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Physicians' Perceived Incentives for 

Association with Nurse Practitioners 

in the Delivery of Primary Care 

Abstract 

The purpose of this study was to identify those factors 

which physicians , currently associated with nurse practi

tioners, perceive as incentives in their motivation to 

associate with these nurse practitioners in providing 

primary care. 

A mail survey was sent to nurse practitioners and 

their associate physicians throughout the State of Georgia, 

with two follow-up postcard mailings. Data were collected 

for a 4 week period and a 30.46 return was obtained. 

A mean ranking of the identified incentives was per

formed. Two major categories of incentives were identified . 

To increase the quality of care was considered to be most 

important and to expand the services offered in general was 

rated second as incentives for physician association with 

nurse practitioners. 
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CHAPTER I 

Introduction 

Incentive 

Chapter one examines the context of the problem, the 

problem stateme nt, and the significance of the problem . 

Context of the Problem 

Inflationary costs and lack of sufficient numbers of 

primary care physicians are real problems in our national 

health care delivery system (Bullough , 1976; Fottler , 

Gibson, & Pinchoff, 1978; Hardy & Conway, 1978). Hoxley 

( 1 9 6 8) poi n t eel out that a 1 though there a r e now more p hy s i -

cians, more services being provided, and more consumers 

being served, a critical shortage still exists in the com

ponent only supplied by physicians, that of diagnosis. 

Other functions such as health care management and sur 

veillance of chronic illness can readily be performed by 

persons other than physicians, thus leaving the physicians 

free to focus on diagnosis and the more complex medical 

problems. With three medical specialists for every 

general medical practitioner , there is a gap in the primary 

medical services available to the public, in general, and 

especially to the lowersocioeconomic groups (Bullough, 

1976). During the mid - sixties the concept of health care 

as a right rather than a privilege emerged (McCarty, 1976). 
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Consumers began demanding more health services at reason

able cost as well as accessible entry into the health care 

system at the primary care level. As a result, alter 

natives have evolved to the physician being the sole primary 

care provider. Medical educators and government planners 

have recommended the training of new health practitioners, 

such as the nurse practitioner and the physician•s assist

ant, to perform some of the tasks previously reserved for 

the physician (Moxley, 1968; Klaw, 1975; Lewis & Cheyovich, 

1976; Branham, Walker & Reisinger, 1977; Sheffler, 1977; 

Dunn & Von Ruden, 1978; Fottler, et al., 1978; Hardy & 

Conway, 1978). 

In addition, ambulatory care programs that promote 

the wellness concept through health education and p;e 

vention of illness, including complications of chronic 

illness, have been recognized as effective in reducing 

both the frequency and the length of hospitalization 

(Branham, et al., 1977; Lewis, H., 1978; Sultz, Henry & 

Sullivan, 1979) . Ambulatory care, especially in associa 

tion with the new health practitioners, is less expensive 

than hospitalization and generally requires less of the 

physician•s valuable time and costly services. Therefore 

a significant reduction in health care costs might be 

realized . There might also be a resolution of the pri

mary care physician shortage by reducing the need for the 
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physician's services through the promotion of wellness , 

assistance in the mdnageme nt of chronic illness , and through 

the introduction of the new health practitioners into the 

health care delivery system. 

Many physicians, however, continue to resist a transfer 

of tasks to others even though they acknowledge often feel 

ing overtrained fo r these tasks (Klaw, 1975). It might be 

helpful to examine the factors that support this continued 

behavior and what is needed to stimulate the physician ' s 

motivation to change this behavior. This study has attempt 

ed to pursue these concepts in relation to the physician's 

association with nurse practitioners in providing primary 

care . 

The following conceptual framework was synthesized for 

this study. Background characteristics of the physician 

such as sex, age , specialty, type of practice, prior experience 

with and concepts of the nurse practitioner role, linked 

with the physician's values, beliefs, and the characteris -

tics of the nurse practitioner, such as sex , age, educa -

tional preparation and experience, have been shown to have 

an influence on the physician's attitude toward association 

with the nurse practitioner (Moxley, 1968; Sullivan, Dachelet, 

Sultz , Henry, & Carrol, 1968; Bdtes, 1970; Christman, 1973; 

Bullough, 1975; Buresh, 1975; Klaw , 1975; Williams, 1975; 

Heiman & Dempsey, 1976; Lewis & Cheyovich, 1976; Burkett, 
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Parken-Harris , Kuhn, & Escovitz, 1978; Davidson, Donovan, 

Sneigocki, Gilmore, Herbert, Jaco, Langan, Mahoney, 

Mieske, Peck & Spicer, 1978; Dunn & Von Ruden, 1978; 

Fottler, et al . , 1978 ; Kahn & Wirth, 1978; Little , 1978; 

Claiborn & Walton, 1979 ; Sultz, Zielezny, Gentry, & 

Kinyon , 1980). Attitude as used here means the physician's 

positive or negative feeling toward the nurse practitioner . 

Many of the studies have shown generally positive attitudes 

of physicians toward nurse pr actitioners (Buresh , 1975; 

Surkett, et al . , 1978; Davidson, et a1 . , 1978; Dunn & Von 

Ruden, 1978; Fottler , et al., 1978; Little, 1978; Stanley, 

1978; Claiborn & Walton, 1979; Connelly ~ Connelly, 1979; 

Su1tz , et al . , 1979}. Connelly and Connelly (1979) went a 

step further witn their investigation of physicians' 

att i tudes toward nurse practitioners, to find that the 

refer r al behavior of the physicians was significantly less 

than would be expected . Glenn and Hofmeister (1976) suggest 

that physician's motivation to associate with nurse practi 

tioners has merely been assumed on the basis of these 

oositive attitudes. 

Several studies, to be discussed later, have as a 

subsidiary issue identified some potential factors that may 

influence the physician's motivation for association with 

nurse practitioners (Kahn & Wirth, 1978; Levine, et al . , 
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1978; Little, 1978; Sultz, et al., 1980). No studies have 

been found that focus primarily on identifying these factors, 

however. 

Problem Statement 

The purpose of this study was to identify those 

factors which physicians, currently associated witr nurse 

practitioners, perceive as incentives in their motivation 

to associate with these nurse practitioners in providing 

primary care. The relationships between the physician•s 

specialty and type of practice and the identified influen

tial factors were explored. The study also explored the 

relationship between the nurse practitioner•s educational 

preparation and the influential factors identified by the 

physician. 

Significance of the Problem 

Once the factors influencing physician•s motivation 

for association with nurse practitioners have been identi

fied, these factors may be promoted to facilitate physician 

association with the increasing numbers of nurse practi

tioners being prepared. If this is successful, a resolution 

of the crisis in the national health care delivery system 

may be realized. The background characteristics of the phy

sicians may give valuable clues as to factors most likely to 

influence pa~ticular groups of physicians to become associat

ed with nurse practitioners. The educational preparation 
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of the nurse practitioner , when compared with the factors 

perceived by the physicians as influential in their motiva 

tion to associate with nurse practitioners may reveal signi 

ficant patterns. This may be valuable information for the 

planning of future educational programs. 

Summary 

From the context of the problem, statement of the pro 

blem, and significance of the problem , the literature review 

was developed. 



Incentive 

CHAPTER II 

Review of Literature 

Chapter two presents a discussion of current litera

ture on the background of the problem being studied. 

Background Characteristics of the Physician 

7 

A number of the physicians 1 background characteristics, 

such as physician specialty and type of practice, has been 

identified in research studies to be significantly related 

to the willingness of the physician to form an association 

with nurse practitioners (Fottler, et al . , 1978; Levine, 

et al., 1978; Little, 1978). The most prominent charac 

teristics were selected to be addressed in this study. 

Physician 1 S specialty. A positive relationship bet

ween the physician 1
S specialty and his receptivity to 

associate in professional practice with nurse practitioners 

has been reported in several studies (Fottler, et al., 

1978; Levine, et al, 1978; Little, 1978). Pediatricians 

were found to be the most receptive specialty group 

followed by internists, cardiologists, gastroenterologists, 

general practitioners, family practitioners, nephrologists, 

and public health physicians. The physician 1 S specialty 

determined to some extent, the client population served. 

Little (1978) found that physicians, who treated large num

bers of female clients, infants, elderly clients, and 
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clients who use Medicare, were more favorably disposed 

toward association with nurse practitioners. 

Type of practice. Physicians from all types of 

practice have been included in studies of the physician's 

attitude toward association with nurse practitioners. 

Levine, et al. (1978} reported that 54 . 3~ of the physicians 

that they studied were practicing in institutions, 17.4% 

in group practice, 6.5% in solo practices, and 4.3% in 

partnerships. Little (1978) found physicians in a group 

practice with two or three members had the most positive 

attitude toward association with nurse practitioners . 

