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ABSTRACT 

Control over nursing practice (CONP) is a participatory process through which 

nurses have input and engage in decision making about the context of practice and unit 

operations related to nursing practice. CONP has been associated with a number of 

positive outcomes related to nurse satisfaction, nurse status, effectiveness of patient care, 

and quality of patient outcomes. However, no comprehensive model has been created nor 

comprehensive analysis been conducted related to approaches for increasing CONP. This 

study tested a hypothesized model of antecedents to CONP developed from a review of 

the literature in nursing, psychology, and organizational management using a complexity 

theory perspective.  

The study used a nonexperimental, comparative design. The sample for data 

analysis consisted of 28 nurse managers and 583 staff nurses from 32 units in 10 

hospitals. Existing instruments were used in a paper and pencil format to collect 

demographic and perceptual data on CONP and the hypothesized antecedent variables. 

Data were aggregated to provide an analysis of organizational and unit level contextual 

and variable effects related to CONP.  

Contextual regression indicated a greater influence of unit-level variables than 

organizational-level variables on nurses’ perceptions of CONP. Regression analyses and 

revised model testing demonstrated that nurse manager supportiveness, implementation 

of a formal structure for CONP, and information flow consisting of open and accurate 

communication were positively related to CONP. Hierarchy of authority was negatively 

related to CONP. The relationship between CONP and job codification and autonomy 
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varied based upon the measurement of the dependent variable. Manager’s perception that 

participative decision making enhances organizational effectiveness; manager’s 

perception that participative decision making does not reduce their power; nurses’ 

experience, expertise, and educational preparation; and nurses’ desire for control did not 

significantly relate to CONP as hypothesized. 

This study contributes to nursing research and clarifies strategies for improving 

the work environment for nurses by delineating antecedents to CONP in the acute care 

hospital setting. These data will be useful to nurses, nurse managers, and hospital 

administrators who want to improve patient safety, reduce patient mortality, increase 

nurse satisfaction, and increase nurse retention. 
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CHAPTER 1: BACKGROUND AND SIGNIFICANCE 

The impact of the nursing practice environment on the quality of work experience 

for nurses and the delivery of quality patient outcomes in acute care hospitals has 

increasingly been demonstrated through nursing systems research. Both the number of 

nursing staff providing care and the environment for nursing practice have been identified 

as important in ensuring safe patient outcomes and quality care (Institute of Medicine, 

2004). Nursing work environments with higher levels of employee participation in 

decision making and control over working conditions have been associated with 

increased employee satisfaction and performance. Specifically, work environments where 

nurses report high levels of control over nursing practice have been associated with a 

number of positive outcomes including lower staff turnover rates, less nurse burnout, and 

lower patient mortality rates (Aiken, Smith, & Lake, 1994; McClure, Poulin, Sovie, & 

Wandelt, 2002; Vahey, Aiken, Sloane, Clarke, & Vargas, 2004). While the positive 

consequences of control over nursing practice have been well researched and reported in 

the literature, the antecedents have not been explored. This research studies the 

antecedents to control over nursing practice (CONP).  

Significant Issues in Health Care Today 

Health care costs in the United States continue to rise, fueled by advances in 

medical technology, a proliferation of pharmaceutical agents, consumer demands for 

quality care, and labor expenses due to worker shortages (Heffler et al., 2002). This 

growth in health care spending threatens the entire economy, forcing employers to reduce 
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jobs, limit wage gains, and either eliminate or reduce health benefits to employees (Levit 

et al., 2004).  

Unfortunately, this financial expenditure is not translating into excellent health 

care. In spite of the fact that the Unites States spends almost 40% per capita more on 

health care than any other nation, the outcomes of patient care are not measurably 

different (Berwick, 2003). Rather, the nation ranks 27th in both infant mortality and life 

expectancy. In addition, significant concerns about the rates of medical errors in 

American hospitals persist (Wachter, 2004). Deaths due to medical errors exceed those 

from motor vehicle accidents, breast cancer, or AIDS (Institute of Medicine, 2000).  

Further, the costs associated with treating complications from errors are often 

reimbursed by health plans, completely disassociating the burden for the cost of errors 

from those who are making them (Wachter, 2004). Yet errors and the cost of care are 

inexorably linked. The national costs of adverse events were estimated to be 4% of 

national health expenditures in 1996 (Institute of Medicine, 2000). This disassociation of 

payment and quality is expected to change with the trend to link payment with 

performance (Corrigan & Ryan, 2004). In this payment model, revenues will vary 

according to performance, increasing the financial value of clinical quality. Thus, due to 

the desire for quality care, the inherent cost of errors, and the trend toward pay for 

performance, patient safety and quality of care have become an important area of 

research (Institute of Medicine, 2000).  
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Nursing Work Environments and Outcomes 

Recently, much of the research on nursing work environments has been centered 

on Magnet Hospitals. During a nursing shortage in the early 1980’s, selected fellows of 

the American Academy of Nursing (AAN) identified hospitals in each geographic region 

of the United States that were considered good places for nurses to work and had 

demonstrated retention of professional nurses through low turnover rates (McClure, 

Poulin, Sovie, & Wandelt, 1983). These hospitals became known as Magnet facilities due 

to their ability to attract and retain nurses in spite of a nursing shortage. Through 

interviews with nurse executives and staff nurses in a subset of these facilities, the 

leadership characteristics and professional practice attributes of these organizations were 

illuminated. The characteristics and attributes became known as the fourteen “forces of 

magnetism” and have been shown to differentiate Magnet from non-Magnet facilities 

(Kramer & Schmalenberg, 1991). Based on this work, in 1991 the American Nurses 

Credentialing Center (ANCC) began awarding healthcare facilities that demonstrated 

these forces with a Magnet Nursing Services designation. The leadership and professional 

practice attributes of ANCC’s application-based Magnet facilities were similar to the 

hospitals originally selected by the AAN for Magnet designation (Aiken, Havens, & 

Sloane, 2000). Recent qualitative research based upon interviews of nurses working in 

Magnet hospitals has honed the attributes and characteristics of a professional practice 

work environment to eight “essentials of magnetism”.  

Originally, the research on Magnet hospitals focused on identifying the 

characteristics of work environments that attract and retain nurses. Over time, Magnet 
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hospitals have been associated with less nursing burnout, less emotional exhaustion in 

nurses, higher trust in management, and higher levels of job satisfaction (Aiken et al., 

1999; Aiken et al., 2000; Brady-Schwartz, 2003; Laschinger, Shamian, & Thomson, 

2001; McClure et al., 1983). Burnout and emotional exhaustion, and manager leadership 

style have been associated with nurses’ intentions to quit their jobs and actual resignation 

(Taunton, Boyle, Woods, Hansen, & Bott, 1997). Nurses in Magnet hospitals also have 

fewer needlestick injuries (Aiken et al., 1999; Clarke, Rockette, Sloane, & Aiken, 2002), 

indicating that professional practice environments are associated with increased safety for 

nurses.  

Both nurse executives and nurses working in Magnet hospitals report higher 

perceived quality of patient care (Havens, 2001; Laschinger et al., 2001). This perception 

was validated empirically when Magnet hospitals, matched with similar hospitals and 

controlling for skill mix and nurse-patient ratios, were shown to have lower mortality 

rates in Medicare patients (Aiken et al., 1994). In addition, when cared for in Magnet 

hospitals, AIDS patients had lower mortality rates after controlling for severity of illness 

(Aiken. Sloane, Lake, Sochalski, & Weber, 1999). Further, patients in Magnet hospitals 

reported higher levels of satisfaction than patients in non-Magnet facilities (Aiken et al., 

1999). 

Although costs of creating a professional practice environment have not been 

directly measured, costs between Magnet and non-Magnet facilities appear to be 

comparable. While Magnet hospitals have higher than average nursing labor costs, the 
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shorter average lengths of stay and lower turnover rates seem to balance this expense 

(Aiken, 2002).  

Control Over Nursing Practice 

In research on Magnet hospitals, three intervening variables (CONP, autonomy, 

and nurse-physician relationships) have been suggested to explain the relationship 

between magnet hospitals and positive patient outcomes (Aiken et al., 1994; McClure et 

al., 2002; Scott, Sochalski, & Aiken, 1999). As defined by nurses working in Magnet 

facilities, CONP is the “participatory process enabled by a visible, organized, viable 

structure through which nurses have input and engage in decision making about practice 

policies and issues, as well as personnel issues affecting nurses” (Kramer & 

Schmalenberg, 2004b, p. 46). CONP consistently distinguishes Magnet from non-Magnet 

hospitals (Kramer & Schmalenberg, 1991; Kramer, Schmalenberg, & Maguire, 2004b). 

Of the eight essentials of magnetism, CONP has been identified as the most 

discriminating (Kramer, Schmalenberg, & Maguire, 2004b).  

Further, CONP has been identified as an important work environment attribute to 

ensure patient safety (Institute of Medicine, 2004) and has been more strongly predictive 

of nurse perceptions of effectiveness of patient care than empowerment (Laschinger & 

Havens, 1996). Nurse executives’ perceptions of the quality of patient care delivered 

were positively associated with a higher reported level of CONP (Havens, 2001). CONP 

has been associated with increased respect, status, and recognition for nurses (Hinshaw, 

2002). In addition, CONP has been associated with nurse autonomy, group cohesion, job 

satisfaction; and negatively associated with personal and situational job stress (Forbes, 
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Bott, & Taunton, 1997). Nurses’ perceived control over organizational issues appears to 

more strongly predict job satisfaction than nurses’ perceived control in the clinical 

domain (McGilton & Pringle, 1999).  

Findings that CONP influences performance outcomes is consistent with the 

literature in other industries. Within the myriad of material written on the influence of 

work environments in the management, organizational behavior, sociology, and 

psychology literature, a moderate positive relationship has been found between the 

degree of worker participation in decision making and work satisfaction (Black & 

Gregersen, 1997). A positive, but weaker, link between participation in decision making 

and performance has been demonstrated empirically (Black & Gregersen; Sagie, 1994). 

The relationship between employee participation in work decisions and productivity is 

most positive when the participation is formal, direct, and long-term (Cotton, Vollrath, 

Froggatt, Lengnick-Hall, & Jennings, 1988).  

A review of the literature suggests that the relationship between participation in 

decision making and performance is mediated by a sense of control (Sagie, 1994). 

Control has been differentiated into individual and collective aspects (Syme, 1991). 

Individual aspects of control include a relatively stable personality attribute characterized 

by the belief that what happens to an individual is caused by the person rather than 

external forces (Armstrong-Stassen & Cameron, 2003). The degree to which an 

individual perceives that they are in control is referred to as locus of control (Rotter, 

1966). A person with an external locus of control perceives that there is little one can do 

to influence events, while a person with an internal locus of control believes that external 
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events are generally within their influence. Although each person prefers to exercise 

some control over what happens to them, empiric evidence exists that individuals have 

differing levels of desire for control (Burger, 1992). Desire for control is the extent to 

which people want to be in control, regardless of their locus of control. Individuals with a 

higher desire for control more frequently exert leadership in a group and attempt to 

influence others in the workplace (Burger, 1992; Caldwell & Burger, 1997). 

Collective aspects of control in the workplace consist of the ability to influence 

work, workspace, other people, and decisions related to events that might affect one’s job 

(Armstrong-Stassen & Cameron, 2003). The job demand control hypothesis introduced 

by Karasek (1979) suggests that individuals working in a high-strain job with high 

demands and low control experience the lowest levels of health and well-being. Job 

demand refers to the workload and is frequently measured in terms of time pressure and 

role conflict. Job control, sometimes called decision latitude, is the ability to control work 

activities. A review of the literature provides considerable support for the job demand 

control hypotheses, suggesting that working in high demand jobs with low levels of 

control is associated with lower levels of well being (Van Der Doef & Maes, 1999). 

Within the job demand control model, the buffer hypothesis suggests that control can 

moderate the negative effects of high demand on well-being. Johnson and Hall (1988) 

added a social dimension to the model, suggesting that social support moderates the 

relationship between high demand and well being. The literature provides less consistent 

support for the moderating influence of job control and social support than for the direct 

relationship between high demand, low control, and health (Van Der Doef & Maes).  
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Varying findings about the impact of control in the work environment may relate 

to the distinction between control within and control over a situation. Control within 

describes the degree of freedom and flexibility to operate within existing rules and 

structures; whereas control over refers to the ability to change the rules or structure that 

govern a situation (Aronsson, 1991). Participation involves a meaningful role in 

determining an outcome and could occur as control within or control over. For example 

control within would involve participation within existing rules, while control over would 

involve participation to change the rules or structure governing the situation.  

The concepts of control within and control over are described within nursing 

practice as autonomy and control over nursing practice. Control within mirrors the 

concept of autonomy in nursing. Nurses working in Magnet hospitals describe autonomy 

as the sanctioned expectation to act freely on what you know in a clinical situation, even 

if the action is beyond the usual standard of nursing practice (Kramer & Schmalenberg, 

2003a). Thus, autonomy involves freedom to act beyond the existing rules and structure 

without changing the rules or structure. Some authors refer to autonomy as control over 

the content of practice (Laschinger, Sabiston, & Kutszcher, 1997) or autonomy over 

patient care decisions (Blegen et al., 1993).  

In contrast, the concept of CONP mirrors the idea of control over rather than 

control within. In other words, CONP involves control over the exiting rules or structure 

governing the situation. Nurses in Magnet hospitals describe CONP as a participatory 

process through which they have input and engage in decision making about practice 

policies, practice issues, and personnel issues affecting nurses (Kramer, Schmalenberg & 
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Maguire, 2004b). CONP also has been described as control over the context of practice 

(Laschinger et al., 1997) and autonomy over unit operations (Blegen et al., 1993). Thus, 

CONP reflects the ability to change the rules or structures that govern nursing practice. 

In spite of evidence for the positive consequences of CONP, research on 

strategies to enhance CONP is limited. Consistent with most of the Magnet hospital 

research to date, research on CONP largely has been descriptive and focused on the 

consequences for patients and nurses. In contrast, little research exists on the antecedents 

or precursors to CONP. Antecedents are those preceding events, conditions, or causes 

that must happen prior to the occurrence of the concept (Walker & Avant, 1995). 

Although individual strategies have been suggested or tested for creating a positive 

nursing work environment, no comprehensive model exists describing strategies for 

enhancing CONP. Research is needed to determine the most effective strategies, 

combination of strategies, and organizational environment for enhancing magnetism in 

the nursing work environment, including approaches for increasing nurses’ control over 

their practice (McClure et al., 2002).  

Specific Aims 

In this study, a model of hypothesized antecedents to CONP, based upon a 

concept analysis and review of the literature, was proposed and tested. Because most of 

the existing research on Magnet facilities and CONP has been conducted in acute care 

facilities, this study examined hypothesized antecedents to CONP in acute care hospitals. 

Specifically, this study was designed to address the following questions: 
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1. What is the impact of the organization and the patient care unit on control over 

nursing practice? 

2. Do the hypothesized organizational and unit antecedent variables predict control 

over nursing practice?  

Significance 

Ongoing attention and efforts have been directed at creating a healthcare system 

that consistently delivers cost-effective, high-quality patient care. In spite of these efforts, 

concerns about healthcare costs, patient safety, and quality of care persist. Within the 

acute care context, the nature of the practice environment for nurses has been shown to 

affect outcomes for nurses and for patients. Consequently, both the American Academy 

of Nursing and the American Organization of Nurse Executives have identified working 

conditions and the ability to create positive and healthy work environments for nurses as 

one of the key research priorities for the discipline (Lamb, Jennings, Mitchell, & Lang, 

2004; Watson, 2004). Efforts to dramatically improve the work environment for 

registered nurses are essential to sustaining the current nursing workforce; enhancing the 

success of recruitment programs; and more important, improving patient outcomes and 

overall satisfaction. Within nursing systems research, CONP has been identified as an 

important characteristic of professional work environments and associated with positive 

outcomes for nurses and patients. Increasing knowledge about effective strategies and 

combinations of strategies for enhancing CONP can contribute to improving the work 

environment for nurses. This study adds to this body of knowledge by investigating 

antecedents to CONP. 
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Summary 

The impact of the nursing work environment is an important area of nursing 

research, particularly because the environment relates to patient safety and quality of 

care. Acute care hospitals in which nurses report high levels of CONP have been 

associated with improved nurse satisfaction and improved patient outcomes. CONP 

involves control over the exiting rules or structure governing the situation. CONP occurs 

as a participatory process through which nurses have input and engage in decision 

making about the context of practice and unit operations related to nursing practice. 

CONP has been associated with a number of positive outcomes related to nurse 

satisfaction, nurse status, effectiveness of patient care, and quality of patient outcomes. 

However, no comprehensive model has been created nor comprehensive analysis been 

conducted related to approaches for increasing CONP. This study tested a hypothesized 

model of antecedents to CONP in acute care hospitals.  
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CHAPTER 2: CONCEPTUAL FRAMEWORK 

This chapter describes complexity theory, the conceptual framework upon which 

the study is based. The concepts of control and participation as described by complexity 

theory are reviewed. In addition, a description of the model of antecedents to control over 

nursing practice (CONP) that guided data collection and data analysis is provided. Study 

hypotheses are delineated and a review of the literature of the study variables is 

presented.  

Complexity Theory 

Hospitals have a history of being structured in a bureaucratic nature. Consistent 

with classic management theory, bureaucratic organizations emphasize precision, speed, 

regularity, and efficiency achieved through a division of tasks, hierarchical supervision, 

and detailed rules and regulations. However, bureaucratic approaches work best when 

tasks are straightforward and done repeatedly (Morgan, 1997), unlike the complicated 

and variable demands that occur in healthcare.  

Complexity theory offers an alternative perspective that may better reflect the 

realities of healthcare. Complexity theory describes complex adaptive systems, including 

complex human systems such as nursing, hospitals, and nursing homes (Anderson, Issel, 

& McDaniel, 2003; Anderson & McDaniel, 2000; Begun, Zimmerman, & Dooley, 2003; 

Vicenzi, 1994). Complexity theory challenges the assumptions of a classical management 

bureaucratic perspective that organizational success stems from stability, predictability, 

and equilibrium. Rather, complexity theory suggests that organizations responding to a 

variety of ever-changing situations and demands are most robust and successful when 
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they operate at a far-from-equilibrium state, where they are able to rapidly respond to and 

influence changing conditions.  

Complexity theory describes the behavior of complex adaptive systems (CASs). 

CASs are systems that are comprised of a wide variety of elements that have the need to 

alter, change, or learn from experience and environmental interactions. CASs can exist on 

many levels. Individuals, departments, organizations, or communities can all be 

considered CASs.  

CASs are comprised of a diverse group of individual, interconnected agents that 

interact with each other and with their environment. Agents within CASs operate based 

on local knowledge or individual schemas (Begun et al., 2003). No one agent in the 

system can understand or control the whole. At the same time, CASs function as open 

systems. Each agent within the system—and the system as a whole—interacts with the 

environment. Thus, CASs are co-evolving, simultaneously adapting to and influencing 

external conditions.  

This massively entangled, highly interactive system forms a stable structure in 

which the behavior of the system is defined by simple rules and governed by feedback 

loops (Gell-Mann, 1994). Within the system, agents adjust their behavior according to 

positive and negative feedback from other agents and the external environment. The 

expected feedback can be conceptualized as a set of rules governing the system. Over 

time, the rules change. In response to new or changing stimuli and feedback loops, the 

system self-organizes and new rules and patterns emerge. The process is iterative, 
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beginning with existing patterns, which are then altered through the interaction of agents 

and emerge into new configurations of relationships, expectations, and organization.  

Unlike stable systems wherein the interactions are characterized by sequential, 

segregated, and established relationships, the interconnectivity between agents and the 

external environment in CASs produce nonlinear and dynamic feedback processes. As a 

result, the system exhibits a phenomenon described as sensitive dependence on initial 

conditions (SDIC). SDIC describes that small changes may produce small results or, in 

other conditions, may become magnified throughout the system resulting in a large, 

widespread, and significant change.  

The ability to self-organize in response to feedback contributes to the 

simultaneous stability and flexibility of CASs. The interconnected nature of the system 

both allows for multiple pathways for action and creates boundaries to the activity. The 

systems are not at equilibrium because they are ever-changing, but they are not in 

complete disarray because feedback loops moderate or create boundaries to the behavior. 

As a result, these systems operate at a far-from-equilibrium, “edge of chaos” state 

(Waldrop, 1992). The ability to change direction and create boundaries results in a 

system that is robust, structurally stable, and flexible (Kauffman, 1995).  

When describing human systems as CASs, the pattern of interaction is governed 

by rules, norms, or societal mores (Stacey, 2003). These rules, norms, and mores 

influence the nature of the relationships and interactions among and between the agents. 

The nature of the relationships across the network are established by three system 

parameters in human CASs: (a) rate of information flow, (b) degree of connectivity 
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between agents, and (c) diversity in the nature and schemas of agents (Stacey, 1996, 

2003). In CASs, when there is an increase in information flow, connectivity between 

agents, and diversity in the nature of agents, the system dynamics shift from repetitive, 

predictable stability towards randomness and disintegration (Stacey, 2003). A paucity of 

information, connection, and diversity stifles responsiveness, creativity, and growth. In 

contrast, information overload and over-connectedness with extremely diverse 

perspectives can inhibit the ability to organize experience or take coherent action.  

Human CASs are unique in that power differentials among agents in the system 

and anxiety of agents in the system also influence the system parameters (Stacey, 2003). 

Power differentials influence the rules, norms, and societal mores of relationships 

because those with power, either due to position or personality characteristics, are more 

able to alter the system parameters in one way or another (Stacey, 1996, 2003). The level 

of anxiety in the system is affected by the degree of compliance with or deviation from 

rules, norms, and societal mores. Anxiety avoidance in human systems is associated with 

a group dynamic of stability and regularity, while chaos and extreme unpredictability 

increase anxiety and are associated with behaviors like dependency or fight-flight stress 

response (Stacey, 2003).  

Appropriately using power, containing anxiety, and “optimizing” the level of the 

system parameters of information flow, connectivity between agents, and diversity of 

agents balances the system's stability and instability, order and chaos, regularity and 

variety. The system is most robust and adaptable when power, anxiety, and the system 

parameters of information flow, connectivity between agents, and diversity of agents are 
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within a critical range (Stacey, 1996). In this state, the system is not limited by past 

patterns of responding, but is able to recognize, consider, and select from multiple 

alternatives. This flexibility and adaptability creates the ability to respond to a wide range 

of internal and external changes. Although this far-from-equilibrium state does not 

guarantee that the system will survive, the ability to evolve and co-evolve creates a 

possibility of generating new forms of relationships with greater success. For example, 

hospitals that operate consistent with complexity theory have been shown to have higher 

returns on assets revenue per admission, income per admission, profit margin, and 

utilization rates than organizations that pursue strategies of increasing orderliness, 

stability, and equilibrium (Ashmos, Duchon, & McDaniel, 1998).  

Complexity Theory Related to Control Over Nursing Practice 

In bureaucratic organizations, control involves managing structures and processes 

to achieve predetermined goals and performance targets. Managers monitor progress 

towards desired outcomes and intervene as necessary to realign actions with the goals 

(Morgan, 1997). In largely bureaucratic organizations, power is housed in the hands of a 

few and anxiety within the system is low due to clearly defined roles and expectations. 

Decisions are made by executives rather than employees actually performing the work 

(Morgan, 1997). In addition, authoritarian, hierarchical communication limits information 

sharing and diversity of perspectives (Anderson et al., 2003).  

In contrast, from a complexity theory perspective, managers cannot control the 

specific outcomes. Rather, managers can only influence the system parameters of 

information flow, connectivity among agents, and diversity. Influencing the system 
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parameters can alter the patterns of behavior that will occur between agents (Anderson & 

McDaniel, 1999; Stacey, 2003). Also, from a complexity theory perspective, the manager 

is one of many agents in the system. Individual managers, like other agents, operate 

based on their own knowledge and through sharing information with other agents. As 

agents with power based on both their formal positions and their connections with large 

numbers of other agents, managers influence, but do not control, the system.  

Management practices, then, are not entirely within the purview or control of 

managers. Rather, management practices are the rules, norms, and social mores related to 

the administration, supervision, and operation of the system that emerge through 

interactions between agents and the external environment. For example, internal 

organizational expectations and external societal norms about the role of managers and 

the role of employees determine the nature of administration and supervision of an 

organization. Management practices in the form of rules, norms, and societal mores 

related to the administration, supervision, and operation of the system can alter the 

system parameters of information flow, connections between agents, and diversity.  

Participation in decision making has been described as a management practice 

that alters system parameters. Participation connects agents with diverse perspectives and 

increases information flow (Anderson et al., 2003). Participation involves multiple 

decision makers and informants, thus multiple interpretations and a broader information 

set are available, allowing for a wider range of alternatives to be considered (Ashmos, 

Duchon, McDaniel, & Huonker, 2002).  



30 

 

Nursing research on participation in decision making has focused on two 

aspects—clinical autonomy and CONP. Clinical autonomy refers to decisions related to 

individual patient care. CONP refers to decisions regarding the conditions and processes 

of work. Nurses consistently report greater participation in caregiving decisions than in 

decisions about unit operations or conditions of work (Anthony, 1999; Blegen et al., 

1993; Krairiksh & Anthony, 2001; Mrayyan, 2004; Prescott & Dennis, 1985). In other 

words, nurses report greater clinical autonomy than CONP.  

Further, the phase of participation in decision making is important to consider. 

The decision making process itself can be divided into three phases that include: (a) 

identifying and clarifying the problem, (b) generating alternative solutions, and (c) 

selecting a final choice (Mintzberg, Raisinghani, &Theoret, 1976). For both caregiving 

and conditions of work decisions, researchers consistently report that participation in the 

identification phase exceeds that of the generating alternatives phase which exceeds that 

of selection (Anthony, 1999; Issel & Anderson, 2001). Interestingly, although positive 

relationships are repeatedly reported between participating in decision making and 

satisfaction and performance, involvement with identifying problems has not been related 

strongly to perception of influence, satisfaction, or performance. Rather, generating 

alternatives, planning implementation, choosing alternatives, and evaluating results—

those steps where nurses are less commonly involved—have been related significantly to 

satisfaction and influence (Black & Gregersen, 1997; Issel & Anderson, 2001). Nurses 

working in Magnet hospitals distinguish between participative management, which they 

articulate as providing input or sharing an opinion, and CONP which includes selecting 
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among the available options about practice policies, practice issues, and personnel issues 

affecting nurses. CONP has been defined as input plus decision making (Kramer & 

Schmalenberg, 2005), further clarifying that CONP involves all three phases of the 

decision process—identifying the problem as well as generating alternatives and selecting 

a final choice.  

Table 1 presents the conceptual relationship between complexity theory and 

CONP. CONP can be considered a system control parameter of a healthcare CAS that 

increases information flow, connection between agents, and diversity of perspectives. 

