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ABSTP~CT 

This thesis was a secondary analysis of the 

Dempster Practice Behaviors Scale (DPBS). The DPBS LS a 

self report scale using a Likert format that measures 

autonomous behaviors in nursing practice for Registered 

Nurses (RNs) and Nurse Practitioners (NPs). The 

analysis examined four theoretical dimensions of 

autonomy, including readiness, empowerment, 

actualization, and valuation, that evolved during the 

development of the DPBS. 

Two sample t-tests showed statistically significant 

differences in mean autonomy scores between NPs (n = 

345) and RNs (ll = 224) for each dimension. Nurse 

Practitioners scored higher (M = 13.1 - 45.8) on all 

four dimensions than RNs (M = 12.4- 43.8). Two-way 

analysis of variance examined differences between RNs 

and NPs by level of education, (diploma, associate, 

baccalaureate, masters and doctorate degree) for each 

dimension. Interaction of nurse type (RN/NP) and level 

of education was significant for all dimensions. The 

RNs' autonomous practice levels increased as their 

levels of education increased. The NPs' autonomous 

practice levels varied with educational level. 
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CHAPTER I 

INTRODUCTION 

As our nation enters the new millennium, health 

care is in turmoil as the nation tries to conserve the 

health care dollar and still provide quality care. 

Nursing can impact cost containment without decreasing 

the quality of care, but currently has only little input 

in our changing health care system. In order for 

nursing to affect change in the health care system, the 

profession needs nurses who have autonomy. The American 

College Dictionary (1967) defines autonomous as, 

"subject to its own laws only" (p. 85). Schutzenhofer 

(1987) defines professional autonomy ~~as the practice of 

one's occupation in accordance with one's education, 

with members of that occupation governing, defining, and 

controlling their own activities in the absence of 

external controls" (p. 278). Autonomy differentiates a 

profession from a non-professional occupation. This 

study examined four dimensions of autonomous practice 

exhibited by Nurse Practitioners (NPs) and Registered 

Nurses (RNs). 

Problem 

In order to establish the presence of and assess 

autonomy in nurses, there must be an instrument to 

measure autonomous behaviors accurately, reliably, 

9 



validly and easily in the work place. Many instruments 

used do not .tneasure autono.my d.i.r:ectly but measure 

autonomy in a larger questionnaire with ambiguous 

wording and scoring (Schutzenhofer, 1987; Schutzenhofer, 

& Musser, 1994). Some existing scales measured personal 

autonomy and not professional autonomy, used small 

sample sizes during development, or were awkward to use 

(Schutzenhofer,1987, Schutzenhofer, & Musser, 1994). 

Other scales did not meet criteria for validity and 

reliability and appeared to measure the realm of 

sentiments of autonomy rather than behaviors of autonomy 

(Dempster, 1990). 

The Dempster Practice Behaviors Scale (DPBS) was 

developed to measure four dimensions of autonomy in 

practice (Dempster, 1990). The 30 item instrument has a 

Likert-type format with a five point scaling and 

surr~ated scoring, that measures the extent of autonomous 

behaviors .in practice (Dempster,1990). Items in the 

DPBS were formulated through content analysis of 

verbalizations of 28 key informants from the qualitative 

part of Dempster's doctoral thesis and the empirical and 

·theoretical literature (Dempster, 1990). The DPBS was 

reliable with a Cronbach's alpha of .95. The Content 

Validi-ty Index and the inter-item correlation mean of 

the DPBS was 1.00 and .39 respectively. 
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Registered Nurse practice and NP practice do differ 

in the functions they perform. It .is asswned by nursing 

professionals that NPs are more autonomous then RN~ but 

there are little scientific data measui.·ing the levels 

autonomous practice for RNs and NPs (DempsteL·, 1991, 

1994; Marion et al, 1995; Rudy, 1995; Schoen, 1992; 

Schutzenhofer, 1987; Schutzenhofer & Musser, 1994). The 

DPBS does measure levels of autonomy in practice 

accurately and reliably. The scale is reportedly easy 

to use and after further testing may replace older, less 

efficient tool~. 

Purpose 

The DPBS was originally analyzed as a total scale. 

The DPBS was developed with four dimensions of autonomy 

in practice: readiness, empowerment, actualization, and 

valuation. Readiness is defined as being prepared to 

accept autonomy because of increased knowledge from 

experience and education. Empowerment is granting 

autonomy in practice by legal action and social 

acceptance. Actualization is the reality and 

responsibility of autonomous actions. Valuation is the 

worth of autonomous practice to the practitioner and the 

patients served (Dempster, 1990, 1991). 

In early testing of the instrument each subscale 

had high internal consistency reliability ranging from 
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.80 to .91, indicating that usubparts of the tool are 

equal .in terms of measuring the same cha.cacteristicsl'' 

(Dempster, 1990, p.138). Pearson's product moment 

coL·relation wa.s used to determine the .:r.·elationship 

between items in the subscales. The subscales of thi~ 

instrwnent had moderate to high intercorrelations (.55 

• 75) (Dempster, 1990). 

The literature suggests criteria for ex&nining the 

unidimensionality and multidimensional~ty of a scale. 

Subscales with Pearson's product moment correlations of 

less than .40 have weak correlations suggesting 

measur~nent of more than one dimension indicating a 

multidimensional tool (Burns & Grove, 1993; Dempster, 

1990). Subscales with correlations greater than .70 

indicate unidimensionality (Dempster, 1990). Subscales 

with correlations between .40 and .70 have moderate 

correlations, suggesting both multidimensionality and 

unidimensionality (Dempster, 1990). Using these 

criteria for subscale correlations, it was appropriate 

that the subscales of the DPBS be examined as separate 

dimensions of autonomy for nurses. 

The purpose of this research was to determine if 

there was a difference in autonomy scores for each 

subscale between nurses who self identified as NPs and 

nurses who self identified as RNs. This research also 
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determined if there was a difference ln autonomy scores 

foi· NPs and RNs by educational level for each subscale. 

This research assumed that NP pi·actice is no more or no 

less autonomous than RN practice. If significant 

differences were found, this research would further 

validate the use of the DPBS as a measurenent of 

autonomous nursing practice. 

This research answered the following eight 

questiou::). 

1) Is thel:.·e a difference in the readiness for autonomous 

practice between NP:s and ~~'s ? 

2) Is there a difference between the empowerment of NP's 

and RN's for autonomous practice ? 

3) Is there a difference in the actualization for 

autonomous practice between N?'s and RN's ? 

4) Is there a difference in the valuation for autonomous 

practice between NP's and RN's ? 

5) Is readiness for autonomous practice different by 

educational level for NP's and RN's ? 

6) Is empowerment for autonomous practice different by 

educational level for liP's and RN's ? 

7) Is actualization for autonomous practice different by 

educational level for NP's and RN's ? 

8) Is valuation for autonomous practice different by 

educational level for NP's and RN's ? 
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Summary 

Iu uL·uei' for nurses to be health care leaders in 

the new millennium RNs and NPs must exhibit moi·e 

autonomous behaviors. An accurate measure of the 

current levels of autonomous behaviors will show if 

autonomous behaviors exist, if both RNs and NPs exhibit 

autonomy and if the profession needs to foster 

autonomous practice. If enhancement of autonomous 

practice is needed this initial testing will give a 

baseline on current levels of autonomous practice and to 

see if strategies employed to foster autonomous practice 

are successful. 
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CHAPTER II 

CONCEPTUAL FRAMEWORK Ai~ REVIEW OF LITERATURE 

In this chapter the conceptual framework and the 

review o f lite :::·ature are presented. Dempster's 

conceptual framework of Autonomy in Practice is 

intL~oduced and defined with a background on the model's 

development. The literature review includes historical 

and curL-ent aspects of nursing autonomy as well as 

existing instruments for measuring autonomy and results 

of research in this area. 

Conceptual Frfu~ework 

Conceptual models (frameworks, schemas) have been 

around since human beings raised their heads above the 

realities of survival to look around the world to 

explain what they are seeing. Fawcett (1989) states 

early Egyptians and Chinese tried to explain their world 

of physics and biology with conceptual frameworks. A 

conceptual model lays the ground work to begin an 

inquiry into a specific field of study. Leddy and 

Pepper ( 1989) state '1A model as an abstraction of 

reality, provides a way to visualize reality to slinplify 

thinking" (p. 176). Fawcett (1989) defines a conceptual 

model as being 11made up of concepts, which are words 

describing mental images of phenomena, and propositions, 

which are statements about the concepts" (p. 2). 
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Conceptual models also provide organization for 

thinking, observing and interpreting the world (Fawcett, 

1989). 

In order for a discipline to be recognized as a 

profession there must be research and model building 

(Kelly, 1987j. The nursing profession has developed 

several models to explain the practice of nursing. 

Professional autonomy is one such aspect of nursing 

practice. Although Dempster's conceptual model 

11Autonomy in Practice" (AIP) is a relatively new model, 

it was developed through scientifically sound 

observations from interviews, empirical literature and 

theoretical literature. 

Denpster's conceptual schema is the most 

appropriate model for this study because AIP 

specifically deals with all the dimensions of 

professional autonomy that will be investigated. 

Dempster developed her model from a retroduction 

triangulation process. This process combines inductive 

and deductive techniques with a combination of 

information from many sources (Dempster, 1990). Fawcett 

(1989) states that conceptual models are formed either 

inductively, deductively or a canbination of both 

methods. 
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Through a process similar to cognitive mapping 

Dempster (1990) analyzed and reduced theoretical 

literature (12 dimensions of autonomy in practice), and 

empirical literatu.re ( 3 dimensions of autonomy in 

practice), to form a preliminary conceptual schema foL· 

autonomy in practice. Then through a process of 

inductive data triangulation nine dimensions of autonomy 

in practice emerged from her qualitative study. All of 

the dimensions of autonomy in practice derived from the 

theoretical literature, enpirical literature and the 

qualitative study were combined to form the current 

conceptual schema of nine central concepts (Figure 1). 

