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JOB SATISFACTION AND EMPOWERMENT OF SELF-EMPLOYED NURSE

PRACTITIONERS:
A MIXED METHODS-STUDY
CHAPTER 1: INTRODUCTION

Introduction and Overview

This study addressed job satisfaction and empowerment of self-employed nurse
practitioners. In this chapter, you are introduced briefly to the history of nurse practitioners, with
a focus on private practice. The current literature on NP job satisfaction and empowerment is
reviewed. Chapter 2 reviews the history of nursing within a sociopolitical context related to
current scope of practice regulations and their effect on NPs in private practice. The study
methodology is discussed in Chapter 3. This convergent-parallel design, mixed-method study
utilized a survey and semi-structured interviews to examine the level of job satisfaction and
empowerment in self-employed NPs. Using semi-structured interviews used the hermeneutic
phenomenology method in a small subset of those who completed the survey; to explore the NP
lived experience in further detail. Chapter 4 discusses the quantitative, qualitative and mixed
method results. This study has used the manuscript option; chapter 2 and chapter 4 are written as
manuscripts for publication.

The nurse practitioner (NP) role developed in 1965; celebrated its 50™ anniversary in
2015. The Nurse Practitioner (NP) role, originally envisioned as an autonomous professional
integral to the health care team, to expand access in rural and urban areas, at the same time
expanding the role of the nurse. The NP was required to work as part of a team under direct

medical control (Everett et al., 2013). However, as early as the late 1980s discussion in the NP
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literature began to focus on autonomous or independent, private NP practice possibilities (Koch,
Pazaki, & Campbell, 1992). By the 1980s there were approximately 300 NP owned practices.

While NPs are primarily employees of institutions or physician owned practices, an
increasing number of creative and innovative NPs are choosing to open an independent private
practice. Of the 222,000 practicing NPs, spread throughout the fifty-two states and District of
Columbia (DC), it is estimated that 4-10% (B. Phillips, personal communication, 2014; L. Riley,
personal communication, 2013), are self-employed or work in an NP owned practice. This
represents a number ranging from 12,000 to 30,000 NPs own or work in an NP owned fee-for-
service practice. Nurse practitioners move into fee-for-service private practice in order to
practice autonomously, provide an alternative model of care, improve patient access to care, and
improve their job satisfaction (Dickerson & Nash, 1985; Levin, 1993; Tolman, 2011; Willis,
1993).

Job Satisfaction

Cumbey and Alexander (1998) identified job satisfaction as “an affective feeling that
depends on the interaction of employees, their personal characteristics, values, and expectations
with the work environment, and the organization” (para. 9). Herzberg’s theory of job
satisfaction identified job satisfaction and dissatisfaction as separate but interactive phenomena
(Herzberg, 1966). He identified satisfiers as intrinsic factors related to the job itself, and
dissatisfiers as extrinsic factors that arise from the work environment. Founded on Herzberg’s
theory, Misener and Cox (2001) developed the Misener Job Satisfaction Scale, which has been
used to study NPs. They define job satisfaction as “a multidimensional affective concept that is

an interaction of an employee’s expectations, values, environment and personal characteristics,
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and it is recognized that satisfiers and dissatisfiers are dynamic and relative to the employee”
(Misener & Cox, 2001, p. 93).

Figure 1 — Misener Job Satisfaction

Job Satisfaction

* Influenced by
Motivator Factors
(Intrinsic factors)

* Challenge

* Autonomy

* Professional growth

Job Dissatisfaction

* Influenced by
Hygeine Factors
(Extrinsic factors)
* Collegiality
* Professional interaction
* Time
* Benefits

Three separate studies looked at job satisfaction in NPs employed in nurse-managed
health centers (n = 99), primary care, including retail clinics (n = 310), identified a low to
moderate level of job satisfaction (Lelli, Hickman, Savrin, & Peterson, 2015; Pron, 2013; Tri,
1991). A study by Schiestel (2007) focused on NPs practicing in Arizona (n = 155) also found a

low to moderate level of job satisfaction. However, a small subset (n = 9) of self-employed NPs
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in the Arizona study, a state that regulates autonomous NP practice, indicated a higher level of
job satisfaction than the NPs who were employees (Schiestel, 2007). Koelbel, Fuller, and
Misener (1991b) found that NPs working in a physician owned private practice in South Carolina
(n=132), also reported a higher level of job satisfaction. In contrast, NPs practicing in multiple
specialties in a single health care organization in Florida (n = 17), a restrictive practice state,
reported having a low level of job satisfaction (Pasardn, 2013).