Because hospitals historically have been bureaucratic, hierarchically-structured 

organizations where decisions about clinical practice and conditions of work were made 

by administrators and physicians, increasing CONP in an organization adds nursing 

information into the discussion, connects nurses with other decision makers, and 

increases the diversity of perspectives. From a complexity theory perspective, increasing 

CONP—and thereby increasing information flow, connections between agents, and 

diversity of perspectives—results in a more robust, adaptable, and responsive system. 

However, for an organization to increase CONP, management practices supportive of 

CONP must be in existence. Management practices, including the rules, norms, and 

social mores related to administration, supervision, and operation of the system that 

emerge though interaction of agents and the external environment, can be considered 

antecedents to CONP.  
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TABLE 1. Conceptual Relationship Between Complexity Theory and CONP 

Antecedents CONP Consequences 
Management practices System control parameters Outcomes 

Rules, norms, social mores 
related to the 
administration, supervision 
and operation of the system 
that emerge through 
interaction of agents and 
external environment.  

 Rate of information 
flow 
 Number and intensity 

of connections between 
agents 
 Diversity within and 

between cognitive schemas 
of agents 

 Increased nurse 
attraction and decreased 
nurse turnover 
 Improved quality of 

patient care and decreased 
patient mortality  

 
Hypothetical Model of Antecedents to Control Over Nursing Practice 

Because the antecedents to CONP have not been specifically investigated, 

hypothesized antecedents were elicited through a concept analysis and review of the 

literature in nursing, organizational development, business, psychology, and sociology. 

The surrogate terms of professional autonomy, job/work control, and self-governance 

were investigated along with the related concepts of participation, participative decision 

making, perceived control, empowerment, and self-regulation. Those rules, norms, and 

social mores defined as management practices hypothesized to be antecedents to CONP 

have been identified in a theoretical model (Figure 1). 

In the hypothesized model, CONP is conceptualized as a patient care unit-level 

phenomenon. Antecedent variables of interest were hypothesized at both the 

organizational and the unit level. As a result, this multilevel theoretical model reflects 

that both organizational and unit-level management practices that influence the degree of 

CONP on the unit. CONP has been shown to vary among hospitals and among units 

within individual hospitals (Scott et al., 1999). Due to the variability reported among 

units within the same hospital, the unit has been suspected of more strongly influencing 
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nurses’ control over practice (Walls, 1992). Thus, the first three hypotheses that were 

tested related to organizational and unit influences on CONP: 

H1: There is a cross-level influence of hospital on the degree of CONP. 

H2: Unit membership will influence the degree of CONP. 

H3: Unit membership will more strongly influence the degree of CONP than 

hospital membership.  

The next section describes the each of the variables and hypotheses about the antecedents 

of CONP as proposed in the model. A complete list of hypotheses can be found in Table 

2.  

Research Variables 

Formal Structure for CONP 

Formal organizational structures establish norms for decision making processes and 

impose boundaries on communication channels (Fredrickson, 1986). As a result, the 

degree of CONP is influenced by the extent that an organized framework for CONP is 

implemented. Nurses working in Magnet hospitals identified that CONP was enabled by 

a visible, organized, and viable structure for participation in decisions related to nursing 

practice, issues, and policies related to nursing (Kramer & Schmalenberg, 2004b). The 

researchers delineated dimensions of a formal structure for CONP. On one end of the 

continuum, an organization-wide formal structure was in place with known 

representation. This formal structure was recognized as having the authority to make 

decisions related to nursing practice and conditions of work. A lesser degree of organized  
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TABLE 2. List of Hypotheses 

H1: There is a cross-level influence of hospital on the degree of CONP. 
H2: Unit membership will influence the degree of CONP. 
H3: Unit membership will more strongly influence the degree of CONP than hospital 

membership. 
H4: A greater extent of implementation of a formal organizational structure to support 

CONP is positively related to CONP.  
H5: Greater rule orientation is negatively related to CONP. 
H6: Greater rule orientation is negatively related to the manager’s propensity for 

participative decision making. 
H7: Greater manager’s PPDM is positively related to CONP. 
H8: Greater manager’s PPDM is positively related to information flow. 
H9: Greater manager supportiveness is positively related to CONP.  
H10: Greater manager supportiveness is positively related to information flow. 
H11: Greater information flow is positively related to CONP. 
H12: Greater autonomy is positively related to CONP. 
H13: Greater manager supportiveness is positively related to autonomy.  
H14: Greater experience is positively related to the degree of autonomy. 
H15: Greater experience is positively related to the degree of CONP. 
H16: Greater expertise is positively related to the degree of autonomy. 
H17: Greater expertise is positively related to the degree of CONP. 
H18: A higher level of educational preparation is positively related to autonomy. 
H19: A higher level of educational preparation is positively related to CONP. 
H20: A higher level of educational preparation is positively related to the nurses’ desire 

for control.  
H21: A higher degree of nurses’ desire for control is positively related to CONP. 
H22: CONP is significantly predicted by implementation of a formal structure for CONP, 

rule orientation, manager’s PPDM, information flow, manager supportiveness, 
autonomy, experience, expertise, educational preparation, and higher nurses’ 
desire for control. 

H23: Autonomy is significantly predicted by nurse manager supportiveness and nurses’ 
experience, expertise, and educational preparation. 

H24: Information flow is significantly predicted by manager’s PPDM and supportiveness.  
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structure for CONP is where the framework for participation was limited to unit staff 

meetings. At the other end of the continuum, no organizational structure or recognition 

exists for nurses’ control of their practice. 

Although shared governance is the most commonly reported structure used to 

support CONP, other organizational frameworks and committee structures are equally as 

effective (Kramer & Schmalenberg, 2002). Of course, the organizational structure in and 

of itself does not result in CONP. For example, a shared governance structure that lacks 

authority can lead to cynicism as nurses recognize the inconsistency between the formal 

structure and actual practice. To be effective, the formal structure for CONP needs to be 

visible and viable; nurses need to recognize and participate in the structure; and the 

framework needs to have some accountability and authority for addressing nursing 

practice and professional issues. As a result, the fourth hypothesis proposed was as 

follows. 

H4: A greater extent of implementation of a formal organizational structure to 

support CONP is positively related to CONP.  

Rule Orientation 

Beyond formalized structures for CONP, existing organizational norms and rules 

establish patterns of relationships, including those that influence the degree of CONP. 

Hospitals with characteristics associated with bureaucratic organizations, including rule 

orientation and formalization, typically allow less participation in decision making 

(Aiken & Hage, 1968; Ashmos et al., 1998). Rule-orientation is associated with 

formalized control in which job descriptions, detailed procedures, and surveillance are 



37 

 

used to ensure predictable performance (Hage & Aiken, 1967). Rule-oriented 

organizations rely on formal channels of communication, thereby reducing participation 

from frontline employees. Because CONP requires input and decision-making by nurses, 

a positive relationship was hypothesized between informal rules that include front line 

workers in decision making and CONP. Conversely, those organizations that tend 

towards a rule-oriented culture were hypothesized to have less CONP. Thus, the fifth 

hypothesis was: 

H5: Greater rule orientation is negatively related to CONP. 

Further, rule orientation influences manager behavior related to decision-making 

and CONP. Due to the feedback loops in an organization, the propensity away from or 

toward participation throughout the system influences the manager’s behavior related to 

the degree of participation and CONP. The culture of an organization has been 

demonstrated to influence a manager’s tendency towards a participative leadership style 

(Zamanou & Glaser, 1994). Managers in organizations where participation is prevalent 

are more likely to encourage their subordinates to participate (Parnell & Crandall, 2001). 

Thus, rule orientation is inversely related to CONP both directly and indirectly through 

manager predisposition for participative decision making. Therefore I hypothesized that: 

H6: Greater rule orientation is negatively related to the manager’s propensity for 

participative decision making. 

Manager’s Propensity for Participative Decision Making  

Managerial leadership style related to participative decision making may also 

influence nurses’ CONP. For example, in an intervention study, team development and 
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communication training programs resulted in overall greater participation and 

involvement in the organization, although there was variability in individual manager’s 

ultimate leadership style. However, while the dominant culture of the overall 

organization and many managers shifted to a more participative leadership style, some 

managers were still secretive, punishing, and authoritarian (Zamanou & Glaser, 1994). 

Thus, managers’ predilection or propensity for participative decision making (PPDM) 

varies.  

A manager’s PPDM has been conceptualized as being influenced by: (a) the 

organization’s culture, (b) the manager’s commitment to participative decision making as 

a long-term strategy, (c) the manager’s beliefs concerning the relationship between 

participation and organizational effectiveness, and (d) the manager’s beliefs about the 

relationship between power and participation (Parnell & Crandall, 2001). Managers are 

more likely to use a participative decision style if they are committed to participation as a 

long-term strategy and if they believe that participation enhances organizational 

effectiveness and increases productivity. Conversely, managers are less likely to use a 

participative style if they believe that increased employee involvement will adversely 

affect their power. The two associated hypotheses are: 

H7: Greater manager’s PPDM is positively related to CONP. 

H8: Greater manager’s PPDM is positively related to information flow. 

Nurse Manager Supportiveness 

Leadership competency in general has been reported to have a positive, but small, 

correlation with staff nurses’ participation in clinical decisions and in decisions about 
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their work environments. The correlation between leadership competency and staff 

participation in decision making held for all three phases of participation in conditions-

of-work decisions—identification of problems, generating and evaluating alternative 

solutions, and selecting among alternatives (Krairiksh & Anthony, 2001).  

Further, the nature of nurse leadership competency, specifically competence in 

supportive behaviors, may influence CONP. Manager leadership behaviors have been 

shown to influence staff decision making patterns, access to essential information about 

the work environment, and availability of personnel and other resources (Taunton et al., 

1997). In addition, workers’ perceptions of control over decision making has been shown 

to be influenced by the perceptions of manager control and support (Parker & Price, 

1994). Further, supportive management was indicated as one of the three most important 

factors in enhancing autonomy over patient care and unit operations decisions (Mrayyan, 

2004). In the same study, nurse manager actions, specifically encouraging nurses to 

communicate openly with other health care team members, supporting nurses to resolve 

conflicts, and encouraging leadership, was associated with increased nurse participation 

in patient care and conditions of work decisions. As a result, the two hypotheses related 

to managerial supportiveness predict a positive impact on CONP and information flow 

were:  

H9: Greater manager supportiveness is positively related to CONP.  

H10: Greater manager supportiveness is positively related to information flow. 
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Information Flow 

Communication is a process of information flow and exchange through which 

explicit and tacit knowledge is conveyed. From a complexity theory perspective, 

optimizing information flow increases the adaptability of the CAS. Sharing of 

information involves multiple informants, a diversity of interpretations, and the 

opportunity for learning (Anderson et al., 2003).  

Access to information refers to the amount of information that nurses have on the 

current state of the hospital as well as on the values and goals of top management. 

Organizational communication is a broader concept with dimensions of information flow, 

communication climate, message characteristics, and communication structure 

(Greenbaum, Clampitt, & Willihnganz, 1988). Communication timeliness, openness, and 

accuracy have been identified as management practices that increase information flow 

(Anderson, Corazzini, & McDaniel, 2004; Anderson et al., 2003). Timeliness refers to the 

promptness of communication about patient care information to the people who need to 

be informed and consequently relates more to clinical autonomy than CONP. Openness is 

the extent to which staff members are able to say what they mean without fear of 

repercussions or misunderstanding. Accuracy is the degree to which staff members 

believe the information conveyed (Shortell, Rousseau, Gillies, Devers, & Simons, 1991).  

In nursing, access to information frequently has been studied as a necessary 

aspect of power and empowerment. In addition, communication has been identified as 

essential to development of a shared governance structure and process for increasing 

CONP (McDonagh, Crow, & Wilson, 1996; Richards et al., 1999). Both empowerment 
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and access to information have been positively correlated with CONP (Laschinger & 

Havens, 1996; Laschinger et al., 1997). As a result, units with increased information flow 

were hypothesized to have increased CONP.  

H11: Greater information flow is positively related to CONP. 

Autonomy 

As described earlier, autonomy refers to individual clinical discretion in 

performing patient care, while CONP refers to freedom related to group work processes 

and organization. Autonomy, like CONP, repeatedly has been associated with nurses’ job 

satisfaction and stronger patient outcomes (Hinshaw, 2002). In the organizational science 

literature, autonomy describes both discretion in work and the degree of independence 

from other workers (Breaugh, 1985). Nurses work in an interdisciplinary environment; 

thus autonomy in nursing is conceived of as discretion in clinical practice and not as 

independence. In contrast to other industries, there is a significant positive correlation 

between teamwork and autonomy reported by nurses. Further, nurses who report higher 

levels of teamwork and higher levels of autonomy also report more involvement in 

decision making (Rafferty, Ball, & Aiken, 2001).  

In most of the Magnet hospital and decision making literature, autonomy and 

CONP are measured simultaneously. However, Kennerly’s (2000) research refutes the 

commonly held assumption that autonomy is an outcome of shared governance. 

Consequently, clinical autonomy has been described as a foundational element for CONP 

(Kramer & Schmalenberg, 2003a). Thus, in this study, autonomy was hypothesized as an 

antecedent to CONP. The following hypothesis was tested:  
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H12: Greater autonomy is positively related to CONP. 

Although nurses choose to exercise autonomy (Ballou, 1998), supportive nurse 

management has been correlated positively with autonomy (Mrayyan, 2004). Nurses 

working in Magnet hospitals identify that supportive nurse management is important for 

autonomy (Kramer & Schmalenberg, 2003b). Thus, supportive management appears to 

facilitate autonomous nursing practice: 

H13: Greater manager supportiveness is positively related to autonomy.  

Experience, Expertise, and Education 

The relationship between years of experience, education, and expertise is unclear. 

Years of practice have been shown to have a positive significant relationship with 

progression from novice to expert (Maynard, 1996). On the other hand, years of 

experience have been negatively correlated with critical thinking (Howenstein, Bilodeau, 

Brogna, & Good, 1996). At this point, my assumption is that there is no relationship 

between years of experience and expertise.  

However, nurses reported that both experience and education were among three 

important factors that increased their autonomy in patient care and unit operation 

decisions (Mrayyan, 2004). In addition, competence has been identified as a prerequisite 

for autonomy (Kramer & Schmalenberg, 2003b). Because autonomy involves freedom to 

act based upon nursing knowledge, the degree of autonomy is fundamentally delimited 

by nurses’ individual and collective knowledge base. Intellectual capacity, sufficient 

knowledge, and ability to reason have been conceptualized as antecedents to autonomy 
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(Ballou, 1998). Thus, not only does autonomy influence CONP, but educational 

preparation, experience, and expertise also influence autonomy.  

In addition, educational preparation, experience, and expertise influence CONP. 

Although it was a relatively weak predictor, nurses who reported that they had been told 

that they were experts were more likely to participate in condition-of-work decisions 

(Anthony, 1999). Similarly, nurses who were at higher levels on a clinical ladder reported 

having more autonomy and CONP than nurses at lower levels, regardless of their 

preferences for control (Dwyer, Schwartz, & Fox, 1992). Thus, the following hypotheses 

were tested:  

H14: Greater experience is positively related to the degree of autonomy. 

H15: Greater experience is positively related to the degree of CONP. 

H16: Greater expertise is positively related to the degree of autonomy. 

H17: Greater expertise is positively related to the degree of CONP. 

Educational preparation also appears to influence CONP. Baccalaureate prepared 

nurses report a higher preference for autonomy in both clinical and unit operation 

decisions (Blegen et al., 1993). This relationship between education level and desire for 

control is consistent with that found in the general population (Burger, 1992). However, 

the preference for autonomy may or may not translate into actual autonomous practice. 

For example, having a baccalaureate degree was negatively correlated with perceived 

autonomy (Alexander, Weisman, & Chase, 1982). On the other hand, nurses prepared at 

the master’s degree level report exercising significantly higher professional autonomy in 

clinical nursing situations when compared to nurses prepared with a diploma or 
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associate’s degree (Schutzenhofer & Musser, 1994). The expected impact of educational 

preparation is described in the following hypotheses:  

H18: A higher level of educational preparation is positively related to autonomy. 

H19: A higher level of educational preparation is positively related to CONP. 

H20: A higher level of educational preparation is positively related to the nurses’ 

desire for control.  

Nurses’ Desire for Control 

Nurses report desiring more control than they are given related to both 

organizational and clinical decisions. Further, the desire for control appears to vary 

among nurses (Blegen et al., 1993; Dwyer et al., 1992; McGilton & Pringle, 1999). 

Although people generally want to be in control, desire for control is conceived of as a 

personality trait that varies among individuals (Burger, 1992).  

In a CAS, individual agents interact and influence each other. These interactions 

are influenced both by the cultural norms of the organization and by the individual 

agents’ personalities. Those individuals who report a higher desire for control have been 

shown to exert leadership in groups, dominate a conversation, and more frequently 

attempt to influence others in the work setting (Burger, 1992; Caldwell & Burger, 1997). 

The following hypothesis was tested:  

H21: A higher degree of nurses’ desire for control is positively related to CONP. 

Levels and Stages of the Variables 

As evidenced in the model presented in Figure 1, some of the antecedent variables 

were conceptualized at the organizational level; while others are at the unit level. In this 
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study, organizational influences can be considered top-down phenomena that have a 

contextual influence on the degree of CONP and some unit-level variables. Many of the 

unit-level variables can be considered emergent phenomena, where lower-level properties 

manifest at a higher level in the organization. Emergent phenomena involve the 

manifestation of the cognition, affect, behavior, or characteristics of individuals at a 

higher level in the system.  

Emergence can be characterized as either compositional or compilational. 

Compositional emergence occurs when phenomena remain essentially isomorphic as they 

emerge upward. These are shared properties that converge among group members as a 

function of social interaction, socialization, leadership, attraction, or selection. Thus, at 

the unit-level, processes are constrained so that individual and group perceptions, while 

not being identical, are closely related. Thus, an additive or averaging of individual 

contribution can represent the group (Kozlowski & Klein, 2000).  

In contrast, compilational emergence involves phenomena that comprise a 

common domain but are discontinuous as they emerge across levels. Compilational 

variables frequently describe the array, pattern, or configuration of individuals’ 

characteristics within a unit (Kozlowski & Klein, 2000).  

Dependent Variable 

CONP itself has been conceptualized and measured as a group level variable 

(Gerber, Murdaugh, Verran, & Milton, 1990; Kramer & Schmalenberg, 2003a). 

Consistent with past research findings, CONP was conceptualized as a pooled 

constrained type of emergence, based on the assumption that although there is some 
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moderate variability in individual contributions, organizational contextual factors and 

interaction processes ensure that each individual contributes at least a minimal amount to 

the group-level phenomenon.  

Organizational Antecedent Variables 

An organization-wide formal structure for CONP is hypothesized to influence the 

degree of CONP. In addition, organizational rule orientation is hypothesized to influence 

both the nurse manager’s PPDM and CONP. As a result, rule orientation is conceived at 

stage 1 in the model while manager’s PPDM is at stage 2. Within an organization, nurses 

are expected to have a shared or common perception of the organization’s degree of 

implementation of an organized framework for CONP and the organization’s rule 

orientation. Consequently, the degree of implementation of a formal structure for CONP 

and the rule orientation are compositional variables.  

Unit Antecedent Variables 

Manager PPDM is an individual characteristic of the nurse manager. Increased 

manager PPDM at the unit level is hypothesized to increase CONP for that unit both 

directly and indirectly through increasing information flow. Nurse manager PPDM is a 

stage 2 variable in the model due to the hypothesized contextual influence of 

organizational rule orientation. Nurses’ perceptions of their nurse manager’s 

supportiveness, information flow, and autonomy are also shared unit experiences among 

nurses and therefore were conceptualized as compositional emergent phenomena. In 

contrast, experience, expertise, educational preparation, and degree of preference for 

control are individual level characteristics. These variables were considered 
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compilational variables that reflect the array, pattern, or configuration of nurses’ 

characteristics in these areas. Nurse manager supportiveness, experience, expertise, and 

educational preparation were hypothesized to influence autonomy, a stage 3 variable. 

Both the nurse manager’s PPDM and supportiveness were hypothesized to influence 

information flow, another stage 3 variable. 

The relationships in the model were testing using a path analysis. Overall the 

model tested whether the hypothesized antecedents predict CONP. Thus, the additional 

hypotheses tested were:  

H22: CONP is significantly predicted by implementation of a formal structure for 

CONP, rule orientation, manager’s PPDM, information flow, manager 

supportiveness, autonomy, experience, expertise, educational preparation, 

and higher nurses’ desire for control. 

H23: Autonomy is significantly predicted by nurse manager supportiveness and 

nurses’ experience, expertise, and educational preparation. 

H24: Information flow is significantly predicted by manager’s PPDM and 

supportiveness.  

Summary 

Hypothesized antecedents to CONP were identified through a concept analysis 

and review of the literature. These antecedents are conceptualized as the rules, norms, 

and social mores related to the administration, supervision, and operation of the system 

that emerges through interactions between agents and the external environment. 

Antecedent variables were proposed for both the organizational and unit levels in a three-
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stage model. Contextual influences of the organization and unit were outlined in three 

hypotheses. Antecedent variables were conceptualized as altering system parameters 

which increased or decreased the level of CONP. Twenty-four hypotheses were 

delineated about the proposed relationships between model variables.  
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CHAPTER 3: METHODS 

Design 

Experimentally altering the nursing work environment in large numbers of 

nursing units is generally not feasible. Rather, natural experiments that contrast existing 

variations between nursing units allow for an understanding of the nature of differing 

nursing work environments. Thus, this study used a nonexperimental, comparative design 

in a convenience sample. Data were collected from the nurse manager and from 

individual nurses working on participating study units. Individual nurse data were 

aggregated to the unit and organizational levels. Contextual regression was used to 

examine the impact of unit level and organizational level variables on the dependent 

variable of control over nursing practice (CONP). Causal modeling using path analysis 

was used to examine the pattern of variables that are antecedent to the dependent 

variable.  

Setting and Sample 

Hospitals throughout Arizona, in both urban and nonurban settings, were invited 

to participate until a total of ten hospitals were enrolled in the study. Nurse executives or 

directors of nursing research in acute care hospitals were approached about the study 

either by email or phone. Participating facilities agreed to data collection on at least three 

different units. To provide for five cases per independent variable in the research model, 

data were collected on more than 50 units. Registered nurses who worked as full-time, 

part-time, unit-based per diem, or travel nurse employees who had worked on the study 
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unit for at least three months were included in the sample. In addition, nurse managers on 

study units were included in data collection. 

Data Collection Procedures 

The study was explained in detail to the nurse executive or designee to ascertain 

their interest in participating, conveying that, if interested, they would be asked to 

identify an internal contact person to assist with communicating the intent of the study 

and assist with survey distribution. Study units were identified in consultation with the 

nurse executives or their designees. Letters of authorization were obtained from those 

facilities agreeing to participate.  

Before beginning data collection, the study proposal was approved through the 

University of Arizona Human Subjects Review Committee (Appendix A). After 

obtaining agreement to participate in the study, additional human subjects reviews were 

sought from participating hospitals. One hospital withdrew from the study after 

institutional internal review board approval was obtained due to concerns by leadership in 

the organization that the data collection process would increase nurses’ expectations for 

participation and control within the hospital. A replacement hospital agreed to participate, 

keeping the number of study sites at ten. Study protocols, including human subjects 

reviews and protections, were maintained for all hospitals.  

The investigator coordinated the data collection time period, announcement, and 

other logistics with the on-site contact persons. Prior to data collection, the investigator 

met with nurse managers, clinical nurses, and/or other key hospital personnel to 

communicate the intent of the study, explain the study procedure, and answer questions. 
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In some organizations, this meeting occurred in a group while in other facilities 

individual meetings were held to explain the intent and logistics of the study. Nurse 

manager questionnaires were delivered to the participants either in person or by leaving 

the information at their offices. Staff nurses’ questionnaires were either distributed 

directly to the nurse or placed in their work unit mailboxes.  

Instruments were administered in a paper and pencil format. Survey instruments 

described the intention of the study and the voluntary nature of participation in a study 

disclaimer form approved and stamped by the University of Arizona Human Subjects 

Review Committee. Nurse managers were requested to return their questionnaires 

directly to the primary investigator in a stamped, addressed envelope attached to the 

instrument. Staff nurses were instructed to place their response into an envelope attached 

to the instrument, and then place the envelope into a data collection box placed on their 

units. In each facility, the unit with the highest response rate received a $100 money 

order. 

Nurse managers provided demographic data and some unit characteristics, as well 

as completing a questionnaire on their preferences for participative decision making. The 

remainder of the study variables were collected from registered nurses who had worked 

full-time, part-time, per diem, or as travel nurses for at least three months on the study 

units. The question “Do you spend at least 50% of your time providing direct patient 

care?” was asked to distinguish nurses primarily working in direct patient care from those 

who worked primarily in supervisory positions, with the goal of excluding individuals 

who did not primarily work at delivering patient care.  
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Individual nurses were asked to identify study-related demographic, 

organizational, and unit level information. These data included the individual nurses’ 

responses to questions on the degree of implementation of a formal structure for CONP 

and rule orientation. These individual level data were considered compositional and were 

tested with instruments designed to measure the variables at the organizational level 

referent. In other words, the stem of the question asked the nurse not to identify their 

personal experience but to describe the experience or nurses in the organization. In 

addition, the compositional level variables of nurse manager supportiveness, autonomy, 

information flow, and CONP were collected from individual nurses with a unit level 

referent with a question stem instructing them to respond about the perception of the 

experience of nurses working on the unit. Those data with group level referents were 

examined for aggregation at the group level with the intent of using them as group level 

data. In addition, a response rate of 50% or greater was solicited to ensure group-level 

representativeness. The staff nurse questionnaire also included an instrument to measure 

their desire for control. Because this is an individual personality trait, these data were 

used to create a compilational variable at the unit level called nurses’ desire for control. 

Experience, expertise, and educational preparation were collected similarly from 

individual nurses and used to create a compilational variable.  

Data collection was scheduled for two and one-half weeks at each study site. 

During the data collection period, the primary investigator was available to communicate 

the intent of the study, elicit participation, and answer questions. The primary 

investigator frequently visited the study units, explaining the intent of the study to 
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individual registered nurses. Data collection boxes were emptied at the midpoint of the 

study and an email was sent to the hospital contact person reporting on the participation 

rate for each unit. Several days before the end of the data collection period, the boxes 

were emptied again and another report on participation rates was sent. In all sites, data 

collection was extended a week beyond the scheduled deadline to increase participation.  

Instrumentation 

Several instruments were used as part of the data collection process. Appendix B 

presents a table describing the conceptual variable, the instrument that was used to 

measure the variable, the measurement level, and the analysis level. Appendix C presents 

the instrument for data collection from staff nurses. In the appendix, the title of each 

instrument is indicated, although on the document used for data collection this 

information was not included. Appendix D presents the data collection instrument for 

nurse managers. Both data collection documents contain a statement assuring 

confidentiality of information, the voluntary nature of participation, and clarifying that 

completion and return of the instrument indicates consent to participate. Personal 

identifying information was not collected. The next section describes the instruments 

used to measure the study variables.  