Physician's Perceptions and Expectations of the Nurse 

Practitioner Role 

Burkett, et al. (1978) compared nurse practitioners' 

and physicians' opinions about tasks appropriate for nurse 

practitioners to perform. The greatest difference observed 

between the two groups was seen in respect to those proce 

dures traditionally reserved for medical practitioners. 

Another study, by Dunn and Von Ruden (1978} found that physi

cians were less willing to allow nurse practitioners to per

form traditional medical functions requiring evaluation and 

decision making. In a study by Heiman and Dempsey (1976} 

that compared nurses' and physicians' perceptions of the 

nurse practitioners' role functions, it was found that the 

difference in response between the two groups varied more 

according to the type of task than according to the serious-
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ness of the illness. History taking, even in severe 

illness, was favored highly over the treatment of a rela

tively healthy adult. There seems to be a general agree

ment among physicians that nurse practitioners should per

form such functions as teaching, counseling, history taking, 

interviewing, and coordinating the psychosocial components 

of client care (Heiman & Dempsey, 1976; Burkett, et a1., 

1978; Dunn & Von Ruden, 1978; Kahn & Wirth, 1978) . Most 

physicians seem to believe that the nurse practitioner 

should function under the supervision of a physician 

rather than in independent practice (Burkett, et a1., 

1978; Dunn & Von Ruden, 1978). 

Some physicians have suggested that nurses be trained 

to function in extended roles under physician supervision 

to help resolve the crisis in primary care delivery. In 

1974, a Family Nurse Practitioner Program in California was 

accredited by the Council of Medical Education of the Ameri

can Medical Association (Lewis, H. , 1978) . Because the role 

of the nurse practitioner has not been clearly or universally 

defined, emphasis on the technical aspects of the role may 

occur. There is a strong tendency for the nurse practitioner, 

initially at least, to identify with the physician as a role 

model. Collegial nurse support and feedback are very impor

tant for the nurse practitioner if the nursing role is to 

evolve into an expanded nursing role rather than an extended 



medical role (Edmunds, 1979). 

Incentive 

10 

Or. John Runyan, at the University of Tennessee in 

Memphis, personally trained 200 Public Health nurses to pro

vide primary care. One thousand and six patients with 

diabetes, hypertension and heart disease were assigned to 

these nurse practitioners. A control group of 498 patients 

continued to be cared for in the medical clinic by physi

cians. After two years it was found that the patients cared 

for by the nurse practitioners had achieved a higher level 

of wellness than had those cared for by the physicians. 

The diabetic patients had lower blood sugar levels, the 

hypertensive patients had lower diastolic blood pressures, 

and the heart disease patients had fewer complications 

than their counterparts in the control group. The patients 

cared for by the nurse practitioners had 50% fewer hospi

talized days than the control group, whereas the physicians' 

patients showed an actual increase in the number of hospi

talized days. A four year follow-up reconfirmed these 

results. In addition, it was found that the physicians 

had a 70~ patient dropout rate while the nurse practitioners 

had only 30% patient dropout rate (Sultz, et al . , 1979). 

Characteristics of the Nurse Practitioner 

Nurse practitioners are registered nurses who are 

functioning in expanded roles. Expanded roles of nursing 

function are different from nursing roles where the function 



Incentive 

l l 

is primarily that of a physician extender (Murphy, 1970 ; 

Hershey, 1973; Awtrey, 1974; Paxton & Scobie, 1978) . 

Role expansion implies a multi-directional change that 

encompasses a variety of roles in which the nurse could 

increase the scope and depth of her pr actice . Nurses are 

prepared for expanded roles through formal educa-

tional programs . Expanded role functions include assess 

ment , planning , implementation and evaluation. The nurse 

assumes primary accountability for the outcome of care. The 

nurse practitioner is primarily accountable to the client 

and, although the nurse practitioner may offer alternatives 

of care, it is the client who selects the way in which 

care is provided (McCarty, 1976). 

Role extension , on the other hand, implies unilateral 

extension of knowledge from one point to another. The 

situation determines the amount of extension that occurs. 

Preparation for the extended role is an informal apprentice

ship. The authority for practice comes from the physician, 

who allows the nurse to perform certain tasks. The physi 

cian retains primary accountability for the outcome of care. 

The function of the nurse is usually limited to assessment 

in an extended role (Murphy, 1970). 

The nurse practitioner has completed an additional 

formal educational program beyond the basic nursing degree 
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and earned a practitioner's certificate and/or Master's 

degree in nursing. 

Although certificate programs are still an important 

source of preparation for nurses who have already graduated 

from a basic program, young nurses are graduating i n in 

creasing numbers from Baccalaureate and Masters degree 

programs as nurse practitioners. "To date no study of NPs 

( nurse pract i tionern has been able to demonstrate con 

clusively that there are sufficient differences in educa 

tional background to justify excluding certain groups of 

nurses from NP preparation" ( Sultz, et al., 1979, p . 211). 

Throughout the country there are a wide variety of 

educational programs to prepare nurse practitioners. Since 

the first program was established in 1965, the number of 

nurse practitioner programs has increased steadily. In 

January of 1977, there were 124 Certificate and 74 Master's 

degree programs, for a total of 198 nurse practitioner pro

grams in existence. An estimated 10,500 n11rse practitioners 

were graduated from these programs between 1970 and 1977 

(Sultz, et al., 1980). The length of study for Certificate 

programs ranges from 9 to 18 months, with 12 being the 

average length. For Master's degree programs, ~ost have a 

two year schedule, with a few being as short as 12 months . 

There are seven major specialty areas, and as many as 

seventy subspecialties recognized (Hedrich, 1979; Sultz , et 



Incentive 

13 

et., 1980). Awtrey (1974), McGivern (1974), and Zornow 

(1975) state that although the concepts of the expanded 

role should be taught in the baccalaureate curricul~m, inde

pendent practitioners must be prepared at the graduate 

level . 

Fagin (1976) believes that nurses prepared in 

Baccalaureate Programs are generalists who are able to 

provide primary health care in all settings. Masters 

prepared nurses assume roles in leadership, teaching 

and research in addition to refinement of their specialty 

practice. In addition to the above, doctorally prepared 

nurses investigate the health-seeking behaviors of man 

and nursing's responses to these behaviors, develop and 

test innovative models of primary health practice, assume 

responsibility for seeking necessary changes in the health 

care system, and evaluation of primary care practices. 

Each nurse practitioner develops a unique role within 

her specialty area. The nature of the services the nurse 

practitioner may provide depends upon her relationship 

with the physician(s) with whom she is associated (Malkemes, 

1974; Williams, 1975; Brown, 1977). Some physicians may 

be more willing to delegate responsibilities than other 

physicians (Sullivan, et al., 1968; Bullough, 1975; Sultz, 

et al., 1979). 
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The nature and scope of nursing in primary care do 

not include making a differential diagnosis; pre

scribing medical treatment, or , at the present 

time, prescribing drug therapy based on the 

diagnosis of solving complex medical problems. 

They do include recognizing deviations from the 

normal, labeling the deviation, and differentiating 

the clinical findings requiring direct nursing inter

vention from those requiring referral. (Fagin, 

1976, p. 39) 

The scope of the services that the nurse practitioner 

provides depends upon her ability to discern, define and 

offer varied nursing care (Williams, 1975; Brown, 1977) . 

In other words, the ingenuity and creativity of the nurse 

practitioner will determine the scope of the services she 

may offer. It might be reasonable to expect that nurse 

practitioners prepared at higher educational levels would 

be able to provide a wider scope of services. 

Fottler, et al. f l978) believe that effective utili

zation of nurse practitioners depends upon the willingness 

of physicians to work closely with the practitioner in an 

expanded role. 
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Attitude is defined here as the physician•s positive 

or negative feeling toward the nurse practitioner . Physi 

cians have generally been found to have positive attitudes 

toward nurse practitioners (Buroush, 1975; Heiman & 

Dempsey, 1976; Burkett, et al., 1978; Dunn & Von Ruden, 

1978 ; Fottler , et al . , 1978; Levine , et al . , 1978 ; Li t tle, 

1973; Connelly & Connelly, 1979; Sultz, et al. , 1979; 

Sultz, et al . , 1980) . When considering attitudes, it is 

important to examine factors that influence these attitudes . 

A number of factors, that seem to affect physicians• 

attitudes toward acceptance of an association with nurse 

practitioners, has been identified in the literature. 

Physician•s sex . The sex of the physician may be a 

significant factor in the physician•s attitude toward 

association with nurse practitioners. The predominence 

of males in the medical profession and of females in the 

nursing profession may have a negative influence on the 

physician•s attitude toward nurse practitioners. Some 

historical reasons for this influence are the manipula 

tive methods used by Florence Nightingale that resulted 

in the establishment of surgeons as superior to nurses and 

the perpetual subordination of nurses in hospital training 

schools. Sexual stereotyping and the traditional doctor

nurse games are examples of ingrained psychological barriers 
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on the part of both the physicians and the nurses 

(Sullivan , et al., 1968; Christman, 1973; Bullough, 1975, 

1976; Klaw, 1975) . Klaw (1975) states that physicians 

believe that nurses are all right "in their place", but 

that they should not be encouraged to get "uppity" . He 

also suggests that physicians feel that their authority and 

control are threatened when they are faced with a change . 

