes and job satisfaction (Newhouse
et al., 2011; Pasarón, 2012).
Empowerment is also important for independent practice. Chandler (1991) defines empowerment as “enabling
individuals to feel effective so that they can successfully
execute their jobs” (p. 66). Empowerment comes from

the ability to get things done by successfully accessing
lines of information, support, resources, and opportunities to learn and grow (Kanter, 1993). Work environments with social structures that provide for these sources
of support and power lend to the development of strong
interpersonal relationships (Laschinger, Almost, & TuerHodes, 2003). APRNs that are allowed independent practice, including through regulatory agencies, are primed to
seek these environments to support their own empowerment, establish working relationships with fellow healthcare providers, as well as successfully perform their role
as PCPs.
One of the primary factors shaping APRNs as PCPs is the
role of the collaborating physician within the healthcare
team. Collaboration that comes from primary care teams,
which include supervising physicians, can be beneficial
for primary care APRNs, resulting in support and availability for consult, particularly of more complex patients
(Mitchell et al., 2013). Research suggests good working relationships, collaboration with physicians, and trust in the
team contribute to both autonomy and informal empowerment (Almost & Laschinger, 2002; Maylone, Ranieri,
Quinn-Griffin, McNulty, & Fitzpatrick, 2011). However,
physicians who are too authoritarian or bureaucratic in
their interactions may stifle autonomy or disempower
APRNs, impeding instead of bolstering independent practice. One recent study found that on average, APRNs perceived physician oversight to have a negative impact on
the safety and quality of care delivered by APRNs (Lowery, Scott, & Swanson, 2016).
In many cases, state and institutional policies dictate the
amount of oversight physicians have over APRNs. Restrictive practice and discrepancies of APRN roles can create
a barrier to effective collaboration that may ultimately affect health care of patients (Health Resources and Services
Administration [HRSA], 2014). Achieving a better understanding of how physician oversight is related to APRN autonomy and empowerment is particularly relevant as we
look toward APRNs as one solution to increasing demands
for health care.
Two additional factors that may contribute to the
autonomy and empowerment of APRNs include the geographical location, whether rural or urban, and setting of
practice, whether a clinic/outpatient setting or a
hospital/long-term care facility. APRNs practicing in
a rural setting often acknowledge a higher level of autonomy as well as a more interactive relationship with
physicians (Petersen, Keller, Way, & Borges, 2015). This
may be because of the smaller size of the setting and fewer
members of the healthcare team that results in less hierarchical organizational structures (Penz & Stewart, 2008).
On the other hand, providers in rural settings tend to have
less access to empowering resources and support, despite

enhanced technologies, federal funding programs, and
opportunities for larger system support (Ricketts, 2000).

Objectives/aim
The aim of this study was to examine whether APRNs’
perceptions of autonomy and empowerment varied according to predictor variables of physician oversight,
geographical location, and practice setting in a predominantly rural state in the United States with regulatory policies that allow independent practice. Understanding how
these variables relate to characteristics of autonomy and
empowerment provides a clearer picture of potential enhanced utilization of APRNs as well as their professional
stature. We predicted that APRNs working in rural areas,
clinic settings, and without physician oversight would perceive higher levels of autonomy. It was unclear, however,
whether APRNs working in such settings would feel more
or less empowered. While more independent work environments often found in such settings may facilitate APRN
empowerment, it is also possible that the relative lack of
resources and support in rural areas and clinic settings may
undermine APRN empowerment. Similarly, variation in
the facilitative versus restrictive nature of physician oversight complicates its association with APRN’s empowerment. While a recent study examining the link between
physician oversight and APRN empowerment found a positive association between the two, potential differences between types of physician oversight were not examined
(Petersen et al., 2015). Physician oversight might take
the form of chart review, order or prescription cosignature, transfer of care for hospitalization, or other actions
that depend on physicians for patient care processes. In
order to explore the complexity of physician oversight,
we embedded an open-ended question in the survey to
help us discover the different types of physician oversight as defined by the respondents. Using qualitative coding, we discovered several themes that we clustered into
two subsequent types of physician oversight categories:
facilitative and restrictive. We expected that when compared to APRNs without physician oversight, APRNs reporting facilitative oversight would feel more empowered
and those reporting restrictive oversight would feel less
empowered.

Methods
Design
The study utilized a cross-sectional descriptive survey
that also included an embedded open-ended question
to elicit information related to the definition of physician oversight. The embedded mixed methods design is

effective when requiring a qualitative answer to a research
question within a larger quantitative study (Creswell &
Plano Clark, 2007). Quantitatively, the survey collected
data from APRNs regarding autonomy and empowerment
in their professional workplace setting and location. Five
hundred names were randomly selected by the researchers
from a list of all licensed APRNs in the state provided by
the Montana Board of Nursing. Those participants selected
were assigned a number to maintain anonymity.