To enhance validity and reliability two sets of content 

experts also ex&nined, categorized and reduced all the 

dimensions of autonomy in practice. The final eight 

dimensions will help direct this study. (See Figure 2). 

Autonomy in Practice (AIP) appears to be 

developmental model. 11The major thrust of this type of 

model is change ••• ", stating the system is going 

somewhere in a progressive systematic order (Fawcett, 

1989, p. 13). Dempster ( 1990) states that 11 autonomy in 

practice is not static, it is a process of on going 

change and/or alteration. That is to say, it is dynamic 

and occurs ~n varying amounts, degrees, and levels" (p. 

90). 
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AUTONOMY IN PRACTICE 

l· From 11Autonomy in Practice" by J.S. Dempster, 1990, 
unpublished manuscript, University of San Diego, 
Dept. of Nursing, p. 193. Reprinted by permission 
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d .• 1 . • rea 1ness va uat1on Empow~rment 
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-~ 
Health 

1· Autonomy in Practice with Metaparadigm 

The purpose of this AIP framework was to guide 

instrument development. The focus of this model was to 

define and explain relationships, actions and cognitive 

processes involved in autonomous practice. 

Paradigm Definitions 

Disciplines such as medicine, law and nursing are 

guided by metaparadigms. A metaparadigm gives direction 

for knowledge development by identifying phenomena in an 

area of interest (Firlit, 1990; Whall & Fawcett, 1991). 

The nursing metaparadigm consists of four central 

concepts: person, environment, health and nursing. 

For the AIP model the person is the professional 

who has achieved or is trying to achieve autonomy in 

his/her practice (Figure 2). In this study the person 

is the nursing professional (see Figure 2). The person 
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is the one who exhibits the behaviors, performs the 

actions, has the sentiments (attitudes, opinions and 

beliefs) and decides what degree of autonomy he/she will 

exhibit in different situations (self and joint locus). 

The person is ready (readiness) for autonomy through 

higher education, mastery of knowledge and skills, 

competence and knowing his/her limits. The person is 

empowered by society and legislation. The person 

controls hisiher practice and is responsible and 

accountable for it (actualization). The person must 

also value (valuation) autonomy and know how to use it 

to benefit their patients. 

The environment for this model is the practice 

arena in which autonomy occurs. For this study the 

environment is all inpatient and outpatient interaction 

between patient and provider. Autonomy is to be granted 

legally and to be socially accepted; meaning being 

empowered by society. This granting of power 

(empowerment) in the practice arena refers to limits 

which are imposed by others, indicating an external or 

other locus of control of the practice in the 

environment. In order for empowerment to happen the 

climate or environment must be ready. 

Health for this model is the enhanced health status 

of the patients whose nurse is performing autonomous 
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actions. The nurse is also collaborating with other 

health officials (joint locus) from a point of equality 

because of autonomous behaviors and attitudes. 

Nursing is a profession that exhibits autonomous 

behaviors and attitudes. This autonomy is generally 

believed to help improve the professions' image in the 

general society. Nurses struggling for professional 

status and autonomy are role models for other emerging 

professions. 

The use of this framework provided a guide for 

evaluating the subscales of the instrument. With the 

definitions provided by the model about the subscales 

the analysis had meaning and direction. 

Definitions 

During development of the conceptual framework four 

unmeasured theoretical dimensions of autonomy evolved 

from the qualitative portion of the study: readiness, 

empowerment, actualization, and valuation. 

Readiness is defined by Dempster (1990) as a 

"behavior and action involving opportunity, evolution, 

growth, development, movement, and/or progression from 

one level to another related to autonomy in practice" 

(p. 97). Nurses who are ready for autonomy have higher 

levels of education, and a specific body of knowledge 
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(Dempster, 1991). So an important component to having 

autonomy is being prepared to except autonomy. 

EmpoweL-ment JJ is action and conduct involving beiuy 

entitled and having legitimate status and rights, given 

permission or- sanction, not having constraints, l>eiug 

acknowledged, and having power to practice autonomously" 

(Dempster, 1990, p. 97). Empowerment is a feeling that 

one is enabled to act on what they know and to use this 

knowledge in new situations (Kramer, & Schmalenberg, 

1993). Empowerment is the granting of power by either 

legal action, social acceptance, or econonti(.; 

reimbursement. 

Actualization "is the reality, to realize in 

action, to make actual, the existence of, ••• , the 

application of autonomy in practice that involves action 

to accomplish (Dempster, 1990, p. 194). Actualization 

is being responsible for using all the skills and 

knowledge obtained through Readiness and Empowerment. 

Dempster (1990) states that, Hvaluation is the act 

of setting the value, worth, merit, equivalence, 

quality, identity, trust, respect, and satisfaction 

related to autonomy in practice" (p. 97). The value of 

more au-tonomous nurses may be 1neasured by the excellent 

thoughtful care of individual patients or the cost 

effectiveness to the whole health care system. 
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Literature Review 

Historical Perspectives 

Autonomy originated in the Grecian culture to explain 

the government of independent city states. For the 

Greeks autonomy meant self rule. Autonomy 1n practice 

for this study is defined by Dempster (1990), as 

~~a self, other, or joint locus as a dynamic 

process that demonstrates varying amounts of 

independent, self-governed, not controlled, 

or not subordinate behaviors, actions, or 

conduct related to the readiness for, 

empowerment for, actualization of, and 

valuation of autonomous performance and 

exercise of one's profession" (p. 194). 

In colonial times in America wanen served as 

autonomous healers (Inglis & Kjervik, 1993). During the 

industrial revolution men established themselves in the 

legal and official medical profession (Inglis & Kjervik, 

1993). Florence Nightingale demanded that nurses ask 

permission from a doctor before carrying out some of the 

most fundamental aspects of caring (Carter, 1994). 

Nursing has since been struggling for control over 

their work (Dwyer, Schwartz & Fox, 1992; Henry, 1993; 

Marion, Matthews Kirkpatrick, & Streifel, 1995; 

Mundinger 1980; Reverby, 1987; Schoen, 1992). Nurses 
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have had to contend with a domineering medical 

profession, restrictions in hospitals or with womens' 

place in society (Boughn, 1992; Dempster, 1991; 

Dempster, 1994; Inglis & Kjervik, 1993; Prankratz & 

Prankratz, 1974; Schutzenhofer, 1987; Schutzenhofer & 

Musser, 1994). 

Nurses are the largest category of health care 

personnel (Roemer, 1986). Nursing should have more 

control over its work because they know their patient's 

needs better than other health care providers. Roemer 

(1986) believes that nursing had no right to autonomy 

until they changed nfrom intuitive to scientifically 

defensible practice ••• " (p.73). Basing nursing practice 

on theory, knowledge gained from research, and skills 

obtained in practice, gives the profession the right to 

make autonomous accountable decisions (Mundinger, 1960; 

Dempster, 1990, 1994). 

Current Perspectives 

The 1992 Survey of Pediatric Nurse Practitioners, 

(N = 471) was authorized by the executive board of 

NAPNAP to survey members every four years to determine 

practice and demographic characteristics (Dunn, 1993). 

The respondents believed they functioned with a high 

level of autonomy not only because of their education 

(theory and ~1owledge) and skills. The respondents also 
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were autonomous because of their, prescriptive 

privileges, hospital privileges, third party 

reimbursement, Drug Enforcement Agency number and a 

Medicare provider nurnber (Dunn, 1993). Nurses with 

autonomy are more likely to advocate on the patient's 

behalf (Henry, 1993). Autonomous empowered nurses are 

one of the key elements that have improved patient 

outcomes by decreasing hospital inpatient days in magnet 

hospitals. (Kramer, & Schmalenberg, 1993). Hawkins and 

Thibodeau (1993) state that a nurses' power in an 

organization are their skills (knowledge and education) 

that effect outcomes like decrease hospital stays, 

better hypertension control and weight loss. In home 

health, independent therapeutic nursing interventions 

have helped clients resolve or minimize health care 

problems (Kubsch, 1996). Not only does autonomy of the 

practitioner help patients with improved outcomes, it 

helps organizations with cost containment (Bradley, 

1993; Dempster, 1990; Kozier & Erb, 1988). More 

autonomous nurses are a benefit to the patient and the 

organization that employs them. 

Instrumentation 

Autonomy is an abstract concept. Several 

instruments have been constructed to measure autonomy 
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but only a few practical and useful tools specifically 

measuL·e pL·ofess.i.onal autonomy. 

In 1974 Pankratz and Prankratz developed the 

Nu.cs.i.ug Attitude Scale. Prankratz and Prankratz ( 1967) 

believed that the traditional arguments foi· autonomy and 

p.cofessionalism, fee for service and threats of 

nursing's extinction, do not tap the value systems of 

most nurses. Prankratz and Prankratz (1974) assumed 

that nurses will want more autonomy only if they 

believed they can help their patients more effectively 

with increased autonomy. Their instrument measured 

nursing autonomy and advocacy, patient's rights, and 

rejection of traditional role limitations. The 

Prankratz and Prankratz's instrument measured autonomy 

only in relation to patient advocacy. 

Results from the Prankratz and Prankratz (1974) 

study indicated that nursing leaders were the most 

autonomous, followed by psychiatric nurses, university 

hospital nurses, and community hospital nurses 

respectfully (Prankratz & Prankratz, 1974). The higher 

the educational degree the higher the autonomy scores 

(Prankratz & Prankratz, 1974). Many of the following 

studies have similar findings. Prankratz and 

Prankratz's (1974) questionnaire had 69 items, which was 

lengthy and posed problems in accuracy for the 
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respondent as they approached the end of the 

questionnaire due to boredom and fatigue. Schutzenhofer 

and Musser ( 1994) stated tha·t several studies had used 

this instrument with inconsistent findings. There was 

also no stated reliability coefficient for this 

instrument. The Nursing Attitude Scale was also 

developed in 1974 and may not reflect current nurses' 

at.t.itudes towards autonomy. 