Increasing numbe r s of men joining the nursing pro 

fession have had a positive effect on role expansion 

(Bullough, 1976) . Some physicians seem to be more willing 

to delegate tasks to male nurses. However, there may be 

increased role confusion for the male nurse practitioner 

resulting from pressures by the physicians and the clients 

to function as a physician (Edmunds, 1979}. 

In a study by Kahn and Wirth (1978) analyzing the 

perceptions and expectations of physician supervisors of 

50 graduates of the Washington University Pediatric Nurse 

Practitioner (PNP) Program, it was found that male physi 

cians were less willing to allow PNPs the exclusive 

right to any area of Pediatrics. Female physicians, on 

the other hand, were unwilling to remove all routine 

tasks from the PNP's responsibility. 

Age of physician. Because younger physicians may 

have had greater contact with nurse practitioners during 

the course of their medical training, it might be reasonable 
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to expect that younger physicians would be more likely to 

be associated with nurse practitioners. Levine , et al. 

(1978) collected data in an attempt to support this assump 

tion. Analysis cf the data revealed that there was an 

age range of 28 to 69 years of age for physicians asso 

ciated with nurse practitioners, with a median age of 

40 years . 

Length of association with nurse practitioners . It 

has been reported that physicians who have had prior con 

tact with nurse practitioners were more receptive to 

Jssociation with nurse practitioners (Burkett, et al., 

1978; Little , 1978) . Litt1e (1978) states that 11 for the 

physic13n who has an opportunity to experience working 

with a nurse practitioner, the benefits apparently outweigh 

any anticipated costs . " According to Oeci and Parae (1978), 

an individual's experiences are fed back to possibly 

modify his motives, motive structure, and goal selection . 

Therefore, the physician's attitude and motivation toward 

association with nurse practitioners depends not only on 

orevious contact with nurse practitioners, but also on 

the positive or negative quality of that experience . 

Legal aspects. Legai aspects must also be considered 

to be an influence (Sullivan, et al., 1968; Bullough, 

1975, 1976; Klaw, 1975; Fagin, 1976; Mauksch , 1978; 
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Sultz, et al., 1979) . The legal status of nurse practi

tioners continues to be ambiguous in many States. Until all 

States have properly revised their Nurse Practice Acts, 

some nurses can not be primarily accountable for their 

practice in expanded roles . They are forced to function, 

instead, in extended roles with the primary accountability 

resting with the physician . This added legal "burden" 

may not be acceptable to some physicians and may negative 

ly influence the physician's motivation to associate with 

the nurse practitioner . H. Lewis (1978) refutes this 

"burden" argument . He states that nurse practitioners 

actually provide a low - risk service since they do not 

administer anesthesia , perform surgery , or set fractures. 

Third party reimbursement. Tied closely to the legal 

status of nurse practitioners is the matter of third party 

reimbursement for se r vices provided by a nurse practitioner . 

Third party payments for services must , in most cases, be 

billed through a sponsoring physician or agency . It is 

necessary for these laws to be revised if the nurse prac

titioner is to become a viable member of the health care 

delivery system (Sullivan, et al., 1968; Fagin, 1976; 

r1 au k s c h , 1 9 7 8 ; L e \'1 i s , H . , 1 9 7 8 ; 0 ray e & P e s z n e c k e r , 1 9 7 9 ; 

Sultz, et al., 1979). 

Nursing education. The current trends in nursing educa 

tion toward collegiate preparation and Master's prepared 



Incentive 

1 9 

practitioners may be a positive influence on the physi 

cian's motivation to associate with nurse practitioners 

(Sullivan, et al., 1968; Bullough, 1975, 1976; Fagin, 

1 97 6) . 

Autonomy of nu r ses. There is a hesitation on the 

part of some nurses to seek increased responsibility and 

accountability, just as some physicians are reluctant or 

unable to delegate responsibility (Sullivan, et al. , 1968; 

Bullough, 1975; Fagin , 1976 ; Sultz , et al., 1979). Heiman 

and Dempsey (1976) believe that the critical issue is not 

the nurse's ability to function at a highly technical 

level, but the attitudes of nurses and physicians toward 

allowing nurses autonomy and power in clinical decision 

making. 

Practice setting. While hospitals provide a major 

impetus for role expansion due to technological advances 

(Bullough , 1976), the or ganization of the traditional 

medical care system , the management, and the structure of 

the practice settings often tend to inhibit role ex

pansion (Sullivan, et al., 1968; Reddick , Bryan , Gershen 

son & Costello, 1971; Christman, 1973; Williams, 1975; 

Little, 1978; Sultz, et al., 1979). 

Geographic location. Reddick, et al. (1971) studied 

the use of Allied ~ealth professionals in Internists' 

offices. This category includes registered nurses, 
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physician's assistants, licensed practical nurses, medical 

assistants, laboratory technicians, medical secretaries, 

and secretaries or receptionists . They reported a signi 

ficant difference in the behavior of physicians according 

to their geographic location. Generally, the greater the 

physician - population ratio , the more often the physician 

delegated functions to assistants . Physicians in the 

Northeast delegated functions less than any other group, 

had fewer employees, and the majority of their employees 

were without formal education in health care. Physicians 

in the South had the highest number of allied health 

employees per internist, but ranked second to Northeastern 

physicians in their non-delegation of functions. A signi 

ficant disparity was noted between what physicians, 

especially in the Northeast, believed that their assistants 

could do and what they were presently allowed to do . For 

internists, the physician ' s assistant ranked equally with 

the registered nurse as the health workers with whom the 

physic1an would share elements of client care. Although 

the internists generally believe that the registered nurse 

should be more involved in the clinical aspects of client 

care, in the offices that employed them, the duties of the 

registered nurse included many tasks that could be perform~d 

by other staff members having lesser training and skills. 
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The authors attribute this to the carry-over into the 

physician's offices of the institutional concepts of the 

roles of physicians and nurses in client care . 

Client acceptance. Client acceptance may be another 

factor influencing physician motivation to associate with 

nurse practitioners . Klaw (1975) reported that, in a 

study of client satisfaction conducted over a period of 

two years, the nurse practitioners treated the clients 

with the same degree of technical competence as those 

clients who were treated by a physician . At the end of 

the study, the clients who were treated by the nurse 

practitioners had fewer complaints about how they felt. 

Clients receiving much or all of their care from nurse 

practitioners were usually quite happy with the arrangement . 

Other studies have also reported widespread client satis

faction with nurse practitioners (Kahn & Wirth, 1978; Levine, 

et al., 1978; Stanley, 1978; Claiborn & Walton, 1979; 

Sultz, et al. , 1979). H. Lewis (1978) states that nurse 

practitioners are restoring personal dimensions to medical 

care that had been lost in the advancement of the techno 

logical age. Draye and Pesznecker (1979) found that the 

l~rger part of the ~mily rurse practitioner practice was 

establishing therapeutic relationships with clients and 

applying the nursing process. Their most frequent inter

ventions were teaching and counseling. 
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Staff acceptance . Acceptance of the nurse practi 

tioners by othe r staff members in the practice setting is 

another important factor . Staff satisfaction with the 

nurse practitioner ' s role has been reported by Heiman and 

Dempsey (1976), Kahn and Wirth (1978), Levine, et al . 

(1978), Stanley (1978) , and Sultz , et al. (1980). Inter

staff cooperation increased 34.8% with the addition of a 

nurse practitioner to the practice setting (Levine , et al ., 

1978) . Kahn and Wirth (1978) reported the effects of 

adding a Pediatric nurse practitioner to a practice setting 

to be a 53% increase in the physician's personal and pro

fessional satisfaction , a 20~ increase in the satisfaction 

of non-nurse practitioner nurses , and a 43% increase in 

the satisfaction of other staff members . 

Reported Effects of Association with Nurse Practitioners 

Studies by Kahn and Wirth (1978), Levine , et al . 

(1978), and Little (1978) revealed positive effects on the 

volume and quality of practice as well as in the range of 

services offered, after the addition of a nurse practitioner 

to a practice setting . Table 1 presents findings by Su1tz, 

et al . (lq80l who comoared the employer's most impor~ant 

reason for associa~ion with the nurse practitioner with the 

employer's impression of the association's most significant 

effect . 

Improving the quality of care included allowing the 

physician(s) to spend more time on complex ca5es, increased 
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TABLE 1 

Comparison of Employers' Reasons for and 
Effects of Association with Nurse Practitioner 

~ost Important Most Signifi-
Selected Cateoories Reason cant Effect 

Improve quality of care (in general) 40.8% 43 .7% 

Extend services to more persons 39.8% 39.3% 

Cope with existing practice 16 .5% 14.1 % 

Serve as teacher to students and staff 2.9~ 2.9% 

Note: From Longitudinal Study of Nurse Practitioners 
Phase III, by H. A. Sultz, M. Zelezny, M. Gentry and L. Kenyon. 
OHEW Publication No. HRA 80-2, May, 1980, p . 137 - 8. 

the amount of attention given to secondary problems and 

symotoms, increased the amount of client education provided, 

and assured a higher quality of client care. 