Setting/participants
The sample included certified nurse specialists (CNSs),
certified nurse practitioners (CNPs), certified registered
nurse anesthetists (CRNAs), and certified nurse midwives
(CNMs). A total of 500 surveys were distributed via the
U.S. postal service during March 2013. A stamped envelope was provided with each survey and postcard reminders were sent 2 weeks prior to the end of the data
collection. A total of 274 returned surveys (55%) were utilized in the analysis. The study was conducted in Montana,
a rural northwestern state in the United States, which has
a total population of 1,000,000 and only three cities with
populations greater than 50,000. In 2015, state legislation
was passed to align the regulations for independent practice and the APRN Consensus Model. Although Montana
allows for independent practice, most APRNs continue to
practice under hospital policies or contractual obligations
that require some form of physician oversight such as
cosignature or chart review.

Data collection
The Dempster Practice Behavior Scale (DPBS) was used
to measure the outcome variable autonomy. The DPBS
is a 30-item instrument developed with a Likert-type
format and a 5-point scaling that focuses on overt and
covert behaviors, actions, and conduct related to the extent of an individual’s autonomy in a practice setting
(Dempster, 1990). Construct validity of this tool was established through a multitrait–multimethod matrix (Dempster, 1990). Reliability analysis from previous studies indicated a Cronbach’s alpha (standardized item alpha) for
the 30-item instrument of .95 with an overall interitem
correlation mean of .39. Current study reliability analysis
indicates similar results; Cronbach’s α of .92 with a mean
of .31.
The Conditions of Work Effectiveness Questionnaire II
(CWEQ-II) was used to measure the outcome variable
of empowerment. The revised CWEQ-II, developed by
Laschinger, Finegan, Shamian, and Wilk (2001), consists
of 19 items that measure the six subscales of structural empowerment (opportunity, information, support, resources,

formal power, and informal power). These subscales help
define the relationship the APRN has within the healthcare team as well as in the practice setting. Based on results
of a confirmatory factor analysis that validated the factor
structure of this instrument conducted by Laschinger et al.
(2001), a total empowerment score is created by summing
the subscales of the CWEQ-II. Cronbach’s α reliabilities in
previous studies range from .79 to .82 (Laschinger et al.,
2001). Reliability analysis for the current study indicates a
Cronbach’s α of .915 with an overall interitem correlation
mean of .334.
Type of physician oversight was operationalized using
definitions provided by the participants. Respondents were
first asked whether or not they practiced under physician
oversight. If they responded yes, they were asked to define
oversight in their own words. Using a qualitative embedded design approach, the need for the participant to answer how they defined physician oversight was necessary
to understand this independent variable. Definitions given
were then examined and coded for recurring themes. Despite federal and state policies as well as contractual obligations that require some form of physician oversight in
practice settings for many APRNs, the reported themes
were varied and subjective. Seven themes emerged: collaborative, mentor, resource, consulting, contractual, or
regulatory (which includes such definitions as chart review/cosignature, terms of employment, and accreditation
requirements of the facility), cosignature for prescription
(Rx) or diagnostic (Dx) tests and specialty practice. For the
purpose of statistical analysis and consistent with our argument that some types of physician oversight might enable
APRN autonomy and empowerment while others may inhibit it, these themes were then clustered and used to categorize oversight as either facilitative or restrictive. Respondents who used terms that would indicate support such
as collaborative, mentor, resource, and consulting were
coded facilitative, while respondents who used terms that
suggest limits to independent practice such as contractual,
regulatory, Rx/Dx, and specialty practice were coded restrictive. Definitions that included both facilitative and restrictive themes were included in the facilitative category
in order to isolate possible negative effects of restrictive
physician oversight. Unclear definitions or responses that
did not relate to practice setting were included in a third
category along with participants who responded yes to
physician oversight, but offered no definition. The categorization of each respondent’s definition was substantiated
by two outside reviewers.

Ethical considerations
Ethics approval was obtained from a university institutional review board. Each participant was given an

identification number to eliminate potential for personal
identification. Return of the survey items indicated consent for participation.

Data analysis
In the initial analysis, we conducted descriptive statistics and explored possible confounders by examining
demographic characteristics in relation to both the categorical predictors and continuous outcome variables.
Chi-square analysis was conducted to determine if there
were any significant differences between groups. For variables with multiple categories, follow-up Z-tests between
column proportions with Bonferroni corrections were
utilized to determine which specific categories were significantly different from each other. For autonomy and
empowerment scores, analysis of variance (ANOVA) with
Bonferroni corrected post hoc tests were used to test for
significant differences. Demographic information collected
included

r
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level of education,
years of advanced practice,
area of practice, practice setting, geographic location,
and type of physician oversight with definition, age,
gender, and ethnicity

Mean differences in perceived autonomy and empowerment were then examined across the three predictor
variables, physician oversight, practice setting, and geographical location, utilizing independent t-tests with Sidak
p-value adjustments.
Finally, we conducted multivariate linear regression
to examine whether types of physician oversight were
differentially related to autonomy and empowerment.
Dummy variables were constructed to capture different
types of physician oversight. Those respondents indicating they practiced under one of the facilitative types
of physician oversight were coded 1 for the variable
facilitative while all other respondents were coded 0.
Similarly, those respondents indicating they practiced
under one of the restrictive types of physician oversight
were coded 1 for the variable restrictive while all other
respondents were coded 0. For respondents who indicated
they practice under physician oversight but did not
provide information regarding the type of oversight or
who provided definitions that could not be classified into
either facilitative or restrictive, a third dummy variable
was created (oversight; no definition = 1, else = 0) and
included in the model as a control. Consequently, the
comparison for all three physician oversight dummy variables is the group of APRNs with no physician oversight.
In addition to the two primary predictors of facilitative
and restrictive physician oversight, geographical location

(rural = 0, urban = 1) and practice setting (clinic =
0, hospital = 1) were included as covariates. Any potential
demographic confounders found in the initial analyses
were also included. Two multivariate linear regression
analyses were conducted, one for autonomy and one for
empowerment.