Research has found an association between higher job satisfaction and intrinsic factors,
such as level of responsibility and autonomy, time in patient care, and ability utilization (Misener
& Cox, 2001). Increased job satisfaction has also been shown in relation to preserving a nursing-
based practice, providing holistic care, being valued as professionals, and the development of a
strong patient-provider relationship (Shea, 2015). De Milt, Fitzpatrick, and McNulty (2011)
found that NPs were most satisfied with intrapractice partnership and collegiality, challenge and
autonomy, and least satisfied with benefits.

Research also reveals an association between job dissatisfaction and extrinsic factors
including compensation, organization goal compatibility, environmental support for innovation,
time in administrative duties, opportunities for advancement, and supervisor relations (Misener
& Cox, 2001; Schiestel, 2007). The lowest ranked factors are consistently identified as
compensation, support for continuing education, research involvement, intrapractice collegiality
and conflict resolution (De Milt et al., 2011; Misener & Cox, 2001; Pron, 2013). Reasons that
NPs leave a position include lack of control of their practice and limited advancement

opportunities (De Milt et al., 2011).
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Empowerment

Kanter’s (1993) theory of organizational empowerment identifies access to information,
resources, support, and the opportunity to learn and develop, as key components of a structurally
empowering environment. Research suggests that there is a positive relationship between
psychological and structural empowerment (Laschinger, Finegan, Shamian, & Wilk, 2001).
Psychological empowerment is the “psychological state that employees must experience for
empowerment interventions to be successful” (Laschinger et al., 2001, p. 261).

A study of 117 NP’s, suggests that NPs employed in primary care have a significantly
higher perception of workplace empowerment compared to NPs in acute care (Almost &
Laschinger, 2002). Studies also found that high levels of empowerment led to increased
perception of autonomy and levels of collaboration with physicians and managers, contributing
to a low level of job strain (Almost & Laschinger, 2002; Stewart, McNulty, Griffin, &
Fitzpatrick, 2010). Empowerment subscales include opportunity, information, support,
resources, formal power, and informal power (Laschinger et al., 2001). Patient satisfaction has
been found to be positively correlated with nurses’ perceptions of empowerment (M. Donahue,
Piazza, Griffin, Dykes, & Fitzpatrick, 2008). Laschinger et al. (2001) found that there is an
association between structural and psychological empowerment and job satisfaction. Bahadori
and Fitzpatrick (2009) studied empowerment as a subscale of autonomy in primary care NPs.
Within their sample, NPs were found to have higher levels of confidence in patient practice
skills, mastery, and knowledge yet only moderate levels of empowerment. Posited reasons for
lower levels of empowerment include limited hospital privileges, reimbursement obstacles,
limited legal prescriptive authority for controlled substances, and the restrictions of collaborative

agreements (Bahadori & Fitzpatrick, 2009).
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Petersen, Keller, Way, and Borges (2015) studied NP autonomy and empowerment in
New Mexico, a state that regulates autonomous practice for NPs. They found that NPs in urban
settings with physician oversight had higher empowerment scores than NPs in rurally based
independent practice (Petersen et al., 2015). It is posited that the rurally based NPs had fewer
opportunities to collaborate with other providers; therefore, they had increased autonomy but a
reduced perception of empowerment (Petersen et al., 2015). Further research is warranted to
explore this unexpected and important finding.

Summary

The focus of this mixed method study is article reveals the dearth of published
information on NPs in private practice, including a lack of research on their job satisfaction and
perceived level of empowerment. Now increased numbers of Americans have health insurance,
the struggle for many is to locate health care providers from whom they can obtain care. Self-
employed NPs may be part of the solution as NPs are the fastest growing health care profession
in the United States.

Available nursing literature regarding NPs in private practice, consists primarily of
descriptive articles discussing how to set up a private practice (Dickerson & Nash, 1985). Other
references to NP private practice are found in the popular press, such as NP or MD opinion
pieces, published during a state-based push for removal of restrictive scope-of-practice
regulations (Aaronson, 2013). Consequently, this literature review found a dearth of data-based
studies focused on NPs in private practice.

Based on current health care policies, NPs are here to stay as high-quality, legitimate, and
cost-effective providers, not just in primary care where they first began, but also in urgent care,

schools, inpatient settings, and private practice. Nurse practitioners own private practices in
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states with both unrestricted and restricted practice environments (Ungar, 2014; Vestal, 2013).
Each NP-owned private practice follows state regulations regarding physician oversight.

