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Executive Summary 
 

Introduction 

This executive summary describes: 
▫ Background to the introduction of primary health care Nurse Practitioners (NPs) in the province of 

Ontario; 
▫ Objectives of the Primary Health Care NP Integration Study; 
▫ Data collection methods and analytic framework; 
▫ Synthesis of key findings; and 
▫ Recommendations based on the findings. 

 

Background  

In Ontario, the term NP is used interchangeably to describe a number of advanced practice nursing roles, 
such as primary health care NPs and acute care NPs. In this report, the term NP refers specifically to 
primary health care NPs who are registered in the extended class (RN[EC]) with the College of Nurses of 
Ontario. 
 
In 1998, the Expanded Nursing Services for Patients Act amended the Regulated Health Professions Act 
and Nursing Act (as well as other legislation) to provide NPs in the province of Ontario with an expanded 
scope of practice. With these amendments, NPs registered in the College of Nurses’ “extended class” 
have the authority to communicate a diagnosis, order specified tests such as diagnostic ultrasound or x-
rays, order electrocardiograms in non-acute circumstances, prescribe and administer specified drugs and 
order specified laboratory tests.  Pursuant to the Expanded Nursing Services for Patients Act, the College 
of Nurses of Ontario regulates the NP scope of practice.  
 
Since 1998, 402 NP positions have been funded by the Ontario Ministry of Health and Long-Term Care 
(MoHLTC) in Community Health Centres, the Underserviced Area Program, long-term care facilities, 
Aboriginal Health Access Centres, Primary Care Networks and Public Health Units. The following are the 
major funding initiatives related to these positions:  
▫ 1998 – 22.5 new positions were created in Community Health Centres and 90.5 nursing positions in 

Community Health Centres and Aboriginal Health Access Centres were upgraded to NP positions;  
▫ 1999 - 107 positions were created in the Underserviced Area Program, Aboriginal Health Access 

Centres, long-term care facilities and Primary Care Networks;  
▫ 2000 - 5 positions were created in Public Health Units in the Cervical Cancer Screening Program; 
▫ 2001 -10 positions were created in Public Health Units in the Early Childhood Development Pre and 

Post Natal Program; 
▫ 2002 – 20 positions were created for demonstration projects in communities that have limited access 

to family physicians; and 
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▫ 2002 – funding for 117 positions in underserviced communities was announced.  
 
In addition to these major funding initiatives, 30 NP positions have been funded since 1998 in Community 
Health Centres and Health Service Organizations.  
 
The MoHLTC is committed to creating an additional 348 NP positions over the next three years.  In 
addition, the government invests $1.7 million annually for the NP education program. 

 

Objectives of the Study 

The primary focus of the Primary Health Care NP Integration Study was to determine how best to 
integrate primary health care NPs into Ontario’s health care system and specifically into various practice 
settings.  The key questions to be answered by the study were: 

1. What barriers must be overcome and what facilitators must be encouraged to further integrate 
NPs into specific practice settings? 

2. What can be learned about the practice models in which NPs function; specifically, which models 
do not work well and why and which models work best to support integration of NPs? 

 

Data Collection Methods and Analytic Framework 
 

Data Collection Methods 

We utilized the following data collection methods: 
 
Literature Review 
 
A literature review focused on the NP role, practice models and settings, as well as barriers and 
facilitators for integration of NPs into the primary health care setting.  Our focus was on the experience 
with NPs in Ontario.  We also looked at a small number of articles from other provinces across Canada, 
as well as the United States and United Kingdom. 
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NP Survey 
 
A comprehensive mail-in survey was developed that asked questions related to NP demographics, 
workplace activities and satisfaction.  The survey included two scales widely used in studies of NPs: the 
Misener NP Job Satisfaction scale1 and the Jones and Way Scale for Collaboration2.  The survey was 
pretested prior to its administration.  The sample was drawn from a list obtained from the Ontario College 
of Nurses of all nurses with the designation RN(EC) (N=476).   
 
The response rate for the NP survey was 77%, representing 365 completed surveys.  The data were 
reviewed for quality and spurious data were analyzed.  Given the research focus on practising primary 
health care NPs in Ontario, a detailed analysis was conducted on the 253 NPs who met the study 
requirements while descriptors were provided on 54 non-practising NPs.  The remaining NP surveys were 
not included in the analysis as they were comprised of NPs working outside of Ontario and those 
identified as NP educators. 
 