Schutzenhofer (1987) believed that nurses must have 

autonomy in order to gain professional status. To 

increase professional autonomy nursing leaders 

implemented changes in nursing education and work 

environments. To measure the success of those 

interventions, instruments needed to be developed to 

measure professional autonomy. The Professional Nursing 

Autonomy Scale (PNAS) developed by Schutzenhofer (1987) 

was one instrument. This 30 weighted item instrument 

had a Cronbach alpha of .92 with a test retest 

reliability of .79 and .68. A total of 320 nurses were 

sampled to develop the instrument for this study. The 

instrument was specifically targeted to females becau~e 

Schutzenhofer believed that the socialization of women 

limited their development of professional autonomy. 

Even though Schutzenhofer's instrwnent was 

developed in 1987 the items appear to be true for the 
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1990's. Nurses are asked if they would voice opposition 

to discharging a patient who was not ready. This is 

currently an issue in hospitals. There are other items 

about career planing, independent practice, initiating 

referrals and refusing to give contraindicated 

medications, which are also current issues nurses are 

facing today. Besides being appropriate for the 1990's 

this instrument had good internal consistency and test 

retest reliability's. 

During the first stage of the PNAS testing the 

respondent was asked to score each item uto indicate the 

level of professional autonomy the nurse must exercise 

in order to carry out the action ••• " (Schutzenhofer, 

1987, p.281). This approach only indicated what each 

respondent thought each nurse should do, not what each 

nurse was really doing. So this instrument may only 

have measured idealistic professional autonomy, not true 

professional autonomy. In stage two the items were 

worded more personally for a more accurate measure of 

true professional autonomy. 

The instrument developed by Schutzenhofer (1987) 

was not tested on 320 respondents, as the study 

suggested. In stage one (201 respondents) the 

instrument had only twelve items. In stage two (119 

respondents) there were 30 items, but five of the 
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original twelve items were revised for stage two. 

Twenty-seven items of the final instrument were tested 

on only 119 l.'espondents. The PNAS could be tested on a 

larger sample. The instrument should have included some 

males so that a difference in male and female autonomy 

scores could be measured. This gender analysis would 

give more weight to Schtzenhofer's assumption that the 

socialization of women limits their professional 

autonomy. 

In 1994 Schutzenhofer and Musser researched 

relationships between level of education, practice 

setting, specialty, professional role, memberships in 

professional organizations, years of experience, age of 

participants, and personality or gender traits with 

levels of professional autonomy in nurses. 

Schutzenhofer and Musser (1994) used The Personal 

Attributes Questionnaire (PAQ) by Spence, Helmreich and 

Stapp, The Nursing Activity Scale (NAS) and a 

demographic questionnaire. The NAS was a modified PNAS 

scale with 30 items and a four point Likert scale. The 

PSNA in several studies yielded alphas between .81 and 

.92 (Schutzenhofer & Musser, 1994). The reliability for 

the NAS was 0.81 (Schutzenhofer & Musser, 1994). The 

PAQ was a 24 item gender and personality oriented 

questionnaire (Schutzenhofer & Musser, 1994). The PAQ 
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had three subscales with reliability coefficients of 

.85, .82 and .78. The sample for Schutzenhofer and 

Musser's (1994) study consisted of 542 nurses from 

various states, ages and specialties. The majority of 

subjects were diploma graduates. The number of 

participants at each educational level were not given. 

The findings of Schutzenhofer and Musser's (1994) 

research suggested that there was a positive 

relationship between the highest level of education and 

autonomy. The significance of this relationship is 

unknown, because their explanation of the sample is 

confusing. Numerical or percentage breakdown of levels 

of education are never mentioned. This information 

would clarify and give merit to the conclusion that 

higher education, leads to more feelings of autonomy. 

Schutzenhofer and Musser (1994) also reported that 

public health nurses were more autonomous than hospital 

nurses; psychiatric nurses were more autonomous hospital 

based nurses; managers were more autonomous than staff 

nurses; and Clinical Nurse Specialists (CNSs) and Nurse 

Practitioners (NPs) had higher levels of autonomy than 

managers. The number of nurses in each of these 

specialties was not reported. This study also 

discovered that nurses that had memberships in 

professional organizations (41.5%) had higher levels of 
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autonomy. Those nurses with more stereotypical female 

characteristics had lower levels of autonomy. 

Schutzenhofer and Musser (1994) suggest that 

longitudinal studies be done to find out if 

~~ ..• education strengthens autonomy, or if autonomous 

nurses seek more education" (p. 204). 

Henry (1993) used the Nursing Activity Scale in a 

study of 67 randomly selected nurses. The purpose of 

the study was to survey perceived levels of autonomy and 

their relationships to demographic and employment 

variables. The alpha reliability coefficient was .84 

for this study. 

Henry (1993) found no significant statistical 

relationships but there were some trends worth noting. 

The longer a nurse worked at a hospital the less 

autonomous she felt. The greater feelings of autonomy 

were felt by the older, more educated and more 

experienced nurses. All nurses had a high or mid level 

of autonomy and unmarried nurses had a higher level 

autonomy than married nurses. Nurse managers also had 

higher levels of autonomy than staff nurses. High 

levels of autonomy felt by nurse managers and nurses 

with higher education levels were similar to findings to 

Schutzenhofer and Musser (1994) and Prankratz and 

Prankratz (1974). The Schutzenhofer and Musser study of 
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1994 found no relationships between autonomy and age of 

nurses or years of nursing experience as Henry reports 

in the 1993 study. This may be due to the small sample 

size (N = 67) in this study as reported by Henry. 

Dwyer, Schwartz, and Fox's (1992) study on decision 

making autonomy compared individual preferences for 

autonomy among 151 nurses in a medium size private 

hospital. The authors believed that progr&~s used to 

increase nursing autonomy would improve job satisfaction 

for some nurses and decrease satisfaction for other 

nurses. The instrument used in this study had 28 items 

in a Likert type format taken from the Perceived Control 

questionnaire (22 items) by Dwyer and Ganster, four 

items developed for this study (Preference for Decision

Making Autonomy) and two items from the FACES scale on 

work satisfaction by Kunin (Dwyer, Schwartz, & Fox, 

1992). Results from the total instrument were matched 

with the nurse's place on their hospital's clinical 

ladder. 

Dwyer, Schwartz, and Fox (1992) found that nurses 

preferences for autonomy were very different. Nurses 

that had lower preferences for autonomy were more 

satisfied at lower levels on the clinical ladder and 

nurses that had higher levels of autonomy were more 

satisfied at higher levels on the clinical ladder. Some 
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caution should be used when extrapolating data to other 

hospitals. Hospitals have different policies, and this 

may effect the nurses' preferences for autonomy. 

Sabiston and Laschinger (1995) tested Kanter's 

theory of structural determinants of behavior in 

organizations. They examined "the relationship between 

staff nurses' perceptions of job related empowerment and 

autonomy" (Sabiston & Laschinger, 1995, p. 43). The 

sample consisted of 103 staff nurses from different 

areas of a large teaching hospital. The instrument was 

developed from four previously tested questionnaires 

concerning perceptions of job related empowerment, a job 

activities scale, an organizational description opinion 

questionnaire and a job description questionnaire. The 

alpha reliability's ranged from 0.76 to 0.91. There was 

a total of 85 items in a Likert type format. There were 

also demographic items in the questionnaire. The length 

of the survey may have influenced accuracy of responses. 

The nurses from Sabiston and Laschinger's 1995 

study perceived they had a moderate amount of job 

related empowerment through the informal sources of the 

organization, a moderate degree of power and a 

moderately high degree of autonomy. The authors 

believed that those with access to sources of power had 

more control over their work. The study also showed 
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that critical care nurses had more job related 

empowerment and autonomy than other nurses in the 

hospital. In Schutzenhofer and Musser's 1994 study the 

critical care nurses scored the lowest on the autonomy 

scale. 

Schoen (1992), conducted a study exploring nurses' 

attitudes about control over their practice with a 

random sample of 323 nurses registered in the state of 

Illinois. Schoen (1992) believed that there had been 

little research measuring unurses' attitudes towards 

autonomy, independent practice and third party 

reL~ursement" (p. 27). If practicing staff nurses had 

no desire for control over their practice they would not 

achieve the status of professionals (Pankratz & 

Pankratz, 1974; Schoen, 1992; Schutzenhofer, 1987). 

Schoen's (1992), instrument consisted of 16 items 

with a four point Likert scale. After nurses' attitudes 

towards control were described, the author analyzed how 

those attitudes were influenced by personal 

characteristics. Although a large number of nurses 

favored a high degree of autonomy, 15.3% did not. 

Another 18.3% did not believe that nurses should have 

third party reimbursement and 27.4% did not agree that 

nurses should be independent practitioners. Schoen 

(1992) believed that the findings showed "that internal 
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divisions continue to impede the professionalization of 

nursing" (p. 33). The study also showed that nurses who 

belonged to professional organizations, those with 

higher educational levels, and those that were closer to 

their year of initial licensure had higher attitude 

scores on autonomy. 

Blegen et al. (1993) study, entitled Preferences 

for Decision Making Autonomy, attempted to determine the 

specific decisions that nurses want to make for more 

autonomy. The sample consisted 356 staff nurses from 

different size hospitals in one state, and had 130 head 

nurses. The questionnaire contained 21 patient care 

decisions and 21 unit operation decisions. 

The nurses in the Blegen et al. (1993) study 

preferred to have more autonomy in patient care 

decisions and group autonomy in unit operation 

decisions. Head nurses wanted staff nurses to have more 

autonomy than the staff wanted. Registered nurses who 

belonged to nursing organizations and those with 

baccalaureate degrees wanted more autonomy. Younger 

nurses wanted more autonomy. Older nurses wanted to 

share decisions with their patients. Nurses between 31 

and 49 years wanted more autonomy with scheduling. In 

general nurses in this study wanted more autonomy then 
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they currently had, but did not want complete autonomy 

in all areas. 