Nurse practitioners employed in acute and primary care, including retail clinics in states
with and without physician oversight identify a low to moderate level of job satisfaction. In a
single study in Arizona, a state that does not require physician oversight, a small subset of NPs in
private practice identified a high level of job satisfaction (Schiestel, 2007). The difference in job
satisfaction revealed by the small subset in private practice bears further investigation in a larger
sample of NPs in private practice.

Research also indicates that NPs have a moderately high to high level of structural and
psychological empowerment (Stewart et al., 2010). High levels of empowerment in NPs appear
to be associated with an increase in perceived levels of collaboration and autonomy (Stewart et
al., 2010). Petersen et al. (2015) found that NPs in rural, independent practice in New Mexico,
without physician oversight identified a high level of autonomy but a low level of empowerment.
Empowerment scores were higher with physician oversight, and possibly related to increased
opportunities to collaborate (Petersen et al., 2015). This is an unexpected finding and warrants
further evaluation on a larger sample (Petersen et al., 2015).

Research focused on NPs in private practice may benefit the American public by
identifying barriers to NPs in private practice, therefore informing local state and the federal
government regarding barriers to increasing the number of available primary care providers. The
results may also inform nursing educators, as well as state and national conference organizers
concerning NP perceived knowledge or skill deficits regarding business management including
assertiveness and negotiation skills in NP curricula. It may also provide information for

regulators and nursing lobbyists regarding regulations that unnecessarily restrict an NP’s ability
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to open and maintain a private practice (Edmunds, 1982). The results may support those NPs
interested in opening a private practice, therefore increasing the number, availability and

distribution of NPs especially in rural or underserved areas.
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CHAPTER 2 — Manuscript 1
This review of the literature was submitted to the Journal of the American Association of Nurse
Practitioners (JAANP). Feedback has been received, the manuscript has been revised and will be

resubmitted.

The Self-Employed Nurse Practitioner, the Regulatory model and Physician
Oversight
Introduction

Today in America, there are over 222,000 NPs in practice, 96% have a graduate degree,
96% maintain graduate certification, with 83% working in primary care (AANP, 2016a). While
the initial focus of the NP role was pediatrics, over the past 50 years the role has seen an
expansion of educational concentrations, allowing prospective NPs to choose programs focused
on acute care, women’s health, mental health, pediatrics, or primary care. Today NPs are
employed in prisons, specialty practices, inpatient acute care settings, nurse-led or managed
clinics, and private NP owned practices. It is estimated that 95% of NPs are employees of either
institutions or physician practices, and the remaining 5% are self-employed or work in an NP-
owned private practice (Riley, 2013).

Americans continue to struggle to obtain timely access to primary care providers due to
physician shortages and maldistribution of health care providers. Recently the deficit has been
exacerbated following passage of the Affordable Care Act, when a further 13 to 14 million
individuals gained health insurance and required access to primary care services (Petterson et al.,
2012). In addition, as the American population ages and lives longer, the deficit is expected to
exceed 52,000 primary care providers by 2025 (Petterson et al., 2012). Research suggests that

NPs possess comparable clinical abilities to physicians, provide safe, effective and high quality
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care indistinguishable from that provided by physicians, and often have stronger communication
skills (Mullinix & Bucholtz, 2009). Nurse practitioners are seen as a panacea for the shortage, as
they remain the fastest growing, most common non-physician health care provider in the United
States (Yong-Fang, Rounds, & Goodwin, 2013).

Nursing has a long history of entrepreneurship, beginning with Florence Nightingale who
brought the first British nurses to the front line in Crimea. Entrepreneurship may be ‘social’
focused on improving the conditions and health for an underserved population e.g. Henry Street
Settlement. However, entrepreneurship is more commonly associated with opening a business as
seen in the global increase in self-employed nurses including NPs (Currie, Chiarella, & Buckley,
2013; Wall, 2015; Wilson, Averis, & Walsh, 2004). Entrepreneurial nurses including nurse
practitioners (NPs) face difficulties due to societal views on women as caring and mother figures
which raises questions surrounding payment for any care provided (Sharp & Monsivais, 2014;
Wall, 2015). Self-employed NPs face restricted and reduced practice authority in multiple US
states due to external economic, social, jurisdictional, and regulatory barriers that require
physician oversight or supervision for some aspect of patient care (Wall, 2013).