Physician Survey A (physicians working with an NP) 
 
A mail-in survey for physicians who worked with NPs was developed.  These physicians were identified 
through a combination of methods including telephone calls to sites with funded NP positions to obtain 
names of MDs who worked with NPs.  We asked physicians questions related to demographics and 
practice activities.  In addition, we asked physicians similar questions to the NP survey related to 
satisfaction, as well as facilitators and barriers to integration of NPs.  The survey was pre-tested prior to 
its administration. Just over 500 surveys were distributed to physicians.   
 
As the total population of physicians who work with NPs could not be identified, we could not calculate a 
response rate.  Based on the Janus 2001 National Family Physicians Workforce Survey,3 approximately 
seven percent or 524 family physicians are estimated to work with NPs in Ontario.  We received 225 
completed physician surveys indicating that the results represent approximately 43% of the total 
population of MDs working with NPs.   
 
Physician Survey B (physicians not working with an NP) 
 
A mail-in survey for physicians who were not currently working with NPs was developed.  A mailing list of 
all family physicians in Ontario was obtained from the Ontario College of Family Physicians.  A stratified 
(by region) random sample of 1600 physicians was drawn from this mailing list in an attempt to achieve 
regional representation. We asked these physicians questions related to demographics and practice 

                                                
1 T.R. Misener and D.L. Cos, “Development of the Misener Nurse Practitioner Job Satisfaction Scale” (2001) Journal of Nursing 
Management 9 (1): 91-108. 
2 D. Way, L. Jones and N. Baskerville, “Improving the effectiveness of primary health care through NP/family physician structured 
collaborative practice”, Final Report, University of Ottawa, March 31, 2001 (unpublished). 
3 2001 National Family Physician Workforce Survey, Janus Project, Nurse Practitioners and Ontario Family Physicians, March 31, 
2003. 
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activities.  In addition, we asked physicians if they had worked with an NP in the past and if they would 
work with an NP in the future. The survey was pre-tested prior to its administration.     
 
We received 492 completed physician surveys indicating that the results represent approximately 31% of 
the study sample. 
 
Site Visits 
 
We visited 27 sites with funded NP positions in Ontario representing the following practice settings:   
▫ Community Health Centres (CHCs);  
▫ Long-term care facilities;  
▫ Aboriginal Health Access Centres and Health Centres (AHAC);  
▫ Primary Care Networks (PCNs);  
▫ Health Service Organizations (HSOs);  
▫ Emergency department, hospital outpatient and other clinics;  
▫ Fee-for-service (FFS) physician practices;  
▫ Public health units;  
▫ Victorian Order of Nurses (VON);  
▫ Community Care Access Centres (CCACs); and  
▫ Other community agencies. 
 
The purpose of the site visits was to gain a better understanding of the practice models employed in the 
various settings and the factors that contributed to making these models work effectively.  Interview 
guides were developed to assist with qualitative data collection at each site.  
 
All site visits included interviews with the NPs, physician and other members of the health team, where 
available, such as managers, registered nurses (RNs), social workers and health educators. 
 
Patient Survey 
 
A survey for patients related to their experience with NPs and satisfaction with NP services was 
developed.  Patient surveys were distributed to a sample of patients who saw NPs over a two week 
period at the sites we visited.   
 
The patient survey was pre-tested with five patients who had seen an NP.  We received 260 completed 
surveys from patients. 
 
Population-based Survey (HealthInsider) 
 
IBM Business Consulting Services’ National Survey Centre in Ottawa administered a survey to 428 
Ontarians 15 years and older about their knowledge, use and satisfaction with NP services. 
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Analytic Framework 

The study was constructed based on practice dimensions that describe aspects of practice models and 
integration domains that were used to measure integration. Given the wealth of information collected in 
the surveys, a detailed analytical framework was developed to guide the data analysis.  The analytical 
framework details the level of analyses by survey (NP, MD, patient and Ontario citizens) and the working 
hypotheses.   
 
The analysis plan included basic statistics such as frequencies and cross-tabulations on the survey data, 
as well as selected multivariate statistical techniques to better understand the relationships among 
variables.  The results of this analysis provided us with information on the similarities and differences 
between survey respondents and identified significant relationships among variables. The site visit 
findings were assessed and reported in a descriptive form based on the identified dimensions of practice 
models.  
 