Control Over Nursing Practice 

Several instruments and subscales of instruments have been used to measure 

CONP in nursing research. Although these instruments and subscales are labeled CONP, 

they measure differing concepts (Kramer and Schmalenberg, 2003a). In addition, because 

CONP involves staff nurse input and decision making into practice and personnel issues 
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at the unit, departmental, and hospital levels, instruments related to nurse participation in 

decision making often measure CONP. This section reviews the literature on instruments 

that measure CONP and decision making. The instruments used in this study will be 

presented first. These include the Control Over Nursing Practice Scale by Gerber and 

colleagues (CONP Scale), the nurse participation in hospital affairs subscale of the 

Practice Environment Scale of the Nursing Work Index (NPHA of PES-NWI), and the 

actual subscale of the Decisional Involvement Scale (DIS Actual) were the three 

instruments used to measure the dependent variable. Other available instruments and the 

rationale for not including them in this study are also presented. The section concludes 

with the plan for collecting data on the dependent variable of CONP in this study 

Gerber, Murdaugh, Verran, and Milton CONP Scale. This CONP Scale was 

based upon the work by Hinshaw and Atwood, with the goal of creating a clinically 

efficient scale. The instrument is a summative, unidimensional scale consisting of 23 

items that are rated using a 7-point Likert-type scale ranging from no control to complete 

control. The CONP Scale is designed to measure perceived control over direct 

professional care giving within an organized nursing service. In this instrument, CONP is 

defined as the “perceived freedom to evaluate and modify nursing practices, to make 

autonomous decisions related to a patient’s care, and to influence the work environment 

and staffing at the unit level of analysis” (Gerber et al., 1990). Thus, the instrument 

measures the concept of CONP as defined in this study along with the concept of 

autonomy, that is, the freedom to make autonomous decisions about patient care. 

However, in testing, all items loaded on a single CONP factor (Gerber et al.). The group 
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level version of this instrument has been reported to have a Cronbach’s alpha of .96 with 

item-total correlations of .36 to .79. In addition, the instrument has been reported to have 

an intraclass correlation coefficient of .66, demonstrating reliability at the group level 

(Walls, 1992).  

In the nursing literature, this has been one of the two most frequently used 

instruments to measure CONP. Although conceptually some of the items measure 

autonomy, all items have loaded on a single factor. Further, the instrument has strong 

applicability to this study due to the previous psychometric evaluation at the group level. 

Thus, this CONP Scale was one of the instruments used to measure the dependent 

variable.  

Practice Environment Scale of the Nursing Work Index. The original 65-item 

Nursing Work Index instrument was developed from the content experts and the literature 

on Magnet hospital characteristics and job satisfaction. The instrument asked responding 

nurses to identify whether items were both (a) important to job satisfaction and patient 

care and (b) present in their workplace. Criterion-related validity was assessed through 

correlation with turnover rate (Kramer & Haffner, 1989). Over time the instrument was 

revised to only measure the presence, and not importance, of organizational traits in their 

work environment. In addition, four subscales were conceptually derived. These 

conceptually derived subscales are: (a) control over nursing practice, (b) autonomy, (c) 

nurse-physician relations, and (d) organizational support. This version of the instrument, 

the Nursing Work Index-Revised, has been shown to differentiate nurses who work in 
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professional practice environments. Cronbach’s alphas have ranged from .84 to .91 for 

the subscales (Aiken & Patrician, 2000).  

The validity of the conceptually derived subscales has recently been questioned. 

Empirical testing of the instrument using an exploratory factor analysis resulted in five 

subscales, two of which are similar to the conceptually derived subscales—nurse 

participation in hospital affairs (which is similar to CONP) and collegial nurse-physician 

relationships (Lake, 2002). This version of the instrument was renamed the Practice 

Environment Scale of the Nursing Work Index (PES-NWI). However, other uses of the 

instrument in different nursing populations have resulted in between one and nine factors 

(Choi, Bakken, Larson, Du, & Stone, 2004; Estabrooks et al., 2002). In conclusion, the 

instrument was designed to measure the nursing work environment, and the validity of 

this instrument for measuring CONP is questionable. Although the CONP subscale on the 

Aiken and Patrician version of this instrument is the most commonly used instrument in 

nursing research to measure CONP, these items more accurately measure access to 

resources. The Lake subscale on nurse participation in hospital affairs (NPHA) in the 

PES-NWI more accurately represents the concept of CONP. This subscale has an 

individual-level reliability of .83 and hospital-level reliability of .96 using an intraclass 

correlation. The National Quality Forum has specified the PES-NWI as a national 

voluntary consensus standard for the measurement of nursing-sensitive care (National 

Quality Forum, 2004). As a result, the Lake nurse participation in hospital subscale for 

the PES-NWI was used as one of the three measures of the dependent variable.  
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Decisional Involvement Scale (DIS). This instrument was designed to measure the 

degree of desired and actual participation in nursing practice. Specifically, the instrument 

is designed to measure the pattern of distribution of authority for decisions and activities 

that govern nursing practice policy and the practice environment. The DIS consists of 21 

items on a 5-point scale that indicates the degree of staff nurse and 

administration/management actual and preferred involvement in decisions related to the 

six constructs of: (a) unit staffing, (b) quality of professional practice, (c) professional 

recruitment, (d) unit governance and leadership, (e) quality of support staff practice, and 

(f) collaboration/liaison activities (Havens & Vasey, 2003). Respondents indicate the 

actual amount of decisional involvement on the actual subscale, their preferred 

involvement on the preferred subscale, and a calculation can me made to distinguish the 

gap between the actual and preferred decisional involvement.  

Instrument development was guided by models for creating collaborative relations 

between administrators and professionals, which helped to establish content validity. In 

addition, nurse content experts in decisional involvement confirmed content validity. In 

testing, the DIS discriminated between nurses working on a unit with a shared 

governance and known high involvement in decisions from nurses on two comparison 

units without professional practice models. Cronbach’s alpha for the instrument has 

ranged from .91 to .95 with subscale alphas between .65 and .85 (Havens & Vasey, 

2003).  

Although the title of the instrument is decisional involvement, because the DIS 

has demonstrated validity and reliability in measuring actual input and decision making 
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about practice policies, practice issues, and personnel issues affecting nurses, the 

instrument is actually measuring CONP. For this study, the actual subscale of the DIS 

(DIS Actual) was one of the three instruments measuring CONP.  

Hinshaw and Atwood CONP Scale. Control over nursing practice scales were 

originally developed in the context of the Conduct and Utilization of Research in Nursing 

study to measure the degree to which decision making is allocated to and perceived as 

effective by the staff. Atwood and Hinshaw (1982) honed and revised the original CONP 

instrument, reducing the number of items from 500 to 33 for a study of nursing turnover. 

The psychometric properties of this CONP instrument were recently reevaluated using a 

sample of registered nurses working in four hospitals. The subscale items in this 

psychometric analysis were (a) responsibility and influence: committees (renamed 

control over practice scale), (b) access to ideas, (c) personal resources, (d) research 

utilization, (e) responsibility and influence: staff nurses, and (f) responsibility and 

influence: head nurse. This instrument was deemed cumbersome and problematic for use 

in this study for a number of reasons. Access to ideas measures a dimension of the 

concept of information flow, which has been identified as antecedent, and not an attribute 

of CONP. Personal resources and research utilization have not been identified as 

significant attributes of CONP in the literature. These items as a component of the 

instrument may have emerged from the historical development of the instrument to 

measure research utilization. Last, the responsibility and influence of the head nurse is 

clearly not an attribute of CONP. Overall, the instrument appears to measure “the degree 

to which nurses’ decision making influenced the evaluation and implementation of new 
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practice within the organization” (Forbes et al., 1997, p. 180) rather than CONP. 

Consequently, this commonly used instrument was not used to measure CONP in this 

study.  

Essentials of Magnetism. The original developers of the Nursing Work Index 

instrument recently reassessed the nursing professional practice environments of Magnet 

hospitals and created a new instrument. The 65-item instrument generated ten factors, one 

of which was CONP. The CONP subscale consisted of eight items that measured factors 

associated with the structure, process, and outcomes (Kramer & Schmalenberg, 2004a). 

Thus, the subscale included some items that are antecedents and some that are 

consequences, rather than limiting the questions to attributes of CONP. As a result, this 

instrument (or subscale) was not used in this study.  

Control Scale. The Control Scale directs subjects to indicate the degree of control 

over a mixture of domains including variety of tasks, ordering of tasks, arrangement of 

physical environment, breaks, and policies and procedures. The instrument’s internal 

consistency has been reported at .88 (Dwyer & Ganster, 1991). However, its validity for 

measuring all dimensions of CONP is questionable, so the instrument was not used. 

Dwyer, Schwartz, and Fox Preference for Decision Making Autonomy. This 4-

item instrument measures separate content domains related to scheduling, processes, unit 

operations, and patient care (Dwyer et al., 1992). Construct validity and reliability 

assessments have not been conducted. Future work on preference for decision making 

instruments has made this instrument obsolete.  
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Blegen and Colleagues Preferences for Decision Making Autonomy. This 

instrument was designed to measure nurses’ interest and expectations for making specific 

patient care and unit operation decisions. Autonomy was defined as the independent 

authority, accountability, right, and responsibility to make decisions. Conceptually this 

instrument was designed to measure the degree of authority and accountability that nurses 

perceived they should have and actually had for patient care and unit operations 

activities, and not to discriminate between units with different levels of participation 

(Blegen et al., 1993). Thus, the instrument was not applicable for this study. 

Participation in Decision Activities Questionnaire. Anthony (1999) embedded the 

decision activities utilized by Blegen and her colleagues in the previously described 

instrument into scenarios to create an instrument to measure nurses’ extent of 

participation in patient care and unit operation decisions. Although content validity for 

the items was established in the previous study, the scenarios were given to three experts 

to reestablish content validity in this format. The instrument has six subscales measuring 

participation in identification, design, and selection for both caregiving and condition of 

work decisions. In pilot testing, Cronbach’s alphas for the six subscales ranged from .76 

to .92. Divergent and convergent validity was supported with other measures of 

participation. This instrument, like the others measuring decision making, has only been 

used at the individual level. Further, this instrument, like others measuring decision 

making, only measures participation in unit operations, and not hospital or organizational 

decisions. Thus, the instrument was not used in this study.  
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Nurse Participation in Decision Making Instrument. Designed for use in nursing 

homes, this instrument measures the scope and intensity of nurses’ participation in 

decision-making related to operations, marketing, resident care, nonresident care 

decisions. However, rather than measuring nurses’ perceptions of participation, this 

instrument is completed by nursing home administrators who describe the activities and 

methods of participation of nurses (Anderson & McDaniel, 1998). The discrepancy in 

setting and informant between this study and this instrument renders this instrument 

inapplicable to this study.  

Conclusion on Measures for Control Over Nursing Practice. As explained in this 

review of existing instruments, CONP has been measured with a number of different 

instruments. Validly measuring CONP as conceptualized in this study, based upon the 

nurses’ perceptions, is critical. Although each of the instruments has demonstrated 

validity and reliability in conducted studies, the instruments have various strengths and 

weaknesses for this particular research. Using multiple measures for the dependent 

variable of CONP strengthens the construct validity of the study design. Single 

measurements under-represent constructs and may contain irrelevancies (Shadish, Cook, 

& Campbell, 2002). Thus, operationalizing CONP with multiple measures strengthens 

the study design, allowing the antecedents to be tested with three different measures for 

the dependent variable. The Control Over Nursing Practice Scale by Gerber and 

colleagues (CONP Scale), the nurse participation in hospital affairs subscale of the 

Practice Environment Scale of the Nursing Work Index (NPHA of PES-NWI), and the 
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actual subscale of the Decisional Involvement Scale (DIS Actual) were the three 

instruments used to measure the dependent variable.  

Formal Structure for CONP  

Instruments assessing the presence of, or degree of implementation of, a 

formalized and organized framework for CONP are lacking. Two different reviews of the 

literature on shared governance report on the extensive evidence related to outcomes. 

Both also identify the lack of measures to assess the structure or process to support 

shared governance (Anthony, 2004; O’May & Buchan, 1999). Rather than measuring 

only structure, available instruments simultaneously measure structure and process, or 

structure, process, and outcomes of shared governance or other organizational structures 

associated with CONP.  

Kramer & Schmalenberg developed a Dimensions of Control Over Nursing 

Practice Scale that identifies five levels, with the highest level representing a structure 

that is firmly in place, fully operative, and positively recognized. The scale is reportedly 

based upon ownership and presence of a visible, viable, and recognized organizational 

structure (Kramer & Schmalenberg, 2003a) and on effectiveness of control as defined by 

outcomes (Kramer & Schmalenberg, 2002). Thus, the importance of structure is 

reiterated; but the validity of using the instrument in its existing form is questionable due 

to the simultaneous measurement of structure and outcomes, and to some degree, process. 

In addition, this scale has not been psychometrically tested. Havens (1992) developed an 

instrument to assess nursing involvement in hospital governance. However, the majority 
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of items on this instrument relate to nurse executive stature and involvement at the 

organizational level, not staff nurse involvement.  

Hess (1994,1998) developed an 88-item Index of Professional Nursing 

Governance (IPNG) Scale to measure the degree of implementation of professional 

governance by hospital-based nurses. This instrument assesses facilitating structures, as 

well as professional control, organizational influence, official authority, access to 

information, and alignment. When designed, the subscale on facilitating structures 

consisted of items that measured who has the authority for forming new committees and 

who participates in existing committees (Hess, 1998). Conceptually, the facilitating 

structures subscale of this instrument was designed to measure the role responsibility and 

practice for establishing and participating in committees, reflecting the nature of 

committee structure itself. Content validity was established through examination of the 

literature and conversations with six nursing administrators and seven staff nurses from 

five different hospitals with expertise in professional nursing governance. Confirmatory 

factor analysis of the originally conceptualized subscales was not performed. With an 

exploratory factor analysis, four items relating to participating in the development of 

goals, policies, and procedures also loaded with the facilitating structures item, so the 

subscale was renamed participation. Two items on the original subscale demonstrated 

poor test-retest reliability and were eliminated.  

Because of the lack of available instruments measuring structure alone, for this 

study, Hess’ participating subscale of the Index of Professional Nursing Governance 

Scale (P-IPNG) was used to measure the organizing framework for CONP. Overall the 
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instrument was able to differentiate between organizations with and without a shared 

governance structure. The participating subscale had a Cronbach’s alpha of .90 when 

administered as a component of the Index of Professional Nursing Governance and 

responded to by over 800 nurses at seven hospitals (Hess, 1994). Typically, when this 

instrument is used, the subscale items are not isolated or reorganized from the originally 

designed subscales. However, in this study, this subscale was measured in isolation. As a 

result, the P-IPNG was used to measure formal structure for CONP. Permission was 

obtained from the author of the instrument to use the P-IPNG for this study (Appendix 

E).  

Rule Orientation 

The rule orientation scale adapted from Hage and Aiken (1967) by Ashmos et al. 

(1998) is an 11-item instrument using a 7-point Likert-type response ranging from 

definitely false to definitely true on items related to job codification, rule observation, 

and hierarchy of authority. Job codification refers to the number of regulations specifying 

job roles and expectations. Rule observation is the degree to which the rules about job 

expectations are enforced. Hierarchy of authority is measured as the degree to which 

employees need to obtain permission before making decisions or taking action. Higher 

scores on the instrument indicate more rule orientation. Cronbach’s alpha for this 

instrument has been reported as .86 (Ashmos et al., 1998).  

Manager’s Propensity for Participative Decision Making 

Nurse manager propensity or desire for employing participative decision making 

was measured using the PPDM scale. The original PPDM scale was developed based 
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upon a review of the literature with 119 items reflecting the three concepts of: (a) 

manager’s beliefs about how participative decision making influenced organizational 

effectiveness, (b) manager’s perceptions about the relationship of participative decision 

making and managerial power, and (c) prevailing culture of the organization. Several 

versions of the instrument have undergone validity and reliability testing using content, 

discriminatory, and convergent validity testing and exploratory factor analysis with 

undergraduate business students, management researchers, employed undergraduates, and 

managers employed in several different organizations (Parnell & Bell, 1994; Parnell, 

Bell, & Taylor, 1992). 

Based upon new information in the literature, the PPDM scale was recently 

revised, reusing older items and adding items on the individual manager’s commitment to 

participative decision making as a long-term strategy. The resulting instrument consists 

of 18 items measured on a 6-point Likert-type scale. In a second factor analysis with data 

from managers working in two companies, items loaded on one of four dimensions with 

factor loadings ranging from .66 to .92. The coefficient alpha for the scale was .92, and 

subscale alphas ranged from .72 to .93. The final PPDM subscales were labeled 

organizational effectiveness, power, organizational culture, and individual commitment, 

respectfully measuring the tendency of managers to utilize participative management 

techniques related to beliefs concerning the effectiveness of participation, perceptions 

about the effect of participation on the manager’s power, the organizational culture, and 

the manager’s long-term commitment to participative decision making (Parnell & 

Crandall, 2001).  
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Nurse Manager Supportiveness 

Based on a review of the literature, Mrayyan (2004) developed an instrument to 

measure nurse managers actions related to supportive behaviors to encourage autonomy 

and CONP. This 11-item Nurse Manager’s Actions Scale was completed by nurses to 

rank their manager’s actions on a 5-point Likert scale ranging from does not do to always 

does. Content validity was established using a panel of ten expert nurse managers. The 

instrument included items like “encourages leadership among nurses” and “stimulates 

nurses’ intellectual discussions about work”. The reliability coefficient of the instrument 

was .88 during pilot testing, and .94 in a sample of nurses from the United States, 

Canada, and the United Kingdom. Permission was obtained from the author of the 

instrument to use Nurse Manager’s Actions Scale for this study (Appendix E).  

Information Flow 

Information flow has been measured as the degree of communication openness, 

timeliness, and accuracy (Anderson et al., 2004). However, timeliness refers to the speed 

of communicating relevant patient care information to the appropriate person, and 

consequently addresses communication related to clinical autonomy rather than CONP. 

Thus, for this study, information flow was measured along the dimensions of 

communication openness and accuracy used by Anderson et al. (2004) adopted from 

Roberts and O’Reilly (1974). The Communication Accuracy and Openness Scale has 

been used in a variety of organizations, including nursing homes. The items were 

reworded in a number of studies to reflect the workgroup descriptor and were 

appropriately worded to reflect the nursing unit in this study. In addition, the items were 
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reworded so that the referent was at the group, and not the individual level. For example, 

the original item, “It is easy for me to talk openly with all workers in this nursing home”, 

was reworded to read, “It is easy for us to talk openly with each other on this nursing 

unit.”  

The instrument consists of openness and accuracy subscales, each consisting of 

five items resulting in a total of ten items. The Communication Openness and Accuracy 

instrument uses a 5-point Likert scale. When used in a nursing home, items loaded on the 

expected factors with loadings between .64 and .78. Reliability alpha coefficients were 

.81 for openness and .72 for accuracy (Anderson et al., 2004).  

Autonomy 

In the organizational science literature, instruments for measuring autonomy 

frequently measure both discretion in work and the degree of independence from other 

workers (Breaugh, 1985). In nursing, instruments for autonomy focus on discretion in 

work, but measure multiple concepts including clinical autonomy, professional 

autonomy, and CONP (Kramer & Schmalenberg, 2003b). For this study, the Nursing 

Activity Scale was used. This 30-item scale uses items that describe clinical nursing 

situations in which a nurse must exercise some degree of professional nursing autonomy. 

Content validity was established through item generation drawn from the nursing 

literature, deans, faculty, hospital directors of nursing, and clinical specialists. A panel of 

doctorally-prepared nursing faculty rated the items as reflecting low, medium, or high 

levels of autonomy; and these ratings were used to weight the items in scoring. Individual 

level responses were indicated on a 4-point Likert-type scale, ranging from “very 
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unlikely of me” to “very likely of me” to act in this manner. Test-retest reliability has 

been reported as .79 (Schutzenhofer, 1988). The Nursing Activity Scale has yielded alpha 

reliability coefficients of .81 to .97 (Schutzenhofer & Musser, 1994). For this study, the 

items were reworded to reflect a group-level orientation, with responses ranging from 

“very unlikely of us” to “very likely of us”.  

Experience 

In nursing research, nurse experience has been measured as the percentage of 

nurses who have worked five or more years or as the average years of experience on a 

unit (Blegen, Vaughn, & Goode, 2001). However, in this study, since experience is 

conceptualized as a compilational variable, the average or mean is an inappropriate 

representation of the group. Thus, experience was measured as the percentage of nurses 

with five or more years experience as a nurse and one or more years of experience on the 

unit.  

Expertise  

Expertise has been measured in a variety of ways, including using years of 

experience and educational preparation as proxies for expertise. In one study, although 

three single-item indicators were used to measure expertise, only one had the clarity and 

variability to be effective. The yes/no question “has anyone ever told you that you were 

an expert?” had an even distribution with 52% of nurses being told that they were an 

expert (Anthony, 1999). In this study, the percentage of nurses who answer yes to this 

question was used to measure expertise.  
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Educational Preparation 

Educational preparation of nurses has been measured as the percentage of nurses 

with a baccalaureate or higher degree (Aiken, Clarke, Cheung, Sloane, & Sliber, 2003; 

Estabrooks, Midodzi, Cummings, Ricker, & Giovannetti, 2005). This same method was 

used in this study.  

Nurses’ Desire for Control 

The Desirability of Control Scale (Burger, 1992) measured nurses’ preferences 

for control. In instrument development, 53 initial items were narrowed to 20 items 

through a process of eliminating those items with the lowest correlations with the total 

score until the highest internal consistency was obtained. The scale has been used in 

numerous samples and has a reported Cronbach’s alpha of between .74 and .81 and test-

retest reliability of .69 - .75. In addition, the Desirability of Control Scale has reportedly 

only low to moderate correlation with measures of locus of control, demonstrating 

discriminant validity. Factor analyses have resulted in between two and five subscales in 

different samples, all of which relate to decisiveness and leadership. Burger has 

suggested that decisiveness and leadership are part of the general construct of desire for 

control. This coupled with the internal consistency of the instrument in various samples, 

resulted in Burger’s suggestion to treat the overall desire for control score as a 

unidimensional construct.  

Data Analysis 

Descriptive statistics were calculated for the participants and their responses on 

each instrument. The spread and shape of responses were analyzed using frequency tables 
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and histograms to ascertain outliers, skews, and gaps in data. In addition, an examination 

was done of missing data. If less than 5% of the data were missing, pairwise deletion was 

used, removing the missing variables from analysis while keeping the subject and the 

subject’s available data for analysis. If greater than 5% of the data were missing, analyses 

were done and the data were deleted or imputed, depending on the nature of the 

missingness (Figueredo, McKnight, McKnight & Sidani, 2000).  

Data obtained through staff and manager surveys were examined for reliability by 

assessing inter-item correlations and Cronbach’s alpha for each instrument. Construct 

validity of the instruments was further assessed through a factor analysis. Because 

existing instruments were used, acceptable psychometric indicators for the instruments 

were an alpha of equal to or greater than .80 when the instrument had been used with 

nurses, an alpha of greater than or equal to .70 when nurses were a new population for the 

instrument, and factor loadings of equal to or greater than .30 or consistent with past 

performance. If exploratory factor analysis results differ from the instrument’s past 

performance, a confirmatory factor analysis was performed, forcing items to load onto 

the expected factors.  

For all variables measured at the group level, further psychometric testing was 

done to assess the validity of using the scale or subscale means. Aggregation of 

individual level data requires that the item referent be reflective of the group, which was 

done in preparing the instruments. Further, the response rate should be at least 50% to 

represent an adequate group sample (Verran, Gerber, & Milton, 1995). Both within group 

agreement (rwg) and intraclass correlation (ICC) were assessed. The rwg, a measurement of 
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construct validity, assesses the degree of within group interrater reliability compared to 

expected random variance (Bliese, 2000). Aggregation of individual-level data to the 

group level is appropriate if the rwg mean equals or exceeds .70 (Klein & Kozlowski, 

2000). To further support the use of the mean as a representation of the group, the ICC 

should be at least .60 to indicate greater between group variability than within group 

variability (Verran, Mark, & Lamb, 1992).  

Once the data were aggregated to the appropriate level, prior to further data 

analysis, predictor variables were assessed for multicollinearity using a correlation 

matrix. Analyses were conducted to assess the data for the assumptions of normal 

distribution, homogeneity of variance, and independence. If the data were nonnormal or 

if there was a lack of variance equality, the data were examined for the elimination of 

outliers or for transformation.  

To begin addressing the research aims, the three measures of CONP were used to 

test the hypotheses. In other words, each statistical analysis was performed three times, 

once with each measurement of CONP. Analyses of variance were conducted to confirm 

that the dependent measure varied between units and between organizations when 

measured with all three instruments. Then, a contextual regression was used to ascertain 

the contextual influence of organization and unit membership on CONP. A contextual 

regression discriminated whether hospital membership contributed to the explanation of 

variance in CONP after the effects of the unit had been taken into account, and visa versa 

(Holzemer, Jennings, Chambers, & Paul, 1989). Last, to determine the relationships 

between the variables in the model, regressions were performed to assess the 
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hypothesized relationships. The statistically significant relationships with predictive 

ability were retained in the model. Further testing of the model was conducted with 

multiple linear regressions using a hierarchical stepwise enter method based upon the 

order specified by the conceptual model. Both hypothesized relationships and nonrelated 

variables were tested. The level of significance for all analyses was set at α = 0.05. 

Summary 

A nonexperimental, comparative design was used to investigate a model of 

antecedents to CONP in nursing units of acute care hospitals. Data from staff nurses and 

nurse managers from 10 hospitals and 71 nursing units were collected. Data were 

aggregated to provide an analysis of organizational and unit level contextual and variable 

effects related to CONP. Existing instruments were used in a paper and pencil format to 

collect demographic and perceptual data on CONP and the hypothesized antecedent 

variables. Contextual regression was conducted to examine the impact of unit and 

organizational level variables on CONP. Causal modeling using path analysis was used to 

examine the pattern of antecedent variables to CONP.  
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CHAPTER 4: FINDINGS 

This research was aimed at exploring the antecedents to control over nursing 

practice (CONP) in inpatient nursing care units in acute care hospitals. Specifically, this 

study examined the impact of organizational and patient care unit variables on CONP. A 

model of hypothesized antecedents to CONP was tested. Antecedent variables included 

an organizational formal structure for CONP; organizational rule orientation; manager’s 

propensity for participative decision making; nurse manager’s supportiveness; autonomy; 

nurses’ experience, education, and educational preparation; and nurses’ desire for control. 