In another study using the Preferences for Decision 

Making Autonomy survey Marion, Matthews, Kirkpatrick and 

Streifel (1995) wanted to maximize autonomous behaviors 

in nurses, to improve job satisfaction and retain 

nurses. The long term goal was to empower nurses 

through decentralization, shared governance, and 

participative decision making. The first phase was to 

determine where the nurses preferences were for autonomy 

in order to facilitate changes empowering the staff. 

The sample of the Marion et al. (1995) study 

consisted of 160 nurses working in one hospital and all 

nursing directors in the hospital. As in the Blegen et 

al. (1993) study the staff nurses of the Marion et al. 

(1995) study wanted more autonomy in both patient care 

decisions and unit operation decisions. Although not 

directly stated that the nursing directors wanted the 

staff to have more autonomy, the education programs set 

up after the survey indicated that a more empowered 

autonomous staff was desired. 

Boughn, in her 1992 study, tried to determine if 

nursing's lack of professional status was due to nurses 

with no capacity for autonomy or by the policies of 

employing institutions. One way to approach this 
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problem was to test nursing students to see if their 

education created pre-professionals with a capacity for 

autonomy. These nursing students were compared against 

other f~~ale students in their levels of individual 

autonomy. 

Two instruments and a demographic section were used 

in Boughn's 1992 study to examine the students. The 

Kurtines Autonomy Scale used a five point Likert scale 

and had a alpha coefficient of 0.62, which was low. The 

20 item Short Bern Sex-Role Inventory (BSRI) scale was 

used to measure personality characteristics desired for 

each sex. The BSRI had a coefficient alpha of 0.84 for 

the feminine items and 0.87 for the masculine items. 

The sample had 219 senior women close to graduation in 

nursing, education, business, technology, arts and 

sciences. 

Boughn (1992) found no significant differences 

between nursing students and other female students in 

their autonomy scores or their masculinity scores. 

There was also no significant difference in femininity 

scores between nursing students, education students and 

business students. Nursing and education students had 

significantly higher scores on femininity than women 

from the schools of technology and arts and sciences. 

Boughn believed that this finding was strong evidence 
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that professional status is denied to nurses not because 

they had no capacity for autonomy, but because of the 

restrictive policies of employing institutions. 

s~acy 

At one time in United States' history of health 

care providers, women were the care givers and 

functioned as both nurse and physician. Then men decided 

that medical care was a worthy profession to control. 

Women still maintained the less valued care giver/nurse 

role, but without the decision making autonomy. Over 

the years nursing has tried to regain this autonomy. 

The studies presented in this review of literature 

attempted to measure the progress in regaining this 

abstract concept and in discovering strategies to 

·enhance autonomy. 

Most studies found that higher education levels and 

membership in professiona~ organizations lead to higher 

levels of autonomy. There was also a tendency for 

nurses to have more autonomy as their ties to the 

hospital weaken. Community Health Nurses, NP's, and 

CNS's exhibit more autonomous behaviors than do 

traditional hospital staff nurses. In hospitals, nurse 

managers and psychiatric nurses exhibited more 

autonomous behaviors. Age and years of experience were 

inconsistent with increased levels of autonomy. It is 
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interesting that female senior nursing students had high 

levels of male traits, female traits and autonomy 

levels. The high levels of autonomy appeared ''to 

decrease the longer the nurse is in practice. With the 

different levels of education and the large numbers of 

nurses, there was a wide discrepancy in the levels of 

autonomy desired by the individual nurse leading to 

internal divisions among nurses. Schoen (1992) states 

uthat internal divisions continue to impede the 

professionalization of nursing" (p. 33). In order to 

achieve higher levels of autonomy nursing must show they 

are united, encourage membership in professional 

organizations and encourage nurses to seek higher levels 

of education. 
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CHAPTER III 

~~THODOLOGY 

In this chapter the research design of Dempster's 

original study and the secondary analysis are discussed. 

The plan for data collection, sample, protection of 

human rights and plan for analysis of the research 

questions are presented. Instrument development 

including validity and reliability are presented for the 

Dempster Practice Behaviors Scale (DPBS). 

Design 

The design of Dempster's primary study was 

Retroduction Triangulation. Retroduction incorporates 

inductive and deductive methods in a logical and 

sequential manner to develop theory (Dempster, 1990). 

Triangulation converges information from many sources 

(Dempster, 1990). Dempster (1990) used a multiple 

triangulation design. Dempster combined data from 

several instruments, interpretations from theoretical 

literature, and two methodologies (qualitative and 

quantitative) in the original study. 

The design for this study was comparative and 

descriptive using secondary analysis. Connelly (1986), 

Beck (1994), Jacobson, Hamilton and Galloway (1993), and 

Reed (1992) state that secondary analysis or replication 

studies are creditable research designs. Secondary 
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analysis uses existing quantitative data to test a new 

hypothesis or to re-examine the original hypothesis 

(Blomquist, 1986). Using Dempster's DPBS data base this 

study will analyze the subscales of readiness, 

empowerment, actualization, and valuation for the 30 

item instrument. This study answered research questions 
. 

for the following determinants of autonomous nursing 

practice: 

1) Is there a difference in the readiness for autonomous 

practice between NP's and RN's ? 

2) Is there a difference between the empowerment of NP's 

and RN's for autonomous practice ? 

3) Is there a difference in the actualization for 

autonomous practice between NP's and RN's ? 

4) Is there a difference in the valuation for autonomous 

practice between NP's and RN's ? 

5) Is readiness for autonomous practice different by 

educational level for NP's and RN's ? 

6) Is empowerment for autonomous practice different by 

educational level for NP's and RN's ? 

7) Is actualization for autonomous practice different by 

educational level for NP's and RN's ? 

8) Is valuation for autonomous practice different by 

educational level for NP's and RN's ? 



Research employing secondary analysis is important 

and has many uses. Secondary analysis establishes 

scientific merit and accuracy, that allows the results 

to be used in clinical practice with confidence (Beck, 

1994; Connelly, 1986). Secondary analysis guards 

against Type I and Type II errors, increases construct 

validity, provides support for theory and model 

development, and contributes to knowledge development 

(Beck, 1994; Bloomquist 1986; Casidy & Oddi, 1991; 

Connelly, 1986; Gliet & Graham, 1989). Secondary 

analysis is also cost effective and less time consuming 

(Gleit & Graham, 1989; Jacobson, Hamilton, & Galloway, 

1993). 

Secondary data analysis was used in this study to 

re-examine the data from Dempster's original 1990 study 

using the four subscales instead of the entire 

instrument. The goal was to examine this tool, to 

determine if the DPBS is an accurate measure of four 

dimensions of professional autonomy, further validating 

its usefulness in the work place. Re-testing the 

subscales should not only help validate the instnL~ent 

but also validate the conceptual framework on which the 

DPBS was built. 

Secondary data analysis also has its limitations. 

As a research methodology secondary analysis has been 
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either ignored or relegated to second class research 

(Beck, 1994;Connelly, 1986). With little attention 

given to secondary studies in the literature and 

textbooks, guidelines of how information is reported is 

lacking and inconsistent (Connelly, 1986). The 

terminology used to describe the types of replication 

studies is also inconsistent and confusing (Beck, 1994). 

If the data used were from an extremely large sample, 

like census data, the secondary analysis may create 

clinical significance where the significance is really 

questionable (Jacobson, Hamilton, & Galloway, 1993). 

The secondary researcher may use the original data 

inappropriately because of not knowing the social 

context from which the data came, and not fully 

understanding the conceptual operational definitions of 

the studies variables (Jacobson, Hamilton, & Galloway, 

1993; Reed, 1992). Because the secondary researcher was 

not involved during data collection, insights into 

factors that may influence the outcome of the study are 

limited and drawing invalid conclusions from the 

findings is possible (Jacobson, Hamilton, & Galloway, 

1993). The original data may also be outdated when used 

by the secondary researcher (Jacobson, Hamilton, & 

Galloway, 1993). Also the original data collector's 

personal demographics may have biased the response of 
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the subjects and the secondary researcher would not know 

(Reed, 1992). 

A potential limitation in this secondary analysis 

was that the researcher was not involved in data 

collection. This limitation was minimized by 

discussions with the original researcher. Also by 

working with Dr. Dempster on data analysis for another 

aspect of her study, this researcher gained insights on 

conceptual operational definitions of variables, along 

with personal demographics and social context of the 

data. 

One limitation with this study as with the original 

study was the sample used. The sample (N = 569) 

contained advance practice nurses, nurses that belonged 

to selected nursing organizations and those attending 

nursing conferences, which reflects nurses with high 

autonomy levels. Another limitation with the sample was 

54% had masters degrees or higher and another 28% had 

baccalaureate degrees. According to the literature 

review presented, nurses with higher educational levels 

and nurses that belong to nursing organizations report 

higher levels of autonomy. Therefore high autonomy 

scores were expected from this sample. 
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Sample 

In Dempster's study the only inclusion criterion 

was a registered nurse actively practicing or having 

practiced nursing. The nurses were recruited from a 

national nurse practitioner organization, a regional 

professional nursing organization, and some sup;eys were 

hand udistributed at meetings and conferences in several 

states" (Dempster, 1990, p. 117). Dempster's study had 

data from 569 practicing nurses (57% response rate). 

Aro~ng the responses, 313 questionnaires were from the 

Nurse Practitioner organization (55%), 111 

~~estionnaires from a professional nursing organization 

(19.5%), and 145 questionnaires from nursing conferences 

in several states (25.5%). 