A project working group developed an analysis plan and identified the integration domains (outcome 
variables).  Based on the literature and other information sources, we analyzed relationships among 
selected variables related to NP implementation and integration. The relationship among these variables 
was assessed based on:  
▫ Identified measures of NP integration (outcome variables) e.g., satisfaction; and 
▫ Identified factors that influence integration (explanatory variables) e.g., barriers and facilitators. 
 
Variables were grouped into domains to allow the exploration of relationships between various factors in a 
methodical manner. The integration domains identified were as follows: 
▫ NP role within the practice setting;  
▫ External influences impacting the extent to which the NP is able to provide patient care within the 

scope of practice;  
▫ NP role in decision making;  
▫ NP workplace satisfaction; and 
▫ Collaboration and team dynamics. 
 
Factors that impact integration in terms of its relationship to practice models and barriers and facilitators 
were identified to answer the study’s two research questions.  Under each domain, a number of key 
comparisons were conducted through cross-tabulations and pairwise significance tests on selected 
indicators of integration. 
    
Explanatory (predictor) variables were identified such as: demographics; practice model dimensions; 
length of time in practice; role characteristics; payment type; patient numbers and type; and hours worked 
per week.  In addition, predictor variables specific to each integration domain were identified based on 
assessments by the working group and results from the exploratory statistical analysis. This enabled the 
analysts to isolate and examine the effect on integration of a combination of influences such as: 
▫ Practice/Care Setting; 
▫ Client Population; 
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▫ NP Scope and Responsibilities; 
▫ Team Interaction; 
▫ Organizational Characteristics; 
▫ External Factors; and 
▫ Employment Relationship. 
 
Outcome (dependent) variables were also identified for each of the domains.  For all integration domains, 
with the exception of external influences, the dependent variables were created using factor analysis.   
 
Where the findings were deemed valid and meaningful, regression analysis was employed to evaluate the 
underlying relationships between factors and the relevant practice model dimensions. 
 
Based on the results of the analyses described above, a matrix was developed to identify and summarize 
the measures and influencers of NP integration.  The matrix synthesizes the factors that impact 
successful integration of NPs based upon the NP and physician survey results. 

 

Synthesis of Key Findings  

In this section we set out our key findings from the data collection described above.  We have divided the 
findings into the following themes: 
▫ Practice Models; 
▫ Shared Vision for the NP Role and Role Alignment; 
▫ Role Definition and Clarity at the Practice Level; 
▫ Team Dynamics; 
▫ Resources; 
▫ Scope of Practice Issues; 
▫ Facilitators to Integration of Primary Health Care NPs into the Ontario Health Care System; 
▫ Barriers to Integration of Primary Health Care NPs into the Ontario Health Care System;  
▫ Other Findings; and 
▫ Results of a Survey of the Public and Patients. 
 

Practice Models 

An important question for this study was to determine what could be learned about the practice models in 
which NPs function. To accomplish this objective, a taxonomy of practice models was developed using a 
four-step process. The first step was to explore the literature in relation to practice models. The second 
step described dimensions and associated elements of NP practice through a working group. In step 
three, site visit interviews assisted in clarifying dimensions of practice, identifying elements that contribute 
to functionality in practice and informing the development of a taxonomy of practice models. The fourth 
and final step was to synthesize this information into a framework.  
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Information gathered from the site visits indicated that there were two main structures for the MD/NP 
relationship – collaborative and consultative as described below. Within these two relationship structures, 
the focus of the NP practice was condition-based, population-based or scope-based. Thus, there were six 
possible practice models: 
▫ Collaborative or Consultative – condition-based; 
▫ Collaborative or Consultative – population-based; and 
▫ Collaborative or Consultative – scope-based. 
 
A schematic of the model is presented in Exhibit 1. 

 

Exhibit 1: Overview of practice model framework 
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Collaborative Approach 
 
The concept of collaborative practice was described in the literature as encompassing  the “physician-
nurse dyad working together in a joint effort toward a mission of excellent patient care” (Norsen et al 
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1995),4  where “effectiveness is based on cooperation, assertiveness, responsibility, communication, 
mutuality, autonomy and coordination” (Norsen et al 1995,5 Way, Jones and Baskerville 2001,6 Siegler 
19947).  Additionally, collaborative practice is described as  “joint communicating and decision-making 
while respecting the unique qualities and abilities of each professional” (Hanrahan 20018).  A collaborative 
approach is based on establishing a collegial relationship that evolves over time based on experience. 
 