This chapter will describe the sample characteristics and an analysis of the collected data. 

Both descriptive and inferential statistical analyses of the collected data are presented to 

address the research questions and explore the hypotheses. Statistical Program for Social 

Sciences statistical package Version 11.5 was used for statistical analysis.  

Descriptive Statistics 

Instruments were distributed to 63 nurse managers and 3071 staff nurses in 10 

acute care hospitals and 71 patient care units in Arizona. Fifty-five nurse manager 

participants were responsible for one unit, while eight had responsibility for two units. 

The nurse manager response rate was 90% (n = 57). Instruments were given directly to 

the nurse managers along with a verbal explanation of the study. In addition, the purpose 

of the study was outlined in a disclaimer letter emphasizing that participation was 

voluntary. Nurse managers returned their questionnaires directly to the primary 

investigator in a pre-addressed stamped envelope.  
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Staff nurse questionnaires were distributed to registered nurses via their unit 

mailboxes. Staff were informed about the study by flyers placed strategically throughout 

the unit and through informal discussions with the nurse manager and primary 

investigator. To increase staff awareness and response rates, the primary investigator 

periodically made rounds during the study period informing nurses about the purpose of 

the study. Nurses were reminded that no identifying information would be linked to 

individuals, that results would be reported as aggregated data, and of the voluntary nature 

of participation. Time for staff nurses to complete the questionnaire varied from 20 

minutes to one hour. Respondents placed completed questionnaires in a provided 

envelope and placed the envelope into data collection boxes placed either in the staff 

lounge or at the nurses’ station. Data collection boxes were emptied periodically during 

the study period and response rates were reported to the unit manager and on-site study 

coordinator through email communication. In all circumstances, the data collection 

period was extended by a week to maximize response rates. In each facility, the unit with 

the highest response rate received a $100 money order.  

Data were collected from 1094 staff nurse subjects (36% response rate). Nurses 

who had worked less than three months on the study unit were excluded from the 

analysis. Of the collected questionnaires, 100 were from nurses who had worked on the 

unit for less than three months (n = 67) or who did not indicate the number of months on 

the unit (n = 33). In addition, the intention was to exclude staff nurses who worked 

primarily in a supervisory or coordinating role. However, the question “Do you spend at 

least 50% of your time providing direct patient care?” did not clearly distinguish nurses 
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primarily working in direct patient care from those who worked primarily in supervisory 

positions. For example, “no” responses to this question were accompanied by written 

comments such as “try to tho”, “not including charting”, and “depends on acuity of unit”. 

These comments were interpreted by the researcher as indicating that the subject was in a 

clinical role but did not directly interact with patients for half of their working time rather 

than indicating that the subject was in a supervisory position, which was the intent of the 

question. As a result, the sample for data analysis was 994 staff nurse questionnaires.  

Organizations 

Two of the ten hospitals participating in the study were located in non-urban 

settings. These facilities were the only acute care hospitals in their community. The 

remaining hospitals were from a large urban metropolitan area. Two were governmental 

agencies and the remaining six were hospitals in not-for-profit healthcare systems. Two 

hospitals were from the same healthcare system. 

In smaller facilities, all eligible units participated, whereas in larger hospitals not 

all eligible units participated. In these larger facilities, participation was either determined 

by the nurse executive or on site coordinator or by individual nurse managers 

volunteering for their units to participate. Thus, in some facilities, unit participation was 

determined, while in other facilities the unit manager had the choice of volunteering to 

participate or not. Table 3 presents a profile of the hospitals along with response rates. 

Response rates are the percentage of distributed surveys that were returned for each 

hospital. Response rates were similar between those hospitals where the nurse executive  
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TABLE 3. Hospital Descriptions and Participation Rates 

 
Hospital 
number 

 
No. of 
beds 

 
 

Hospital type 

No. of 
eligible 

units 

No. of 
partici- 
pating 
units 

Nature of 
partici- 
pation 

Overall 
response 

rate 

1 127 Non-urban 
community 4 4 Determined 49% 

2 257 Non-urban 
community 5 5 Determined 30% 

3 251 Urban level I 
trauma center 8 7 Determined 29% 

4 251 Urban 
community 11 11 Determined 32% 

5 178 Urban 
community 6 6 Voluntary 32% 

6 140 Urban 
governmental 6 6 Determined 56% 

7 663 Urban 
community 16 9 Voluntary 28% 

8 481 Urban 
governmental 8 8 Determined 32% 

9 239 Urban level I 
trauma center 8 8 Determined 44% 

10 549 Urban level I 
trauma center 10 7 Voluntary 45% 

 

or director of nursing research determined which units would participate (37%) and those 

hospitals where unit participation was voluntary (34%). 

Units 

In the 10 participating hospitals, data collection questionnaires were distributed to 

nurses on 71 inpatient care units. Units included medical, surgical, telemetry, intensive 

care, and post partum units. The number of surveys distributed to staff nurses ranged 

from 15 to 151 per unit. Response rates ranged from 4% to 84%. A detailed listing of unit 

type and unit participation rates are presented in Appendix F. 
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Although a response rate of 50% or greater was desired to ensure group-level 

representativeness, only 14 of the 71 study units met this target. Including units that had a 

40% or greater response rate increased the unit sample size to 32 units. As a result, to 

achieve a large enough sample size, those units with a response rate of greater than or 

equal to 40% were included in the analysis. The number of units in each hospital that had 

a response rate of greater than or equal to 40% is presented in Table 4. Table 5 presents 

the participation rates for each unit type. In the sample used for analysis, 3% of the units 

were postpartum; 41% were medical-surgical, 31% were telemetry; and 25% were 

intensive care units.  

Staff Nurses and Nurse Managers 

Staff nurse demographic data included age, gender, racial background, years as a 

nurse, years at the hospital, years on the unit, and work status. Manager demographic data 

included age, gender, years as a nurse, years as a manager, years at the hospital, and years 

on the unit. Staff nurse participants’ ages ranged from 21 to 70 years with a mean of 41.1  

TABLE 4. Hospitals: Number of Units with Response Rate of Equal to or Greater Than 40% 

Hospital 
number 

Number of 
eligible units 

Number of 
participating 

units 

Number of units  
with response rate  

of > 40% 

Percentage of 
participating units with 
response rate of > 40%  

1 4 4 4 100% 
2 5 5 2 40% 
3 8 7 2 29% 
4 11 11 3 27% 
5 6 6 1 17% 
6 6 6 4 67% 
7 16 9 3 33% 
8 8 8 4 50% 
9 8 8 6 75% 
10 10 7 4 57% 
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TABLE 5. Units Types and Participation Rates 

Unit type 

No. of 
surveys 

distributed 

No. of 
surveys 
returned 

Percent of 
surveys 
returned 

Total number 
of units 

participating 

No. of units 
in analyzed 

sample 
Post partum 158 43 27% 3 1 
Medical-surgical 1016 351 35% 29 13 
Telemetry 743 249 34% 18 10 
Intensive care 1054 351 33% 21 8 
 

years (SD = 11.56). Staff nurse participants’ ages were distributed in a bimodal pattern as 

presented in Figure 2. Both the Kolmogorov-Smirnov (K-S) test and the Shapiro-Wilk 

(S-W) test were significant, confirming that the distribution of staff nurse ages was not 

normal. Natural log, square root, and inversion transformations did not result in a normal 

distribution; all data transformations depicted the bimodal distribution. Managers’ ages 

ranged from 30 to 63 years with a mean age of 48.4 years (SD = 8.07). Managers’ ages 

were normally distributed. 
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FIGURE 2. Staff nurse age distribution 

 
Both the staff nurse sample and the manager samples were predominantly female. 

The majority of the staff nurse participants were white and non-Hispanic (82%). The 

write-in explanations for the other category were biracial descriptors such as “½ white, ½ 

Hispanic” or “white & Asian”. 

After excluding nurses working less than 3 months on the study unit from the 

sample, on average, staff nurses had 13.2 years of experience as a nurse, 6.4 years 

working at the hospital, and 5.1 years on the unit. All three measures—years as a nurse, 

years working at the hospital, and years on the unit—demonstrated a nonnormal 

distribution with positive skewness (fewer years) when tested with a Kolmogorov-
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Smirnov Test with an alpha level of p = .01. Natural log, square root, and inversion 

transformations did not result in a normal distribution.  

Managers had worked as a nurse, on average, for 23.8 years with an average of 

9.4 years as a manager. The mean number of years working at the hospital was 13.7 and 

the mean number of years on the unit was 8.2. Age, years as a nurse, and years at the 

hospital were normally distributed; years as a manager and years working on the unit 

demonstrated a nonnormal distribution where they were skewed to the left (fewer years). 

Table 6 presents the staff nurse and nurse manager demographic data.  

Educational preparation for staff nurses was determined based upon the highest degree 

earned. For nurses with baccalaureate degrees in both nursing and non-nursing 

disciplines, the data were coded indicating the baccalaureate degree in nursing as the 

highest degree. Staff nurses were predominantly educated with a baccalaureate degree in 

nursing (n = 401, 40%) or associate degree in nursing (n = 387, 39%). In comparison, 28 

nurse managers (49%) held an advanced degree and 19 (33%) were prepared with a 

baccalaureate degree in nursing. 
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TABLE 6. Demographic Data: Staff Nurses and Nurse Managers 

 Total sample 
(n = 71 units) 

Units included in analysis  
(> 40% response rate) 

(n = 32 units) 

Variablea and 
description 

Staff nurses 
(n = 994) 

Nurse 
managers 
(n = 57) 

Staff nurses 
(n = 583) 

Nurse 
managersb 
(n = 28) 

Age 
Range 
Mean 
SD 

 
21 – 70 

41.1 
11.56 

 
30 – 63 

48.4 
8.07 

 
21 – 70 

42.0 
11.52 

 
30 – 63 

48.2 
8.07 

Gender  
Female 
Male 

 
912 (92%) 
80 (8%) 

 
49 (86%) 
8 (14%)  

 
535 (92%) 
48 (8%) 

 
23 (82%) 
5 (18%) 

Years as a nurse  
Range 
Mean 
SD 

 
.08 – 47 

13.2 
11.30 

 
7 – 40 
23.8 
7.67 

 
.08 – 45 

13.5 
11.25 

 
7 – 37 
23.2 
7.52 

Years as managerc  
Range 
Mean 
SD 

 

 
.33 – 29 

9.4 
6.81 

  
.50 – 29 

8.8 
5.78 

Years at hospital  
Range 
Mean 
SD 

 
.33 – 40 

6.4 
7.02 

 
.17 – 33 

13.7 
9.50 

 
.33 – 40 

6.4 
6.95 

 
.17 – 30 

14.0 
9.06 

Years on unitd  
Range 
Mean 
SD 

 
.33 – 33 

5.1 
6.01 

 
.17 – 33 

8.2 
8.38 

 
.33 – 33 

5.1 
5.97 

 
.17 – 26 

8.1 
7.69 

Educational preparation  
Diploma 
Associate degree 
Baccalaureate 

degree, non 
nursing  

Baccalaureate 
degree, nursing 

Advanced degree 

 
63 (6%) 

387 (39%) 
 

81 (8%) 
 

401 (40%) 
 

62 (6%) 

 
3 (5%) 
6 (10%) 

 
1 (2%) 

 
19 (33%) 

 
28 (49%) 

 
42 (7%) 

239 (41%) 
 

53 (9%) 
 

206 (35%) 
 

43 (7%) 

 
1 (4%) 
3 (11%) 

 
0 (0%) 

 
11 (39%) 

 
13 (46%) 
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Race  
White, non-Hispanic 
Hispanic 
Native American 
Black/African 

American 
Asian 
Other 

 
812 (82%) 

71(7%) 
4 (4%) 

 
28 (2.8%) 
59 (5.9%) 
12 (1.2%) 

 
471 (81%) 
40 (7%) 
2 (<1%) 

 
19 (3%) 
41 (7%) 
5 (1%) 

  

Work status  
Full time 
Part time 
Per diem 
Travel 

 
812 (82%) 
110 (11%) 
27 (3%) 
39 (4%) 

 
447 (82%) 
67 (11%) 
17 (3%) 
21 (4%) 

  

Patient care percent 
At least 50% of time 
Not at least 50% of 

time 

 
886 (89%) 

 
103 (10%) 

 
525 (90%) 

 
55 (9%) 

  

a Native American, male, diploma, associate degree, and non-nursing baccalaureate 
degree categories had less than 5 responses per cell. 
b Four managers were responsible for two units. Three managers in units that were 
included in data analysis did not report data on RN or staff FTEs.  
c Square root used for analysis. Raw scores are shown for ease of interpretation. 
d For manager data, square root used for analysis. Raw scores are shown for ease of 
interpretation. 
 

Work status for staff registered nurses included full-time, part-time, per diem, and 

traveling. The majority of staff registered nurses worked full time (82%). Time spent on 

patient care requested a yes or no response to the question, “do you spend at least 50% of 

your time providing direct patient care?” Participants indicated that they spent at least 

half of their time providing direct patient care in 886 cases (89%).  

Staff nurse demographic data, manager demographic data, and unit staffing were 

compared between those units with a response rate of greater than or equal to 40% 

(which were included in further analysis) and those with a response rate of less than 40% 

(which were excluded). Staff nurse demographic variables of age, years worked as a 
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nurse, years worked in the hospital, and years worked in the unit were analyzed with a 

Mann-Whitney independent sample test. The nonparametric Mann-Whitney test was used 

since the data were not normally distributed. Comparisons between included and 

excluded units were made using a Chi-square test for the categorical data of gender, race, 

education, work status, and time spent on patient care. 

Significant differences were not found between the staff nurse gender, years as a 

nurse, years at the hospital, years on the unit, work status, expertise, and percentage of 

time on patient care between those units with a response rate of greater than or equal to 

40% and those with a response rate of less than 40%. However nurses in the units that 

were included in the study due to a higher staff nurse response rate were significantly 

older than those nurses in excluded units (p = .005). In addition, educational preparation 

of participating nurses on the included units was significantly different than nurses who 

responded from excluded units (X2=16.44, df = 4, p = .002). There was a higher 

percentage of nurses with advanced degrees, baccalaureate degrees in non-nursing 

subjects, associate degrees, and diplomas in the units included for analysis. On units 

included in further analysis, 35% of nurses had a baccalaureate degree in nursing 

compared to 47% of nurses working on units with response rates of less than 40%.  

Managerial demographics of age, years worked as a nurse, years worked as a 

manager, years worked in the hospital, and years worked on the unit were examined. 

Because years as a manager and years on the unit were not normally distributed, a square 

root transformation was conducted. The managerial data of the included and excluded 

units were then compared with an independent sample t-test. Comparisons between 
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included and excluded units were made using a Chi-square test for the categorical data of 

gender and education. No significant differences were found in the manager 

demographics between the two groups. 

Table 7 compares staffing for included and excluded units. Staffing was measured 

by three variables calculated from data on nurse manager questionnaires: registered nurse 

(RN) skill mix, RN vacancy rates, and staff vacancy rates. RN skill mix was determined 

by dividing the number of RNs on the unit by the total number of staff on the unit using 

full-time equivalents (FTEs). RN vacancies were calculated by dividing the number of 

RN vacancies by the total number of RNs using FTEs. Last, the staff vacancies were 

determined by dividing the number of staff vacant FTEs by the total number of staff 

FTEs. Comparisons were made using the Mann-Whitney test because these data 

demonstrated non-normal distributions. No significant differences in the unit variables of 

RN skill mix, RN vacancies, or staff vacancies were found.  

TABLE 7. Comparison of Staffing Variables Between Included and Excluded Units 

Variable 
Not included 
units’ mean 

(n = 32) 

Included 
units’ meana 

(n = 29) 

Mean 
difference Z p 

RN skill mix 
RN vacancies 
Staff vacancies 

67% 
19% 
16% 

63% 
17% 
14% 

4% 
2% 
2% 

-.69 
-.71 
-.19 

.490 

.477 

.850 
aData were not available for three included units 

 
Summary 

The initial sample consisted of 63 nurse managers and 3071 staff nurses in 10 

acute care hospitals and 71 patient care units. Units with less than 40% of staff nurses 

responding were excluded from further analysis. As a result, the final sample for data 
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analysis consisted of 28 nurse managers and 583 staff nurses in 32 units. Respondents 

from units included for further analysis were significantly older than those excluded from 

analysis. In addition, the reported percentage of nurses with baccalaureate or higher 

degrees in nursing was significantly less on the included units than the excluded units. 

RN skill mix, RN vacancies, and staff vacancies were comparable between the included 

and excluded units.  

Missing Data Management 

Before data analysis was initiated, missing data were explored. Missing data were 

less than 5% for all demographic variables and most subscales, however missing data 

exceeded 5% in the DIS Actual and the P-IPNG instruments. The missing data in these 

scales were further analyzed for the nature of missingness by comparing the demographic 

variables of those participants who responded with participants who did not respond 

through Chi-square and t-test statistics. No pattern of missingness was discerned, thus the 

data were considered missing completely at random. Because the mean of the item means 

were used for analysis, scale and subscale scores were calculated using only the items 

with responses. If more than 10% of the items were missing within the scale, the entire 

scale or subscale score was deleted from analysis.  

Instrument Reliability and Validity Testing: Individual Level 

The psychometric properties of instruments used in the study were first evaluated 

at the individual level using all participants who had worked for at least three months on 

the unit, including both those units with a response rate of 40% or greater and those units 

with a response rate of less than 40%. Data obtained through staff and manager surveys 
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was examined for reliability by assessing inter-item correlations and Cronbach’s alpha 

for each instrument. For instruments previously used in a nursing sample an acceptable 

reliability coefficient is greater than or equal to .80. Three instruments in this study—

Rule Orientation Scale, Manager’s Propensity for Participative Decision Making, and 

Desirability of Control—had not previously been used in a nursing sample and 

consequently the acceptable alpha was equal to or greater than .70 (Meek & Verran, 

1998).  

Construct validity of the instruments at the individual level were evaluated 

through an exploratory factor analysis using principal components analysis with varimax 

rotation. Eigenvalues of greater than or equal to 1 were considered acceptable. Because 

existing instruments were used, acceptable factor loadings for the instruments were equal 

to or greater than .30 or consistent with past performance (Field, 2000).  

Instrument Reliability and Validity Testing: Group Level 

Experience, expertise, educational preparation, and degree of preference for 

control are individual level characteristics. Thus, these variables were considered 

compilational variables that reflect the array, pattern, or configuration of nurses’ 

characteristics on the unit. Manager PPDM is an individual characteristic of the nurse 

manager and is considered a unit-level variable. 

In contrast, some of the variables in the study were hypothesized to be emergent 

compositional variables where manifestation of the cognition, affect, behavior, or 

characteristics of individuals converge among group members as a function of social 

interaction, socialization, leadership, attraction, or selection (Kozlowski & Klein, 2000). 
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Hypothesized compositional variables were measures of nurses’ perceptions of CONP, 

formal structure to support CONP, rule orientation, nurse manager supportiveness, 

information flow, and autonomy.  

Variables hypothesized to be compositional were evaluated for group-level 

reliability and validity. Content validity at the group level requires that items be measured 

with a group-level referent. While instruments to measure CONP, formal structure, rule 

orientation, and nurse manager supportiveness were available in the group-level format, 

the Communication Openness and Accuracy (measuring information flow) and the 

Nursing Activity Scale (measuring autonomy) were modified for this study by rewording 

the stem of items to refer to group perceptions.  

The second criterion for support of compositional emergence is 

representativeness. Representativeness requires that a reasonable number of group 

members participate in the study to ensure that the aggregated responses reflect the 

perceptions and assessment of the group (Verran et al., 1995). Typically, a response rate 

of at least 50% is considered adequate for group representation. However, in this study, 

only 14 of the 71 units met this criterion. As a result, all units with a response rate of 40% 

or greater were included in further analysis.  

Construct validity of the instruments at the group level of analysis were evaluated 

using within group agreement (rwg) for those units with a response rate of greater than or 

equal to 40%. Rwg estimates within unit agreement and consensus by comparing the 

variability of a measurement within a specific unit to an expected variance. An rwg of .60 
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or greater suggests that the variability within the unit is substantially less than expected 

and supports aggregating individual data to the group level.  

Group-level reliability was assessed with an intraclass correlation coefficient 

(ICC) for units with a response rate of greater than or equal to 40%. ICC compares the 

variability within groups with the variability between groups. An ICC of .60 or greater is 

considered an acceptable indication that within-group variability is substantially less than 

between-group variability. Two measures of ICC are available. For this study, ICC was  

calculated using mean squares from a one-way ANOVA as follows: 

Between group mean square – within group mean square / within group mean square 

Instrument Reliability and Validity Testing: Results 

The results of psychometric testing of the instruments are presented in three tables. Table 

8 displays the results of reliability testing at the individual level. Table 9 reports the 

factor analysis results at the individual level. Table 10 displays the group-level reliability 

and construct validity results. Psychometric results for each instrument are discussed. 
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TABLE 8. Instrument Reliability Testing Results: Individual Level 

Instrument No. of 
items 

Mean 
score 

Standard 
deviation 

Cronbach’s 
alpha 

CONP 23 5.1 .92 .94 
NPHA of PES-NWI (CONP) 10 2.8 .63 .88 
DIS actual (CONP) 21 2.0 .57 .93 
P-IPNG (formal structure for CONP) 12 2.2 .55 .89 
Rule orientation  

Job codification 
Hierarchy of authority 

11 
5 
6 

4.3 
5.2 
3.4 

.75 

.97 
1.14 

.69 

.77 

.79 
Manager’s PPDM 

Organizational effectiveness 
Power 

18 
6 
3 

4.7 
4.9 
5.2 

.42 

.57 

.70 

.82 

.81 

.69 
Nurse manager’s action 

(supportiveness) 
11 3.5 .80 .90 

Communication (information flow) 10 3.8 .64 .87 
Nursing actions scale (autonomy) 
Revised autonomy scale  

30 
13 

3.1 
2.8 

.39 

.47 
.90 
.83 

Desirability of control (nurses’ desire 
for control)  

20 5.0 .63 .81 

 

 



90 

 

 
TABLE 9. Instrument Construct Validity Testing Results: Individual Level 

 
Instrument 

No. of 
factors 

No. of 
items 

Percent of 
explained 
variance 

Factor 
loading 
range 

CONP 1 23 43.3 .41 - .79 
NPHA of PES-NWI (CONP) 1 10 47.4 .56 - .76 
DIS actual (CONP) 1 21 44.1 .30 - .81 
P-IPNG (formal structure for CONP) 1 12 44.9 .46 - .77 
Rule orientation  

Job codification 
Hierarchy of authority 

2  
5 
6 

55.3  
.64 - .76 
.34 - .89 

Manager’s PPDM 
Organizational effectiveness 
Power 

2  
6 
3 

56.3  
.46 - .81 
.59 - .89 

Nurse manager’s action 
(supportiveness) 

1 11 53.3 .31 - .86 

Communication (information flow) 1 10 47.8 .48 - .80 
Nursing actions scale (autonomy) 
Revised autonomy scale  

1 
1 

30 
13 

26.8 
34.0 

.28 - .65 

.38 - .74 
Desirability of control (nurses’ desire 

for control)  
1 
5 

20 23.4 
54.7 

.17 - .72 

.26 - .66 
 

 

TABLE 10. Instrument Reliability and Construct Validity Testing Results:  
Group Level 

Instrument Average rwg Rwg range ICC 
CONP .95 .87 - .99 .76 
NPHA of PES-NWI (CONP)  .90 .60 - .97 .81 
DIS Actual (CONP)  .97 .87 - .98 .62 
P-IPNG (formal structure for CONP) .96 .90 - .98 .70 
Rule orientation (informal rules) 
Job codification 
Hierarchy of authority 

 
.85 
.73 

 
.48 - .95 
-.25 - .99 

 
.56 
.65 

Nurse manager’s action (supportiveness) .87 .55 - .97 .76 
Communication (information flow) .92. .52 -.93 .77 
Nursing actions scale (autonomy) 
Revised autonomy scale 

.94 

.91 
.79 - .98 
.81 - .95 

.64 

.69 
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Gerber, Murdaugh, Verran, and Milton CONP Scale (CONP Scale) 

The CONP Scale consisted of 23-items measured on a 7-point Likert-type scale with 

higher numbers indicating greater degrees of agreement. For all of the items, at least 60% 

of the inter-item correlations exceeded .25. Cronbach’s alpha was .94 and deletion of any 

item would not have increased this score, indicating reliability in this sample. Consistent 

with past use of this instrument, an exploratory factor analysis had double and triple 

loadings for several factors and primary loadings that did not make theoretic sense. When 

one factor was forced, loadings ranged from .41 to .79. The single factor explained 43% 

of the variance. The consistency of these results with existing research supports the 

construct validity of this instrument in measuring CONP. The rwg in this sample was .95 

overall with individual units ranging from .87 to .99. The ICC was .76. Thus, the CONP 

scale demonstrated validity and reliability at the group level.  

Nurse Participation in Hospital Affairs Subscale of the Practice Environment Scale of the 

Nursing Work Index (NPHA of PES-NWI) 

The PES-NWI consists of five subscales. In this study, the NPHA subscale was 

used in isolation. The NPHA subscale consisted of 10 items measured on a 4-point scale 

with lower numbers indicating agreement, consistent with past use of the instrument. For 

ease of analysis, the responses were reverse coded, making higher numbers indicate 

greater agreement. Inter-item correlations ranged from .27 to .55. The Cronbach’s alpha 

for the scale was .88 and deletion of any item would not have increased the alpha. Thus, 

the instrument was judged reliable in this sample. In an exploratory factor analysis, only 

one factor was identified with factor loadings ranging from .56 to .76. This one factor 
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explained 47% of the variance, providing construct validity to the use of this subscale as 

a stand-alone measure for CONP. The average rwg in this sample was .90. Individual 

unit’s rwgs ranged from .60 to .97 indicating acceptable construct validity at the unit level. 

The ICC was .81 indicating group-level reliability.  

Actual Subscale of the Decisional Involvement Scale (DIS Actual) 

The DIS consisted of participants’ indicating both the group that usually has the 

authority to make decision or carry out the activity described (actual) and the group 

believed should have the authority or carry out the activity (preferred). The items were 

measured on a 5-point Likert-type scale ranging from low responses indicating decision 

making by nursing management and administration and high responses indicating 

decision making by staff nurses. The responses to the actual category were used in further 

analysis (DIS Actual). Both the actual and preferred subscales performed reliably in this 

sample. The actual subscale Cronbach’s alpha was .93 and the preferred subscale alpha 

was .92. For both subscales, item number 20 referring to relations with physicians 

regarding patient care (number 55 on the questionnaire) did not correlate with other 

items. For the actual subscale, the first item which assessed decision making related to 

scheduling (number 36 on the questionnaire) did not correlate with other items. In all 

cases, reliability scores did not increase with the deletion of any item.  