Relationship between nursing and medicine

Nurses, or deaconesses as they were originally called, have responded to the needs of
society since the first century. Deaconesses were associated with religious orders; nursing was
seen primarily as a vocation (Cox, 1982; M. Donahue, 2011). It was during the Crimean war
that the value of nursing was recognized and it began transitioning to a profession. The
conditions at the English base of Scutari were appalling with a 42% mortality rate due to the lack
of sanitary-care for the injured soldiers. Following the arrival of Florence Nightingale and 38

nurses, the death rate dropped to 2% (M. Donahue, 2011). Florence Nightingale was a nurse, a

10
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social entrepreneur, an educator, an administrator, and a statistician, although she is primarily
recognized for her nightly patient rounds by lamp light, leading to her title ‘The lady with the
lamp’ (M. Donahue, 2011).

Since the time of Florence Nightingale, nurse social entrepreneurs have continued to
assist the underserved rural and urban populations during war and peace using their full-scope of
practice. Lillian Wald and Mary Breckenridge were the earliest American examples of social
entrepreneurs. Lillian Wald, a graduate nurse enrolled in medical school was asked to provide
education in the Henry Street settlement. While in the settlement, horrified by the living
conditions, she left medical school to open the Henry Street Settlement (HSS) clinic in 1893.
The clinic provided comprehensive care including necessities such as food and medicine, as well
as referrals to physicians and hospitals for care (Keeling, 2015). Over the next decade, as
pharmaceutical and other treatment options changed rapidly, the HSS nurses dispensed
physician-prescribed treatments to their patients, including poultices and aspirin based on their
knowledge and previous experience (Keeling).

Seven hundred and twenty-five miles southwest, Mary Breckenridge, a trained nurse-
midwife, established the Frontier Nursing Service (FNS) in 1925. The FNS was set up to
provide healthcare in the Appalachian mountains, focused on reducing maternal and infant
mortality (Lee, 1971). Lesley County in Kentucky was remote and lacked services, the FNS
used a mixture of registered nurses and nurse-midwives, practicing in either permanent outposts,
or as visiting nurses travelling on horseback, to provide needed care. The infant and maternal
mortality rate decreased rapidly under the care of the FNS; conversely, it took 30 years for the

rest of the country to attain the same rate (Tirpak, 1975). The nurses’ primary focus was illness

11
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management, however social issues such as food and running water were also evaluated not just
for the patient, but also the family unit (Lee, 1971).

In 1903, nursing registration laws were enacted initially to protect the title ‘nurse’ and
regulate licensing. Scope of practice regulations came to the fore in the middle of the 20"
century when the American Nurses Association (ANA) agreed with the medical community that
diagnosis, and the prescription of treatment, including pharmaceuticals, was a practice of
medicine; thus securing the longevity of restrictive nursing practice acts (Keeling, 2015). The
change in regulations affected social entrepreneurs like Wald and Breckenridge as it lead to the
need for written treatment protocols, and the development of a medical supervising board for
HSS nurses and the FNS (Keeling, 2015). Prior to the new regulations, nurses employed at HSS
provided care in accord with their full scope-of-practice, which included public health, home
care, primary health care and midwifery services (Keeling, 2015). However, over the next
decade as healthcare became more institutionalized and less community based, physicians and
hospital administrators increasingly took control of the health care system, leaving nursing in a
subservient position (M. Donahue, 2011).

The story of nursing reflects the story of women in America. The first women
immigrated to the United States, experiencing the same hardships as their male counterparts, yet
were viewed as weak and inferior physically, spiritually and legally (Day, 2001). Women’s
suffrage began prior to the Civil War; nurses including Lavinia Dock were very involved in
fighting for the right of women to vote. The movement lost steam during the war as women
were called upon to support their country by managing not just homes, but also farms and
estates, while materially supporting the army (Day, 2001). Having experienced increased

autonomy, women were dissatisfied when following the war they were expected to return to

12
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managing their domestic sphere (Day, 2001). The suffragette movement reignited, and in 1920
after a long hard battle, the 19" Amendment was ratified.