Our observations of collaborative practice in the selected sites visited included the following key features: 
▫ Formal practice relationship between physician and patient;  
▫ Formal relationship and responsibility between physician and NP;  
▫ Physician not paid for supporting and consulting with NP;  
▫ NP practices autonomously; 
▫ Triage process often utilized to access NP; 
▫ Referrals occur between physicians and NP and other members of the health care team; and 
▫ Degree of collaboration most often on an ad hoc or opportunistic basis. 
 
During the site visits, this type of practice model was seen in CHCs, fee-for-service settings, Primary Care 
Networks, a long-term care facility, VON, emergency departments, and an Aboriginal Health Access 
Centre.  
 
Consultative Approach 
 
Although many of the features of a collaborative approach could also apply in a consultative approach – 
for example cooperation and mutuality – there were some significant differences observed in consultative 
practices that warranted differentiating these practices from others.  The key features of a consultative 
practice were: 
▫ No formal ongoing practice relationship between the physician and patient. In some cases, the 

physician may not see these patients; 
▫ Physicians reimbursed for consultation with NP; 
▫ Patients most often see NP as the primary provider; 
▫ No triage process to access the NP; and 
▫ Consultation between the NP and MD most often pre-arranged, structured and negotiated. 
 
In this model, the NP calls on the physician when required, but the physician does not have an 
established or ongoing relationship with the patient population or the organization. His or her primary 

                                                
4 L. Norsen, J. Opalden, and J. Quinn, “Practice model, collaborative practice”, (1995) Critical Care Nursing Clinics of North 
America,  7(1). 
5 L. Norsen, J. Opalden and J. Quinn,  “Practice model, collaborative practice”,  (1995) Critical Care Nursing Clinics of North 
America, 7(1). 
6 D. Way, L. Jones and N. Baskerville, “Improving the effectiveness of primary health care through NP/family physician structured 
collaborative practice”, Final Report, University of Ottawa, March 31, 2001 (unpublished). 
7 E. Siegler, F. Whitney, M.  Schmitt, “Collaborative practice: research questions”. In: Siegler, E., Whitney, F., (ed), Nurse- 
Physician Collaboration: Care of Adults and the Elderly, (NY: Springer 1994) 193-203. 
8 C. Hanrahan, “The nature of the extended/expanded nursing role in Canada”, Centre for Nursing Studies, March 30, 2001 
(unpublished). 
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relationship is with the NP. In consultative practice models, the physician receives a payment for the 
consultation advice provided.  
 
During the site visits, this practice model was found in a fee-for-service setting, a long-term care facility, 
VON, Public Health Units, a Community Care Access Centre,  Aboriginal Health Access Centres and 
community agencies.  
 
NP Practice Focus 
 
In addition to the nature of the MD and NP relationship, there were three major foci for the NP practice: 
condition-based, population-based or scope-based. In each of these practice models, the NP worked 
autonomously and consulted or collaborated with the physician in given circumstances.  
 
With a condition-based focus, the NP practice was primarily based on a specific patient condition(s). 
Examples were practices where NPs only saw patients with congestive heart failure, diabetes, mental 
health issues or for chronic disease management. 
 
With a population-based focus, the NP practice was primarily based on a specific type of patient 
population or geographic area. Examples of this practice were NPs who saw mainly teenagers, children, 
marginalized people or First Nations people. 
 
With a scope-based focus, the NP primarily saw a broad-based primary care patient population and 
consulted or collaborated with the physician mainly with respect to issues beyond the NP’s scope. 

 

Shared Vision for the NP Role and Role Alignment 

During the site visits, we identified a shared “vision” for the practice as being an important factor in 
relation to successful integration of the NP.  A shared vision encompasses common values, an 
understanding of mission and desired outcomes that are aligned with the NP role.  Development of the 
vision for the NP included identifying community needs, assessing who could best meet those needs and 
educating the team and community about the roles NPs could play. 
 
The shared vision can begin forming when an organization makes an application for a funded position for 
an NP. Obtaining funding for an NP requires that an organization: 
▫ Identifies patient needs which can be filled by an NP; and 
▫ Has an understanding of the scope of practice and contributions that an NP can provide. 
 