Extending services to more persons included allowing 

practice to provide for clients previously uncared for , 

increasing the number of clients in the practice, increas

ing the physician's time for other professional or leisure 

activity, establishino or providing health services such as 

screening clinics and school health clinic, increasing the 

number of home visits provided by the practice, and demon-

strating a new delivery model. 
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Coping with existing practice included substituting 

or assisting the physician to serve an overburdened prac 

tice, and taking some of the "on call" load. 

Glenn and Hofmeister (1976) offered ten potentially 

positive facto r s fo r physician association with physician 

extenders as a starting point for study. These factors are: 

increased net income, greater control over working 

hours , positive menta l set from previous experience 

with physician extenders, desire to reward a trusted 

employee by training him/her as a physician extender, 

provide expanded client care by increasing the number 

of clients and/or offering new services, desir~ to 

be innovative, competitive pressures from colleagues 

who already are associated with physician extenders, 

desire to reduce client charges, positive exhorta 

tions in the literature about physician extenders, 

and the desire to make the practice 'optimal'. (Glenn 

and Hofmeister, 1976, p . 73) 

Reasons for physician's unwillingness to form associa

tion with nurse practitioners were addressed in several 

studies (Glenn & Hofmeister, 1976; Fottler , et al . , 1978; 

Claiborn & Walton, 1978 ; Sultz , et al. , 1980). For physician 

respondents to the study conducted by Fottler et al. (1978), 

the most important consideration appeared to be the lack of 
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sufficient physician incentives to associate with nurse 

practitioners. About 77 % of the respondents did not perceive 

any immediate tangible benefit to them for adopting the inno

vation. Glenn and Hofmeister (1976) have discussed the lack 

of adequate incentives for physicians to use physician 

extenders. Another important consideration, for these re

spondents, was the perceived relative costs of the associa

tion. The relative advantages of association with nurse 

practitioners was not seen by these physicians as sufficient 

incentive to stimulate a change from the status quo . Claiborn 

and Walton (1979), in looking at the acceptance of pediatric 

nurse practitioners (PNP) by pediatricians, compared the 

areas of agreement to the areas of disagreement between 

pro- and anti-PNP physicians. They found that the primary 

areas of discord centered on the effect of the PNP on the 

physician - patient relationship and the physician's per

ception of the quality of care the PNP could provide . 75 % 

of the anti-PNP physicians perceived the use of PNPs as sac 

rificing quality for quantity. 

Sultz, et al. (1980) reported a response of 15 employers 

who felt that the benefits derived from the nurse practi 

tioner's association did not outweigh the costs. The most 

important reason cited by the employer was that the time 

of the nurse practitioner was not filled to maximum produc-
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tivity. Ranking second, an equal number of respondents in

dicated that the nurse practitioner performed skills more 

slowly than the physician and that the nurse practitioner 

needed additional training . Other reasons cited, in the 

order of response, were that the nurse practitioner offered 

non - reimburseable services , the nurse practitioner's salary 

was excessive for the level of performance, and that the 

nurse practitioner's personality was unsuited to the role. 

Physician Motivation 

Glenn and Hofmeister (1975) and Fottler, et al. (1978) 

have reported the lack of adequate incentives for physi 

cians to form associations with nurse practitioners. They 

have also pointed out that physician motivation to asso

ciate with nurse practitioners has merely been assumed on 

the basis of the positive attitudes that have been reported . 

Fottler , et al. (1978) identified two major variables 

affecting physician's motivation to change his behavior . 

The first variable is the perceived advantage of adoption 

and the second variable is the compatability of the inno 

vation with the physician's past experiences and values. 

Although the attitude and value structure of the 

physician are recognized as important components of this 

theoretical framework, the testing of values was considered 

to be beyond the scope of this study. 
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Connelly and Connelly (1979 ) first measured the 

attitudes of the sample physicians towards nurse practi

tioners and then measured the behavior of the physicians 

toward nurse practitioners. Although positive attitudes 

towards and favorable impressions of the nurse practi 

tioners' contributions to the health care delivery system 

were indicated by the respondents, the monitoring of the 

referrals by these same physicians revealed that the 

number of referrals was much less than would have been ex

pected . Again, the positive attitude of the physicians 

was considered to be incentive enough to motivate the 

physicians to associate with the nurse practitioner . 

A replication and expansion of the study by Sultz, 

et al. (1980) to investigate the important incentives for 

physician association with nurse practitioners was needed. 

This study has attempted to further identify and verify 

these incentives in order to pave the way for predictive 

studies of physicians' motivation for association with nurse 

practitioners. 

Summary 

A review of related literature discussing various 

aspects of and factors influencing the physicians' associa

tion with nurse practitioners, has been presented. The lack 



Incentive 

of sufficient studies on the factors or incentives that 

motivate physicians to associate with nurse practitioners 

has supported the need for this study. 
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This chapter presents the research questions , identi

fies and operationally defines the variables, descr i bes the 

research design, and population f or this study . In addi-

tion, instrumentation, method of data collection, plans for data 

analysis, assumptions, and limitations for the study are 

presented. 

Research Questions 

This study was a descriptive survey that asked the 

following questions: 

What factors were perceived by physicians, currently 

associated with nu r se practitioners, as incentives in their 

motivation to associate with these nurse practitioners in 

providing primary care? 

What relationships, if any, exist between the identified 

incentives and the background characteristics of the phy

sicians? 

What relationships, if any , exist between the identi 

fied incentives and the background characteristics of the 

nurse practitioners? 

Identification of Variables 

Independent variables in this study were the back 

ground characteristics of the physician and of the nurse 
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practitioners. These were the specialty of the physician, 

the type of practice, and the educational background of the 

nurse practitioner. 

Dependent variables were the factors perceived by the 

physicians as incentives for their association with the 

nurse practitioners . 

Operational Definition of Variables 

For the purpose of this study , the following defini 

tions were used: 

1. Physician - any physician engaged in the delivery 

of primary care in the State of Georgia in association with 

a nurse practitioner. 

2. Association - any working relationshio between the 

physician and the nurse practitioner including consulta

tion , joint practice or employment. 

3 . Nurse Practitioner - a registered nurse function 

ing in an extended or an expanded role, in association 

with a physician, for the delivery of primary care. 

4 . Incentives - those factors which were considered, 

by the physician, to suggest sufficient reward or need, 

whether intrinsic or extrinsic, to motivate the physician 

to form an association with the nurse practitioner. In 

centives were measured for this study on the Physician In 

centives for Association with Nurse Practitioners survey 

developed for this investigation . 
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5. Motive - transitory cognitive awareness of the 

potential satisfaction of a perceived need. 

6 . Primary Care - the usual point of entry into the 

health care system. It is oriented toward the promotion 

and maintainance of health, disease prevention, and care 

of clients with common health problems, uncomplicated 

illness, chronic latent illness, and selected aspects of 

complicated illness in the home or outpatient setting. 

Care is provided on a family basis with professionals 

providing guidance in the use of health resources and 

referring to other levels of the health care system 

(Chioni & Panicucci, 1970). 

7. Background Characteristics of the Physician: 

a) Specialty- the physician's specific area 

of expertise or practice. 

b) Type of Practice - solo, partnership, 

group, institutional practice, or public health. 

8. Background Characteristics of the Nurse Practi

tioner: 

a) Nursing Education - the highest level of 

preparation, whether Diploma, Associate Degree, Bacca

laureate or Higher degree in Nursing. 

b) Practitioner Preparation - the type and level 

of practitioner preparation, i.e . , graduate of practitioner 

certificate program and/or Master's degree in nursing . 
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c) Practitioner Certification - specialty certifi 

cation by the American Nurses• Association or other nationally 

recognized organization . 

Population and Sample Selection 

The population for this study was physicians throughout 

the State of Georgia currently associated with nurse practi 

tioners in providing primary care. This population was con 

tacted through the nurse practitioner with whom they associate. 

The total population was asked to participate in this study . 

The nurse practitioners were identified fro m listed supplied 

by the Georgia Department of Human Resources and the Nurse 

Practitioner Conference Group of The Georgia Nurses• Associa

tion. There were 192 nurse practitioners identified through

out the State of Georgia from these combined mailing lists. 