Within three years following the ratification of the 19" Amendment, Alice Paul proposed
the Equal Rights Amendment (ERA). The ERA sharply divided the women of America, with
each side lobbying state legislatures to decide the vote. It was passed by the Senate in 1972,
nevertheless it has never been ratified, as only 35 of the 38 required state legislatures passed the
Amendment. The ERA provided for equal rights for women and men, and assigned Congress
the power to enforce the provisions of the article. One of the concerns of the anti-ERA group
were women in the military; notwithstanding their concerns, women were approved unofficially
in 2001, then officially in 2013, to serve in combat positions, with the increase in concomitant
military gender-based issues. In contrast the pro-ERA group fought for equal pay for equal work
irrespective of gender, which has never been obtained; nursing and medicine are two examples.
In the 1970s 2.7% of nurses were men, in 2016 that had increased to 8%; 41% of male nurses
practice as nurse anesthetists and 8% are NPs (Landivar, 2013; The Henry J. Kaiser Family
Foundation, 2017). Likewise, the percentage of female physicians increased by over 400%, from
7.6% (1970s) to 34% (2016) (Freedman, 2010; Henry J. Kaiser Family Foundation, 2017).
However, female nurses and physicians across the board, earn significantly less than their male
counterparts (Desai et al., 2016; Edmunds, 2015; Muench, Sindelar, Busch, & Buerhaus, 2015).
Nursing — ‘handmaiden’

Nursing is viewed as the archetypal female role, typecast as passive, ignorant, docile,
mundane, and ‘women’s work’, practiced in the home as an extension of maternal functions
(Cleland, 1971; Porter, 1992). In contrast, medicine has always been seen as a male role,

stereotyped as aggressive, intelligent and efficient (Cleland, 1971; Porter, 1992). This lead to a

13
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hierarchical and patriarchal system where nurses were identified as physician handmaidens,
which reflects the accepted gender division between women and men (Price, Doucet, & Hall,
2014; Roberts, Demarco, & Griffin, 2009). Following the Civil war, as physician run hospitals
promulgated, nursing became an institutional profession. In order to maintain a constant supply
of nurses and to keep hospital costs down, an apprenticeship model of nursing education was
used, primarily taught by physicians (EssentialHospitals.org, 2017; Price et al., 2014). Physician
control of education maintained the status quo of gender based oppression for nursing (Roberts et
al., 2009).

Since the 1980s nursing has become more autonomous, in part because of the women’s
movement, along with the nursing shortage causing nurses to clarify their role (Stein, Watts, &
Howell, 1990). Nursing education has also transitioned to the academic setting, where students
are taught to identify nursing as a profession that has a different, but equal, role to medicine
within the inter-disciplinary health care team (Porter, 1992; Stein et al., 1990). As nursing roles
have broadened to include utilization review and quality assurance, as well as advanced practice
roles, inter-disciplinary relationships have also changed (Stein et al., 1990). The increased
number of female doctors may also be mitigating the gender based power imbalance between
nursing and medicine (Porter, 1992).

Nurse Practitioner — Autonomous Professional?

The original conception of the NP role was as an autonomous professional integral to the
health care team by expanding access to health care in rural and urban areas. When it was
initially proposed in the 1960s, the idea of an autonomous nursing role was considered
controversial by both nursing and medical leadership (Koch et al., 1992). The NP was required

to work as part of a team under direct medical control (Everett et al., 2013). However, as early
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as the late 1980s, discussions in the NP literature began to highlight entrepreneurial self-
employment possibilities and opportunities for autonomous or independent NPs (Koch et al.,
1992).

Independent means not being “subject to control by others ... not requiring or relying on”
another (Merriam-Webster.com, 2014b). Autonomous indicates “existing or acting separately
from others; the power or right of a ... group, etc., to govern itself” (Merriam-Webster.com,
2014a). Attributes of autonomy include independence, freedom from outside controlling forces,
self-regulation, knowledge of external controlling influences, and the capacity and authority to
make decisions. Autonomy is also found within the patient-practitioner relationship built on
equality, trust, and patient-centered care (Willis, 1993). The terms independent and autonomous
in nursing literature are used interchangeably (AANP, 2015). For the purposes of this paper
independent and autonomous nursing practice are identified as having the right and power of
self-governance, including the capacity and authority to make independent clinical decisions,
represented as full practice authority. This includes responsibility and accountability for practice
to the profession (including the appropriate state board of nursing), as well as the local,
community, and society at large (AANP, 2015).

The NP role offers a way for nurses to independently “evaluate patients, diagnose, order
and interpret diagnostic tests, initiate and manage treatments — including prescribing medications
— under the exclusive licensure authority of the state board of nursing” (AANP, 2016b). Nurse
practitioners are trained to be decision makers using advanced knowledge and skills to care for
patients while working in collegial and collaborative relationship with other health care providers
(AANP, 2015). Nurse practitioners currently provide care for individuals with acute or episodic

illnesses and chronic diseases, as well as facilitating health care maintenance (Koelbel et al.,
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1991b). Recently the Institute of Medicine, Federal Trade Commission, and National Governors
Association have all recommended removal of physician oversight requirements, allowing NPs
to practice to the full scope of their education and licensure (Federal Trade Commission, 2014;
Lowes, 2014).