Other factors that supported the development of shared vision included the length of time the NP had 
been a member of the health care team, the role of the NP in developing the vision, the extent to which 
there was an orientation for the NP, physicians and other staff with regard to the NP’s role and the 
functioning of the interdisciplinary team.   
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Role Definition and Clarity at the Practice Level 

One of the most important facilitators to NP integration was the need to clearly define the NP role at the 
practice level.  This includes the need to: 
▫ Spend time identifying the client and patient needs that the NP is expected to meet; 
▫ Ensure understanding of health care team members’ practice styles and readiness for integrating the 

NP role; 
▫ Identify the role of the NP in writing and circulate and discuss it widely to obtain buy-in to the position 

and facilitate education about the role; 
▫ Develop guidelines and a position description to govern the role and practice of the NP and distribute 

it to members of the interdisciplinary team; it is important that there is an understanding of what the 
NP can and cannot do; and  

▫ Allow the NP time to establish rapport with physicians and other members of the health care team to 
become familiar with each other’s practice style. 

 
Thirty-one percent (31%) of primary health care NPs identified that they were involved in developing their 
position/job description (Exhibit 35).  Those involved in developing the position were more likely to identify 
higher levels of satisfaction with scope of practice within the practice setting, their role in the decision 
making process and collaboration and team dynamics within the practice setting. 
 
Whether or not the NP’s current role was clearly defined was a predictor of integration on all domains 
(i.e., scope of practice, external influences, NP’s role in decision making, NP workplace satisfaction and 
collaboration and team dynamics).  Those NPs who identified that their role was clearly defined indicated 
higher satisfaction rates on all domains.  In addition, those NPs with clearly defined roles also indicated 
that both the physician and NP are less likely to express concern regarding NP scope of practice and/or 
liability.  With roughly one in five NPs identifying that their role is not clearly defined, this could have 
significant impact on NP integration. 
 
The NP survey found that 80% of NPs identified that their role is clearly defined (Exhibit 35). In addition, 
NPs whose roles were clearly defined are more likely to: 
▫ Work within their full scope of practice (85% vs. 65%) (Exhibit 61); 
▫ Not be limited to certain types of patients (22% vs. 46%) (Exhibit 61); and 
▫ Spend more time on clinical work and less on non-clinical and clerical work. 
 
Those NPs who identified the narrowness of their role as a barrier to their ability to fulfill their NP role 
were less likely to be satisfied with their scope of practice within the practice setting and with their role in 
the decision-making process. 
 
On average, 44% of primary health care NPs are the primary care provider for their patients.  However, 
there was significant variation in NP responses with a range from 0 to 100%.  Slightly more than one-
quarter of NPs indicated that their practice is limited to specific patient populations. Fifty-one percent 
(51%) stated that the patient population is their chosen area of their specialty (Exhibit 22).  
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“Patients referred from outside the practice setting” was the least frequent option identified by NPs for 
method of patient assignment.  The analysis showed that in comparison to other methods (i.e., patient 
books appointment specifically with NP, referral from colleagues within the setting, receptionist assigns 
patient, referral from another setting, triage), those primary health care NPs who were assigned patients 
from outside the practice setting were more likely to work within their full scope of practice. Further 
qualitative research should investigate reasons why this relationship is occurring. 
 
Being able to deliver care in the way the NP likes was also a predictor of many of the integration domains.  
Three-quarters of NPs identified that they deliver care in the way they like (Exhibit 23). This was 
associated with higher satisfaction rates on the NP’s role in the decision-making process and 
collaboration and team dynamics.  NPs who provide care the way they like are also more likely to work 
within their full scope of practice and less likely to have identified concerns regarding their liability.  Sixty-
two percent (62%) of NPs indicated that the most positive aspect of their job is the autonomy (Exhibit 54).  
Another 23% of NPs identified that limited autonomy is one of the most negative aspects of their job 
(Exhibit 53). 
 
On average, primary health care NPs spend 73% of their time on clinical activities (Exhibit 24).  However, 
there was variation in the response to this question with the percentage of time spent on clinical activities 
ranging from 19 to 100% (Exhibit 24).  The analysis suggests that those NPs who spend a greater 
percentage of time on clinical duties are more likely to be satisfied with their scope of practice within the 
practice setting.  Twenty-two percent (22%) of NPs reported that one of the most positive aspects of their 
job is the interaction with patients (Exhibit 54). Those NPs who participated in on-call activities are also 
more likely to have identified that they worked within their full scope of practice. 
 
Very few patients reported dissatisfaction with NPs.  In these situations, dissatisfaction was a result of 
lack of definition and clarity of the NP’s role.  More than 70% of physicians (either working or not working 
with an NP) identified patient acceptance of the NP role as a facilitator to NP integration (Exhibits 101 and 
102).  