Instrumentation and Data Collection 

A survey was developed by the investigator that contained 

factors that had been identified from the literature as in

centives for physicians to form an association with nurse 

practitioners. This survey was based, in part, on a study con

ducted by the Division of Nursing, Bureau of Health Manpower, 

Health Resources Administration, Public Health Service, 

United States Department of Health, Education, and Welfare 

(Sultz , et al., 1980) (Attention Appendix A). Items number 1-5, 

7-11, and 14 - 16 were from this study. Other factors con 

sidered for inclusion in the survey were gleaned from 
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reports and suggestions in the literature. The following 

items were selected from these sources for addition to 

the survey because they had been suggested as significant 

factors for physician association with nurse practitioners , 

but had not been included in the study by Sultz, et al. 

(1980) . Item number 6 was suggested by Glenn and Hof

meister (1976) and by Levine, et al. (1978). Items number 

23 and 13 were suggested by Glenn and Hofmeister (1976), 

and item number 17 was reported by Levine , et al. (1978) as 

a significant result of adding a nurse practitioner to a 

practice setting. The survey was critiqued by members of 

the author's thesis committee for clarity, research ade 

quacy, and freedom from bias. Item number 18 was added based 

on the recommendations of the thesis committee. 

The physician respondents were asked to circle the 

number corresponding to the amount of importance the physi

cian placed on each factor as an incentive to form an asso 

ciation with this nurse practitioner (The practitioner who 

distributed the survey to the physician). The category of 

responses ~as on a five point Liker-type scale , with 1 

being very important and 5 being not important. 

Demographic data was also solicited about the physi

cian's specialty, type of practice and the nurse practitioner's 

educational preparation. Demographic information, having 
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signficant correlation with a specific type of response or 

attitude of physicians toward nurse practitioners in previous 

studies , was selected for inclusion in this study . 

The final survey was printed in a reduced format. It 

was then mailed to the nurse practitioners who associate 

with physicians in providing primary care in the State of 

Georgia. Two cover letters and t wo stamped, self address 

ed envelopes accompanied the survey. The first cover 

letter was addressed to the nurse practitioner (Appendix 

B). It explained the purpose and value of the survey and 

invited the nurse practitioner :o participate by submitting 

the survey to the physician with whom she/he is associated. 

The nurse practitioner was also asked to complete the demo 

graphic data and return it in the addressed stamped enve 

lope provided . A second cover letter {Appendix C) , addressed 

to the physician, explained the purpose and value of the 

survey and invited the physician•s participation. A report 

of the findings was promised , on request, to both the nurse 

practitioner and the physician. Interested respondents 

were requested to place their name and addresses on the 

back of the return envelope. These names and addresses 

were recorded separately upon receipt of each envelope. 

Measures to protect the confidentiality of the respondents 
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were also explained in the letters . 
Confidentiality was protected by a coding system in 

which a number was placed in the upper - left hand corner of 

the return envelope and corresponding to a card containing 

the name and address of the sample. Upon return of both 

parts of the s urvey, the code number was recorded from the 

envelopes and the correspondingly numbered card was re 

moved f rom the file . The respondents could not be identi 

fied from the survey but the non - respondents could be 

identified for follow-up . Upon opening the matched en 

velopes, the demographic data sheet was stapled to the 

physician survey and the envelopes were destroyed. 

A postcard (Appendix 0) was sent to the entire popu 

lation one week after the surveys were mailed to thank the 

respondents and to serve as a reminder for the non - respond

ents . 

After three weeks, a second postcard (Appendix E) was 

sent to the non-responden~ that re-emphasized the purpose 

and value of the survey and the desire to have their input 

for the study and offered to replace the survey if necessary . 

While it would have been ideal to send a second letter and 

replacement survey to all non-respondents, limited funds 

and the large percentage of non-respondents precluded this. 
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The data compiled from the surveys and the demographic 

data were entered into the University of Georgia's CYBER 

74 Computer. A frequency analysis of the 18 physician 

perceived incentives and the demographic data was obtained. 

In addition, the mean and standard deviation of the 

physician ' s perceived incentives was identified . 

Assumptions 

For the purpose of this study, it was assumed that: 

l . The nurse practitioners identified by the Georgia 

Department of Human Resources and the Nurse Practitioner 

Conference Group of The Georgia Nurses Association were 

functioning in expanded or extended roles in the delivery 

of primary care . 

2. The instrument used was valid and reliable. 

Limitations 

Some limitations of this study were: 

1. Inability to reach the target population (physi

cians associated with nurse practitioners) without going 

through the nurse practitioner. The use of a middle per

son to reach the target population probably increased the 

risk of non-response. 

2. Unavailability of a complete, up-to - date mailing 

list of nurse practitioners in Georgia resulted in increased 

attrition and of non-response. 
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3. The limited time available for data collection 

reduced the response rate. The percentage of response 

was approximately equal to that estimated by the Research 

Division of the National Education Association for a 30 

day data collection period (Isaac, 1979). 

4. The small number of respondents precluded ade

quate analysis of demographic data in relation to the 

perceived incentives identified by the physicians. 

5. The findings of this study are not generalizable 

and the small percentage of response (30.46 ~ ) poses the 

question of possible non-response bias. 

6 . Due to lack of adequate funding, a postcard was 

sent for the second follow-up mailing rather than a 

second cover letter with replacement survey. 

Summary 

A description of the methodology used for this study, 

the research assumptions and the limitations of this 

study were presented in this chapter. 
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CHAPTER IV 

Findings 

The findings and analysis of the data are presented 

in this chapter. 

Sample Description 

Data were collected for a period of 4 weeks after the 

initial mailing. Of the surveys sent to the 192 nurse 

practitioners and their physician associates in Georgia , 

41 were eliminated for a variety of reasons such as in 

correct addresses, nurses not currently practic~ng as nurse 

practitioners or the comment that the survey was not appli

cable to their practice. Forty - six surveys ( 30 . 46 %) were 

returned and there was no response or insufficient response 

from 105 (69.54 %) of the population. The percentage of 

return was in keeping with that estimated for a 30 day data 

collection period by the Research Division of the National 

Education Association (Isaac, 1979). 

Of the physicians responding, 28.3 % (13) practiced 

OB - GYN, 13% (6) practiced internal medicine, 10.9 ~ ( 5) were 

general practitioners, 8.7 % ( 4) were Public health physi 

cians, 8.7 % ( 4) were fa mily practitioners, 6.5 ~ (3 ) prac 

ticed general medicine, 4 . 3% ( 2) were pediatricians, 

2 . 2, ( 1 ) was a neonatologist, 2.2% ( 1) practiced as a 

nephrologist, and 15.2 ~ ( 7 ) did not provide information 

about the physician's sp~cialty. 
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The largest percentage of physicians 39.1 % (18) 

practiced in institutions, 15.2% (7) practiced in primary 

care clinics, 13~ (6) practiced in public health settings, 

19.6% (9) were in a group practice with two or more members, 

8.7 % (4) practiced alone and 4.3% (2) gave no response. 

The educational background of the nurse practitioner 

respondents was varied and in many cases more than one 

category applied. There were 68.2 (30) Diploma prepared 

nurses, 45 . 5% (20) Baccalaureate degree nurses, 13.6% (6) 

with Masters degrees, 4.5 ; (2) with Associate degrees, 

9.1 % (4) had completed other education . Only 77.3 % (34) 

were graduates of a nurse practitioner certificate pro

gram. American Nurses Association (ANA) Practitioner 

Certification was held by 34.1 ; (15) of those responding, 

and 2.3 % (1) had ANA Practitioner Certification pending. 

Other nationally recognized Practitioner Certification was 

pending for 11.4% (5) of the respondents and 4.5% (2) 

currently held other Practitioner Certification (Table 2). 

Physician Perceived Incentives 

The incentives identified by all responding physi

cians have been ranked in order of perceived importance. The 

mean (M) , standard deviation (SO), percentage (~) and 

absolute frequency (N) are presented in each item (Table 3). 



TABLE 2 

Demographic Data 

Physician Specialty 

08 - GYN 

Internal Medicine 

General Practice 

Public Health 

Family Practice 

General Medicine 

Pediatrics 

Neonatology 

Nephrology 

Not Given 

Type of Physician Practice 
Institution 

Other (Primary Care Clinic) 

Public Health 

Group 

Partnership 

Solo 

Not Given 

28.3 

13 . 0 

1 0. 9 

8.7 

8.7 

6. 5 

4.3 

2.2 

2.2 

1 5 . 2 

39. 1 

15.2 

13 

10.9 

8. 7 

8.7 

4.3 

Incentive 

(N) 

( 1 3 ) 

( 6 ) 

( 5 ) 

( 4) 

(4) 

( 3 ) 

( 2 ) 

( 1 } 

( 1 } 

(7) 

(18) 

( 7 } 

( 6) 

( 5 ) 

( 4) 

( 4 ) 

( 2 ) 
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TABLE 2 (continued) 

Demographic Data 

Nurse Practitioner Education* 

Diploma 

BSN 

MSN 

AD 

Graduate of Practitioner Program 

Other Education 

ANA Certification 

ANA Certification Pending 

Other Certiciation Pending 

Other Certification 

% 

68 . 2 

45 . 5 

13.6 

4.5 

7 7. 3 

9 . 1 

3 4. 1 

2 . 3 

11.4 

4.5 
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( N ) 

(30) 

(20) 

( 6 ) 

( 2 ) 

(34) 

( 4 ) 

( 1 5) 

( 1 ) 

( 5 ) 

( 2) 

*Note. The data define overlapping categories as cne 
indivrdUal nurse may be characterized by more than one ~l~mert 
on the table . 