Of the sample, fifty nine (10.4%) were male and 509 

(89.5%) were female. Subjects were from 48 states, the 

largest being California with 232 (40.8%), with the 

remaining 337 (59.2%) respondents from wide spread 

geographic locations. Ages ranged from 23 to 70 years 

with a mean of 43 years and a standard deviation of 8.6 

years. 

The average years of professional experience was 

17.6 (SD = 8.5). Four hundred thirty three (76.1%) 

practiced full time, 121 (21.3%) practiced part-time, 

and 15 (2.6%) were inactive. The respondents practiced 
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in 15 practice sites (Table 1). The three largest 

categories of practice were the Hospital (28.3%), 

Office/Health Maintenance Organization (13%) and 

Hospital Clinic (11.6%). The uother" category (5.3%) of 

practice sites included homeless shelters, prisons, 

medical school, insurance company, pharmaceutical 

company and corporations. 

There were 18 practice areas. Table 2 lists these 

areas with their frequencies and percents. The two 

largest categories were Other (anesthesia, chemical 

dependency, correctional health, AIDS, rehabilitation, 

oncology, counseling, research, special education and 

quality assurance) with 10.7% and Adult Health with 

10.5%. 

Table 3 presents levels of education for RNs and 

NPs. Of the NP participants 59.7% had masters degrees 

or above, 24.6% had baccalaureate degrees, 11.0% had 

hospital diploma degrees, and 4.7% had associate 

degrees. Of all RN participants 47.7% had masters 

degrees or above, 33.5% had baccalaureate degrees, 9.4% 

had diploma degrees, and 9.4% had associate degrees. 

There were 345 (60.6%) nurse practitioners, 44 (7.7%) 

clinical specialists and 180 (31.7%) registered nurses. 
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Table 1 

Frequency and Percent of Practice Site 

Practice Site Frequency Percent 

Clinic, conununity 60 10.5 

Clinic, hospital 66 11.6 

Clinic, nurse managed 11 1.9 

Health Department 23 4.0 

Home Health Agency 14 2.5 

Hospice Agency 1 .2 

Hospital/ Medical Center 161 28.3 

Independent Practice 17 3.0 

Industry Business 9 1.6 

Nursing Education Program 45 7.9 

Nursing Home 8 1.4 

Office/Health 
Maintenance Organization 74 13.0 

Schools/College 38 6.7 

Self-employed 12 2.1 

Other 30 5.3 

Total 569 100.0 



Table 2 

Frequency and Percent of Clinical Practice Area 

Clinical Practice Area 

Adult Health 

Public/Community Health 

Emergency 

Family Planning 

Family Health 

Geriatrics 

Home Health/Hospice 

Intensive Care 

Maternal/Child 

Medical/Surgical 

Obstetrics/Gyn 

Occupational Health 

Operating/Recovery Room 

Pediatrics 

Primary Care/Ambulatory 

Psychiatric Health 

School/College Health 

Other 

Total 

Frequency 

60 

32 

21 

15 

51 

20 

13 

21 

19 

36 

51 

14 

11 

36 

57 

25 

26 

61 

569 

48 

Percent 

10.6 

5.6 

3.7 

2.6 

9.0 

3.5 

2.3 

3.7 

3.3 

6.3 

9.0 

2.5 

1.9 

6.3 

10.0 

4.4 

4.6 

10.7 

100.0 



Table 3 

Frequency and Percent of Levels of Education Completed 

for Nurse Practitioners and Registered Nurses 

Education Level Completed 

Registered Nurse Diploma 

Associate Degree in Nursing 

Baccalaureate in Nursing 

Baccalaureate other field 

Master's in Nursing 

Master's in other field 

Doctorate in Nursing 

Doctorate in other field 

Totals 

Frequency 

NP 

38 

16 

66 

19 

156 

32 

8 

10 

345 

11.0 

4.7 

19.1 

5.5 

45.2 

9.3 

2.3 

2.9 

100.0 

Frequency 

RN 

21 

21 

57 

18 

68 

31 

3 

5 

224 

49 

9.4 

9.4 

25.5 

8.0 

30.4 

13.8 

1.3 

2.2 

100.0 



Protection of Human Subjects 

Human subject consent for the original study was 

obtained from the University of San Diego Committee for 

Protection of Human subjects (Appendix A). The informed 

consent was included in an introductory letter to 

participants as part of the questionnaire packet. The 

paL'ticipa.nts were infOL'tned of the pu.r·poge of the study, 

the voluntary nature of their participation, the 

confidentiality of their responses, use of aggregate 

data fol:· publication, risks and/oJ::· benefits of 

participation, and the right to withdraw from the study 

at any time (Dempster, 1990). 

Verbal and written consent were given by Dr. 

D~upster to conduct this secondary analysis (Appendix 

B). Written approval was given by the Director of 

Clinical Research representing the Human Subjects Review 

Committee of The University of Arizona College of 

Nursing (Appendix C). 

Data Collection Iwlethod 

In the original study, participants were asked to 

sign and return the informed consent along with their 

survey responses by mail. Responses included 

demographic data, the DPBS, and three additional 

research tools (Chabot's Personal Autonomy Scale, 

Leary's Brief Fear of Negative Evaluation Scale, Watson 
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& Friend's Social Avoidance and Distress Scale). Only 

the demographic data and the DPBS were used in this 

study. Five hundred sixty nine survey responses were 

returned in a timely manner. No follow up 

questionnaires were sent. 

Instrument 

The DPBS measures 11 actions, behaviors, conducL, 

and perfo.t-mance related to" autonomy in practice using a 

single stem to eliminate repetitive wording and to place 

more focus on each item (Dempster, 1990, p. 101). The 

single stem is 11 In my practice, I ••• " (Dempster, 1990, 

p. 101). The DPBS, located in Appendix D, is a 30 item 

self report scale, with a Likert type format, ranging 

from one (not at all true) to five (extrerr~ly true). 

Readiness has a total of 11 items (2, 4, 6, 7, 11, 

12, 20, 21, 22, 27, & 29). Empowerment has a total of 7 

items (8, 13, 15, 17, 24, 26, & 28). Actualization has 

a total of 9 items (1, 3, 9, 10, 14, 16, 18, 25, & 30). 

Valuation has a total of 3 items (5, 19, & 23). Five 

items have reverse scoring (8, 13, 17, 26, & 28). 

Dempster (1990) used reverse coding on some items to 

reduce response bias. 

The subscale scores for readiness ranged from 11 -

55; for empowerment from 7 - 35; for actualization from 

9 - 45; and for valuation from 3 - 15. The higher the 
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score the greater the level of autonomy in practice 

(Dempster, 1990). 

ReliabilitY 

For the total DPBS, in Dempster's original study, 

Cronbach's alpha was .95. Alpha coefficients of .70 are 

acceptable for new instruments (Burns & Grove, 1993; 

Frank-Sternberg & Olsen, 1997; Nunnelly, 1978). Subscale 

alphas were .91 for readiness, .89 for empowerment, .80 

for actualization, and .86 for valuation. Internal 

consistency reliability's were strong suggesting that 

the subparts were equal in measuring the same 

characteristics, reducing random error (Burns & Grove, 

1993; Dempster, 1990; Frank-Stomborg & Olsen, 1997). 

Other reliability estimates were used by Dempster 

including mean inter-item correlations and corrected 

item-total correlations. Correlations were used in a 

stepwise fashion along with factor analysis to eliminate 

poorly functioning items when Pearson's r was less than 

.30. (Dempster, 1990). No items were below .30. The 

mean inter-item correlation for the total scale was .39 

and corrected item-total correlations ranged from .45 -

.73. For the subscales the mean inter-item correlations 

were: readiness .47, empowerment .46, actualization .44, 

valuation .66. The subscales corrected item-total 

correlations ranges were: readiness .45 



empowerment .SO - .69, actualization .55 - .62, 

valuation .70 -.77. 

Validity 

To estimate content validity in the original 

instrument seven judges with different backgrounds, 

varied geographic locations and possessing at minimum a 

masters degree, rated each tool item on a content 

validity index (CVI) form from one to four. Content 

validity determines the relevance and representativeness 

of the instrwuent's content, or whether it measures what 

it claims to measure (Burns & Grove, 1993; Dempster, 

1990; Frank-Stomberg & Olsen, 1997). The CVI quantifies 

the degree of agreement among judges (Frank-Sternberg & 

Olsen, 1997). As CVI score approaches 1.00, the 

stronger the agreement is among judges. A CVI of .8 is 

adequate for subscales and the total scale (Dempster, 

1990, Frank-Sternberg & Olsen, 1997). Items determined 

by the judges to be structurally flawed, not clear or 

redundant were removed from the instrument. The CVI 

for the final total instrument including the subscales 

was 1.00 

Construct Validity can be measured through factor 

analysis that identifies relationships among the items 

of the instrument by clustering items into linear 

combinations called factors (Dempster, 1990, Burns & 
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Grove, 1993). Principal components (PC) factor analysis 

with orthogonal varimax rotation was used for the 

initial exploratory factorial analysis. The initial PC 

factor analysis recognized a six factor solution with a 

minimal salient loading of .40. Salient loading ranged 

from .42 -.74 for the six factors. Comparison of factor 

and reliability analysis eliminated eight items from the 

instrument. With a second series of PC analysis the six 

factor and five factor solutions were eliminated. 

Salient loading were then increased to .45. The four 

remaining factors conceptually corresponded with the 

original theoretical dimensions of autonomy in practice 

(readiness, empowerment, actualization, & valuation). 

Convergent Validity was estimated for the DPBS 

using Chabot's Personal Autonomy Scale (PAS). A 

moderate correlation of .48 between the total DPBS and 

PAS was calculated indicating that the two scales were 

measuring similar concepts. 