 

Team Dynamics 

Team dynamics are important to the successful integration of an NP.  Organizations where NPs are 
successful team members spend some time devoted to dealing with team issues.  We found that various 
sites do this in different ways; however, we conclude that key enablers for successful teams with an 
integrated NP position include the following: 
▫ Respect for one another; 
▫ Easy conflict resolution; 
▫ All team members understand each other’s role; 
▫ Team members are willing to help each other; and 
▫ Institutional memory of the organization’s collaborative culture. 
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On average, primary health care NPs identified that they are satisfied with the open communication and 
amount of collaboration between the NP and the family physician(s) regarding patient care decisions.  In 
fact, more than 30% of NPs indicated that the collaborative practice is the most positive aspect of their 
role (Exhibit 54).  However, those NPs who identified that they are dissatisfied with the communication 
and collaboration with the family physician were more likely to identify that their physician has concerns 
regarding the NP’s scope of practice and/or liability, which is a barrier to the NP’s practice. 
 
Where physicians expressed concerns regarding NP scope of practice and/or liability and the concerns 
were not resolved, NPs reported higher levels of workplace dissatisfaction. This speaks to the need for a 
conflict resolution process. 
 
A number of factors influenced the level of satisfaction with collaboration and team dynamics.  Those NPs 
who agreed with the following statements reported higher levels of satisfaction with collaboration and 
team dynamics: 
▫ Co-operate in making decisions about patient care; 
▫ Co-ordinate implementation of a shared plan for patient care; and 
▫ Respect the other’s knowledge and skills in making shared decisions about patient care.   
 
Those NPs who had changed practice settings in the past three years reported lower levels of satisfaction 
with collaboration.   
 
NPs who are satisfied with the acceptance and attitude of physicians also indicated higher satisfaction 
with collaboration and team dynamics.  Interestingly, 40% of NPs also identified that the top negative 
aspect of their role is the lack of understanding from medical professionals (Exhibit 53).   
 
Of MDs working with NPs, 84% agreed that they planned and 89% agreed that they cooperated with NPs 
in making patient care decisions (Exhibit 113).  Roughly 90% reported that they communicated openly, 
trusted and respected each other when making  patient decisions. Interestingly, two-thirds of physicians 
agreed that NPs and physicians shared responsibility for patient care decisions, compared with 80% of 
NPs (Exhibit 128). 
 
Those NPs who identified isolation of practice as a barrier to fulfilling the NP role indicated lower levels of 
satisfaction with collaboration and team dynamics.  One in five NPs identified that their isolation is a 
barrier to integration. 
 
Seventy-seven percent (77%) of patients indicated they were very satisfied with the way the health care 
team worked together to help with their health problems (Exhibit 162).    
 
A very sensitive topic between NPs and physicians is related to the distribution and expectations of the 
work between these two professionals.  In some cases, there was clearly a difference of opinion 
regarding sharing responsibility for patient care, time allocation and work distribution. Some of these 
issues centred on on-call activities, hours of work, patient encounter time, MD time required to consult 
with/support the NP, and distribution of NP time between education, teaching and direct patient care.  
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In general, concerns about work and time allocation were more frequently expressed by physicians who 
work in fee-for-service settings. This concern often reflected the lack of physician remuneration for 
collaboration with the NP. Where MDs are compensated for consultation with the NP, these issues are 
less of a concern. 
 

Resources 

The site visits confirmed that human, capital and financial resources are required to support NPs’ work.  
Examples of resources included:  
▫ Funding for salary and benefits (including vacation), overhead expenses, space and equipment, 

medical supplies and administrative services sufficient to support the work of NPs; 
▫ Support for travel between multiple sites or home visits; 
▫ Capital replacement costs; 
▫ Patient/resident education materials; 
▫ Information technology and decision support; 
▫ On-call reimbursement; 
▫ A sufficient supply of NPs so that recruitment efforts resulted in appropriate candidates; 
▫ Access to continuing educational resources for NPs; and 
▫ Access to peer support – especially for those who worked independently and in geographically 

remote areas. 
 
Salary and Other Benefits 
 
Although it did not come up as a significant predictor to NP integration in the data analysis, almost one-
third of NPs identified that lack of remuneration is the most negative aspect of their role (Exhibit 53).   
 