TABLE ~ 

Total Physician Response 

1 2 3 4 5 
Very Somewhat Slightly Not No Cum 

Standard Important Important Important Important Important Response Freq % 
ln_ce ntiV!,! Mean Devi~tion % tNl % - (Nl__ % (N} % {N} % i.N) { t!l L~ 

To allow physlclan(s) to 
spend more tIme on comp 1 ex 
cases {Item 2L 1.565 1. 025 69.6 {32) 13 .0 ill 13.0 ill 4.3 t?l 100 {4§L_ 

To increase the diOOUnt of 
patient education pro-
v 1 ded ( I tem 15) 1.630 0.951 63 (29) 15.2 (7) 19.6 (9) 2.2 ( 1) 100 (46) 

To increase pattcnt 
satisfaction (It~ 18) 1.696 1.093 63 (29) 15.2 (7) 15.2 (1) 2.2 (1) 4.3 (2) 100 (46) 

To assure higher 
tali ty of care 

I t~n 8) 1.804 1. 147 60.9 (28) 8.7 (4) 23.9 ( 11) 2.2 (1) 4.3 (2) 100 (46) 

To Increase the efficiency 
of the practice, i .e. , 
pdtlent waiting, delay 
for appointments 1.804 1. 240 60.9 (28) 15.2 (7) 15.2 (7) 8.7 (4) 100 (46) (Item 17) 

To establish or provide 
health services. i.e., 
screening, school health 
c I in 1 c s ( I tent 9) 1. 978 1. 270 55.6 (25) 6.9 (4) 24.4 ( 11) 4.4 (2) 6.7 (3) (1) 100 (46} 

::::J 
n 
11> 
::::J ,.. 
~ 

N 

< 
11> 



TABlE 3 (continued) 

Total Phy!>lclan Re:.ponse No Cum 
Standard 2 3 4 5 Response Freq % 

_.!.!I~ t1 v e __ He an Dev iation % {N} % j&_ % (tl} % {N} % O!L _ J!iL ___{N1 __ 
To provide for pc1tlents 
previous ly uncc~red for 
(Item 5) 2.044 1. 313 51.1 (23) 15.6 (7) 20 (9) 4.4 (2) 8.9 (4) ( 1 ) 100 (46) 

---To Increase the c~mount of 
attention g iven to seconddry 
proll1 CIOS and S)'ll•ptoms 
( Item 16) 2.089 1.311 48.9 (22) 15.6 (7) 22.2 ( 10) 4.4 (2) 8.9 (4) (1) 100 (46) 
--- -

To suust1tute for or clSSlst 
H. D. to serve in over burdcu-
ed ~ractlce (lt~n 7) 2.556 1.407 33.3 (15) 15.6 (7) 26.7 ( 12) 11. 1 ( 5) 13.3 (6) (1) 100 (46) 

To increase the nlllut:.cr of 
pc1tients in the pract1ce 
(Item 1) 2.636 1.448 31.8 (1 4) 15.9 (7) 25 ( 11) 11.4 (5) 15.9 (7) (2) 100 (46) 

To serve os a tea<Jter to 
students c~nd stc~ff (lt~a 11 ) 2. 773 1.327 20.5 (9) 22.7 (10) 31.8 (14) 9.1 (4) 15.9 (7) (2) 100 (46) 

To eJq>erlment with or 
dt:mons tra te nt:w de 11 very 
mode 1 ( I tem 10) 2. 778 1. 536 31.1 (14) 13.3 (6) 24.4 (11) 8.9 (4) 22.2 ( 10) (1) 100 (46) 

lo incredse pliyslcicln ' s 
tlu•~> for other profc!>!>iOrl<l l 
or leisure uctlvity 
(lt!311 3) 3.089 1. 311 11. 1 (5) 24. 4 ( 11) 31.1 ( 14) 11. 1 (5) 22.2 ( 10) (1) 100 (46) 

-- - -To reduce pcltlt:nt "' n tharges ( ltmu 12) 3. 1/4 I. 419 17.4 (8) 13 (6) 30.4 (1 4) 13 (6) 26. 1 (12) 100 (46) It> 
~ ~ 

w ~ 
~. 

< 
It> 



TABLE 3 (<;ontlnued) 

Total Physlc1an Response 

2 3 4 5 No Cum 
Standard Rc!>lonse Freq % 

_ --l.!!_C£1! tb:£_ MI.! an Oev1ation % {N} % _lli1 % {N} % {Nl % .(ftl_ lN {~} 
ro take some of tht: "on-
call" l oad (Item 4) 3.311 1.427 13.3 (6) 17.8 (8) 24.4 ( ll) 13.3 (6) 31. l (14) (l) 100 (46) 

---
To Increase net Income 
( I tern 6) 3.814 l. 296 9.3 (4) 4.7 (2) 23.3 ( 10) 20.9 (9) 41.9 (18) (3) 100 (46) 

lo increase nu.nber of 
hoae v1sits provided 
by the pr.tc t Ice 
(Item 14) 3. 977 1.438 11.4 (5) 6.8 (3) 13.6 (6) 9.1 (4) 59.1 (26) (2) 100 (46) 

To meet compt:tltive 
pressure fron colleagues 
who are .tlready dssocialed 
w1 th a nurse pracll tloner 
(Item 13) 4.587 .8!>8 2.2 ( 1) 10.9 (5) 10.9 (5) 76.1 (35) 100 (46) 
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To allow physicians to spend more time on complex cases 

(Item 2) had a mean score of 1.565 with a standard deviation 

of 1.025 . This was considered to be a very important in

centive by 69.6% (32) of the respondents; 13 % (6) felt that 

it was somewhat important; 13 % (6) believed it to be import

and and 4 . 3% (2) rated it not important. 

To increase the amount of patient education provided 

(Item 15) had a mean score of 1.630 with a standard devia 

tion of 0.951. This item was deemed to be very important 

by 63 % ( 29) of the respondents, somewhat important by 

15.6% ( 7) , i mportant by 19.6% (9) , and not important by 

2. 2% ( 1 ) . 

To increase patient satisfaction (Item 18) ranked 

third with a mean score of 1.696 and a standard deviation 

of 1.093. This incentive was rated very important by 

63 % (29) of the responding physicians, somewhat important 

by 15.2% (7), important by 15.2% (7), slightly important 

by 2.2 % (1), and not important by 4.3 % (2}. 

To assure higher quality of care ( Item 8) had a mean 

score of 1.804 with a standard deviation of 1. 147 . This 

incentive was deemed very i mportant by 60.9% ( 28 ) physi 

cian respondents, somewhat i mportant by 8.7 % ( 4) , import

ant by 23.9% (11), slightly i mportant by 2.2% (l),and not 

important by 4.3 % (2). 



Incentive 

46 

To increase the efficiency of the practice, i.e . , 

patient waiting, delay for appointments ( Item 17) ranked 

fifth with a mean score of 1.804 with a standard deviation 

of 1.240. Respondent ratings of this incentive were 60.9 ~ 

(28) very important, 15.2% (7) somewhat important, 15.2% 

(7) important, and 8.7 % (4) as not important. 

To establish or provide health services, i.e., screen 

ing , school health clinics (Item 9) had a mean score of 

1 . 978 with a standard deviation of 1 .270. This was con

sidered a very important incentive by 55.6 ~ ( 25) of the re 

spondents, somewhat i mportant by 8.9% (4), important by 

24.4 % (11), slightly i mportant by 4.4 ~ ( 2} , not important 

by 6.7 ~ (3), and there was no response by one physician. 

To provide for patients previously uncared for (Item 5) 

was ranked seventh with a mean score of 2 . 044 and a stand

ard deviation of 1 .313 . This incentive was rated very 

important by 51.1 % (23) of the physicians , somewhat impor

tant by 15.6 ~ (7), important by 20% (9), slightly important 

by 4.4% (2), not important by 8.9 ~ , and there was no 

rating by one respondent. 

To increase the amount of attention given to secondary 

problems and symptoms (Item 16) had a mean score of 2.089 

with a standard deviation of 1. 311. This item was deemed 

very important by 48.9% (22 ) of the respondents, somewhat 
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important by 4 . 4% (2), not important by 8 . 9 ~ (4), and one 

respondent did not rate this item. 

To substitute for or assist M.D. to serve in over

burdened practice (Item 7) ranked ninth with a mean score 
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of 2.556 and a standard deviation of 1.407. Physician rat

ings of this incentive were 33.3% (15) as very important, 

15 . 6% (7) as somewhat important, 26.7 l (12) as important, 

11.1 % (5) as slightly important, 13 . 3% (6) as not important, 

and one physician did not rate this incentive. 