Results
Participants
Returned surveys (n = 274) revealed that 81.3% of the
participants held a Master’s in Science of Nursing (MSN)
and 79.3% practiced as a CNP. CNMs comprised only
4.4%, CNSs only 4.4%, and CRNAs 11.9%. Of participating APRNs, 60.9% practiced in rural areas that were defined as less than 50,000 residents, 76.7% worked in a
clinic/outpatient setting. Slightly more than half (52.8%)
of APRNs who participated in this study reported physician
oversight. The percentage of APRNs who responded with
each of the initial seven themes were collaborative 20.3%,
mentor 6.3%, resource 3.5%, consulting 25.2%, contractual or regulatory 50.3%, Rx/Dx 2.1%, and specialty practice 9.8%. This includes multiple definitions from some respondents. For the oversight dummy variables included in
the statistical analysis, 57.0% were coded as facilitative,
34.7% were restrictive, and 8.3% had an unclear or no
definition.

Descriptive data
Table 1 presents demographic percentages within each
category of the predictor variables: geographical location,
physician oversight, and practice setting. Several of the respondent characteristics were related to one or more predictor variables. All of the following comparisons were statistically significant at p < .05. Urban APRNs were more
likely to be female (88.7%) and to be practicing as CNPs
(82.7%), compared to rural APRNs (78.3% and 77.0%, respectively). APRNs with and without physician oversight
differed in their level of education, area of practice, and
years in practice. APRNs with physician oversight had a
higher percentage practicing as a CNP (90.1%) compared
to those without physician oversight (66.7%) and APRNs
without physician oversight had a higher percentage practicing as CNSs (7.1% compared to 2.1%) of those with
physician oversight or CRNAs (22.2% compared to 2.8%
with physician oversight). APRNs with physician oversight
have less experience than their counterparts with no oversight, with a higher percentage practicing for less than 1
year (9.6% vs. 3.2%) and a lower percentage practicing
for more than 20 years (17.8% vs. 29.1%). More of the
clinic APRNs were female (88.5%) compared to those in

hospitals (61.0%). Only 50.8% of hospital APRNs practice as CNPs. Hospital APRNs are more likely to practice as CRNAs (36.1%) or CNMs (9.8%). This compares
to 5.0% CRNAs and 3.0% CNMs practicing in the clinic
setting.
Only one demographic variable was found to be significantly related to either of the outcome variables. There
was a significant effect of APRNs’ area of practice on empowerment (F = 3.058, p = .029); Bonferroni post hoc
tests indicated statistically significant empowerment score
differences (p = .026) between CRNAs (M = 22.08, SE =
0.63) and CNSs (M = 18.26, SE = 1.54). Although the
other two areas of practice, CNPs (M = 20.82, SE = 0.85)
and CNMs (M = 21.90, SE = 1.32), were also several points
lower than CRNAs, these differences were not significant.
Table 2 provides the percentages for each of the predictor
variables within each of the other predictor variables. Similar to Table 1, chi-square analysis was conducted to determine if there were any significant differences between
the groups. No significant relationship was found between
physician oversight and practice setting. Physician oversight was related to geographical location (χ ² = 11.87, p <
.001), with physician oversight more common in urban locations (66.3%) than in rural locations (45.0%).

Autonomy and empowerment scores
The mean autonomy score for APRNs was 124.98, SD =
17.61 of a possible 150; the mean empowerment score
was 20.91, SD = 3.96 of a possible 30, indicating fairly
autonomous and empowered APRN participants. Tables 3
and 4 provide t-test analyses of mean autonomy and
empowerment scores by physician oversight, geographical
location, and practice setting. Mean differences in autonomy scores were in the expected direction, but were
not significant for any of the predictor variables. Mean
differences in empowerment scores were statistically significant for physician oversight (t = 3.38; p < .01). APRNs
that practiced without physician oversight (n = 126,
M = 20.07) were less empowered than those who
practiced with physician oversight (n = 141, M = 21.68).
The multivariate regression analyses are reported in
Tables 5 and 6. Because area of practice was found to be related to both predictor variables and the outcome variable
empowerment (see Table 1), it was included in the analysis as a control variable. The autonomy analysis found no
significant associations between APRN autonomy and facilitative or restrictive physician oversight, after adjusting
for the other characteristics of area of practice, practice setting, and geographical location. In addition, the F-ratio for
the overall model for autonomy was not significant (F =
1.88, p = .064). The overall model for empowerment,
however, was significant (F = 3.85, p < .001) with