In past use of the instrument, six subscales were identified. Exploratory factor 

analysis resulted in four factors. Three of the factors corresponded with subscales 

identified in past use, as follows: 

1. Items 1 and 2 loaded together corresponding to a unit staffing subscale. 



93 

 

2. Items 3, 4, 5, and 6 loaded together corresponding to a professional practice 

subscale.  

3. Items 19, 20, and 21 loaded together corresponding to a collaboration/liaison 

activities subscale.  

The remaining items loaded on one factor. These items reflected three subscales 

described as recruitment; governance and leadership; and support staff practice. Factor 

analysis of the preferred responses to the DIS and factor analysis of the combined 

preferred and actual responses displayed different factor loadings. Because this 

instrument conceptually was measuring a single variable, CONP, further analysis was 

done forcing a single factor loading. Factor loadings ranged from .30 - .81. Two items—

number 1 related to scheduling and number 20 on relations with physicians regarding 

patient care—had factor loadings of less than .40. The single factor explained 44% of the 

variance. For further analysis, all items were included and forced to one factor for 

conceptual consistency with the dependent variable of CONP. Group-level aggregation 

was supported with an rwg of .91 and ICC of .65. Individual unit rwgs ranged from .87 to 

.98. 

Participation Subscale of the Index of Professional Nursing Governance Scale (P-IPNG) 

The P-IPNG consisted of 12 items on a 5-point Likert-type scale that mirrored the 

range of responses on the DIS scale with lower responses indicating participation and 

ability by management and administration and higher responses indicating participation 

and ability by staff nurses. Cronbach’s alpha for this sample was .89. Only the first item, 

asking about participation in unit committees for clinical practice, had correlations of 
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greater than .25 in fewer than 60% of the inter-item correlations. Although removing this 

item from analysis would have slightly increased the alpha for the scale, the item was 

retained for consistency with past uses of the instrument.  

Past reported uses of the IPNG consisted of an 88-item instrument with six 

subscales. To my knowledge, the participation subscale has not been used in isolation of 

the rest of the instrument. Although an exploratory factor analysis resulted in four factors 

identified within the participation subscale, confirmatory factor analysis demonstrated 

factor loadings between .46 to .77, with a moderate explained variance of 45%. Thus, the 

instrument was judged to be a reliable and valid measure of the formal structure for 

CONP at the individual level in this sample. Construct validity at the group level was also 

supported with an overall rwg of .96 and individual unit rwgs of between .90 and .98. 

Reliability at the group level was demonstrated with an ICC of .70.  

Rule Orientation Scale 

The tenth item (number 78 on the questionnaire) on this 11-item scale was reverse 

coded to so that higher scores on all items within the scale would indicate greater rule 

orientation. The percentage of inter-item correlations exceeding .25 was greater than 60% 

for all items. The coefficient alpha for the scale was .69. Reliability of the instrument 

would be increased with the exclusion of the first, second, fourth, and tenth items 

(questions 69, 70, 72, and 78); however, these items were included for conceptual 

consistency of the scale. Items loaded on two factors, consistent with the design of the 

instrument. The first five items loaded on job codification, with factor loadings ranging 

from .64 to .76 explaining 29% of the variance; the last six items loaded on hierarchy of 
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authority with factor loadings from .34 to .89, explaining 24% of the variance. Together, 

these two factors explained 53% of the variance. The subscales demonstrated acceptable 

reliability: Cronbach’s alpha was .77 for the job codification subscale and .79 for the 

hierarchy of authority subscale. As a result, the instrument was evaluated to be a reliable 

and valid measure of rule orientation, consisting of two factors: job codification and 

hierarchy of authority.  

At the group level, the job codification subscale had an overall rwg of .85; 

however, the range of unit rwgs was from .48 to .95. Without the one unit with the rwg of 

.48 (unit number 52), the units ranged from .70 to .95. The hierarchy of authority 

subscale had four units with rwgs of less than .60 (units numbered 8, 17, 34, 43). Unit rwgs 

ranged from -.25 to .99 with an average rwg of .73. The unit with the low rwg on the job 

codification subscale had an rwg of .82 on the hierarchy of authority subscale. As a result, 

the job codification and the hierarchy of authority subscales of the Rule Orientation Scale 

were deemed to have adequate construct validity at the group level. Reliability at the 

group level was acceptable with ICCs of .56 for job codification and .65 for hierarchy of 

authority. These ICCs are consistent with the internal unit variability reported by the rwgs. 

Although several units did not display internal consensus, they were included in further 

analyses due to the overall positive rwgs and ICCs approaching an acceptable level.  

Manager’s Propensity for Participative Decision Making (PPDM) 

The PPDM scale consists of 18 items measured on a 6-point scale. The third and 

the last three items were reverse coded so that all higher responses would indicate higher 

propensity for participative decision making. The PPDM scale has been used in a variety 
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of university and business settings; however, use in healthcare or with nursing 

populations has not been reported. In this sample, the Cronbach’s alpha was .82; and 

deleting items would not have increased the scale reliability. Inter-item correlations were 

less than .25 on 60% of the items on 14 out of the 18 items. Although the instrument 

construction was conceptually based on four factors, exploratory factor analysis resulted 

in five factors. However, several items double loaded. When forcing the loadings to four 

factors, the factor loadings were not congruent with the conceptual formulation of the 

instrument and, once again, several items double loaded. When forcing the items to one 

factor, absolute values of the factor loadings ranged from .23 to .79, explaining 28% of 

the variance.  

Further analysis was conducted examining the reliability of the PPDM subscales 

as conceptually developed. The first three items, measuring commitment to participative 

decision making, had low inter-item correlations and a coefficient alpha of -.42. Culture 

of the organization supporting participation in decision making was measured by the 

fourth through ninth items and also had low inter-item correlations and a low coefficient 

alpha of .58. Organizational effectiveness, the belief that participative decision making 

increases productivity and decision quality, was measured by the tenth through fifteenth 

items. The power subscale, measured by the last three items, is an indication of the 

manager’s belief that participation reduces their power and influence. These two 

subscales were part of the original instrument, while the commitment and cultural 

influence were recent additions (Parnell & Bell, 1994; Parnell & Crandall, 2001). The 

organizational effectiveness and power subscales demonstrated acceptable reliability in 
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this sample. The organizational effectiveness subscale had a Cronbach’s alpha of .81, 

with inter-item correlations exceeding .25 for at least 60% of correlations. The power 

subscale inter-item correlations were between .28 and .69. The coefficient alpha was .69. 

For both subscales, eliminating the last item would have increased the overall coefficient 

alpha. However, reliability coefficients were high enough to deem the power subscale 

and the organizational efficiency subscales as reliable measures of managerial PPDM in 

this sample. Factor analysis using just the organizational effectiveness and power 

subscales resulted in loadings on the two factors consistent with conceptual development 

of the instrument and explained 58% of the variance with loadings between .46 and .89. 

As a result, data analysis was conducted using the organizational effectiveness and power 

subscales of the PPDM instrument.  

Nurse Manager’s Action Scale 

Nurse manager’s supportiveness was measured with this 11-item, 5-point Likert-

type scale ranging from a low response indicating actions that the manager does not do 

through high responses indicating the manager always does. The overall coefficient alpha 

was .90. All items except for the tenth (number 89 on the questionnaire) investigating 

how frequently the nurse manager allowed staff nurses to self-schedule had at least 60% 

of inter-item correlations of .25. Without this tenth item, the overall score alpha would 

have been increased. For consistency with past use, this item was retained. Exploratory 

factor analysis loaded on two factors; however, the factors had no conceptual distinction. 

Previous uses of this instrument did not conduct a factor analysis. Forcing the factors to 

one resulted in factor loadings of .31 to .86 and explained 53% of the variance. After 
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establishing reliability and validity at the individual level, the Nurse Manager’s Action 

Scale was assessed at the group level. The average rwg was .87 with individual unit rwgs of 

between .55 and .97. The ICC was .76. Thus, measures of group level reliability and 

validity were within acceptable ranges.  

Communication Openness and Accuracy 

The Communication Openness and Accuracy Scale measured information flow on 

a 5-point Likert-type scale. Consistent with the design of the instrument, the last five 

items in this 10-item scale were reverse coded so that higher responses on all items 

indicated higher levels of communication openness and accuracy. The Cronbach’s alpha 

in this sample was .87. The sixth item (item number 96 on the questionnaire) had less 

than 60% of the inter-item correlations greater than .25; however, deletion of this or any 

other item did not improve the alpha of the overall scale. This item was retained for 

further analysis, congruent with reported use of the instrument. Items loaded on two 

factors as expected. When forced to one factor, 48% of the variance was explained with 

factor loadings between .48 and .80. As a result, the instrument was assessed to be a valid 

and reliable measure of information flow. At the group level, construct validity was low 

on one unit with an rwg of below .60. However, the rwg was .92 overall with an ICC of .77. 

Thus, this scale was used as a measure of group-level information flow, defined as open 

and accurate communication.  

Nursing Activity Scale  

The Nursing Activity Scale is a 30-item instrument using a 4-point response scale 

with low responses indicating “very unlikely of us to act in this manner” and high 
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responses indicating “very unlikely of us to act in this manner.” Previously, the Nursing 

Activity Scale had been used to measure autonomy at the individual-level of analysis. In 

this study, the stem of this instrument was re-worded to reflect the group-level. Although 

inter-item correlations were low, the Cronbach’s alpha in this sample was .90. Deletion of 

any item would not have increased the alpha. Exploratory factor analysis resulted in five 

factors with all items loadings on the first factor while also double loading on other 

factors. Reported uses of this instrument did not include construct validity testing using 

exploratory or confirmatory factor analyses. Forcing all items to one factor explained 

27% of the variance with factor loadings of between .28 and .65. Eliminating the one 

item with a factor loading of less than .30 or the three items with loadings of less than .40 

did not substantially change the explained variance.  

Autonomy is defined as freedom to exceed standard nursing practice (Kramer & 

Schmalenberg, 2004b). Because standards of practice change over time, some actions that 

are within the realm of autonomous nursing practice can be expected to become elements 

of safe, standard nursing practice in the future (Kramer & Schmalenberg, 2005). Analysis 

of individual items demonstrated that a high percentage of respondents reported that 

some activities were likely or very likely done by nurses on their unit, indicating that the 

action was within the realm of usual nursing practice and not autonomous nursing care. 

Because the instrument was developed approximately 20 years ago, those items may have 

reflected autonomous nursing practice in the mid 1980s and have now become usual 

nursing practice (Schutzenhofer, 1987). Two nurses reexamined the extent to which the 

items reflected current autonomous practice, with particular attention paid to those items 
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with a high percentage of respondents indicating that the activities were likely or very 

likely done on their units. The items where more than 80% of the respondents answered 

that it would be likely or very likely for nurses on their units to perform the indicated 

action were determined to be reflective of current nursing practice, and not autonomous 

practice, and consequently were removed from further analysis. This resulted in the 

elimination of 15 items. In addition, two items deemed to be more reflective of control 

over nursing practice than autonomy were eliminated, reducing confusion of concepts. 

These items included number 149 on developing effective communication channels in the 

employing institution for nurse’s input regarding the policies that affect patient care and 

item 154 on offering input to administrators concerning the design of a new nursing unit 

or the purchase of new equipment to be used by nurses.  

The remaining 13-items were analyzed for reliability and validity. All but three 

items demonstrated inter-item correlations of at least .25 on 60% or more of the items. 

Cronbach’s alpha was .83 and elimination of any item would not have increased 

reliability. In an exploratory factor analysis, items loaded on to two factors, although 

several items double loaded and no conceptual distinction existed. When forced to one 

factor, the revised autonomy scale explained 34% of the variance and items loaded at 

between .38 and .74. Consequently, the revised autonomy scale was used for further 

analysis. At the group level, the rwg was .91 overall with a range of .81 to .95 for 

individual units. The ICC was .69. Thus, group level reliability and construct validity 

were within acceptable ranges.  



101 

 

Desirability of Control 

The Desirability of Control Scale consisted of 20 items with a 7-point Likert-type 

responses ranging from a low of “the statement does not apply to me at all” to a high of 

“the statement always applies to me.” The Desirability of Control Scale had not 

previously been used in a nursing sample. In this study, few items had inter-item 

correlations of .25 in 60% or more correlations. However, the Cronbach’s alpha in this 

sample was .81 and deletion of any item would not have increased the alpha. As has been 

reported in other uses of the instrument, an exploratory factor analysis resulted in five 

factors: general desire, decisiveness, preparation-prevention, avoidance of dependence, 

and leadership (Burger, 1992). Using all five factors explained 55% of the variance with 

primary factor loadings of between .54 to .76. Out of the 20 items, four items double 

loaded. These factor loadings were between .26 and .66. Because all of the five identified 

factors are elements of desire for control and because of the repeatedly demonstrated 

internal consistency of the tool in various samples, the author of the instrument has 

suggested using the overall desire for control score as a unidimensional construct 

(Burger, 1992). In past research, either the overall total scale score or the dichotomous 

categories of participants with high and low desire for control have been used. In this 

study, the percentage of nurses on a unit reporting a high level was used as a 

compilational variable describing the configuration of desire for control on the unit. 

Consistent with past research, high desire for control was measured as the upper scoring 

40% of participants.  
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Experience 

Experience was conceptualized as a compilational variable at the unit level and 

was measured as the percentage of nurses on the unit with five or more years experience 

as a nurse and one or more years of experience on the unit. In the study units, the 

percentage of experienced nurses ranged from 17% to 91% with a mean of 58%.  

Expertise 

In this study, expertise was measured with a yes/no question “has anyone ever 

told you that you were an expert?” The percentage of nurses who answered yes to this 

question was used as a measure of the unit-level compilational variable of expertise. The 

mean in the study units was 50% with a range of 27% to 86%.  

Educational Preparation 

Educational preparation of nurses was measured as the percentage of nurses with 

a baccalaureate or higher degree. The range was 27% to 83% with a mean of 51%.  

Comparison of Mean Scores Between Included and Excluded Units 

The instrument and measurement scores for the dependent and independent 

variables in the model are displayed in Table 11. A comparison was made between the 

mean scores for the units with 40% or greater staff nurse response rates in completing the 

questionnaire to those units that were excluded from further analysis due to a response 

rate of less than 40%. Because the data were not normally distributed, these comparisons 

were made using a Mann-Whitney test. Although no difference was found in CONP 

when measured with the CONP scale or the DIS Actual, the included units had a 

statistically higher score on CONP measured by the NPHA of PES-NWI. The 
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TABLE 11. Instrument and Measurement Scores for Model Variables 

Instrument 

No. of 
options 

in 
scale 

Statistics 

Total 
sample 

(n = 411) 
 

Units 
included in 

analysis 
(n = 583) 

Z p 

CONP 7 Range 
Mean 

SD 

1.35 – 7.00 
5.1 
.92 

1.96 - 6.96 
5.1 
.92 

-.32 .749 

NPHA of PES-
NWI (CONP) 

4 Range 
Mean 

SD 

1.00 – 4.00 
2.8 
.63 

1.10- 4.00 
2.9 
.62 

-2.27 .023 

DIS actual 
(CONP) 

5 Range 
Mean 

SD 

1.05 - 4.52 
2.0 
.60 

1.00 - 4.76 
2.0 
.55 

-.43 .666 

P-IPNG (formal 
structure for 
CONP) 

5 Range 
Mean 

SD 

1.00 – 4.33 
2.2 
.55 

1.00 – 4.58 
2.1 
.55 

-1.16 .248 

Rule orientation: 
Job codification 
(informal rules) 

7 Range 
Mean 

SD 

1.00 –7.00 
5.2 
.99 

2.00 –7.00 
5.2 
.95 

-.64 .524 

Rule orientation: 
hierarchy of 
authority (informal 
rules) 

7 Range 
Mean 

SD 

1.00 – 6.83 
3.50 
1.1 

1.00 –7.00 
3.39 
1.1 

-1.40 .161 

Manager’s PPDM: 
organizational 
effectiveness 

 Range 
Mean 

SD 

3.33 – 5.83 
4.9 
.52 

3.33 – 6.0 
4.9 
.63 

-1.12 .264 

Manager’s PPDM: 
power 

6 Range 
Mean 

SD 

3.33 – 6.00 
5.2 
.76 

4.00 – 6.00 
5.1 
.69 

-2.72 .006 

Nurse manager’s 
action 
(supportiveness) 

5 Range 
Mean 

SD 

1.40 – 5.00 
3.4 
.81 

1.18 – 5.00 
3.5 
.79 

-2.18 .029 

Communication 
openness and 
accuracy 
(information flow) 

6 Range 
Mean 

SD 

1.40 – 5.00 
3.8 
.64 

1.80 – 5.00 
3.8 
.65 

-.76 .444 

Revised autonomy 
scale (autonomy) 

4 Range 
Mean 

SD 

1.38 – 4.00 
2.8 
.46 

1.15 – 4.00 
2.8 
.48 

-.87 .382 
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Percentage of 
nurses with high 
desirability of 
control scores 
(nurses’ desire for 
control)  

7 Range 
Mean 

SD 

0% - 100% 
38.5% 
12.0% 

17% - 64% 
37.6% 
10.5% 

-1.28 .199 

Percentage of 
nurses with five or 
more years as a 
nurse and one or 
more years on the 
unit (experience) 

 Range 
Mean 

SD 

0% - 100% 
56.3% 
15.9% 

17% - 91% 
57.9% 
15.3% 

-4.5 <.001

Percentage of 
nurses answering 
yes to question on 
expertise 
(expertise) 

 Range 
Mean 

SD 

0% - 100% 
48.6% 
14.2% 

27% - 86% 
50.4% 
12.9% 

-5.66 <.001

Percentage of 
nurses with 
baccalaureate or 
higher degree 
(educational 
preparation 

 Range 
Mean 

SD 

0% - 100% 
53.7% 
17.0% 

27% - 83% 
51.1% 
16.0% 

-6.92 <.001

 

independent variables of nurse manager supportiveness and nurse manager perception 

that participative decision making does not reduce their power also differed between the 

two groups. Nurse manager supportiveness, as measured by the Nurse Manager’s Action 

Scale, was statistically higher in the included units while the power subscale of the 

PPDM was higher in the excluded units. Experience, education, and expertise also 

demonstrated statistically significant differences between units. Units included for further 

analysis with response rates of 40% or greater had a higher percentage of nurses with five 

or more years of experience coupled with one or more years on the unit; a higher 

percentage of nurses who indicated that they had been told that they were experts; and a 

lower percentage of nurses with baccalaureate or higher degrees. 
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Summary  

The three measures of CONP demonstrated acceptable validity and reliability at 

the individual and at the group level of analysis. The P-IPNG (measuring formal structure 

for CONP, Nurse Manager’s Action Scale (measuring nurse manager supportiveness), 

and Communication Opennness and Accuracy Scale (measuring information flow) also 

demonstrated acceptable psychometrics at the individual and group level. The Rule 

Orientation Scale factored into two subscales of job codification and hierarchy of 

authority, demonstrating validity and reliability at the individual and group level. The 

Manager’s PPDM Scale also factored into two subscale relating to manager’s perceptions 

that participative decision making increases organizational effectiveness and nurse 

manager perception that participative decision making does not reduce their power.  

The Nursing Activity Scale, measuring autonomy, was revised to be more 

reflective of current autonomous practice by eliminating items with a high percentage of 

respondents indicating that the action was within the realm of likely or very likely for 

nurses to perform. The revised autonomy scale consisted of 13 items and demonstrated 

acceptable validity and reliability at the individual and group level.   

The Desirability for Control Scale was reliable at the individual level. The 

instrument factored into five dimensions and, based upon past use of the instrument, the 

percentage of nurses with an overall score in the top 40% of participants was used. 

Units included in analysis had a statistically higher score on CONP when 

measured by NPHA of PES-NWI, although there was no difference when measured by 

the other two CONP instruments. The units included for further analysis also had higher 



106 

 

scores on nurse manager supportiveness, lower scores on nurse manager perception that 

participative decision making does not reduce their power, a higher percentage of nurses 

with experience, a higher percentage of nurses with expertise, and lower percentage of 

nurses with baccalaureate or higher degrees.  

Hypothesis Testing 

Prior to hypothesis testing, the relationships among the variables in the model 

were evaluated. Significant correlations were found between the three measures of the 

dependent variable of CONP (range was .25 to .52, p < .01). Correlations between 

independent variables were also evaluated. Multicollinearity was not present as 

evidenced by no inter-correlation among the independent variables above .80. At the 

organizational level, formal structure for CONP (measured by the P-IPNG) and rule 

orientation (measured by the two subscales of job codification and hierarchy of authority) 

were significantly correlated with all three measures of CONP. A significant positive 

correlation was also found on the unit level variables of information flow and autonomy 

with all three measures of CONP. Mixed results were found with other variables. 

There were some significant correlations among the independent variables. 

Formal structure for CONP was positively correlated with job codification (r = .14, p = 

.001) and negatively correlated with hierarchy of authority (r = -.15, p = .001), but not 

with either measure of manager PPDM. Manager PPDM measures were not correlated 

with information flow. However, nurse manager supportiveness was correlated with 

information flow (r = .38, p = <.001) and autonomy (r = .20, p = <.001). Experience was 

inversely correlated with education (r = -.15, p = <.001) and positively correlated with 
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expertise (r = .23, p = <.001). Education was negatively correlated with expertise (r = -

.057, p = .037). More nurses with a high desire for control was positively correlated with 

experience and expertise (range was .23 to .30, p = <.001), although not with all three 

measures of CONP (range was -.60 to .01, p from .032 to .371).  

The three measures of the dependent variable demonstrated a nonnormal 

distribution and heterogeneity of variance when compared between units. In addition, all 

of the independent variables had a nonnormal, heterogeneous distribution. Natural 

logrhythm, square root, and inverse transformation of data failed to sufficiently improve 

distribution to meet the assumptions of linear regression analysis. In two cases, a data 

transformation resulted in a distribution that more closely approximated a normal 

distribution: a natural log transformation of the DIS Actual measure of CONP and the 

square root transformation of the P-IPNG measure of formal structure for CONP. In 

hypothesis testing, the natural log of the DIS Actual Scale and the square root of the P-

IPNG were used.  

Cross-Level and Contextual Influences on CONP 

The first two hypotheses proposed that the hospital and the unit in which nurses 

worked would influence perceptions about the amount of CONP. MANOVAs were 

performed and eta2 were calculated using the three measures of the dependent variable of 

CONP. The matrix for analysis was unbalanced due to differing numbers of nurses and 

participants in each hospital and each unit. In addition, the data were not normally 

distributed and, in some analyses, variances of the groups differed. In the hospital 

analysis, homogeneous variances were found for the CONP and NPHA of PES-NWI 
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measurements (p = .066 and .064 respectively). In the assessment of hospital groups, in 

spite of a log transformation, a Levene test demonstrated that the error variance was 

unequal across groups for the DIS Actual measurement (p = .023). In contrast, in unit 

groups, the CONP measurement had a statistically significant inequality of variances (p = 

.009) while the DIS Actual and NPHA of PES-NWI were homogeneous (p = .078 and 

.123 respectively). Although the data had unequal sample sizes, were not normally 

distributed, and exhibited heterogeneity of covariance matrices, MANOVAs were used 

because they are relatively robust to violations of these assumptions.  

Data from these analyses are shown in Table 12. There was a statistically 

significant difference in perceived CONP related to the hospital and unit in which nurses 

worked. Hospital membership predicted between 5% and 17% of the variability in CONP 

depending upon the measurement. Thus, hypothesis 1, that there is a cross-level influence 

of hospital on the degree of CONP was supported. Hypothesis 2, that unit membership 

would influence the degree of CONP, was also supported. Unit membership predicted 

between 10% and 20% of CONP.  

TABLE 12. Hospital and Unit Influence on CONP 

Source Measurement df F p Partial ε2 

Hospital CONP 
NPHA of PES-NWI 
DIS actual (log) 

9 
9 
9 

8.09 
12.63 
3.96 

.000 

.000 

.000 

.124 

.181 

.065 
Unit CONP 

NPHA of PES-NWI 
DIS actual (log) 

31 
31 
31 

3.76 
5.27 
2.93 

.000 

.000 

.000 

.192 

.250 

.156 
 

A contextual regression was used to test hypothesis 3 which proposed that unit 

membership would more strongly influence the degree of CONP than hospital 
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membership. The contextual regressions discriminated whether hospital-level variables 

contributed to the explanation of variance in CONP after the effects of unit-level 

variables had been taken into account, and visa versa. The contextual regressions were 

performed using all three measures of CONP and the results are presented in Table 13. In 

all equations, both hospital and unit-level variables explained a component of the 

variation in CONP. The largest percentage of variance in CONP was explained in the set 

of regressions using the CONP Scale as a measure of the dependent variable (50%). 

Predictor variables explained 45% of the variance in CONP when measured with the 

NPHA of PES-NWI Subscale and 29% when measured by DIS Actual. A greater percent 

of the variability was explained when unit-level variables preceded hospital-level 

variables in the equation when CONP was measured with the CONP Scale and the NPHA 

of PES-NWI Subscale. The opposite occurred with the DIS Actual Scale. Residuals in all 

of the equations were normally distributed and homoscedastic. 

TABLE 13. Regression Analyses: Hospital and Unit Influence on CONP 

Regression Dependent variable 
measurement 

R2 Change Significant F Change 

1  Hospital 
Unit 

CONP scale .336 
.160 

<.001 
<.001 

2  Unit 
Hospital 

CONP scale .431 
.065 

<.001 
<.001 

3  Hospital 
Unit 

NPHA of PES-NWI .225 
.225 

<.001 
<.001 

4  Unit 
Hospital 

NPHA of PES-NWI .432 
.019 

<.001 
.001 

5  Hospital 
Unit 

DIS actual (Log) .249 
.044 

<.001 
.001 

6  Unit 
Hospital 

DIS actual (Log) .169 
.125 

<.001 
<.001 
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Consistent with the findings from the MANOVAs, both unit and hospital-level variables 

influenced the degree of CONP. However, the larger eta2 with all three measures of 

CONP for unit membership when compared with hospital membership support 

hypothesis 3, that unit membership more strongly influences the degree of CONP than 

hospital membership. Contextual regressions with two of the three measures of CONP 

also support this finding. 

Regression Equations 

A series of regression equations were used to test hypotheses 4 through 21. 

Hypotheses 5 through 8 were changed as a result of psychometric testing of the 

instruments. Because the Rule Orientation Scale factored into the subscales of job 

codification and hierarchy of authority, hypothesis 5 was changed to: 

H5A: Greater job codification is negatively related to CONP. 

H5B: Greater hierarchy of authority is negatively related to CONP. 

Hypothesis 6 included changes due to the performance of the PPDM Scale in this sample. 