To increase the number of patients in the practice 

(Item 1) had a mean score of 2.636 and a standard deviation 

of 1 .448. This item was deemed very important by 31.8 ~ (14), 

somewhat important by 15.9: (7), important by 25% (11), 

slightly important by 11.4% (5), not important by 15.9% (7) 

of the respondents, and two physicians gave no response. 

To serve as a teacher to students and staff (Item 11) 

ranked eleventh with a mean score of 2 . 773 and a standard 

deviation of 1.327. This incentive was considered very 

important by 20.5 ~ (9) of the respondents, somewhat impor

tant by 22.7 ~ (10), important by 31.8% (14), slightly 

important by 9.1 % (4), not important by 15.9% (7},and two 

respondents did not rate this item. 

To experiment with or demonstrate new delivery model 

(Item 10) had a mean score of 2 . 778 with a standard devia

tion of 1. 536 . Respondent ratings of this item revealed 
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that 31.1 % (14) perceived it as being very important, 13.3% 

(6) as somewhat important, 24.41 (11) as important, 8.9% 

(4) as slightly important, 22.2 % (10) as not importan~ and 

one physician gave no response. 

To increase physician's time for other professional 

or leisure activity (Item 3) ranked thirteenth with a 

mean score of 3.089 and a standard deviation of 1.311. 

This incentive was deemed very important by 11.1 % (5), some

what important by 24 . 4% (11), important by 31. 1 ~ (14), 

slightly important by 11. 1 ~ (5), not important by 22.2 % 

(lO),and no response was given by one physician. 

To reduce patient charges had a mean score of 3.174 

and a standard deviation of 1.419. This item was consider

ed very important by 17.4~ (8) , somewhat important by 13 % 

(6), important by 30.4 ~ (14), slightly important by 13% 

(6), and not important by 26.1 % (12) . 

To take some of the "on-call" load (Item 4) ranked 

fifteenth with a mean score of 3 . 311 and a standard devia

tion of 1 .427. Physician ratings of this incentive showed 

that 13.3% (6) felt it to be very important, 17.8% (8) 

somewhat important, 24.4% {11} important, 13.3% (6) slightly 

important, 31. 1 ~ (14} not important , and there was no rating 

by one physician. 

To increase net income (Item 6) had a mean score of 

3 . 814 with a standard deviation of 1.296. This incentive 
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was deemed very important by 9.3 % (4) of the respondents, 

somewhat important by 4.7 % (2), important by 23.3 ~ (10), 

slightly important by 20 . 9% (9), not important by 41 . 9 ~ 

(18) , and three physicians gave no response to this item. 

To increase the number of home visits provided by 

the practice (Item 14) ranked seventeenth with a mean score 

of 3.977 and a standard deviation of 1 .438. This incentive 

was considered very important by 11.4% (5) of the physi

cians, somewhat important by 6.8% (3), important by 13.6% 

(6) , slightly important by 9.1 % (4) , not important by 59.1 % 

(26), and two physicians did not respond to this item. 

To meet competitive pressure from colleagues who are 

already associated with a nurse practitioner (Item 13) was 

rated as least important with a mean score of 4.587 and a 

standard deviation of 0.858. This incentive was deemed 

very important by 2.2% (l) of the respondents, important 

by 10.9% (5), slightly important by 10 . 9% (5) and not 

important by 76.1 % (35). 

There were 4 other incentives contributed by respondents 

as being very important. These were: l) To stress health 

maintenance rather than disease intervention, 2) To work 

with community and other organizations in adult health 

education, 3) To help with hospital rounds, and 4) It is 

the only way to go! Each incentive was mentioned only once. 
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The findings and data analysis of data were presented 

in chapter four. 
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This chapter presents a summary of the research effort, 

a discussion of the findings, recommendations for further 

studies and the conclusions of this research . 

Summary and Discussion 

The purpose of this study was to identify those factors 

which physicians, currently associated with nurse practi -

tioners, perceive as incentives in their motivation to 

associate with these nurse practitioners in providing 

primary care. 

A mail survey was sent to nurse practitioners and 

their associate physicians throughout the State of Georgia, 

with two follow-up postcard mailings. Data were collected 

for a 4 week period and a 30.46 fo return rate (46 indivi 

duals) was obtained. 

A mean ranking of the identified physician incentives 

seems to reveal two major categories in the data . The 

first category, general improvement in the quality of care, 

appears to be represented by the first eight incentives 

perceived by the responding physicians as most important in 

their motivation to associate with nurse practitioners . 

These items referred to allowing physicians more time for 
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complex cases, increasing the amount of patient education pro

vided, increasing patient satisfaction, assuring higher 

quality of care, increasing the efficiency of the practice 

(i.e., patient waiting), establishing health services, pro

viding care for more patients, and increasing the attention 

to secondary problems. The second category, the extension 

of services to more persons in general, seems to be indi

cated by the incentives ranked ninth through thirteenth 

in importance by the respondents. These items referred to 

assisting in overburdened practice, increasing the number 

of patients in the practice, serving as teacher to students 

and staff, experimenting with new delivery model, and in 

creasing the physician's time for other activities. 

In the study by Sultz, et al. (1980), general improve

ment in quality of care was given top priority by employers 

of nurse practitioners . The extension of services to more 

persons was also ranked second by the employers in that study . 

Thus, respondents in both studies appear to perceive increases 

in the quality and the quantity of patient care as the most 

important incentives for association with nurse practitioners. 

More physicians may need to be enlightened to the roles 

of the nurse practitioners and to observe their competence. 

It is essential that nurse practitioners visibly demonstrate 
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their ability to enhance the quality and the scope of health 

care. Increased physician awareness of the nurse practitioners' 

capacities to augment the quality and quantity of care pro 

duced may provide the incentives to motivate greater physi -

cian association with nurse practitioners. 

The five incentives in this study considered to be least 

important factors in physician motivation to associate with 

nurse practitioners are varied. Two items, to reduce patient 

charges and to increase net income, were not considered 

important incentives by the respondents. This may either 

reflect a perceived cost by the physician of association with 

nurse practitioners or it may be that monetary considerations 

on the whole were actually a low priority for the responding 

physician. Either interpretation is mere conjecture, however. 

Physician respondents also placed little importance on 

taking some of the "on-call" load. This may be a reflection 

of the types of practices represented. Only 17.4% (8) of the 

respondents were in solo or partnership practices. A large 

percentage was represented by institutional, public health, 

primary care clinics and group practices, 78.3 ~ (36), 

where being "on-call" is not usually a major problem. 

To increase the number of home visits provided by 

the practice was perceived as being not important by 59.1 % 

(26) of the respondents. No significant relationship could 
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be found between either the type of practice or the physi-

cian's specialty and the physician's perception of the importance 

of this item . 

Respondents perceived that competitive pressure from 

colleagues who are already associated with a nurse practi 

tioner as the least important incentive for association with 

a nu r se practitioner . One may only speculate as to whether 

this reflects a lack of competitiveness between physicians , 

or whether it relates to some other unknown factor. 

The relationships, if any, between the identified in 

centives and the background characteristics of the physi 

cians and of the nurse practitioners could not be explored 

in this study , since the small number of total responses was 

not amenable to adequate statistical analysis of the data. 

Further , there were insufficient numbers in each physician 

and nurse category for successful analysis. 

Recommendations 

It is suggested that a current, complete listing of 

nurse practitioners in Georgia be compiled. 

Recommendations for further study include a replication 

of study on a larger scale, with a longer period for collection 

of data and with sufficient funding to support the study. 

As was stated in the limitations , the lack of adequate funding 

resulted in a compromise of the follow-up method. 
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Other suggestions for research that may be elicited from 

this study include a comparison of perceived incentives of 

physicians who are currently associated with nurse practi

tioners. It would be interesting to investigate the intrinsic 

and the extrinsic motivations of physicians in their associa

tion with nurse practitioners. Use of the Deci Model (Deci & 

Parae, 1978) in developing such a study might be very helpful. 

A predictive study of physicians' motivation for association 

with nurse practitioners might also be conducted. Korman 

(1974) states that while it is possible to measure an indi 

vidual's relative motive either concurrently or after the 

behavior, there is possible contamination in attempting this 

type of investigation in that the behavior engaged in may 

affect scores on measurement of the motive. Predictive 

studies are, therefore, most desirable . 

Conclusion 

Respondents to this study seem to perceive factors 

related to the increased quality of care as being the most 

important incentive for association with nurse practitioners. 