Discriminate Validity was estimated using the Brief 

Fear of Negative Evaluation Scale (BFNE) and the Social 

Anxiety and Distress Scale (SAD). The DPBS and BFNE had 

a correlation of -.36, while the DPBS and SAD had a 

correlation of -.24, both were below the validity 

diagonal. 
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Plan for Data Analysis 

The plan for secondary data analysis was designed 

to answer the research questions. In Dempster's study 

questions were asked concerning the difference of 

autonomous practice between NP's and RN's for the total 

instrwfient. Also questions concerning the extent of 

autonomous practice for NP's and RN's with respect to 

different determinants of autonomy and various 

demographic characteristics of the participants were 

asked for the total instrument. 

In this secondary analysis the difference for four 

dimensions of autonomous practice for NPs and RNs and 

one determinant of autonomous practice, education for 

ltrs and RNs were investigated. This analysis tested the 

subscales as dimensions of autonomous practice for this 

tool. 

A two sample, two-tailed t-test was used for the 

first four questions to determine if any statistically 

significant differences in the mean autonomy scores for 

NPs and RNs for each subscale exist. Two-way Analysis 

of Variance (ANOVA) was used for the next four questions 

to determine any significant difference by educational 

levels between NPs and RNs for each subscale. The level 

of significance was set at alpha .05. 
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Sun-unary 

The design for this study of autonomy in practice 

was comparative and descriptive using secondary 

analysis. This study re-examined the data from the 

original study but used the four subscales of the DPBS 

(readiness, empowerment, actualization and valuation) as 

the units of analysis instead of the entire instrument. 

Criteria for inclusion in this study, protection of 

human subjects, sample characteristics, and data 

collection methods were defined. Instrument development 

for the DPBS was described. Two sample t-tests and 

analysis of variance were used to answer the research 

questions in this study. This chapter laid the ground 

work for the completion of this study. 
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Chapter IV 

RESULTS OF DATA ~~ALYSIS 

The results of data analysis are presented in three 

sections. The first section reports on the t-test 

results for the first four research questions. The 

second section compares subscale scores using ANOVA for 

the last four research questions. Finally the results 

are summarized. 

T-Tests for Research Questions 1-4 

The two sample two tailed t-test was used to 

determine differences in mean scores between RNs (n = 

224) and NPs (n = 345) for each subscale. The means 

(M), standard deviations (sd), ~values and two-tailed R 

values are reported in Table 4 for each subscale. The 

pooled variance estimates were used. There was no 

significant difference in the group variances for each 

subscale (R for~ test= .051 to .694). 

For the subscale of readiness there was a 

statistically significant difference between RNs and NPs 

(~ = 4.43, df = 567, p < .000). The mean score for NPs 

was 45.8 (sd = 5.1) and the mean score for RNs was 43.8 

(sd = 5.7). This was a two point mean difference on a 

scale of 11-55. 

For the subscale of empowerment, autonomous 

practice differed significantly between NPs and RNs. 
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The ~-value of 4.83 (df = 567) was significant at Q < 

.000. The NPs scored a higher level of empowerment (M = 

31.0, sd = 3.13) than the RNs (M = 29.7, sd = 3.5). 

This was a 1.3 point difference on a scale of 7-35. 

Nursing practice varied significantly between NPs 

and RNs (~ = 5.64, df = 567, R < .000) for the subscale 

of actualization. The NPs reported a higher level of 

actualization (M = 36.3, sd = 4.65) than the RNs (M = 

34.0, sd = 5.00). This was a 2.3 point difference in 

means on a scale of 9-45. 

The subscale of valuation differed significantly 

between NPs and RNs. The NPs reported a higher level of 

valuation (M = 13.1, sd = 1.48) than the RNs (M = 12.4, 

sd = 1.52). The ~-value of 5.26 (df = 567) was 

significant at R < .000. This was a 0.7 point 

difference in means on a scale of 3-15. 

In swumary for questions 1-4, there was a 

statistically significant difference in autonomous 

practice between NPs and RNs for readiness, empowerment, 

actualization and valuation. The NPs consistently had a 

higher level of autonomous practice for each subscale 

than the RNs. 
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Table 4 

Autonomy Scores by t-Test Statistics 

Variable Cases Mean Standard t 2-tail 
Deviation value Prob 

Readiness 

Nurse Practitioners 345 45.8 5.08 

Registered Nurses 224 43.8 5.71 4.43 .000 

Empowerment 

Nurse Practitioners 345 31.0 3.13 

Registered Nurses 224 29.7 3.47 4.83 .000 

Actualization 

Nurse Practitioners 345 36.3 4.65 

Registered Nurses 224 34.0 5.00 5.64 .000 

Valuation 

Nurse practitioners 345 13.1 1.48 

Registered Nurses 224 12.4 1.52 5.26 .000 



ANOVA for Research Questions 5-8 

A 2 X 8 analysis of variance (ANOVA) was used to 

estimate the difference in autonomous practice between 

RNs and NPs by education levels for each subscale. The 

educational levels ranged from diploma degree to 

doctoral degL·ee (see Table 3). The two way ANOVA also 

examined the interaction of nurse group (RN/NP) and 

educational level. 

A 2 X 8 ANOVA was conducted for the subscale of 

readiness using group (RN/NP) and levels of education as 

the independent variables and autonomy scores as the 

dependent variable (Table 5). The main effect for 

NPiRN, the main effect for education and the interaction 

between main effects were tested. The interaction 

between educational levels and group (NP/RN) was 

statistically significant (~(7,552) = 3.22, ~ = .002]. 

The main effects of education [~(7,552) = 3.46, R = 

.001] and group (NP/RN) (~(1,552) = 18.16, ~ < .000] 

were also statistically significant. 

Table 6 reports mean readiness scores for RNs and 

NPs by each level of education. The RN mean readiness 

scores consistently increased as educational level 

increased. A pattern of increasing scores with more 

education was not seen among NPs. Nurse Practitioners 
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Table 5 

Two Way ANOVA for Readiness by Education for NPs and RNs 

Source df MS F p 

- - - - - -· - ·- - - --- ·-- ---- - - ---------- ---- ----- --·- - ·---·--- -· - ·- - ---

RN/NP 1 485.9 18.2 .000 

Education 7 92.6 3.5 .001 

Interaction 7 3.4 3.2 .002 

Error 552 26.8 

- -· -------~ --·-- - -- --- -- - - ·-- ---~--- ---

Note. Dipl = Diploma Nurse; BS = Baccalaureate other field; 

MS = Masters other field; PhON = Doctorate in Nursing; PhD = 

Doctorate other field. 



with diplomas had readiness scores similar to NPs with a 

BSN and a MS. Nurse Practitioners with an ADN were like 

NPs with a PhD. 

A 2 X 8 ANOVA for empowerment for the main effects 

of group (NP/RN) and educational levels and their 

interaction was performed (Table 7). The interaction 

for the subscale of empowerment was statistically 

significant [~(7,552) = 3.57, Q = .001]. The main 

effect for group (NP/RN) [~(1,552) = 22.03, Q < .000] 

was statistically significant. The main effect for 

education was not statistically significant [~(7,552) = 

1.41, Q = .198]. 

The RN mean autonomy scores for empowerment 

increased as levels of education increased (Table 8). 

Associate degree NPs had the highest level of autonomy 

scores. Diploma NPs also had high levels of autonomy 

similar to NPs with a MS, PhON and PhD. 

The 2 X 8 ANOVA for the subscale of actualization 

for the main effects of group and educational levels and 

their interaction was conducted (Table 9). The two way 

interaction was statistically significant [~(7,552) = 

3.42, n = .001]. The main effect for group (NP/RN) was 

statistically significant [~(1,552) = 28.82, n < .000] 

and the main effect for education also yielded 
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Table 7 

Two Way ANOVA for Empowerment by Education for NPs and RNs 

Source df MS F p 

------ -·· --- -·-- - -- . -- ---- ·- · 

RN/NP 1 226.6 22.0 .000 

Education 7 14.5 1.4 198 

Interaction 7 36.7 3.6 .001 

Error 552 10.3 

Table 8 

Mean Scores for NPs and RNs by Education for Empowerment 

- ---- --- - --------·----- ··-- ----- -··---- -- -------------------

Levels of Education 

Dipl ADN BSN BS MSN MS PhON PhD 
---· - · ·- · - --·- ----- - - - -- - ---- -- - -- - •• •• •' i _ ____ __ _ - • . . - - - •• .. ... --~ - ··- --- ·- .. . - ~ .. ·-· . ···-·-·-·· · -~ .... - · . ·· - . ··-

RN 27.6 27.3 29.6 29.3 30.5 30.5 30.7 32.2 

NP 31.3 32.3 30.6 30.9 30.9 31.4 31.0 31.5 

Note. Dipl = Diploma Nurse; BS = Baccalaureate other field; 

MS = Masters other field; PhON = Doctorate in Nursing; PhD = 

Doctorate other field. 



statistically significant results [~(7,552) = 2.70, £ = 

.009]. 

The RN mean scores for actualization increased as 

educational levels increased (Table 10). Nurse 

Practitioners with an ADN had higher actualization 

scores than all NPs except those with a doctoral degree 

in other fields. 

A 2 X 8 ANOVA for the subscale of valuation for the 

main effects of group and education and their 

interaction was performed (Table 11). There was a 

statistically significant interaction between 

educational levels and group (NP/RN) [~(7,552) = 4.31, Q 

< .000]. The main effect for group also yielded a 

statistically significant result [~(1,552) = 27.89, 2 < 

.000]. The main effect for educational level was not 

statistically significant [~(7,552) = 1.69, 2 = .110]. 