The PPDM Scale had two reliable and valid subscales in this sample. The first related to 

managers perceptions that participative decision making enhances organizational 

effectiveness and the second evaluated the extent that managers perceived that 

participative decision making negatively affected their power. As a result, hypothesis 6 

was changed to the following: 

H6A: Greater job codification is negatively related to the manager’s perception that 

participative decision making enhances organizational effectiveness. 
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H6B: Greater job codification is negatively related to the manager’s perception that 

participative decision making does not reduce their power. 

H6C: Greater hierarchy of authority is negatively related to the manager’s perception that 

participative decision making enhances organizational effectiveness. 

H6D: Greater hierarchy of authority is negatively related to the manager’s perception that 

participative decision does not reduce their power. 

Hypotheses 7 and 8 were changed as a result of using the two reliable and valid subscales 

of PPDM. These hypotheses were changed to the following:  

H7A: The manager’s perception that participative decision making enhances 

organizational effectiveness is positively related to CONP. 

H7B: The manager’s perception that participative decision does not reduce their power is 

positively related to CONP. 

H8A: The manager’s perception that participative decision making enhances 

organizational effectiveness is positively related to information flow. 

H8B: The manager’s perception that participative decision making does not reduce their 

power is positively related to information flow. 

Table 14 presents the results of regression equations. As hypothesized, 

organizational level formal structure for CONP was positively associated with all three 

measures of CONP. Contrary to the hypothesis, greater job codification was positively 

related to increased CONP. Hierarchy of authority was negatively related to increased 

CONP as hypothesized.  
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Neither job codification nor hierarchy of authority predicted managers’ 

perceptions that participative decision making enhances organizational effectiveness. The 

residuals from these equations were not normally distributed nor homoscedastic. Also, 

managers’ perception that participative decision making enhances organizational 

effectiveness did not predict increased CONP. The regressions of both job codification 

and hierarchy of authority onto managers’ perception that participative decision making 

does not reduce their power was statistically significant, however less than 1% of the 

variance was explained. Similarly, in the regression with the dependent variable of CONP 

and the independent variable of managers’ perception that participative decision making 

does not reduce their power, a statistically significant relationship was found in one of the 

three measures. However, the explained variance was less than 2%. In addition, both 

managers’ perception that participative decision making enhances organizational 

effectiveness and managers’ perception that participative decision making does not 

reduce their power was statistically significant in relationship to information flow, but 

explanatory variance was less than 2%. 

TABLE 14. Regression Analyses Results for Variables in Hypothesized Model 

Ho  Independent variable Dependent variable  R2 ß p 
4 Formal structure for 

CONP 
CONP 
CONP scale 
NPHA of PES-NWI 
DIS actual (log) 

 
.12 
.13 
.20 

 
.45 
.37 
.35 

 
.000 
.000 
.000 

5A Job codification CONP 
CONP scale 
NPHA of PES-NWI 
DIS actual (log) 

 
.02 
.08 
.12 

 
.14 
.29 
.35 

 
.000 
.000 
.000 
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5B Hierarchy of 
authority 

CONP 
CONP scale 
NPHA of PES-NWI 
DIS actual (log) 

 
.16 
.06 
.05 

 
-.40 
-.25 
-.22 

 
.000 
.000 
.000 

6A Job codification Manager PPDM: 
organizational 
effectiveness 

.00 -.01 .892 

6B Job codification Manager PPDM: power .01 -.09 .029 
6C Hierarchy of 

authority 
Manager PPDM: 
organizational 
effectiveness 

.00 -.06 .172 

6D Hierarchy of 
authority 

Manager PPDM: power .01 -.10 .016 

7A Manager PPDM: 
organizational 
effectiveness 

CONP 
CONP scale 
NPHA of PES-NWI 
DIS actual (log) 

 
.00 
.00 
.00 

 
-.03 
-.04 
.02 

 
.488 
.352 
.667 

7B Manager PPDM: 
power 

CONP 
CONP scale 
NPHA of PES-NWI 
DIS actual (log) 

 
.00 
.01 
.00 

 
-.03 
-.12 
.05 

 
.472 
.007 
.243 

8A Manager PPDM: 
organizational 
effectiveness 

Information flow .02 .13 .003 

8B Manager PPDM: 
power 

Information flow .01 .11 .009 

9 Nurse manager 
supportiveness 

CONP 
CONP scale 
NPHA of PES-NWI 
DIS actual (log) 

 
.38 
.38 
.13 

 
.62 
.61 
.37 

 
.000 
.000 
.000 

10 Nurse manager 
supportiveness 

Information flow .16 .40 .000 

11 Information flow CONP 
CONP scale 
NPHA of PES-NWI 
DIS actual (log) 

 
.18 
.10 
.02 

 
.42 
.32 
.15 

 
.000 
.000 
.000 

12 Autonomy CONP 
CONP scale 
NPHA of PES-NWI 
DIS actual (log) 

 
.10 
.09 
.03 

 
.32 
.30 
.18 

 
.000 
.000 
.000 

13 Nurse manager 
supportiveness 

Autonomy .12 .35 .000 

14 Experience Autonomy .00 .01 .797 
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15 Experience CONP 
CONP scale 
NPHA of PES-NWI 
DIS actual (log) 

 
.01 
.00 
.00 

 
-.11 
-.06 
.06 

 
.011 
.186 
.195 

16 Expertise Autonomy .00 .03 .448 
17 Expertise CONP 

CONP scale 
NPHA of PES-NWI 
DIS actual (log) 

 
.01 
.00 
.02 

 
.09 
.02 
.14 

 
.029 
.730 
.001 

18 Educational 
preparation 

Autonomy .02 -.13 .001 

19 Educational 
preparation 

CONP 
CONP scale 
NPHA of PES-NWI 
DIS actual (log) 

 
.00 
.01 
.00 

 
-.06 
-.10 
-.02 

 
.154 
.020 
.733 

20 Educational 
preparation 

Nurses’ desire for control .02 .15 .000 

21 Nurses’ desire for 
control 

CONP 
CONP scale 
NPHA of PES-NWI 
DIS actual (log) 

 
.01 
.00 
.00 

 
-.08 
-.03 
-.06 

 
.063 
.362 
.165 

 

As hypothesized, nurse manager supportiveness explained a statistically 

significant variance in information flow, autonomy, and CONP. Also as hypothesized, 

greater information flow and greater autonomy were positively related to increased 

CONP.  

Autonomy was not related to experience or expertise. Experience was not related 

to CONP in two out of three measures. In the third measure, a statistically significant 

regression was calculated, however the explained variance was less than 2%. Expertise 

was also not related to CONP in one of the three equations. Although statistically 

significant, the predictive relationship was weak.  
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A greater percentage of nurses with baccalaureate or higher education was 

positively related to increased autonomy, however the explained variance was less than 

2%. Higher education was regressed onto CONP with mixed results. The one statistically 

significant equation had a low explanatory power of 1%. Higher education preparation 

was positively related to a higher percentage of nurses with a high desire for control. 

However, the explained variance was less than 2% and the validity of the finding was 

questionable due to the nonnormal distribution and heteroscedasticity of residuals in the 

equation. High levels of desire for control did not explain variance in CONP.  

Model Testing 

To adjust for the small sample size in this study, further model testing was 

conducted using a revised model of antecedents to CONP. Based upon the regression 

analyses, the statistically significant relationships that explained more than 2% of the 

variance in the dependent variable were retained in the model. The revised model is 

presented in Figure 3. Hypotheses 22 through 24 were revised to the following: 

H22R: CONP is significantly predicted by implementation of a formal structure for CONP, 

job codification, hierarchy of authority, information flow, manager supportiveness, 

and autonomy. 

H23R: Autonomy is significantly predicted by nurse manager supportiveness. 

H24R: Information flow is significantly predicted by nurse manager supportiveness.  

To test hypothesis 22R, the independent variables were regressed onto all three 

measures of CONP using the stepwise enter method. Between 25% and 49% of the 

variance in CONP was explained by the independent variables. With all three measures 
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of the dependent variable of CONP, formal structure for CONP and nurse manager 

supportiveness were significant predictors. The other independent variables had mixed 

results depending upon the measure of CONP. When regressed with the CONP Scale as a 

measure of the dependent variable, all variables were significant. When NPHA of PES-

NWI was used to measure CONP, in addition to formal structure and nurse manager 

supportiveness, job codification and information flow entered into the equation. In 

contrast, when CONP was measured by DIS Actual, in addition to formal structure and 

nurse manager supportiveness, only hierarchy of authority entered into the equation. 

Table 15 presents the results of these regressions.  

The revised hypothesis 23 became the same as hypothesis 13. This hypothesis, that 

autonomy is significantly predicted by nurse manager supportiveness, was supported (R2 

= .12, ß = .35, p = <.001). Hypothesis 24R became the same as hypothesis 10. Nurse 

manager supportiveness explained 16% of the variance in information flow (ß = .40, p = 

<.001).  

 



 Stage 1     Stage 2     Stage 3 
 
Formal Structure for CONP 
 
Job Codification 
 
Hierarchy of Authority 
  
 
 
 
     Manager’s Perception of Organization  
     Effectiveness with PDM 
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TABLE 15. Model Testing: Regressions  

Dependent variable 
measure 

Independent variable R2 p ß p 

CONP scale  
Formal structure for CONP 
Job codification 
Hierarchy of authority  
Information flow 
Manager supportiveness 
Autonomy 

.49 <.001  
 .11 
 .14 
-.22 
 .15 
 .37 
 .08 

 
.002 
<.001 
<.001 
<.001 
<.001 
.029 

NPHA of PES-NWI  
Formal structure for CONP 
Job codification 
Hierarchy of authority  
Information flow 
Manager supportiveness 
Autonomy 
 
 
 
 

.41 <.001  
 .13 
 .07 
-.05 
 .08 
 .46 
 .06 

 
<.001 
.069 
.144 
.038 
<.001 
.101 

DIS actual (log)  
Formal structure for CONP 
Job codification 
Hierarchy of authority  
Information flow 
Manager supportiveness 
Autonomy 

.25 <.001  
 .36 
 .02 
-.11 
 .02 
 .17 
-.01 

 
<.001 
.614 
.010 
.720 
<.001 
.843 

 

To further explore the model, non-hypothesized relationships were examined. 

Table 16 presents the results of these regressions in the order in which they were 

conducted. Numerous non-hypothesized relationships were found. The organizational-

level variables of formal structure for CONP, job codification, and hierarchy of authority 

were regressed on information flow, autonomy, desire for control, nurse manager 

supportiveness, experience, expertise, and educational preparation. Formal structure for 

CONP was also regressed on manager’s perception that participative decision making 



119 

 

enhances organizational effectiveness and manager’s perception that participative 

decision making does not reduce their power. A number of relationships were statistically 

significant although a small amount of variance in the dependent variable was explained. 

Organizational-level variables of formal structure for CONP, job codification, and 

hierarchy of authority explained 33% of the variance when regressed onto nurse manager 

supportiveness and 11% when regressed onto autonomy. Organizational-level variables 

also explained a significant amount of the variance in information flow. However, only 

job codification and hierarchy of authority, and not formal structure, entered into the 

equation. Manager’s perception that participative decision making enhances 

organizational effectiveness and manager’s perception that participative decision making 

does not reduce their power were related to the percentage of nurses with a high desire 

for control. 
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TABLE 16. Non-hypothesized Relationships in the Model 

Dependent 
variable measure 

Independent variable R2 p ß p 

Information flow  
Formal structure for CONP 
Job codification 
Hierarchy of authority  
Experience 
Expertise 
Education 

.18 <.001  
 .00 
 .25 
-.31 
 .00 
 .09 
-.07 

 
.923 

<.001 
<.001 
.920 
.058 
.097 

Autonomy  
Formal structure for CONP 
Job codification 
Hierarchy of authority 
Manager PPDM: organizational 

effectiveness 
Manager PPDM: power 

.11 <.001  
 .26 
 .13 
-.09 
 .08 

 
-.03 

 
<.001 
.002 
.042 
.094 

 
.441 

Desire for 
control  

 
Formal structure for CONP 
Job codification 
Hierarchy of authority 
Manager PPDM: organizational 

effectiveness 
Manager PPDM: power 
Manager supportiveness 

.04 .003  
 .01 
 .08 
-.05 
 .12 

 
 .14 
-.13 

 
.787 
.090 
.262 
.013 

 
.003 
.014 

Manager PPDM: 
organizational 
effectiveness 

Formal structure for CONP .01 .087 -.07 .087 

Manager PPDM: 
power 

Formal structure for CONP .00 .174   

Manager 
supportiveness 

 
Formal structure for CONP 
Job codification 
Hierarchy of authority 

.33 <.001  
 .33 
 .33 
-.25 

 
<.001 
<.001 
<.001 

Experience  
Formal structure for CONP 
Job codification 
Hierarchy of authority 

.01 .084  
 .05 
-.07 
 .09 

 
.256 
.137 
.044 

Expertise  
Formal structure for CONP 
Job codification 
Hierarchy of authority 

.01 .436  
 .03 
 .06 
-.01 

 
.482 
.174 
.897 
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Educational 
preparation 

 
Formal structure for CONP 
Job codification 
Hierarchy of authority 

.02 .033  
 .04 
-.01 
 .13 

 
.331 
.878 
.004 

 

Summary of Hypotheses and Non-hypothesized Relationships 

The first three hypotheses were supported with evidence that both hospital and 

unit influenced the degree of CONP. As predicted, the unit had a stronger influence on 

CONP than the hospital. Table 17 summarizes the findings from the regression analyses 

testing the remaining hypotheses. Nurse manager supportiveness predicted both 

autonomy and information flow in addition to CONP. Of the variables that had statistical 

significance in explaining more than 2% of the variance in CONP, several had non-

hypothesized relationships with other variables in the model. Table 18 describes these 

non-hypothesized relationships.  

Final Model Testing 

Based upon results of model testing and the statistically significant non-

hypothesized relationships, the model was revised and tested with multiple linear 

regressions using a stepwise entry method in the order specified by the conceptual model. 

The final model differed depending on the instrument used to measure CONP. The final 

models are presented in Figures 4, 5, and 6. In all three models, formal structure for 

CONP and nurse manager supportiveness were significant predictors. The hypothesized 

predictors of manager’s perception that participative decision making enhances 

organizational effectiveness and manager’s perception that participative decision making 

does not reduce their power, autonomy; nurses’ experience, expertise, and educational 



122 

 

preparation; and desire for control were not significant in any of the final models. 

Information flow was significant in the models where CONP was measured by the CONP 

Scale and the DIS Actual Scale. Hierarchy of authority was significant in the models  

TABLE 17. Summary of Hypotheses Results  

Hypothesis Conclusion 
H4: A greater extent of implementation of a formal organizational 

structure to support CONP is positively related to CONP.  
Supported 

H5A: Greater job codification is negatively related to CONP. Supported 
H5B: Greater hierarchy of authority is negatively related to CONP. Supported 
H6A: Greater job codification is negatively related to the manager’s 

perception that participative decision making enhances 
organizational effectiveness. 

Not supported 

H6B: Greater job codification is negatively related to the manager’s 
perception that participative decision making does not reduce their 
power. 

Not supporteda  

H6C: Greater hierarchy of authority is negatively related to the 
manager’s perception that participative decision making enhances 
organizational effectiveness. 

Not supported 

H6D: Greater hierarchy of authority is negatively related to the 
manager’s perception that participative decision does not reduce 
their power. 

Not supporteda 

H7A: The manager’s perception that participative decision making 
enhances organizational effectiveness is positively related to 
CONP. 

Not supported 

H7B: The manager’s perception that participative decision does not 
reduce their power is positively related to CONP. 

Not supported 

H8A: The manager’s perception that participative decision making 
enhances organizational effectiveness is positively related to 
information flow. 

Not supporteda 

H8B: The manager’s perception that participative decision making 
does not reduce their power is positively related to information 
flow. 

Not supporteda 

H9: Greater manager supportiveness is positively related to CONP.  Supported 
H10: Greater manager supportiveness is positively related to 

information flow. 
Supported 

H11: Greater information flow is positively related to CONP. Supported 
H12: Greater autonomy is positively related to CONP. Supported 
H13: Greater manager supportiveness is positively related to 

autonomy.  
Supported 
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H14: Greater experience is positively related to the degree of 
autonomy. 

Not supported 

H15: Greater experience is positively related to the degree of CONP. Not supported 
H16: Greater expertise is positively related to the degree of autonomy. Not supported 
H17: Greater expertise is positively related to the degree of CONP. Not supporteda 
H18: A higher level of educational preparation is positively related to 

autonomy. 
Not supporteda 

H19: A higher level of educational preparation is positively related to 
CONP. 

Not supported 

H20: A higher level of educational preparation is positively related to 
the nurses’ desire for control.  

Not supporteda 

H21: A higher degree of nurses’ desire for control is positively related 
to CONP. 

Not supported 

H22R: CONP is significantly predicted by implementation of a formal 
structure for CONP, job codification, hierarchy of authority, 
information flow, manager supportiveness, and autonomy. 

Partially 
supported  

H23R: Autonomy is significantly predicted by nurse manager 
supportiveness. 

Supported 

H24R: Information flow is significantly predicted by nurse manager 
supportiveness.  

Supported 

aHypothesis with statistical significant and low explained variance determined to be not 
supported 

 
 
 
 
 
 
 
TABLE 18. Significant Non-hypothesized Relationships 

Dependent Variable Independent Variables 
Information Flow Job codification 

Hierarchy of authority 
Autonomy Formal structure for CONP 

Job codification 
Hierarchy of authority 

Manager supportiveness Formal structure for CONP 
Job codification 
Hierarchy of authority 
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FIGURE 5. Revised hypothesized model of antecedents to control over nursing practice: NPHA of PES-NWI measuring dependent variable  
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where CONP and DIS Actual Scales were used to measure CONP. Job codification and 

autonomy were also significant when using the CONP Scale.    

Additional Analyses 

Further exploration was done on the hypothesized variables that were not retained 

in the final models. The relationship between manager’s perception that participative 

decision making enhances organizational effectiveness, manager’s perception that 

participative decision making does not reduce their power, and nurse manager 

supportiveness was explored. Manager’s perceptions about participative decision making 

did not relate to nurses’ perceptions of their nurse manager’s supportiveness. Thus, 

manager’s perception that participative decision making enhances organizational 

effectiveness and manager’s perception that participative decision making does not 

reduce their power were not significant in any relationships within the model.  

Further exploration was also conducted on the relationship between staff nurse 

experience, expertise, and education. Because no relationship was found between 

experience, expertise, educational preparation, and CONP at the group level, further 

analysis was conducted at the individual level. Individual staff nurse participant’s years 

as a nurse, years at the hospital, and years on the unit at the individual level were 

regressed onto their responses for the three measures of CONP. None of the relationships 

were significant. The perception of CONP was compared between nurses who had 

responded that they had been told that they were an expert and nurses who responded that 

they had not been told that they were an expert. Although expertise at the group level did 

not relate to CONP, individual nurses who were classified as experts had a statistically 
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higher response on the level of CONP in their units. However, the explained variance in 

perception of CONP was less than 2%. Individual nurse educational preparation was also 

regressed onto responses to the CONP instruments. Dummy variables were used to 

indicate the educational preparation of each nurse allowing separate equations for each 

level of educational preparation to be conducted. No significant relationships were found 

between level of educational preparation and CONP. The relationship between 

educational preparation at the individual level and desire for control was also examined 

using a regression analysis with dummy variables. A statistically significant positive 

relationship was found, but only 2% of the variance in desire for control was explained (F 

= 3.75, df = 4, 965, p = .005).  

Desire for control was also examined at the individual level. At the individual 

level, desire for control was related to CONP in two out of the three measures of CONP. 

However, the explained variance was low. For the CONP scale, the explained variance 

was 1% (p = .012) and for the DIS Actual Scale the explained variance was 1% (p = 

.002). Within the sub-sample of nurses who responded from units where there was a 40% 

or greater response rate, no significant relationship was found between desire for control 

and CONP in any of the three measures. In addition, desire for control was not related to 

preferred decisional involvement as measured by the DIS Preferred Scale. Desire for 

control did have a statistical significance in explaining the gap or difference between 

preferred and actual CONP as measured by the difference in DIS Actual and DIS 

Preferred, but the R2 was only .02 (p = .002 for the entire sample and p = <.001 for the 

respondents from units with a 40% or greater response rate). 
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Summary 

Data were obtained from registered nurses working as staff nurses and as 

managers in 10 hospitals and 71 acute care units. Psychometric evaluation of the 

instruments was conducted with all eligible participants. Construct validity and reliability 

was established for the measures at the individual level, and when aggregated, at the 

group level. Thirty-two of the units with a staff nurse response rate of 40% or greater 

were included in analysis of the hypothesized model of antecedents to control over 

nursing practice. Contextual regression indicated a greater influence of unit-level 

variables than organizational-level variables on nurses’ perceptions of CONP. Manager’s 

perception that participative decision making enhances organizational effectiveness; 

manager’s perception that participative decision making does not reduce their power; 

nurses’ experience, expertise, and educational preparation; and nurses’ desire for control 

did not significantly relate to CONP as hypothesized. Nurse manager supportiveness, 

implementation of a formal structure for CONP, hierarchy of authority, and information 

flow were related to CONP. 
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CHAPTER 5: CONCLUSIONS 

Control over nursing practice (CONP) has been described as an attribute of the 

work environment that contributes to increased nurse satisfaction and improved patient 

outcomes in acute care hospitals. This study specifically examined the impact of 

hypothesized hospital and unit-level variables that influence, or are antecedent to, CONP. 

This chapter discusses the findings of the study and places them within the theoretical 

and empirical context of nursing systems research. In addition, limitations of the study 

and implications for practice and research are discussed.  

Discussion of Findings 

This study found that both organizational and unit-level variables influence staff 

nurses’ perceptions of CONP. Unit-level variables had a stronger influence on nurses’ 

perceptions of CONP than organizational level variables. Organizational-level variables 

influenced CONP both directly and indirectly through nurse manager supportiveness and 

information flow.  

Depending upon the measure of CONP, between 25% and 49% of the variance in 

CONP was explained by the independent variables in the revised model. Formal 

structures for CONP and nurse manager supportiveness were significant predictors of 

CONP in all three models. Formal structure for CONP involves an organized framework 

for CONP that has recognized authority to make decisions related to nursing practice and 

conditions of work. Nurse manager supportiveness is nurses’ perceptions of the actions 

taken by their manager that enhance professional practice. These actions include 
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encouraging leadership among nurse, stimulating nurses’ intellection discussions about 

work, and involving staff nurses in planning the capital expenditures.  

Hierarchy of authority and information flow were significant predictors of CONP 

in two out of the three models. Hierarchy of authority was an indication of the informal 

rule within the organization to get supervisory approval before making a decision or 

taking action. The greater the perceived hierarchy of authority, the lower the perceived 

CONP. Information flow is the openness and accuracy of communication within the 

system. Job codification and autonomy were significant positive predictors in the model 

when CONP was measured by the CONP Scale. Job codification is an indication of the 

formalization of roles and refers to the number of regulations in job expectations. 

Autonomy is the discretion of nurses to make practice decisions related to individual 

patient care.  

As hypothesized, nurse manager supportiveness explained a significant amount of 

information flow. Unexpectedly, job codification and hierarchy of authority also 

explained some variance in information flow. Unexpected findings also included formal 

structure for CONP, job codification, and hierarchy of authority explaining some 

variance in nurse manager supportiveness. All hypothesized variables in the model did 

not have a significant relationship. Hypothesized influences of manager’s PPDM and of 

staff nurses’ experience, expertise, educational preparation, and desire for control did not 

relate to CONP when CONP was measured using three different instruments. 
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Organizational and Unit Norms Constraining and Enabling CONP 

These findings illustrate the interconnected nature and complexity of relationships 

and patterns within the acute care hospital setting, consistent with a complexity theory 

perspective. The influence of system parameters on the patterns of behavior among 

agents is illustrated by the contextual influences of both the organizational and the unit-

level variables. Complexity theory claims that interactions between individual agents are 

constrained and enabled by the formal and informal rules accepted and adopted as 

individual mental models or schemas. As demonstrated in the revised study models, 

nurses’ perceptions of the level of CONP were affected by organizational-level and 

group-level rules, norms, and social mores. System rules, rather than individual attributes 

of experience, expertise, education, and desire for control, were influential factors in 

nurses’ assessment of CONP. Similarly, nurse manager supportiveness, a critical variable 

in the model, was influenced more by system factors than by the manager’s individual 

perceptions about participative decision making. Likewise, nurse managers’ individual 

propensity for participative decision making did not significantly influence information 

flow or CONP.  

Also from a complexity theory perspective, the greater influence of unit-level 

membership when compared to hospital membership is reflective of the local nature of 

interaction. According to complexity theory, agents in the system interact with each other 

at a local level; and the impact of any agent, no matter how powerful their position in the 

organization, occurs indirectly through their local interactions only (Stacey, 2003). For 

example, executives in an organization can establish a formal structure and expectations 
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through job codification and hierarchy of authority; but the enactment of those structures 

and expectations occur through the executives’ local interaction with a relatively small 

percentage of individuals in the organization who then, in an iterative process, interact 

with others in the organization. Managers, within the rules and norms of the organization, 

communicate with a relatively small percentage of individuals in the organization who 

are largely based in a local structure at the inpatient unit level. Each set of interactions is 

governed both by formal and informal rules, co-created by the involved agents in each 

local interaction. The local enactment of formal structures and expectations, then, emerge 

from a co-created set of patterns of behavior. 

Nurse Manager Supportiveness 

As evidenced in this study, the nurses’ perceptions of nurse manager 

supportiveness were instrumental in influencing the amount of CONP at the unit level. 

From the perspective of complexity theory, managers cannot control the level of CONP 

or the specific outcomes of CONP. Management practices are not entirely within the 

purview of the managers. Instead, management practices are the rules, norms, and social 

mores related to the administration, supervision, and operation of the system that emerge 

through interactions between the agents within the system and the external environment. 

Managers, within the constraining and enabling rules, norms, and social mores, co-create 

connections and relationships at the unit level that influence CONP.  

Manager leadership behaviors have been identified in a number of studies as 

being a significant factor related to CONP, professional practice, and nurse retention. The 

original research on Magnet hospitals identified the nurse manager as pivotal to the 
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creation of a professional practice environment (McClure et al., 1983). Nurses in Magnet 

hospitals describe nurse manager supportiveness as meeting their expectations and 

ensuring they have the resources to practice professionally (Kramer, Schmalenberg, & 

Maguire, 2004a). These activities include supporting staff in making autonomous 

decisions, empowering staff to form collegial nurse-physician relationships, instilling and 

maintaining organizational values, providing resources needed for patient care, and 

facilitating staff working together to improve care. 

Recent studies confirm the importance of nurse managers in CONP, professional 

practice, and retention. For example, nurses’ assessments of nurse manager leadership 

competency in providing leadership for administrative issues has been demonstrated to 

have a small but significant correlation with nurses participation in the identification, 

generation of alternatives, and selection phases of conditions of work decision making 

(Krairiksh & Anthony, 2001). Additionally, nurse manager supportiveness was associated 

with both increased nurse autonomy and involvement in unit operation decisions 

(Mrayyan, 2003).  