The expansion of services was also perceived as being an 

important incentive. An increased physician awareness of the 

nurse practitioners' abilities to increase the quality and 

quantity of care provided, may provide the incentive to motivate 

more physician associations with nurse practitioners . 
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uear Nurse ?ractit~oner, 

Incentive 
Medical Cotfe~e of Georgta 

Augusta. Georg1a 30912 

School of Nurs1ng 
Department o· l.dult Nurs1ng 

As you know, inflat~or.ary ccs~s a~d lack of sufficient pr~~ry care 
physic~ar.s are real problems in our nat~onal heal~~ care celiverf 
system . The role of the nurse practitio~er ~as evol~eo as one apprcac~ 
to dealing '"'i t~ :.."lese problems . Yet, t:ne effec':i'T~r~ess of nurse 
practitioners C.epends g:rea tl~ upon close working rf!lo. tionships wi ~~ 
physicians . 

Enclosed is a survey that I am conducting throughout the State of 
Georgia as par~ o: my ~as~er ' s thesis at: ~~e ~P.cical College of Georgin . 
T~i3 sur1ey is a replicat~cn, i~ par~. of ~ st~dy conducted cy ':r.e 
Bureau of Health Manpower , Health Resources Administration , Department 
of Health , Ecucat ion and Welfare . The survey i~ cesigned tc i~enti=y ':hose 
factors percein~d by physicians to be incentives for associatic!'l •..ti ~ 
nurse practitioner s . These incentives , once identified , can L~en be 
promoted to facilitate the association of physicians wi~"l ~~e i~creasing 
~~zers o= nurse practitioners be~~g prepared in ~eorgia . 

~e enc:osed 3u~1ey ~col, Physic.ian I~cen~ives for Assoc:.at~cn 'Ni";:.~ ~i\.;.rse 

?racti:loners, is C.esigned ~o be completed~ t~e chvsici~~ wi~~ whom yo~ 
• .. -crk :nost closely in your role as a nurse practi ti::>n.::r . '!ou. a=e bc:i~g 
askec to oart:.icipat e i~ <:..,.is survey i:1 t-..to ·,;ays . 3 •J: 

1) Submi ~tina &.e survev ~ool to t:!":.e ohvsician :or ccmpleti.:m . 
2} Comole~in~ <:...~e Cemoar~nnic Dat~ sheet and ret·~~i~g ic ~~ 

one of ~,e enclosed sta~ed, sel.:-addressed enveloFeS . 

?artic~pation ~n ~"lis survey is volun~a~J . Your response ~o ~~e ~ove 
request will const~t~te your consent to participate ir. the survey. ~ 
would like to emphasize ~~at i~ is only through your cooperation ~at I 
will be able to reac~ my t:ar~et sub~ec~, ~he physician. Your pac~icipa~ior. 
is c:itical to ~,e success of ~ t:nesis work and is greacly appre=iat:d . 
To !acilita~e ~~e comple~ior. of wy ~~esis by the end o= the su_~er, -
'.YOU ici nope chat: <:...'le sur~eys ·..;~11 be returned '.-1:. L~i~ t'.IO 'Nee~s . 

C;~plete con=i~en~a:ity will be assured :~r =ot:h you ~nc ~~e par~ci?a~i~g 
physicia:1 . ?ledse do ~ s~s~ -:..~e sur1ey . ~!"e number •..tnlch acoears on ~"e 
upper le.:t hand cor :1er o= ::!":.e scampec ret'.lrn .!r.•1elope •,;i:l be •.Jsed ~ ':o 
~dc:ntify and c~ separ~te r espondents and ~~n-respondents :or ~~e ~urpose c: 
follow- 'J? :nailing . ~ll retu.r~eo su~Jeys •.o~ill ha~e t.~is :lumber recorded 
prior to r~~ovi~g ~'le surrey .:rom ::~c er.velcpe and ~~e envel ope w~ll be 
discarjed befor~ <:...,e survey is ex~ined co i~sure ~hac responses canna~ ~e 
associated wit~ ~ndividuals. 



You :r.ay recei •:e a s1.:.:n~nary o: the resul ~s of the sur•1ey by '"'r~ ting 
"::c9y cf resul~s re9Jest:d" 0:1 ~he :,ack o: the return envelope a:1d 
pr~nt~ng your name a:1d address below it . ?lease do :10t put ~his 
~r.£o~ac~on on the surJey itself. These requests will be rec~rded 
?rior to re~ova~ of ~~e survey fro~ the e~velope . 
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: would be most happy to ans~er any questions you might have . ?lease 
write or call . The telephone n~er is (404) ~90-1209 . I am best 
reached in ~~e evening . 

'!'hank you for your assista:1ce . 

Sincerely, 

1 ( ' ri 
Denise Acinaro 
Gracuace ~ursing Student 
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WMCG 

Dear ?hysici3n , 

Incentive 
Med1cal Coll~§e o f Georg1a 

Augusta. Georg1a 309 i 2 

Scncol of Nurs1nc 
DeoartMent o · Acult Nurs1rg 

As you know, inflationarJ cos~s and :ack of sufficient p~~arJ care 
physicians are real problems in our national health care deliverJ 
system. The r ole of the nurse practitioner has ev~lv~d 3S one approach 
to dealing with ~ese problems . Yet, the effectiveness c: nu~se 
practitione~s depends grea~ly upon close working rela~ionships wi~~ physicia~3 . 

E~closed is a surrey chat I am conducting throuqhout the St~te of Gco=gia 
as part of ~y Master ' s thesis at the Medical College of Gcorgi3 . This surrey 
is a replica~on, in par~ , of a st~dy conducted by the Sureau of Health 
~anpower , P.eal~~ Resources Adminis~=3tion, Department of Health, Educatio~ 
and Welfare . The su_-vey is designed to ident~fy those :actors pe~ceived by 
physicians to be incentives :or associat~on with nurse pr3c~i~ioners . 

Yo~ are bei~g ask:d ~o participate i~ ~~is survey as par~ of a s~atewide 
s~c!y of the p~rc.::ptions of physicians vt~o are afi:.._iated '"'it.~ a n~se 
pract.itione~. It should ta..'<e you or.ly 5 t o 10 :ninutes to ccoplete ::he 
s~~'ey . ?ar~icipa~ion is s~ictly volunta~, and return of ~~e complet~d 
sur~rey will ccnstit~te your conse~~ to participate . ~our par~ic~pa=ion is 
critical ~o ~~e success of ~y thes~s work ar.C is greatly appreciated. ~

facilitate ·;.~c completion cf ::1y t.hesi.s cy t.~e c~d o f t.~e SU.'ilrner, : ·..,rnuld 
h~pe ~~at the s~rey will be r~turned wi~i~ ~~o weeks . 

To ir.sure confiden~ality, please do ~ si~n the survey . The n~~r wr.ich 
appea::-s on t..'1e uppe= left hand cor:.er of the s~amped ret:urn envelope • .. ·:.11 
b~ ~sed onl y co i=entify and to separate responden~s a~d r.on-r:spon~ents 
f or the purpose o£ :ollow- up mailing . All returned sur1eys will :J.ave ~is 
number r ecorded prior to r~oving the survey from the envelope and the 
envelope will be discarded before the survey is examined to insure t..~a~ 

responses cannot: be associ a ted wi t..'l indi •riduals . 

You :!lay receive a su:mnary of t.!:e resalt!i c: t!"":is sur.-,.~y !>y· ~Hrici!!<; ",.:o~y 

of results req-.1ested" on ~'!e b.J.c!-: or t..-.e ce-::;:!1 ~~.,e:ope a!'!d prin~~ng 
•:our na..-r.e and accress i:::elow it:. ?lease do net: out ~~:..s infor:nat:io, o~ t:.~e . --- -
surrey itself . These req-~ests ~ill be recorded separa~ely pr:.or ~o ~emoval 
of the sur1ey f=om t.'le er.velope. 

I woulc ~e ~ost happy ~~ answer ar.y q~es~ions you ~~qht have . ?:ease 
·~ite or ~all . The telephor.e ncmber is (404 ) - 90- 1203 . I ~ ~est 
~eac:J.ed i~ t.~e e•1eni~g . 

Thank you for your assistance. 

5in::erely, 

Denise Adi.naro 
Graduate Nursinq 3 tuden~ 
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Incentive 

Denise Adinaro, R.N . ... 
Dear Nurse Practitioner: 

About a week ago you received a two-part survey from me 
which is a part of a Statewide study designed to identify 
those factors perceived by physicians to be incentives for 
association with nurse practitioners. If you have already 
completed and returned your portion and submitted the 
second portion to the physician with whom you work most 
closely, I would like to express my thanks to you and the 
physician for your participation. If you have not done 
so , I would again like to invite your participation at 
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your earliest convenience, as your participation is critical 
to the successful completion of my thesis work. 
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Denise Adinaro, R.N . ... 
Dear Nurse Practitioner: 

Several weeks ago you received a two-part survey from me 
which is part of a Statewide study designed to identify 
those factors perceived by physicians to be incentives for 
association with nurse practitioners . I again invite you to 
participate in this study as it is critical to the success
ful completion of my thesis work. As I am nearing the end 
of the data collection phase, the survey must be returned 
within the next week for it to be of use in my research . 
If you or the physician need replacement surveys, I will 
be happy to provide them for you. 