As state regulations provide NPs the right to practice with full practice authority in many
states, it is important to remember that practicing autonomously is not the same as ‘practicing in
isolation’ (Dirubbo, 2005). Nurse practitioners with full practice authority make decisions in
consultation with the patient in addition to working within collaborative, professional, inter-
disciplinary relationships with other health care providers (Desborough, Parker, & Forrest,
2013). De Milt et al. (2011) found that 72% of NPs had their DEA license, 67% of NPs had full
prescriptive authority, 58% were able to prescribe controlled substances, and 30% had admitting
privileges. Even though these results reflect an increased scope of practice, they are a reminder
that NPs still have a way to go before every NP is able to provide autonomous and
comprehensive patient care.

Early Nurse Practitioner Education

In 1965 when Dr. Loretta Ford and pediatrician Henry Silver launched the NP role,
medicine was seen as superior to nursing, and state regulations clearly delineated diagnosis and
the dispensing of treatment as practicing medicine. The development of the NP role met with
resistance within nursing academic leadership; even into the 1980s, there were nurse leaders who
saw the role as a medical, not a nursing role. In contrast, practicing nurses were excited about
the opportunities for growth, and their ability to provide care to people who had limited access to

health care (Pearson, 1985). The NP role was developed initially to increase the availability of
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health care providers in the community, however more recently that role has expanded to include
institutions including hospitals and prisons. It was also meant to expand the role of the nurse.

Originally, applicants to NP programs were required to have a master’s degree, however
due to a shortage of candidates, the program started with nurses who were qualified to enter a
master’s program transitioning instead to a continuing education (CE) program. The average
duration of CE programs in 1973 was 8.5 months, by 1980 it was 11.7 months (Sultz &
Bullough, 1983). Nurses graduating from CE programs were normally older, employed in rural,
community settings and educated at the diploma level (Hsiao & Edmunds, 1982). Schools were
run by both universities e.g. University of Colorado and hospitals e.g. the Bunker
Hill/Massachusetts General NP program in Boston, run in partnership with nursing and medicine
(Pulcini & Wagner, 2002).

The first master’s level NP program started at Boston College in 1967; by 1999 there
were 320 schools offering master’s level programs. The average duration of master’s programs
was 15-16 months, they were run by universities, and graduates were more likely to work in
urban areas (Hsiao & Edmunds, 1982; Sultz & Bullough, 1983). The certification (CE)
programs peaked in 1977, however as masters level programs increased and became the
preferred program, the number of CE programs declined rapidly during the eighties (Sultz,
Henry, Kinyon, Buck, & Bullough, 1983).

In 2004, the American Association of Colleges of Nursing (AACN) identified a need for
advanced training for NPs, identifying that entry to practice would change to a doctorate by 2015
(AACN, 2012). This was at the recommendation of the Institute of Medicine (IOM) and the
National Academy of Sciences’ call to increase the number of doctorally prepared nurses. The

overarching goals of doctoral-level education are to bring nursing education in line with health
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care professionals such as physicians, pharmacists and physical therapists, to address concerns
regarding patient safety and quality of care, and the increasing patient complexity (Robert Wood
Johnson Foundation, 2010; Rosseter, 2016). The first Doctor of Nursing Practice (DNP)
program was offered in 1979 at Case Western University; in 2016 there were 289 DNP
programs. While the number of DNP graduates continues to increase, only 20% (4,100) of the
20,000 NPs who graduated between 2014 and 2015 completed a DNP, demonstrating that the
number of programs and graduates are not at the required level to meet the AACN goal (AANP,
2016a; Rosseter, 2016).
The Development of Private Practice

Private practice is defined as practicing within a setting “in which the practice and the
practitioner are independent of external policy control other than ethics of the professional and
state licensing laws” (Farlex Medical Dictionary, 2009). Nursing literature defines private
practice or self-employment, as a solo proprietorship, partnership or collaboration where the
nurse or NP is personally reimbursed for health care provided by the individual, a health
insurance company, or other third party (Amundsen & Corey, 2000; Dirubbo, 2005; Wall, 2013).