Autonomy scores for valuation showed that RNs with 

diploma degrees had the highest level of valuation among 

all the RNs (Table 12). The RNs from ADN through PhD 

showed a consistent increase in valuation with more 

years of education. The NPs with an ADN had the highest 

valuation scores among all NPs. Those NPs with diplomas 

had a mean valuation equal to means reported by NPs with 

a MSN, PhDN and PhD. 
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Table 9 

Two Way ANOVA for Actualization by Education for NPs and RNs 

Source df 

RN/NP 1 

Education 7 

Interaction 7 

Error 552 

MS 

625.6 

58.5 

74.3 

21.7 

F p 

28.8 .000 

2.7 .009 

3.4 .001 

- ------- ·--------------- - - ·- · ·-·- --·--. - - -- - -·--·------ ---··- ·-·-------· . . -- ·-·- -------------·-- -- ---

Table 10 

Mean Scores for NPs and RNs by Education for Actualization 

RN 

NP 

------- -- ---- - --------- ----- - --------·-- --- - -·-- - - - ·- -

Dipl 

31.7 

37.0 

ADN 

30.1 

37.3 

Levels of Education 

BSN 

33.2 

35.7 

BS 

34.1 

34.9 

MSN 

35.2 

36.2 

MS 

35.4 

37.1 

PhON 

37.3 

36.5 

PhD 

39.2 

37.6 

Note. Dipl = Diploma Nurse; BS = Baccalaureate other field; 

MS = Masters other field: PhON = Doctorate in Nursing; PhD = 

Doctorate other field. 



'rable ll 

Two Way ANOVA for Valuation by Education for NPs and RNs 

Source df MS F 

-- ·-- .. - ~ ~---- --· ---- · ---- - - - - -- ---------- --- ---- ·-- - - - -- -· 

RN/NP 1 59.3 27.9 

Education 7 3.6 1.7 

Interaction 7 9.2 4.3 

Error 552 2.1 

Table 12 

Mean Scores for NPs and RNs by Education for Valuation 

RN 

NP 

Dipl 

14.0 

13.0 

ADN 

11.4 

14.0 

BSN 

11.4 

13.1 

Levels of Education 

BS 

12.3 

12.7 

MSN 

12.2 

13.0 

MS 

12.8 

13.2 

PhON 

13.0 

13.0 
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p 

.000 

.110 

.000 

PhD 

13.4 

13.0 

· ··- ·- -- ·· ···- - · -· - ·-·-----·----· -· --------------~----------

Note. Dipl = Diploma Nurse; BS = Baccalaureate other field; 

MS = Masters other field; PhON = Doctorate in Nursing; PhD = 

Doctorate other field. 



There were statistically significant two way 

interactions between educational levels and group 

(NP/RN) for the four subscales for autonomous practice. 

The significant interaction for each subscale 

demonstrated that differences between NPs and RNs 

changed from level to level of education. The main 

effects of group (RN/NP) and educational level were 

confounded by their interaction. No post hoc testing 

was performed on main effects for each subscale. 

Conclusions based on main effects would be misleading ~n 

the presence of significant interactions. 

Sununary 

Two sample t-tests, showed statistically 

significant differences in mean autonomy scores between 

NPs and RNs for each subscale. Nurse Practitioners were 

more autonomous, having higher mean autonomy scores 

(13.1 - 45.8) on the DPBS for each subscale than RN 

scores (12.4 - 43.8). 

The two way ANOVAs showed a significant interaction 

for each subscale between educational levels and group 

(RN/NP). As the RN level of education increased, mean 

autonomy scores generally increased. For NPs, scores 

varied between levels of education with no apparent 

pattern. At the higher educational levels the mean 

scores between NPs and RNs became more similar. All NPs 
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and RNs were closer in their valuation scores than in 

any other subscale scores. 
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Chapter V 

Discussion and Conclusions 

Introduction 

This chapter starts with a discussion of the 

findings for the first four research questions. Next 

the second four research questions are discussed. Last 

the limitations, recommendations and implications for 

nursing are discussed. 

Interpretation of Findings Related to 

Research Questions 1 - 4 

The t-test statistic was performed to test for 

significant differences in autonomy scores between NPs 

and RNs for each subscale. There were significant 

differences in the autonomy scores between RNs and NPs 

for each subscale. The NPs consistently scored higher 

in their autonomy scores than the ffi~s. 

This finding was consistent with the findings 

reported in the lite.rature review of this study. The 

literature review reported that nurses who belong to 

professional organizations, Nurse Practitioners and 

Clinical Nurse Specialists, all had h.i.gh levels of 

autonomy (Blegen et al. 1993; Henry, 1993; Prankratz & 

Prankratz, 1974; Schoen, 1992; Schutzenhofer & Musser, 

1994). This sample consisted of RNs and NPs from 

professional organizations and those that attended 
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nursing conferences. All these subjects had high scores 

for the theoretical dimensions of autonomy (readiness, 

empowerment, actualization and valuation), with the NPs 

scoring statistically significantly higher. The 

statistical difference were affected by the large sample 

used (569). The difference between mean scores for each 

subscale was small (0.7- 2.3). These statistically 

significant differences may or may not translate to 

clinically observable differences in autonomous 

behaviors for the participants in this study. 

If this sample of subjects, who had high autonomy 

scores, showed a clinically significant difference in 

their autonomous behaviors it may be reasonable to 

extrapolate that the general population of NPs and RNs 

will differ significantly in their autonomous practice 

behaviors. A hypothesis to examine in future studies 

is that in the general population of RNs and NPs, the NP 

level of autonomy is much greater than the RN, probably 

greater than the level of autonomy in this s~nple. 

Perhaps NPs have high levels of autonomy because of the 

nature of the service they perform, the education they 

receive, or the areas they practice in. Perhaps RNs who 

do not belong to nursing organizations have less money 

to spend on organizations than NPs. Maybe these RNs are 

unwilling to spend their money on organizations they do 
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not value, or feel that these organizations do not 

represent them. Perhaps these RNs are more satisfied 

with their current situation and do not strive to be 

autonomous professionals by joining nursing 

organizations and obtaining higher levels of education. 

There are probably many variables to consider to explain 

the differences in autonomous practice between NPs and 

RNs. 

Interpretations of Findings Related to 

Research Questions 5 - 8 

Analysis of Variance was used to test for main 

effects and for any interactions between NPs and RNs by 

their levels of education for each subscale. The two 

way ANOVA did show a significant interaction for each 

subscale between group (NPs/RNs) and educational level. 

The significant interactions suggested that autonomy was 

an interplay of nurse and education in this sample. 

Registered Nurses at different levels of education had 

varying levels of autonomy. Nurse Practitioners at 

different levels of education also had varying levels of 

autonomy. Registered Nurses and NPs at the same level 

of education had different levels of autonomy. 

As RNs achieve higher levels of education their 

autonomy scores generally increased (Blegen et al, 1993; 

Henry, 1993; Prankratz & Prankratz, 1974; Schoen, 1992; 
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Schutzenhofer & Musser, 1994). Perhaps in their quest 

for higher education RNs learn to function more 

autonomously. For this sample of RNs' education appears 

to directly affect their autonomous practice patterns. 

There are other factors that likely affect autonomy, 

such as demographics, practice sites, clinical areas in 

which one decides to practice, but to practice in some 

of those places a higher education is required. This 

pattern of higher education related to higher levels 

autonomy may also be true for the general population of 

RNs. Other authors such as Henry (1993), Prankratz and 

Prankratz (1974), and Schutzenhofer and Musser (1994) 

all came to similar conclusions about higher education 

leading to more autonomous nurses. 

The only exception for increasing autonomy scores 

with increasing education for RNs was for the subscale 

of valuation. The RNs with diplomas had the highest 

valuation scores of all RNs. It is reasonable to 

suggest several factors for this finding. Diploma 

nurses are likely to be older, more experienced nurses 

with a different value system. These nurses were 

probably trained in hospitals usually with some 

religious affiliation. The questions relating to 

valuation deal with self esteem, self respect, self 

achievement and satisfaction. These are personal inner 
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feelings that one achieves slowly through self 

ac-tualization by getting to know oneself. Perhaps these 

nurses felt an inner calling to go into nursing and 

helping their patients is paramount to everything else. 

Maybe their job satisfaction is more spiritual and 

internal in nature, or reflects the era, or culture they 

grew up in, or a combination of many factors. 

The NP mean scores by educational level were 

consistently higher than the RN scores, but had no 

pattern of increasingly higher scores with higher levels 

of education. The NPs in this study felt they practiced 

with a high level of autonomy. The NPs felt they were 

ready for autonomous practice, felt empowered by society 

to practice autonomously, valued their autonomy and felt 

responsible for their actions as an autonomous 

practitioner (actualization). The RNs of this study 

probably had similar feelings but to a lesser degree. 

The Diploma NPs (DliPs) and the Associate Degree NPs 

(ADNNPs) had the highest levels of autonomy. Since many 

NPs today have masters degrees or at least baccalaureate 

degrees, the DNPs and ADNNPs are probably older more 

experienced NPs, which likely fosters higher levels of 

autonomy. Also the D~~s and the ADNNPs are from a time 

when nursing practice was more controlled and becoming 

73 



an NP made them feel more autonomous than they were as 

RNs. 

As !~s and ru~s achieve the higher levels of 

education their autonomy scores generally become more 

similar. Nurse Practitioners and ru~s in this study, who 

had higher levels of education appear to practice more 

autonomously. These nurses are likely to be directing 

patient care by others, are administrators, educators or 

practicing NPs. These positions usually foster more 

autonomous practicing patterns. 

Limitations 

The main limitation for this study was the 

character of the sample. The sample consisted of 

subjects from professional nursing organizations (n = 

424) and those attending professional nursing 

conferences (n = 145). The sample contained 84.3% of 

!~s and 81.2% of RNs with a baccalaureate degree or 

higher. NPs with a masters degree or above were 59.7% 

and RNs with a masters degree or above were 47.7%. The 

literature suggests that higher levels of education and 

m~Ubership in professional organizations tend to skew 

scores towards the higher levels of autonomy (Henry, 

1993; Prankratz & Prankratz, 1974; and Schutzenhofer & 

Musser 1994). With more diversity in educational levels 
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of the RNs, there were more differences 1n their 

autonomy scores by education level. 