Further, manager leadership behaviors emerged as the factor most likely to 

influence nurses’ intentions to remain employed in a causal model of hospital staff nurse 

retention (Taunton, Boyle, Woods, Hansen, & Bott, 1997). In a recent study, the 

perception of nurse manager supportiveness was higher in nurses who remained than 

those who left their units, although the difference was not statistically significant 

(Hayhurst, Saylor, & Stuenkel, 2005). In a study comparing Magnet and non-Magnet 

hospitals, greater accessibility of nurse leaders, support of autonomous decision making 
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by leaders, and access to work empowerment structures were the most significant 

elements accounting for differences in empowerment and job satisfaction. The greatest 

difference in individual item scores between nurses from Magnet and non-Magnet 

hospitals were ratings on leadership accessibility and responsiveness (Upenieks, 2003).  

The nurse manager’s visibility and accessibility facilitates both formal and 

informal exchange of information (Kramer & Schmalenberg, 2002). As evidenced in this 

study, a relationship exists between nurses’ perceptions of nurse manager supportiveness, 

information flow, and CONP. In a qualitative study, seven staff nurse focus groups 

identified and rank ordered the skills a nurse manager needs to effectively manage a 

patient care unit. The top three management skills in descending order were effective 

communication, remaining available to staff, and involving staff in decision making 

(Maceri, 2003)  

Information Flow 

The manager and other agents within the system have a pattern of communication 

that is influenced by the formal and informal rules, norms, and social mores about 

information flow. This pattern of communication constrains and enables CONP. Open 

and accurate communication facilitates information flow among agents. Open 

communication requires that agents within the system are able to share information 

without fear of repercussions or misunderstandings. Information flow also relies on the 

degree to which agents within the system believe the communication is accurate. Access 

to accurate information and open communication has long been associated with 

empowerment (Kanter, 1993). Information flow is critical in the ability to affect change. 
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For example, implementing a change process or attempting to empower front-line 

workers is hindered if individuals within the system are not enabled to talk openly and 

accurately about change processes and new programs (Argyris, 1998). Patterns of 

communication can change over time, as the formal and informal rules change and as the 

number and diversity of relationships between individuals are altered. Thus, as the 

accuracy and openness of communication changes, the amount of CONP can be expected 

to change. 

Formal Structure for CONP 

Formal structure for CONP was also instrumental in nurse manager 

supportiveness and CONP. Formal structures can either constrain or enable patterns of 

behaviors within the organization and on the unit. CONP requires a visible, empowered, 

organizational structure (Kramer & Schmalenberg, 2003a). In other words, not only do 

the structures need to exist, nurses need to be involved in the structures, aware that they 

exist, and understand the contribution that they make to their practice. Structures that 

facilitate nurse participation in governance and condition of work decisions typically 

include committees in which staff nurses participate in clinical practice, administrative, 

and policy decisions both at the unit and at the organizational level (Hess, 1994).  

In this study, formal structure for CONP was measured using the P-IPNG. The P-

IPNG was used for the first time as a stand-alone instrument. In the past, the items were 

used as a subscale of an instrument measuring professional nursing governance (Hess, 

1998). The instrument performed well in measuring the degree to which there is a formal 

structure to support CONP that is visible, empowered, and utilized by nurses in the 
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organization. The instrument also measures who has the authority to form new unit, 

nursing department, and multidisciplinary committees, reflecting nurses’ ability not only 

to participate within existing structures but also to modify those structures to 

accommodate their work. This ability to change structures is reflective of the authority to 

change the rules governing nursing practice decision making inherent in CONP. 

Hierarchy of Authority and Job Codification 

Rule oriented organizations—those with high levels of job codification and 

hierarchy of authority—have been described as relying on formal channels of 

communication, thereby reducing the amount of information and participation from front-

line employees. As a result, rule oriented organizations have a lower capacity for 

information processing and a limited ability to respond creatively to issues due to the 

over-reliance on formal channels of communication. More rule oriented organizations 

have been shown to have less participation in decision making (Ashmos et al., 1998). 

Both job codification and hierarchy of authority have been shown to discourage 

individual initiative, support ritualistic and unimaginative behavior, and limit the rate of 

change (Hage & Aiken, 1967; Morgan, 1997). 

The relationships between job codification, hierarchy of authority, information 

flow, nurse manager supportiveness, and CONP were interesting in this study. Typically, 

hierarchy of authority and job codification are measured as dimensions of the concept of 

rule orientation. Job codification and hierarchy of authority contribute to an informal set 

of rules for information flow that constrain and enable managers and staff nurses to 

communicate about conditions of work nursing practice issues and policies. In other 



138 

 

words, job codification, hierarchy of authority, and nurse manager actions all are forms of 

emergent patterns or order within the system that influence the accuracy and openness of 

information flow and the consequent control that nurses have over their practice.  

Separating rule orientation into job codification and hierarchy of authority 

illustrated some interesting distinctions. The finding that increased hierarchy of authority 

was negatively associated with CONP was expected. Unexpectedly, hierarchy of 

authority also impacted nurse manager supportiveness and information flow negatively. 

Increased hierarchy in organizations has been described as both slowing the downward 

movement of communication and impeding the upward flow of information (McConnell, 

2005). This blockage in communication flow, limits the diversity of perspectives when 

decisions are made throughout the system.  

Conversely, the findings in this study suggest that job codification supports 

information flow, nurses’ perceptions of nurse manager supportiveness, and CONP. 

Clarity in job roles and role expectations may augment communication and job 

performance. In one study, information flow was reportedly increased after executives 

and managers received an intervention to clarify the expectation and develop the skills to 

involve employees in decision making (Zamanou & Glaser, 1994). Job codification may 

actually reduce role ambiguity, clarifying the formal and informal rules for participative 

decision making and CONP. Future research is needed to distinguish the impact of rule 

orientation, specifically examining job codification and hierarchy of authority related to 

participative decision making, autonomy, and CONP.  
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Autonomy 

The consistent association of autonomy and CONP in the literature was not 

supported in two out of the three models in this study. Some of the inconsistency in 

findings is due to the unclear distinction of the concepts of autonomy and CONP in the 

literature. As a result of unclear definitions, the validity of instruments measuring 

autonomy is questionable. In this study, the Nursing Actions Scale used to measure 

autonomy was shown to contain numerous items that no longer were reflective of 

autonomous practice. As a result, the relationship between autonomy and CONP remains 

unclear.  

Desire for Control  

In this study, the attributes of the nurse in the form of experience, expertise, 

educational preparation, and desire for control did not significantly influence nurses’ 

perceptions of CONP on their units. However, as expected, a correlation was found 

between educational preparation and desire for control. The correlation found in this 

study was less than reported in other research, most likely due to the more narrow range 

of educational preparations used in the correlation since nurses’ educational preparation 

ranges from a post-high school diploma through a masters degree whereas other studies 

included individuals with a high school diploma as their highest educational preparation. 

Although individuals with a high desire for control have been shown to exert 

leadership in groups and more frequently attempt to influence others in the work setting 

(Burger, 1992; Caldwell & Burger, 1997), the relationship between nurses’ desire for 

control and perceptions of actual CONP and preferred CONP were not strong in this 
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study. Recent information in the literature suggests that this may relate to the perception 

that nursing is not a profession that provides the opportunity for control, and 

consequently may not attract people desiring a high level of independence, control, or 

influence. In a recent study, college students ranked careers as a nurse, physical therapist, 

physician, and high school teacher on a number of attributes (Seago, Spetz, Alvarado, 

Keane & Grumbach, 2006). Students generally had a positive perception of nursing, 

ranking nurses less favorably that physicians but more favorably than high school 

teachers or physical therapist on most items. However, nursing as an occupation ranked 

lower than the other three careers on one item—working independently. Even among 

students studying nursing as a major, fewer than a third agreed that nurses work 

independently. Thus, people desiring a career with control or independence may be 

swayed from considering nursing as a profession.  

Empiric evidence in this study would support this argument. Desire for control 

scores in this sample were lower than those reported of other college-educated subjects. 

A study of undergraduate college students from 1980 was repeated with the same 

subjects in 1990. In 1980, female subjects’ desire for control averaged 97.6 in 

comparison to male subjects’ average score of 107.19. A decade later, female mean score 

was 104.3 and male scores averaged 105.9 (Burger & Solano, 1994). The authors suggest 

that societal changes and career-based encounters with men may have contributed to the 

female subjects’ increase in desire for control. In contrast, both male and female subjects 

in this research study on CONP had lower scores. In this study, females had a mean score 

of 99.1 on the Desirability of Control Scale. Male subjects in this study had an average 
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score of 100.7, five to seven points lower than reported in general for men on this 

instrument (Burger, 1992; Burger & Solano, 1994).  

Manager’s Propensity for Participative Decision Making  

Managers’ PPDM was not significant in any relationships in the model. The poor 

performance of the manager PPDM instrument in this sample may have contributed to 

these results. Development of this scale was conducted with lower and middle-level 

managers in two Fortune 500 companies. Managers in Fortune 500 companies may differ 

from those working in hospitals. For example, past use of the PPDM has reported a 

positive correlation with education and a negative correlation with years of experience 

(Parnell & Crandall, 2001). In this sample, increased manager education was positively 

correlated with the manager’s perception that participative decision making does not 

reduce their power (r = .20, p = .038) but not with the manager’s perception that 

participative decision making enhances organizational effectiveness. Years as a manager 

was positively correlated with both the manager’s perception that participative decision 

making enhances organizational effectiveness (r = .16, p = .048) and manager’s 

perception that participative decision making does not reduce their power (r = .21, p = 

.019). Also, in past research, scores by female respondents have been reportedly lower 

than males (Parnell & Crandall, 2001). In this sample, although not statistically 

significant, mean scores for females were higher than for males for both manager’s 

perception that participative decision making enhances organizational effectiveness 

(female mean = 5.0, male mean = 4.8) and manager’s perception that participative 

decision making does not reduce their power (female mean = 5.2, male mean = 5.1). 
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Study Limitations 

The findings in this study are limited by a number of factors. Although the 

relationships found are theoretically and empirically based, due to the cross sectional 

design of this study, the causal direction of the relationships in the model cannot be 

definitively determined. Also, the convenience sample limits the ability to generalize the 

results. The study sample was limited to those organizations, units, and individuals who 

were willing to participate. As a result, conclusions may refer only to organizations and 

units with similar characteristics.  

The relatively low response rate, with only 36% of the eligible staff nurses’ 

completing the questionnaire, also limits the findings. Those subjects who completed the 

questionnaire while simultaneously meeting the demands of their patient care workload 

may significantly differ from the general nursing population. Further, data were 

aggregated to the group level when only 40% or more of nurses on the units responded. 

Because a response rate of 50% is considered necessary to ensure that the data are 

reflective of the group, the lower response rate may misrepresent the aggregated group 

perceptions, observations, and characteristics.  

The nursing units included in analysis differed from the units not included on a 

number of characteristics. Nurses in the units that were included in analysis due to a 40% 

or greater response rate were older, had more collective experience, were more frequently 

been told that they were experts, and had a lower percentage of nurses with baccalaureate 

or higher degrees in nursing than nurses in units with lower response rates. Further, 

because a non-parametric test was used to compare demographics of nurses and managers 
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on units that were included in analysis with those of nurses and managers in units that 

were not included, the possibility of a Type II error is increased. Thus, additional 

differences may have existed between the two groups that were not detected. In addition, 

nurses and managers on units with a higher response rate may have differed on other 

unmeasured, yet influential, variables.  

Another factor limiting generalizability is the nature of nurse manager 

supportiveness on the study units. Nurse manager supportiveness, as measured by the 

Nurse Manager’s Actions scale, was statistically higher in the included units than the 

excluded units. Mean scores on the Nurse Manager’s Action Scale in the study sample 

were higher than those reported in the literature. The mean score in this study was 3.5 

compared to 3.0 in other samples (Mrayyan, 2004), indicating that these results may only 

be reflective of units with a higher nurses’ perception of nurse manager supportiveness.  

The nature of this study involved a lengthy instrument that reportedly took 

respondents between 20 and 60 minutes to complete. Due to the length of the 

questionnaire, respondents may have fatigued during completion and reduced their 

accuracy or attentiveness to later items. 

Although the instruments used in this study were reliable, some issues occurred 

that call the validity of the findings into question. Many of the variables violated the 

assumption of normality and heterogeneity of variance expected when using inferential 

statistics.  

Two instruments within the study had questionable validity. The Nursing Activity 

Scale, used to measure autonomy, was developed approximately 20 years ago and 
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numerous items no longer reflected autonomous practice. The modified version of the 

instrument used in this study may not reflect the full domain of autonomy in current 

nursing practice.  

The Desirability of Control Scale’s performance in this sample was problematic. 

Consistent with past uses of the instrument, a factor analysis resulted in the identification 

of five factors. Because desire for control is considered a unidimensional construct, the 

recommendation is to use the total score. However, when forced to one factor, the 

Desirability of Control instrument only explained 23% of the variance. Although the 

dichotomous categorization of high versus low desire for control was used, the validity of 

the findings related to this instrument must be used with caution.  

Implications for Practice and Research  

CONP has been associated with a number of positive consequences for the work 

environment of professional nurses and for the quality of patient care in acute care 

hospitals. The findings from this study add to the body of knowledge about CONP and 

professional practice nursing environments by beginning to explicate the antecedents to 

CONP. These findings offer valuable insights into those factors that are influential in 

constraining and enabling CONP on patient care units. Understanding factors important 

to enhancing CONP creates a framework for improving the quality of the acute care work 

environment and consequently can contribute to sustaining the current nursing workforce 

and enhancing the success of recruitment programs. In addition, because CONP has been 

associated with positive patient outcomes, the study findings are important for improving 

patient outcomes and overall satisfaction.  
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Specifically, the study adds to existing evidence about the pivotal role of the nurse 

manager in co-creating a professional practice environment that is attractive to and 

retains registered nurses. The study findings highlight the importance of nurses’ 

perceptions of nurse manager supportiveness in CONP. In addition, study findings 

strengthen the premise that a formal organizational infrastructure for CONP is important. 

Conversely, the impact of a hierarchy that creates the informal expectation that decisions 

are made by “higher ups” impedes CONP. Open and accurate communication facilitates 

information flow and is influenced by nurses’ perceptions of their manager’s 

supportiveness, a flat authoritarian structure, and clear job expectations.  

Because this was an initial study, these findings should be tested and replicated 

with additional research. In addition, sufficient information was garnered in this study to 

serve as the basis for interventional studies to determine the impact of changes in formal 

structure to support CONP, a reduced hierarchy of authority, increased nurse manager 

supportiveness, and enhanced information flow on staff nurses’ perceptions of CONP.  

Additional research can further explicate factors that are antecedent to CONP. 

Because less than half of the variance in CONP was explained in any of the models, 

additional variables should be examined. Because all variables that have been suggested 

in the literature were used for model testing in this study, qualitative research would be 

useful to further understand the process and influential factors related to nurses 

controlling their practice.  

Those variables in this study that predicted CONP should be further examined. As 

suggested by the author of the Nurse Manager’s Action Scale (Mrayyan, 2004), the 
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instrument could be expanded to involve a wider range of nurse manager actions to 

explore the role of the nurse manager in enhancing nurse autonomy and CONP. With this 

expanded instrument, research could explore which nurse manager actions are most likely 

to be perceived as supportive and to enhance CONP. Qualitative research into the 

meaning of nurse manager supportiveness would be helpful. What do nurses mean when 

they say their manager is supportive? What does having a supportive manager mean to 

their practice? In addition, the role and influence of other nurse leaders on the unit would 

be interesting to examine. Do informal leaders constrain or enable CONP? What are the 

characteristics or actions of informal leaders that constrain or enable CONP? 

The interaction of organizational rule orientation should also be examined. The 

distinction between job codification and hierarchy of authority deserves additional 

examination. The unexpected relationship between increased job codification and nurse 

manager supportiveness, information flow, and CONP should be reexamined in other 

samples. The suggestion that job codification may actually reduce role ambiguity, 

clarifying the formal and informal rules for participative decision making and CONP 

should be tested. In addition, better understanding the impact of hierarchy of authority on 

CONP would be helpful. For example, is the perceived hierarchy related to the nurse 

manager’s span of control, the number of layers in the organization, the informal rule that 

permission must be sought for all decisions, or some other factor?  

The relationship between nurses’ desire for control and CONP also deserves 

further examination. If the suggestion that people with high desire for control may be 

swayed from considering a nursing career due to the public perception of low control and 
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independence in the practice, the ability to enhance CONP may be constrained by the 

nature of individuals within the profession. If the hypothesis that changing societal norms 

about women’s’ roles influenced female college graduates to increase their desire for 

control, does changing expectations for nurse participation and control over their practice 

change nurses desire for control?  

Further testing of antecedents to CONP would be enhanced by improvements to 

some of the instruments used in this study. The three different measures of CONP 

resulted in slightly different final models of the antecedents to CONP. The differing 

results highlight the strengths and limitations of each instrument. The CONP Scale 

includes the freedom to make autonomous decisions related to a patient’s care as part of 

the measurement. Not surprisingly, this was the only instrument with which autonomy 

served a significant predictor of CONP. With the distinction between autonomy and 

CONP, items in the CONP instrument relating more to autonomy than CONP should be 

eliminated. Revising this instrument by eliminating the items distinctly related to 

autonomy as currently defined in the literature would strengthen its usefulness in future 

nursing research.  

Although the NPHA subscale of the PES-NWI performed with acceptable 

psychometrics in this study, the subscale has been described as more reflective of the 

hospital-wide environment than the unit-specific environment (Lake, 2002). Several 

items in the subscale related to nurses in administrative roles participating in decision 

making rather than clinical nurses in direct patient care participating in decision making. 

For example, the instrument asks if a chief nursing executive equal in power and 
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authority to other top level hospital executives is present in the organization. In addition, 

factor analyses of this and other versions of the NWI have consistently resulted in 

different factors in different samples (Boyle, 2004; Choi et al., 2004; Estabrooks et al., 

2002; Lake, 2002). The total NWI score distinguishes professional practice nursing work 

environments. However, the inconsistent factor analyses of the NWI calls into question 

the validity of subscales to distinguish components of a professional practice 

environment.   

The DIS Actual Scale, designed to measure decisional involvement, performed 

well in this study as a measurement of CONP. Two items, one which assessed decision 

making related to scheduling and the other measuring relationships with physicians, did 

not correlate with other items on the instrument. These items should be reevaluated in 

future uses of the instrument. Although factor loadings in this study differed from past 

performance of the instrument, forcing the items to one factor resulted in acceptable 

psychometrics at the individual level and for aggregating results to the group. 

Incorporating some items from this instrument with the other two measures of CONP 

could result in a useful instrument for future use. Refinement of the existing instruments 

based upon this study would improve the validity of the available instruments for 

measuring CONP, strengthening future research on this subject. 

The original version of the Nursing Activity Scale which was used to measure 

autonomy only had a moderate explanatory power. Because the instrument was 

developed approximately 20 years ago, numerous items no longer reflected autonomous 

practice. Although a modified version was used in the analysis for this study, accurate 
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measurement of autonomy requires instrument development and testing. Work 

developing an instrument to measure the current domain of autonomous nursing practice, 

based upon current definitions of autonomy, would be an invaluable addition to nursing 

research.  

Summary 

This research study examined a model of hypothesized antecedents to CONP. 

Study findings clarified the relationship between organizational and unit-level rules, 

norms, and social mores that relate to the activities and expectations for CONP. In this 

study, the rules, norms, and social mores that influence the level of CONP were the 

formal structure for CONP, job codification, hierarchy of authority, nurse manager 

actions which were perceived by nurses as nurse manager supportiveness, and 

communication openness and accuracy which related to information flow. These 

variables represent the system’s emerged management practices that bound the role of the 

nurse manager, the nature of information flow, and the amount of CONP. This study 

contributes to nursing research and clarifies strategies for improving the work 

environment for nurses by delineating antecedents to CONP in the acute care hospital 

setting. 
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APPENDIX A 

UNIVERSITY OF ARIZONA HUMAN SUBJECTS REVIEW 
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APPENDIX B 

VARIABLES IN ANTECEDENTS TO CONTROL OVER NURSING PRACTICE 

MODEL 
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Variables in Antecedents to Control Over Nursing Practice Model 

Conceptual variable Measurement Measurement 
level 

Analysis 
level 

Control over 
nursing practice 

Gerber, Murdaugh, Verran, & 
Milton Control Over Nursing 
Practice (CONP) Scale 

Individual 
(staff) 

Unit 
(aggregated) 

Control over 
nursing practice 

Nurse participation in hospital 
affairs subscale of Practice 
Environment Scale of the 
Nursing Work Index (NPHA of 
PES-NWI) 

Individual 
(staff) 

Unit 
(aggregated) 

Control over 
nursing practice 

Actual subscale of the Decision 
Involvement Scale (DIS Actual) 

Individual 
(staff) 

Unit 
(aggregated) 

Formal structure for 
CONP 

Participation subscale of the 
Index of Professional Nursing 
Governance (P-IPNG) 

Individual 
(staff) 

Hospital 
(aggregated) 

Rule orientation Rule Orientation Scale Individual 
(staff) 

Hospital 
(aggregated) 

Manager’s 
propensity for 
participative 
decision making 

Propensity for Decision Making 
(PPDM) Scale 

Individual 
(manager)  

Unit  

Nurse manager 
supportiveness  

Nurse Manager’s Actions Scale  Individual 
(staff) 

Unit 
(aggregated) 

Information flow Communication Openness and 
Accuracy 

Individual 
(staff) 

Unit 
(aggregated) 

Autonomy Nursing Activity Scale Individual 
(staff) 

Unit 
(aggregated) 

Experience  
Five or more years experience as 
a nurse and one or more years of 
experience on the unit 

Individual 
(staff) 
 

Unit 
(percentage) 
 

Expertise  Question: Has anyone ever told 
you that you were an expert? 

Individual 
(staff) 

Unit 
(percentage) 

Educational 
preparation  Baccalaureate or higher degree Individual 

(staff) 
Unit 
(percentage) 

Nurses’ desire for 
control Desirability of Control Scale  

Individual 
(staff) 
 

Unit 
(percentage 
who score 
“high”) 
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APPENDIX C 
 

STAFF NURSE INSTRUMENT 
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Staff Nurse Instrument 
Title of Project: CONTROL OVER NURSING PRACTICE 

 
You are being invited to voluntarily participate in the above-titled research study. The purpose of 
the study is to determine the precursors to control over nursing practice on nursing units in acute 
care hospitals. You are eligible to participate because you are a registered nurse working full-
time, part-time, per diem, or as a travel nurse taking care of patients at least 50% of your work 
time on this unit. If you agree to participate, your involvement will entail completing the attached 
surveys. The surveys can be completed in a location convenient for you and will take 45 minutes. 
You may choose not to answer some or all of the questions. Your name does not appear on the 
survey.  
 
Any questions you have will be answered and you may withdraw from the study at any time. 
There are no known risks from your participation and no direct benefit from your participation is 
expected. There is no cost to you except for your time and you will not be compensated for your 
participation. 
 
Only the principal investigator will have access to the information that you provide. In order to 
maintain your confidentiality, your name will not be revealed in any reports that result from this 
project. Survey information will be locked in a cabinet in a secure place. 
 
You can obtain further information from the principal investigator, Marla Weston, RN, MS, a 
doctoral student at the University of Arizona, at mweston@nursing.arizona.edu or (602) 390-
0333. If you have questions concerning your rights as a research subject, you may call the 
University of Arizona Human Subjects Protection Program office at (520) 626-6721. 
 
By completing the survey, you are giving permission for the investigator to use your information 
for research purposes. 
 
Thank you, 
 
 
 
Marla Weston, RN  
 
 
 
 

Instructions 
 

Please complete the questionnaire at your earliest 
convenience. You may do so while at work.  

 
Some of the items may appear similar. Please answer the 

items in order and do not go back and compare. Just 
answer the item as you believe at that moment.  

 
Place the completed questionnaire in the attached 

envelope, seal it, and return it.  
 

Please return before ___________.  
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Section A: Please provide the following information. Remember confidentiality of 
the information will be maintained. 
 
1. Hospital Name________________________ 2. Unit __________________________________ 

3. What is your age?  _______years   

4. What is your gender?  _______female    ______male 
 

5. What is your race?  
    (Check one) 

 
_____ White, non-Hispanic 
_____ Hispanic 
_____ Native American 
_____ Black/African American 
_____ Asian 
_____ Other (please specify____________________) 
 

6. How long have you worked as a nurse? _______years    ______months (if less than one year) 

7. How long have you worked in this hospital? _______years    ______months (if less than one year) 

8. How long have you worked on this unit? _______years    ______months (if less than one year) 

9. What is your highest education level?  
    (Check one) 

 
_____ Diploma 
_____ Associate degree 
_____ Baccalaureate degree, non nursing 
_____ Baccalaureate degree, nursing 
_____ Advanced degree  
           (please specify____________) 
 

10. What is your work status?  
     (Check one) 

 
_____ Full time 
_____ Part time 
_____ PRN/per diem (please specify  
           number of hours/week ____________) 
_____ Travel nurse 
 

11. Has anyone ever told you that you were an expert? 
 
_________Yes    _________No 
 

12. Do you spend at least 50% of your time providing direct 
patient care? 

 
_________Yes    _________No 
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Section B: Control Over Nursing Practice Scale 
The following items represent opinions about your professional practice. Please fill in the circle 
that most closely indicates how you feel about each statement. The LOWER numbers indicate 
degrees of disagreement; The HIGHER numbers indicated degrees of agreement. The more 
strongly you feel about the statement, the further from the center you should circle.  
 