Wall (2013) suggests that NPs open a private practice to gain autonomy in the interest of
patient care, to provide an alternative to the medical model, and to personalize and improve
patient care outcomes. Nurse practitioners may also move into private practice to promote new
ideas about health and health care with an emphasis on providing holistic care while practicing
within the bounds of a nursing philosophy (Wall, 2013). Self-employment has also been
associated with a focus on practice success and personal achievement (Amundsen & Corey,

2000).
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Nurse practitioners have been self-employed since the 1970s. In the 1980s it was
estimated that there were approximately 300 NP owned private practices (OTA, 1981).
Following passage of the 1977 Rural Health Care Act (P. L. 95-210) Medicare and Medicaid
funds became available for qualified NPs working in rural areas. Passage of the Rural Health
Care Act was fraught with difficulties for NPs related to obtaining reimbursement. Under the
act, NP ownership of a clinic was permitted with physician supervision. Initially, reimbursement
for NP services required onsite supervision, limiting NPs from providing care except when the
physician was physically present. Over time, oversight regulations changed; some states
required the physician to be onsite at least once every two weeks and the clinic to have an
agreement with local hospitals to accept patient referrals. The American Medical Association,
while supporting the use of NPs, opposed payment to NP owned or run clinics requiring the
payment be made to the supervising physician (OTA, 1981).

The main barriers to an NP opening a private practice continue to be restrictive nursing
regulations that require physician collaborative or supervisory agreements, and restrictive billing
and reimbursement policies (Yee, Boukus, Cross, & Samuel, 2013). Currently, NPs receive
direct reimbursement from Medicaid fee-for-service programs as well as Medicare for services
provided (Van Vleet & Paradise, 2015). However, Medicare reimburses NPs 85% of the
physicians fee for the same service, which may affect an NP’s ability to maintain a private
practice (Frakes & Evans, 2006). Third-party reimbursement disparity appears negatively
correlated with state regulations (Amundsen & Corey, 2000; Poghosyan et al., 2013). Research
shows that the top NP Medicare billing states are those with higher numbers of NPs in Health
Service areas that do not require physician oversight to provide patient care (DesRoches et al.,

2013). It remains crucial for NPs to develop assertiveness, and business and negotiation skills, in
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order to gain greater control over the economics of their practice including reimbursement, as
well as control over their state regulatory model (Pearson, 1985).

State regulatory environment

Nurse practitioners are recognized in the 50 states, and the District of Columbia (DC).
They are required to be registered with their local state board of nursing (SBON), and are
regulated by nurse practice acts (NPA) (National Council States Boards of Nursing, 2016). The
purpose of NPAs enacted by individual state legislature is focused on regulating safe and
competent nursing care, in turn protecting those who require that care (Russell, 2012). The
NPA, with some state variability, identifies education standards and scope of practice, as well as
discipline and licensing requirements. The SBON mandates the administrative processes and
rules that licensed nurses including registered and practical nurses are required to follow to
maintain their practice license.

The independence of each SBON has led to differing views on the amount of oversight
required for an NP to practice, which can be at odds with local NP groups. State NPAs are
dynamic documents and can be opened by the SBON as scope of practice is adjusted. When
laws are changed there is time for public comment, and the state Senate, House or Assembly may
approve or kill the bill. It then goes to the state governor who may veto or sign the bill into law.
This has been evident in multiple states where it has taken years of lobbying and multiple bills,
before the law is changed removing regulatory requirements for physician oversight of NP
practice (Ungar, 2014). A recent example is California SB 323, which removed physician
oversight requirements, allowing NPs to work independently as long as they contracted with a
medical group; the bill died in the Assembly (Aguilera, 2015). One of the biggest opposing

groups in California and nationally is the American Medical Association (AMA) which works

20









Lyden ETD document
Appendix E

Postcard

This is a sample as actual postcard appeared different due to printing graphic restrictions
by Staples — text contents remained the same.

Duquesne University
[Address, City, ST ZIP Code]

My dissertation is focused on

job satisfaction and

empowerment in self-

employed NPs in private

practice. 1 will be sending out

a survey within the next two

weeks, please complete it and

return it to me.

The survey is also available online at:

[Contact Info Heading]
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Have you owned or co-owned
your practice for over 6 months?
[ want to learn more about your
practice, job satisfaction and level of
empowerment.

Address label will be placed here
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Appendix F

Letter to Potential Participants

lks

[Address, City, ST ZIP Code] | [Telephone] | [Email]

August 18, 2016

Dear Nurse Practitioner:

My name is Catherine (Cathy) Lyden and I am a doctoral candidate in the nursing
program at Duquesne University in Pittsburgh. For my dissertation research, I am
examining job satisfaction and empowerment of self-employed Nurse Practitioners. |
received your name and address from a national NP organization indicating that you own
or work in a NP owned private practice. If you have owned or co-owned your practice
site for at least 6 months, I am inviting you to participate in this research study by
completing the attached survey.