Recommendationsilmplications to Nursing 

To provide further evidence for validity, the DPBS 

should be tested on a more diverse group of nurses. A 

random sample of nurses drawn from Board of Nursing 

licensees could provide a representative sample of 

practicing nurses within a state. A more diverse sample 

could examine the sensitivity of the subscales to a 

heterogeneous group. Information of level of education 

and other potential confounding variables such as 

practice site, age, years in nursing should be examined 

along with the DPBS. 

The instrument could be used as a pre and post test 

of an intervention to improve autonomy. Nursing staff 

autonomy levels could be measured as a baseline along 

with inpatient days for certain selected diagnoses. 

Then an intervention to increase autonomy can be 

instituted. If post test autonomy scores increase and 

inpatient days decrease it would suggest that nurse 

autonomy does decrease inpatient days and affect the 

bottom line for the organization. This proposed 

research may help administration decide if more 

autonomous nurses are beneficial to an organization. 

Further research may give the profession of nursing a 
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scientific basis to foster autonomy in the profession 

through workshops and classes in institutions of nursing 

education. 

Sununary 

There are statistically different autonomous 

practice patterns between RNs and NPs. Nurse 

Practitioners appear to practice more autonomously than 

RNs. Whether there is a clinically observable 

difference is unknown. Most of the participants in this 

study belonged to nursing organizations, and as the 

literature suggests these nurses usually have high 

autonomy scores. Most nurses in this study had high 

autonomy cores. Also as the literature suggests, 

nurses with higher levels of education have higher 

autonomy scores. 

of this sample. 

This also appeared to be true for most 

RNs with diplomas had the highest 

valuation scores for autonomy than all RNs for this 

dimension. Diploma NPs and ADN NPs had high autonomy 

scores for all the subscales equaling and exceeding 

scores of Baccalaureate, Masters and Doctoral graduates. 

It is hoped that this research has given some insight to 

the autonomous behaviors of RNs and NPs in our current 

society. 
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APPENDIX A 

DEMPSTER'S HUMAN SUBJECTS APPROVAL 



CCL·IMI'!"''EE ON PROl'ECTlCE OF Human SUBJECTS 
Stud~nt Res~arch - Form D 

To be c..::omplt:!ted for am resea1:ch involving button subject conducted aL Lhe 
Univ~rsity of San DieCJc, l'Uld for ... 11 re~earch involving h\.liTv.\n subjects 
conducted by or under the direction of any employee or agent of this 
institution in connection with his/her institutional responsibilities 
including research conducted at or in cooperation with another entily. 

1. TIT'~ OF RESEARCH: 
CCN~'l'RUCTION AND TEZTING OF AN ms'mUMENT TO MEASUlm At.rl'a01Y m PRACTICE 

2.Will the subjects in this research be at risk? YES ____ NO x 

Subjects at risk u1eans any person who 1nay be ~xpos~ to U1.e possibiliLy 
of injury, including physical, psychological, or social .injury, as a 
consequence of participation as a subject in research. 

3. In Lhe cow: s~ of Lhi:::s 1.·esearch, will: 

a. Questionnaires, personality tests I or .inventories be ad.m.in.istered 
YES _x_ NO 

b. SubjecLs include any of lhe followinq (check al~ Ule apply)? 

Mino1.·:::s Aged __ Mentally disablt:td persons 

FeLuses Prisoners ____ Pregnant women __ ___ 

USD employees & atudents others X 
~. TbJ!'t11P.!'t, bociy fluids, ~her organic -;;t~rials C"'..()llected for other 

purposes be used? YES 00 _x_ 

d. Data c..::ollected for other purposes ba used? YES NO_X_ 

~. IHioLllllt:Ki con~ut kJe ol.Jtca.i.lud ln accw:c.Jauctt w.ith thtt Univt:t.rsity' 9 
Human Subjects I policy? YES _x_ NO See attached 

f. Th~ risks to Uw subjects ba out'.~Mighed by Lhe potential benefiL:i 
deriverl from the re!'tearch? YES __ X __ NO 

'!'hEr issu.ls identified above should be discussed in tlw proposal sul:mitted to 
the Committee on the Protection of Human Subjects (see Fo~ B). 

! aqree to follow the procedures with respect to safeguarding the rights and 
W"!lfare of human subjf!'Ct!l in this reseiU'Ch ~ established by t:he TJni~r.sity of 
San Diego. 

of luaaD Subjecca 
~·, 

Jlaca 

Jl&ca 

1 1 D&ca 
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APPENDIX B 

DEMPSTER'S PERMISSION FOR SECONDARY 

ANALYSIS 
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September 1. 1997 

Michael P~~anti 
4 7 3 8 N • 2nd Ave 
Tucson, AZ 85704 

Dear Mike: 

You have my permission to use my instrument (DPBS) and 
data for the secondary analysis to be performed with 
your master's research. Since your study is based on 
data from my original research that had not been analyzed, 
I would appreciate ongoing communication related to the 
findings of th~ ~tudy and the opportunity to work with 
you on any future publications. The instrument used in the 
original psychometric testing was the 30 item DPBS. A copy 
is enclosed for your review and/or use. 

It i~ pleasing that you are now at the point to complete 
th~ t:he~is. I wi.sh you the best as you move forward to 
complete your degree. Please do not hesitate to contact 
me if I can be of assistance. 

Warmly, _ 

Judith S. Dempster, DNSc; FNP-C 

ao 
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APPENDIX C 

HUMAN SUBJECTS APPROVAL 



The University OF 

ARIZOl\lA 
HEALTH SCIENCES CENTER 

September25, 1997 

l-1r. Hichael Amanti 
4738 North Second Avenue 
Tucson, AZ 85704 

Dear Hichael: 

Your request to complete a secondary analysis of data 
originally collected by Judith Dempster has been approved 
by the Office of Nursing Research. It is understood 
that this data will be used for your Master's thesis. 

We wish you success with your research. 

Sincerely, 

Jean Davis, PhD, RN 
Director of Biobehavioral Research 

JD/sl 

cc: Dr. Julie Erickson 
Dr. Judith Dempster 
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APPENDIX D 

DEMPSTER PRACTICE BEHAVIORS 

SCALE 
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THE DEMPSTER PRACTICE BEHAVIORS SCALE (DPBS) 

Please consider ~ s~cemenc VERY CAREfULI..Y. 

Mark the response ~ac ~ indicat:es TO EBAT Aturr, that: is, 
how much DJAI PMUctTUR SIAn:HENT is ~ for you in YOUR PRAcr!CE 
or position. 

IN !fY PRAC'!I CE .I •.•• 

1 2 3 14 5 
l. ... take responsibility and am 

account:able for my accions . 

2. . . . have developed t:he image of 
myself as an independenc 
nrofes~inns.l 

3. . .. base my ac~ions on the full 
scope of my knowledge and 
abilia . 

4. ... self-det:er.mine my role and 
ac~ivit:ies. 

5. .•. derive sat:isfaccion from -
what I do. 

6. ..• t:ake conttol over my 
enviroment: and si~t:ions 
! Cu .I,. l. 1 L. 

7. ..• am valued for my ~dependen~ 
act:ions • 

8. .•. am const:rained by bureaucratic 
legalit:ies . 

9. ..• provide qualiry services 
through my role . 

10. . • • am confidant: in my abilities 
to perform my role 
indenendent:lv 

ll. ... have been professionally 
socialized in~o an independent: 
t:ninkin~ role. 

PLEASE CONTINUE >> 
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IN MY PRAC'!I CE I •••• 

1 2_ 3 4 t 5 
12. ... funct:ion witil che audloricy 

co do wha~ I know should be 
done . 

13. ... have coo many rou~ine casks 
co exercise independent: 
ac::t:_io...n..._ 

14. ... have a sense of 
professionalism . 

15. . . . have che right:s and 
privileges I deserve . 

16. ... have che professional 
experience required far 
J.nde..lle_nde~ ..action 

17. ... am reserained in wha~ I 
can do because I am 

_n owe___r_l_e_ s s _._ 
18. ... collaborat:e Vi~ ochers 

out:s fde my field when I 
_f_eel t:_h_ere is _ne_e__d_. 

19. ... derive feelings of self-
respec1: and est:eem from 
Yha. ~ _! do 

20. .•• make my own cia cis ions 
rela~ed eo what: I do. 

Zl. ..• possess ownership of my 
role, thac is , f1l'J role 
be~ _eo _me 

22. ... have ate power co 
influence decisions and 
act:_i_ons o_f Jtth.e.rL 

23. .•. have a sensa of self-
achievement: • 

24. • • . am provided Vi.dl a 
legit:imat:e basis far 
indet)endenr ~ u. ·ionin2 

25. ..• demonstta.ce mast:ery of 
skills essent:ial far 
fr.e_edom o_£_ ac:~ion_._ 

PLEASE CONTINUE >> 



IN ~ PRACTICE I •.•. 

t 
26. ... have my ac~ vit:ies and 

act:ions programmed by 
ot:her~ 

27. ... have tile respect: of those 
in ocher disciplines • 

28. ... cannot: adequat:ely perform 
my role because I do no~ 
have le~al s~aru~ 

29. ... est:ablish cbe paramecers 
of my prac~ice act:ivicies. 

30. ... accept: che consequences 
for che choices I make. 

SCORING KEY: Reverse score it:ems 8, l3. 26, 28 

SCORING; * Range of scores 30 - lSO 
* Sum all reSlJanses 

' ~ 

.. 

* Higher scores indic:aca greacer ext:ent: 
of aut:onomy in practice 

!!~u.s RE..'t"l.EC'!ING !HEOR.£'IICAL DIMENSIONS: 

READINESS 2, 4, 6' 7, 11. 12.. 20, 21. 22, 27, 

E!'.POY£RHENT 8, 13' 15' 17, 24, 26, 28 

AC:UALIZAnON 1, 3' 9' 10 , 14, 16, 18, 25, 30 

VAllJATION 5' 19' 23 
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