 Disagree  Agree 
13. We are free to consult with others when solving complex care 

problems.  1 2 3 4 5 6 7 

14. We are free to modify or adapt patient care procedures and protocols.  1 2 3 4 5 6 7 

15. We are free to provide holistic, patient-centered care. 1 2 3 4 5 6 7 

16. We are free to plan strategies to meet our own developmental needs.  1 2 3 4 5 6 7 

17. We are free to practice clinical skills to the best of our ability.  1 2 3 4 5 6 7 

18. We are free to analyze problems critically. 1 2 3 4 5 6 7 

19. We are free to help decide who is hired to work here. 1 2 3 4 5 6 7 

20. We are free to plan care with other members of the health care team.  1 2 3 4 5 6 7 

21. We are free to act on our own decisions related to care-giving. 1 2 3 4 5 6 7 

22. We are free to coordinate care between patients and health care services 
outside the hospital. 1 2 3 4 5 6 7 

23. We are free to negotiate our time off duty.  1 2 3 4 5 6 7 

24. We are free to exert the authority needed to fulfill our job 
responsibilities.  1 2 3 4 5 6 7 

25. We are free to ask for assistance from other staff members when 
needed.  1 2 3 4 5 6 7 

26. We are free to evaluate current nursing policies and procedures.  1 2 3 4 5 6 7 

27. We are free to evaluate the outcomes of nursing care.  1 2 3 4 5 6 7 

28. We are free to influence standards of nursing practice in this hospital.  1 2 3 4 5 6 7 

29. We are free to implement our nursing care in an efficient manner.  1 2 3 4 5 6 7 

30. We are free to be creative in the delivery of nursing care.  1 2 3 4 5 6 7 

31. We are free to influence staffing patterns on the unit(s) where we work.  1 2 3 4 5 6 7 

32. We are free to introduce nursing practices and procedures.  1 2 3 4 5 6 7 

33. We are free to identify problems in the delivery of nursing care.  1 2 3 4 5 6 7 

34. We are free to adjust nursing care plans to meet patients’ changing 
needs.  1 2 3 4 5 6 7 

35. We are free to utilize research findings to improve our nursing practice.  1 2 3 4 5 6 7 
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Section C: Decision Involvement Scale  
 
For the following questions, please circle one number in Section A and one in Section B. In 
Section A, circle the number that best reflects the group that usually has the authority to make 
decisions or carry out the activity described. In Section B, circle the number that best reflects the 
group that you believe should have the authority to make decisions or carry out the activity 
described. Use the following scale to respond to questions:  

1 = Administration/management only 
2 = Primarily administration/management - some staff nurse input 
3 = Equally shared by administration/management and staff nurses  
4 = Primarily staff nurses - some administration input 
5 = Staff nurses only 

  
A  

Group that 
makes decisions 

 B 
Group that you 
believe should  
make decisions 

36. Scheduling 1 2 3 4 5  1 2 3 4 5 
37. Unit coverage 1 2 3 4 5  1 2 3 4 5 
38. Development of practice standards  1 2 3 4 5  1 2 3 4 5 
39. Definition of scope of practice 1 2 3 4 5  1 2 3 4 5 
40. Monitoring of RN practice standards 1 2 3 4 5  1 2 3 4 5 
41. Evaluation of staff nurse practice 1 2 3 4 5  1 2 3 4 5 
42. Recruitment of RNs to practice on the unit 1 2 3 4 5  1 2 3 4 5 
43. Interview of RNs for hire on the unit 1 2 3 4 5  1 2 3 4 5 
44. Selection of RNs for hire on the unit 1 2 3 4 5  1 2 3 4 5 
45. Recommendation of disciplinary action for RNs 1 2 3 4 5  1 2 3 4 5 
46. Selection of unit leader (e.g., head nurse) 1 2 3 4 5  1 2 3 4 5 
47. Review of unit leader’s performance 1 2 3 4 5  1 2 3 4 5 
48. Recommendation of promotion of staff RNs 1 2 3 4 5  1 2 3 4 5 
49. Determination of unit budgetary needs 1 2 3 4 5  1 2 3 4 5 
50. Determination of equipment/supply needs 1 2 3 4 5  1 2 3 4 5 
51. Development of standards for RN support staff 1 2 3 4 5  1 2 3 4 5 
52. Specification of number/type of support staff 1 2 3 4 5  1 2 3 4 5 
53. Monitoring of standards for RN support staff 1 2 3 4 5  1 2 3 4 5 
54. Liaison with other departments re: patient care 1 2 3 4 5  1 2 3 4 5 
55. Relations with physicians re: patient care 1 2 3 4 5  1 2 3 4 5 
56. Conflict resolution among RN staff on unit 1 2 3 4 5  1 2 3 4 5 
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Section D: Participation Subscale of the Index of Professional Nursing Governance 
 
In your hospital, please circle the one group that PARTICIPATES in the following 
activities: 
1 = Nursing management/administration only 
2 = Primarily nursing management/administration with some staff nurse input 
3 = Equally shared by staff nurses and nursing management/administration  
4 = Primarily staff nurses with some nursing management/administration input 
5 = Staff nurses only 
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57. Participation in unit committees for clinical practice. 1 2 3 4 5 

58. Participation in unit committees for administrative matters such as 
staffing, scheduling, and budgeting. 1 2 3 4 5 

59. Participation in nursing department committees for clinical practice. 1 2 3 4 5 

60. Participation in nursing department committees for administrative 
matters such as staffing, scheduling, and budgeting. 1 2 3 4 5 

61. Participation in multidisciplinary professional committees 
(physicians, other hospital professions and departments) for 
collaborative practice.  

1 2 3 4 5 

62. Forming new unit committees.  1 2 3 4 5 

63. Forming new nursing department committees. 1 2 3 4 5 

64. Forming new multidisciplinary professional committees. 1 2 3 4 5 
 
In your hospital, please circle the one group that has the ABILITY to: 
 
65. Write the goals and objectives of a nursing unit.  1 2 3 4 5 

66. Write unit policies and procedures.  1 2 3 4 5 

67. Determine nursing departmental policies and procedures. 1 2 3 4 5 

68. Determine hospital-wide policies and procedures. 1 2 3 4 5 
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Section E: Rule Orientation Scale 
For the following questions, please circle the response that is closest to your experience as nurses 
in this hospital.  

 Definitely 
False 

 Definitely 
True 

69. Whatever situation arises, we have procedures to follow in dealing 
with it. 1 2 3 4 5 6 7 

70. Everyone has a specific job to do. 1 2 3 4 5 6 7 

71. Going through proper channels is constantly stressed. 1 2 3 4 5 6 7 

72. The organization keeps a written record of everyone’s job 
performance. 1 2 3 4 5 6 7 

73. Employees are to follow strict operating procedures at all times. 1 2 3 4 5 6 7 

74. Whenever employees have a problem, they are supposed to go to the 
same person for an answer. 1 2 3 4 5 6 7 

75. A person can take little action until a supervisor approves a decision. 1 2 3 4 5 6 7 

76. People have to ask their supervisors before they do almost anything. 1 2 3 4 5 6 7 

77. Any decision a person makes has to have the supervisor’s approval. 1 2 3 4 5 6 7 

78. A person can make his or her own decisions without checking with 
anybody else. 1 2 3 4 5 6 7 

79. A person who wants to make his or her own decisions would be 
quickly discouraged here.  1 2 3 4 5 6 7 

 
Section F: Nurse Manager’s Actions Scale 

For the items below, please rate how frequently your nurse manager does each using the 
following scale:     1 = does not do;     2 = seldom;     3 = sometimes;     4 = usually;     5 = always  

80. Delegates to nurses 24-hour responsibility about their unit decisions. 1 2 3 4 5 

81. Helps nurses to develop their own plans to meet their learning needs. 1 2 3 4 5 

82. Encourages nurses to participate in research projects and to use research. 1 2 3 4 5 

83. Supports nurses to resolve conflicts with physicians, patients, and 
colleagues. 1 2 3 4 5 

84. Encourages nurses to communicate openly with all members of the health 
care team. 1 2 3 4 5 

85. Consults nurses while establishing standards of care. 1 2 3 4 5 

86. Encourages leadership among nurses. 1 2 3 4 5 

87. Stimulates nurses’ intellectual discussions about work. 1 2 3 4 5 

88. Supports staff nurses’ autonomous decision-making. 1 2 3 4 5 

89. Allows staff nurses to self-schedule. 1 2 3 4 5 

90. Involves staff nurses in planning the capital expenditures. 1 2 3 4 5 
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Section G: Communication Openness and Accuracy 
For the following questions, please circle the response that is closest to your experience as a group 
of nurses on this unit. 

 Definitely       Definitely 
False                       True  

91. It is easy for us to talk openly with each other on this unit.  1 2 3 4 5 

92. When people talk to each other on this unit, there is a good deal of 
understanding. 

1 2 3 4 5 

93. We find it enjoyable to talk with other workers on this unit. 1 2 3 4 5 

94. Communication on this unit is very open. 1 2 3 4 5 

95. We find it easy to ask advice from any worker on this unit. 1 2 3 4 5 

96. We often find that it is necessary for us to go back and check the accuracy 
of information we have received. 

1 2 3 4 5 

97. There have been a number of times when we received incorrect information 
from other workers on this unit.  

1 2 3 4 5 

98. We feel certain that others don't completely understand the information they 
receive.  

1 2 3 4 5 

99. The information we receive is often inaccurate.  1 2 3 4 5 

100. The accuracy of information passed among the workers in this unit leaves 
much to be desired.  

1 2 3 4 5 

 

Section H: Nurse participation in hospital affairs subscale of Revised Nursing Work Index 
For each item in this section, please indicate the extent to which you agree that the following items are 
present in your current job. Indicate your degree of agreement by circling the appropriate number.  
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101. Career development or clinical ladder for nurses.  1 2 3 4 

102. Opportunity for staff nurses to participate in policy decisions.  1 2 3 4 

103. A director of nursing who is highly visible and accessible to staff.  1 2 3 4 

104. A chief nursing executive equal in power and authority to other top level 
hospital executives.   1 2 3 4 

105. Many opportunities for advancement for nursing personnel.  1 2 3 4 

106. Enough registered nurses on staff to provide quality patient care.  1 2 3 4 

107. An administration who listens to and responds to employee concerns.  1 2 3 4 

108. Staff nurses are involved in the internal governance of the hospital (e.g., 
practice and policy committees.)  1 2 3 4 

109. Staff nurses have the opportunity to serve on hospital and nursing 
department committees. 1 2 3 4 

110. Nurse managers consult with staff on daily problems and procedures.  1 2 3 4 
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Section I: Desirability of Control Scale 
Below you will find a series of statements. Please read each statement carefully and respond 
to it by expressing the extent to which you believe the statement applies to you. For all 
items, a response from 1 to 7 is required. Use the number that best reflects your belief when 
the scale is defined as follows:       1 = The statement does not apply to me at all 

2 = The statement usually does not apply to me 
3 = Most often, the statement does not apply  
4 = I am unsure about whether or not the statement applies to me, or it applies to me about 

half the time 
5 = The statement applies more often than not 
6 = The statement usually applies to me 
7 = The statement always applies to me 

111. I prefer a job where I have a lot of control over what I do and when I 
do it. 1 2 3 4 5 6 7 

112. I enjoy political participation because I want to have as much of a say 
in running government as possible. 1 2 3 4 5 6 7 

113. I try to avoid situations where someone else tells me what to do. 1 2 3 4 5 6 7 

114. I would prefer to be a leader than a follower. 1 2 3 4 5 6 7 

115. I enjoy being able to influence the actions of others. 1 2 3 4 5 6 7 

116. I am careful to check everything on an automobile before I leave for a 
long trip. 1 2 3 4 5 6 7 

117. Others usually know what is best for me. 1 2 3 4 5 6 7 

118. I enjoy making my own decisions. 1 2 3 4 5 6 7 

119. I enjoy having control over my own destiny. 1 2 3 4 5 6 7 

120. I would rather someone else take over the leadership role when I’m 
involved in a group project. 1 2 3 4 5 6 7 

121. I consider myself to be generally more capable of handling situations 
than others are.  1 2 3 4 5 6 7 

122. I’d rather run my own business and make my own mistakes than listen 
to someone else’s orders. 1 2 3 4 5 6 7 

123. I like to get a good idea of what a job is all about before I begin.  1 2 3 4 5 6 7 

124. When I see a problem, I prefer to do something about it rather than sit 
by and let it continue. 1 2 3 4 5 6 7 

125. When it comes to orders, I would rather give them than receive them. 1 2 3 4 5 6 7 

126. I wish I could push many of life’s daily decisions off on someone else. 1 2 3 4 5 6 7 

127. When driving, I try to avoid putting myself in a situation where I could 
be hurt by another person’s mistake. 1 2 3 4 5 6 7 

128. I prefer to avoid situations where someone else has to tell me what it is 
I should be doing. 1 2 3 4 5 6 7 

129. There are many situations in which I would prefer only one choice 
rather than having to make a decision. 1 2 3 4 5 6 7 

130. I like to wait and see if someone else is going to solve a problem so 
that I don’t have to be bothered with it.  1 2 3 4 5 6 7 
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Section J: Nurses Activity Scale 
The following items describe situations in which a nurse must take some action that requires the 
exercise of some degree of professional nursing judgment. You are asked to respond according to 
how likely nurses on your unit would be to carry out the action in each item. Please respond to 
each item even if you have not encountered such a situation before. Use the following scale in 
responding to the items.  

1 = Very unlikely of us to act in this manner. 
2 = Unlikely of us to act in this manner 
3 = Likely of us to act in this manner.  
4 = Very likely of us to act in this manner.  

Circle the number after each situation that most accurately describes how you would act as 
nurses. There are no right or wrong answers, just different ways of responding to a situation. 
Please do not add qualifying statements to the items to justify you answer. Answer the items as 
stated.  
 
131. Develop a career plan and regularly review it for achievement of steps in the 

plan.  1 2 3 4 

132. Consider entry into independent nursing practice with the appropriate 
education and experience.  1 2 3 4 

133. Voice opposition to any medical order to discharge a patient without an 
opportunity for nursing follow-up if the teaching plan for the patient is not 
completed.  

1 2 3 4 

134. Initiate nursing research to investigate a recurrent clinical nursing problem. 1 2 3 4 

135. Refuse to administer a contraindicated drug despite the physician’s 
insistence that the drug be given.  1 2 3 4 

136. Consult with the patient’s physician if the patient is not responding to the 
treatment plan.  1 2 3 4 

137. Depend on the profession of nursing and not on physicians for the ultimate 
determination of what we do as nurses. 1 2 3 4 

138. Evaluate the hospitalized patient’s need for home nursing care and 
determine the need for such a referral without a medical order.  1 2 3 4 

139. Propose changes in our job description to our supervisor in order to develop 
the position further.  1 2 3 4 

140. Answer the patient’s questions about a new medication or a change in 
medication before administering a drug, whether or not this has been done 
previously by the physician.  

1 2 3 4 

141. Institute nursing rounds.  1 2 3 4 

142. Withhold a medicine that is contraindicated for a patient despite pressure 
from nursing peers to carry out the medical order.  1 2 3 4 

143. Consult with other nurses when a patient is not responding to the plan of 
nursing care.  1 2 3 4 

144. Routinely implement innovations in patient care identified in the current 
nursing literature.  1 2 3 4 
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145. Initiate a request for a psychiatric consult with the patient’s physician if the 
nursing assessment of the patient indicates such a need.  1 2 3 4 

146. Promote innovative nursing activities, like follow-up phone calls to recently 
discharged patients, to evaluate the effectiveness of patient teaching.  1 2 3 4 

147. Assess the patient’s level of understanding concerning a diagnostic 
procedure and its risks before consulting with the patient’s physician if a 
patient has questions about the risks of the procedure.  

1 2 3 4 

148. Assume complete responsibility for our own professional actions without 
expecting to be protected by the physician or hospital in the case of a 
malpractice suit.  

1 2 3 4 

149. Develop effective communication channels in the employing institution for 
nurse’s input regarding the policies that affect patient care.  1 2 3 4 

150. Develop and refine assessment tools appropriate to the area of clinical 
practice.  1 2 3 4 

151. Record in the chart the data from my physical assessment of the patient to 
use in planning and implementing nursing care.  1 2 3 4 

152. Initiate discharge planning concerning the nursing care of the patient, even 
in the absence of discharge planning by the physician.  1 2 3 4 

153. Report incidents of physician harassment to the appropriate manager or 
administrator.  1 2 3 4 

154. Offer input to administrators concerning the design of a new nursing unit or 
the purchase of new equipment to be used by nurses.  1 2 3 4 

155. Complete a psychosocial assessment on each patient and use this data in 
formulating nursing care.  1 2 3 4 

156. Adapt assessment tools from other disciplines to use in clinical practice.  1 2 3 4 

157. Carry out patient care procedures utilizing my professional judgment to meet 
the individual patient’s need even when this means deviating from the 
“cookbook” description in the hospital procedure manual.  

1 2 3 4 

158. Decline a temporary reassignment to a specialty unit when I lack the 
education and experience to carry out the demands of the assignment.  1 2 3 4 

159. Initiate referrals to social service and dietary at the patient’s request even in 
the absence of a physician’s order.  1 2 3 4 

160. Write nursing orders to increase the frequency of vital signs of a patient 
whose condition is deteriorating even in the absence of a medical order to 
increase the frequency of such monitoring.  

1 2 3 4 

 
 
 
THANK YOU FOR COMPLETING THE SURVEY  
 

 PLACE THE SURVEY IN THE ATTACHED ENVELOPE  
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APPENDIX D 
 

MANAGER INSTRUMENT 
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Manager Instrument 
Title of Project: CONTROL OVER NURSING PRACTICE 

 
You are being invited to voluntarily participate in the above-titled research study. The purpose of 
the study is to determine the precursors to control over nursing practice on nursing units in acute 
care hospitals. You are eligible to participate because you are a manager on one of the study 
units. If you agree to participate, your participation will involve completing the attached surveys. 
The surveys can be completed in a location convenient for you and will take approximately 15 
minutes. You may choose not to answer some or all of the questions. Your name does not appear 
on the survey. 
 
Any questions you have will be answered and you may withdraw from the study at any time. 
There are no known risks from your participation and no direct benefit from your participation is 
expected. There is no cost to you except for your time and you will not be compensated for your 
participation. 
 
Only the principal investigator will have access to the information that you provide. In order to 
maintain your confidentiality, your name will not be revealed in any reports that result from this 
project. Survey information will be locked in a cabinet in a secure place. 
 
You can obtain further information from the principal investigator, Marla Weston, RN, MS, a 
doctoral student at the University of Arizona, at mweston@nursing.arizona.edu or (602) 390-
0333. If you have questions concerning your rights as a research subject, you may call the 
University of Arizona Human Subjects Protection Program office at (520) 626-6721. 
 
By completing the survey, you are giving permission for the investigator to use your information 
for research purposes. 
 
Thank you, 
 
 
 
Marla Weston, RN  

 
 
 
 

Instructions 
 

Please complete the questionnaire at your earliest 
convenience. You may do so while at work.  

 
Some of the items may appear similar. Please answer the 

items in order and do not go back and compare. Just 
answer the item as you believe at that moment.  

 
Place the completed questionnaire in the attached 

envelope, seal it, and return it.  
 

Please return before ___________.  
 

Thank you.  
Your time and effort are appreciated.  
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1. Hospital Name________________________ 2. Unit __________________________________ 

3. What is your age?  _______years   

4. What is your gender?  _______female    ______male 
 

5. How long have you worked as a nurse? 
 
_______years    ______months (if less than one year) 

6. How long have you worked as a manager?  
_______years    ______months (if less than one year) 

7. How long have you worked in this hospital?  
_______years    ______months (if less than one year) 

8. How long have you worked on this unit?  
_______years    ______months (if less than one year) 

9. What is your highest education level?  
    (Check one) 

 
_____ Diploma 
_____ Associate degree 
_____ Baccalaureate degree, non nursing 
_____ Baccalaureate degree, nursing 
_____ Advanced degree (please specify___________) 
 

10. What are the actual number and FTEs of 
staff on this unit?  

________ Number of staff members 

________ FTEs of staff members 
 

11. What are the actual number and FTEs of 
RNs on this unit?  

 
________ Number of RNs 

________ FTEs of RNs 
 

12. What are the actual number and FTEs of 
staff vacancies on this unit?  

 
________ Number of staff vacancies 

________ FTEs of staff vacancies 
 

13. What are the actual number and FTEs of RN 
vacancies on this unit?  

 
________ Number of RN vacancies 

________ FTEs of RN vacancies 
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Please fill in the circle that most closely indicates how you feel about each statement. 
There are no right or wrong answers; please be as direct and open as possible.  
 
 Definitely 

False 
  Definitely 

True 
 
14. Participative decision making is an effective 

management style over the long term. 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

15. It is better for a manager not to solicit 
subordinate participation than to do so and 
ignore the suggestions. 

1 2 3 4 5 6 

16. Participation works in some cases, but most of 
the time the manager should make the decision 
based on his or her expertise and information. 

1 2 3 4 5 6 

17. My subordinates tend to possess the same 
organizational goals that I have. 

1 2 3 4 5 6 

18. My subordinates are generally informed and 
experienced. 

1 2 3 4 5 6 

19. Participative decision making is widely used in 
my organization. 

1 2 3 4 5 6 

20. I am free to make decisions as I wish in my 
organization. 

1 2 3 4 5 6 

21. Participative decision making is promoted within 
my organization. 

1 2 3 4 5 6 

22. My boss frequently solicits my participation in 
his or her decisions. 

1 2 3 4 5 6 

23. Many organizational problems disappear when 
everyone has a chance to participate in decision 
making. 

1 2 3 4 5 6 

24. Participative decision making usually results in 
effective decisions. 

1 2 3 4 5 6 

25. Group decisions are worth any extra time 
required.  

1 2 3 4 5 6 

26. Participative decision making stimulates feelings 
of self-worth for subordinates. 

1 2 3 4 5 6 

27. Participative decision making is an effective 
communication tool. 

1 2 3 4 5 6 

28. Participative decision making promotes positive 
relationships at all levels of the organization. 

1 2 3 4 5 6 

29. Participative decision making requires divulging 
too much confidential information. 

1 2 3 4 5 6 

30. Participative decision making gives too much 
power to subordinates. 

1 2 3 4 5 6 

31. Subordinates often cannot be trusted.  1 2 3 4 5 6 
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APPENDIX E 
 

INSTRUMENT PERMISSION LETTERS 
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APPENDIX F 
 

UNIT DESCRIPTIONS AND PARTICIPATION RATES 
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Unit Descriptions and Participation Rates 

 
Unit 

number Unit name Unit type 

No. of 
surveys 

distributed 

No. of 
surveys 
returned 

% of 
surveys 
returned 

1 Family Birthing 
Center Post partum 46 23 50% 

2 Medical-Surgical / 
Tele Telemetry 77 38 49% 

3 Medical Telemetry 
Pediatrics Telemetry 69 30 43% 

4 Intensive Care Unit Intensive 
care 43 20 47% 

5 Surgical Medical-
surgical 38 9 24% 

6 Medical Medical-
surgical 55 9 16% 

7 
Cardiovascular 

Medical-Surgical 
Telemetry 

Telemetry 50 21 42% 

8 Medical West Medical-
surgical 23 11 48% 

9 Intensive Care Unit Intensive 
care 64 13 20% 

10 Medical-Surgical Medical-
surgical  35 22 63% 

11 Telemetry Diagnostic 
Care Unit Telemetry 83 1 1% 

12 Medical-Surgical 
Oncology 

Medical-
surgical 39 22 56% 

13 Intensive Care Unit Intensive 
care 134 39 29% 

14 Medical-Surgical Medical-
surgical 22 4 18% 

15 Medical-Surgical 
Renal 

Medical-
surgical 19 3 16% 

16 Medical-Surgical 
Trauma and Joint 

Medical-
surgical 69 12 17% 

17 Surgery Medical-
surgical 30 14 47% 

18 Orthopedics Medical-
surgical 38 14 37% 
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19 Pediatrics Medical-
surgical 40 7 18% 

20 Intensive Care Unit Intensive 
care 50 12 24% 

21 Telemetry Telemetry 41 9 22% 
22 Diagnostic Care Unit Telemetry 28 11 39% 

23 Bariatrics Medical-
surgical 27 13 48% 

24 Couplet Care Post partum 52 12 23% 

25 Medical-Surgical 
Respiratory 

Medical-
surgical 37 14 38% 

26 Intensive Care Unit Intensive 
care 54 10 19% 

27 Cardiovascular 
Intensive Care Unit 

Intensive 
care 40 18 45% 

28 Critical Care Intensive 
care 96 37 39% 

29 Medical-Surgical 
Orthopedic Urology 

Medical-
surgical 62 28 45% 

30 Medical-Surgical 
Rehabilitation 

Medical-
surgical 64 19 30% 

31 
Medical-Surgical 
Cardiovascular 

Telemetry 
Telemetry 69 14 20% 

32 
Medical-Surgical 

Oncology and 
Transplant 

Medical-
surgical 51 8 16% 

33 
Medical-Surgical 

Neurology and Ear, 
Nose, and Throat 

Medical-
surgical 45 13 29% 

34 Medical-Surgical 
Oncology 

Medical-
surgical 16 10 63% 

35 Surgical Telemetry Telemetry 19 13 68% 
36 Telemetry Telemetry 19 10 53% 

37 Medical-Surgical 
Spinal Injury 

Medical-
surgical 16 5 31% 

38 Surgical Intensive 
Care Unit 

Intensive 
care 33 23 70% 

39 Medical Intensive 
Care Unit 

Intensive 
care 21 7 33% 

40 Couplet Care Post partum 60 8 13% 
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41 Neonatal Intensive 
Care Unit 

Intensive 
care 147 31 21% 

42 Cardiovascular 
Intensive Care Unit 

Intensive 
care 15 7 47% 

43 Medical-Surgical 
Oncology 

Medical-
surgical 25 10 40% 

44 Women's Center Post partum 30 6 20% 

45 
Medical-Surgical 
Orthopedics and 

Neurology 

Medical-
surgical 33 7 21% 

46 Telemetry 
Progressive Care Unit Telemetry 36 5 14% 

47 Telemetry Telemetry 25 4 16% 

48 Medical-Surgical Medical-
surgical 35 29 83% 

49 Surgical Intensive 
Care Unit 

Intensive 
care 29 1 3% 

50 Medical Intensive 
Care Unit 

Intensive 
care 30 8 27% 

51 Cardiac Intensive 
Care Unit 

Intensive 
care 17 1 6% 

52 Pediatric Intensive 
Care Unit 

Intensive 
care 18 11 61% 

53 Surgical Medical-
surgical 19 9 47% 

54 Adult Progressive 
Care Unit Telemetry 34 14 41% 

55 Medical Medical-
surgical 25 1 4% 

56 Neonatal Intensive 
Care Unit 

Intensive 
care 54 21 39% 

57 Oncology Medical-
surgical 22 11 50% 

58 Orthopedics Medical-
surgical 26 11 42% 

59 Telemetry Telemetry 14 9 64% 
60 Telemetry Telemetry 48 5 10% 

61 Medical-Surgical Medical-
surgical 35 20 57% 

62 Progressive Cardiac 
Care Unit Telemetry 25 6 24% 

63 Intensive Care Unit Intensive 
care 44 25 57% 



176 

 

64 Cardiovascular 
Intensive Care Unit 

Intensive 
care 36 17 47% 

65 Medical-Surgical 
Acute Neurology 

Medical-
surgical 40 10 25% 

66 Neurological 
Telemetry Telemetry 27 13 48% 

67 Oncology Telemetry Telemetry 34 26 76% 

68 Medical-Surgical 
Telemetry Telemetry 45 20 44% 

69 Pediatric Intensive 
Care Unit 

Intensive 
care 72 35 49% 

70 Cardiac Intensive 
Care Unit 

Intensive 
care 38 10 26% 

71 Medical Intensive 
Care Unit 

Intensive 
care 19 5 26% 
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