The following survey will require approximately between 30 and 60 minutes to complete.
There is no compensation for responding nor is there any known risk. If you choose to
participate in the project please answer all questions as honestly as possible and return the
completed survey promptly in the provided stamped addressed envelope. You may also
complete the survey online at . At the end of the survey you will
be asked if you would like to participate in a semi-structured interview to help me learn
about your experience as a self-employed NP. The interview will take between 30-60
minutes, and be conducted in person, or using Skype ® or GoToMeeting®, depending on
your availability or preference. Participation is strictly voluntary and you may refuse to
participate at any time.

Thank you for taking the time to assist me in my educational endeavors. The data
collected will provide useful information regarding job satisfaction and empowerment of
NPs in private practice. If you would like a summary copy of this study please contact
me with your mailing information. Completion and return of the survey will indicate
your willingness to participate in the study. If you require additional information or have
questions, please contact me or my committee chair, Dr. L. Kathleen Sekula, at

If you are not satisfied with the manner in which this study is being conducted, you may
report (anonymously if you so choose) any complaints to the Dr. David Delmonico, Chair
of the Duquesne University Institutional Review Board (412) 396 6326.

Sincerely,
lks
RN, FNP-C, MSN-Ed, CCRN, PhD (c¢).
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Appendix G

DUQUESNE UNIVERSITY

600 FORBES AVENUE ¢ PITTSBURGH, PA 15282

CONSENT TO PARTICIPATE IN A RESEARCH STUDY

TITLE:

INVESTIGATOR:

ADVISOR:

SOURCE OF SUPPORT:

PURPOSE:

Job Satisfaction and Empowerment of Self-
employed Primary Care Nurse Practitioners: A
Mixed Methods Study.

Catherine Lyden

L. Kathleen Sekula, PhD, PMHCNS, FAAN
Professor, Director, Forensic Nursing Graduate
Programs

Duquesne University, School of Nursing

This study is being performed as partial fulfillment
of the requirements for the Doctor of Philosophy
Degree in Nursing at Duquesne University.

You are receiving this because you have been
identified as a NP who owns or co-owns a
community based private practice. You are being
asked to participate in a research project to explore
the practice experience, perceived levels of
empowerment and job satisfaction of currently
practicing NPs who own or co-own a practice in the
United States. The study involves an online or
paper survey that will include a demographic
survey, the Misener Job Satisfaction Scale (MJSS),
and the Conditions of Work Effectiveness
Questionnaire IT (CWEQ-II), which measures
empowerment. The three surveys will take bet 30-
60 minutes to complete.

In addition, you may be offered the opportunity to
take part in a 30 to 60 minute in-person, Skype® or
GoToMeeting® (video chat internet-based)
interview that will be scheduled at a time that is
convenient for you.

These are the only requests that will be made of
you.
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Appendix I
Barbara Philips response
Hi Cathy.
Of course. If you can send me a written post, I'll even add it to the blog.

I'd love to see your proposal, and would also like to see the results. We need this kind of
research!

Barbara

Best Wishes,

Hillary,

NPBO™ Support Team

NPBusiness.ORG
ClinicianBusinesslnstitute.com

On Wed, Aug 24, 2016 at 12:16 PM, Catherine (Cathy) Lyden
<wordpress@npbusinessowner.com> wrote:
Name: Catherine (Cathy) Lyden

Email: lydenc@dug.edu

Subject: Dissertation Research on NPs in private practice

Comment: My name is Cathy Lyden and I am a doctoral student at Duquesne
University. My dissertation research involves a mixed methods study focused on self-
employed NPs (who own their practice). Self-employed NPs have not previously been
studied, yet they are an important group as we look at the future of the US health care
system.

I have a survey that focuses on job satisfaction and empowerment, and also plan to
interview some of the participants to explore the lived experience of NPs in private
practice. Barbara I had contacted you previously regarding working with your
organization to get help with obtaining my NP sample for the study. The survey will be
available in both a paper and online (surveymonkey) format. [ am open to your
recommendations, although I have been wondering whether an email might be sent out to
your group with a link to the survey attached, and/or whether you might also consider
placing a link to the survey on your facebook page.

I look forward to hearing from you. I will forward any information you may need,
including my proposal and contact information for my committee chair to allow you to
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