Forty-six percent (46%) of physicians working with NPs agreed with the statement  “inadequate funding 
for NP salary” is a barrier to integration (Exhibit 110). Thirty-one percent (31%) of NPs identified 
“limitations of funding” (e.g., lack of money for health promotion, travel) is a barrier to integration (Exhibit 
51). 
 
Other findings include: 
▫ Twenty-six percent (26%) of NPs left practice because the salary was too low (Exhibit 11); 
▫ Twenty-seven percent (27%) of non-practising NPs indicated the primary reason for not practising is 

because they cannot find employment; this includes those who could not find employment within their 
scope of practice (Exhibit 12); and 

▫ Twenty-nine percent (29%) of non-practising NPs are willing to relocate and 79% of those willing to 
relocate indicated that salary and relocation packages are factors to consider in relocating (Exhibit 
13). 
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Furthermore, 13% of NPs would advise the MoHLTC that increased remuneration/salary equalization is 
required; and one in five NPs would advise that increased funding/more opportunities/more positions are 
required to better integrate NPs (Exhibit 55).   
 
Key issues related to dissatisfaction included: 
▫ Inequity of salaries for NPs across the province for similar MoHLTC funded positions; 
▫ Requiring NPs to pay additional funds other than those from MoHLTC for overhead and other 

operating expenses; 
▫ Lack of yearly cost of living or other adjustments; 
▫ Lack of incentives and relocation costs to recruit NPs to under-serviced areas; and 
▫ New NP positions funded at a different level than the current positions. 
 
Seventy percent (70%) of primary health care NPs identified that they have full-time employment. Five 
percent have contract employment, almost 20% have part-time employment and 6% have casual 
employment (Exhibit 15).  Those with permanent or contract employment are more satisfied with their role 
in the decision making process than those who indicated other employment.  Sixteen percent (16%) of 
NPs have union membership.  Those NPs working in a unionized environment indicated that they are less 
satisfied with their role in decision making. 
 
NPs were also asked several questions regarding their education.  Almost all primary health care NPs 
indicated attendance at lectures, conferences and or presentations; 86% used other education materials; 
80% received education on clinical practice guidelines and two-thirds participated in small group learning, 
traineeships and workshops (Exhibit 43).  In addition, 19% of NPs indicated that professional 
growth/increased knowledge/continuing learning is one of the most positive aspects of their role (Exhibit 
54).  Those NPs whose education expenses were reimbursed (86% identified that at least some 
expenses are reimbursed) indicated higher levels of workplace satisfaction (Exhibit 137). 
 
Overhead 
 
Funding of overhead expenses for NPs was identified as a concern.  The NP survey data showed that: 
▫ Fifty-one percent (51%) of NPs state that they travel as part of their responsibilities (Exhibit 24) and 

64% state that they travel to see patients (Exhibit 28);  
▫ Fifty-eight percent (58%) of NPs have travel costs and 74% have these costs reimbursed; 
▫ Seven percent of NPs pay a fee for medical or computer equipment (Exhibit 39); 
▫ Six percent of NPs pay a fee to use support staff (Exhibit 39); and 
▫ Seven percent of NPs pay a fee to use office space (Exhibit 39). 
 
There was some dissatisfaction with the amount of funding designated for overhead payments among 
physicians. This was most strongly felt in settings where MDs have overhead responsibilities.  Most sites 
reported that their overhead expenses related to NPs exceed the $10,000 allocated by the Ministry for 
overhead.  Some sites reported that the NP position is not sustainable unless additional money is 
received for overhead, including monies for secretarial support and a consultation fee for physicians.   
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The number one reason reported by MDs who do not currently work with an NP for not being interested in 
working with an NP is “inadequate funding for NP-related overhead (61%) and NP salary (59%)” (Exhibit 
86). However, no physicians who had ceased working with NPs identified inadequate funding as a reason 
for doing so. 
 
NP Supply and Demand 
 
There were varying reports among the sites about the adequacy of the supply of NPs. Approximately 27% 
of NPs not currently practising or unable to find employment within scope of practice indicated that they 
would like to work as an NP (Exhibit 12).  This variation was not just related to geography or practice 
setting, although northern communities more consistently reported during the site visits that there is an 
insufficient supply of NPs.  Among those NP survey respondents who indicated they were not working, 
29% would consider relocating to a rural or remote area for either a temporary or long term position.   
 
The perception exists that some settings, because of their structure or historical role, are more desirable 
and more easily able to recruit NPs.  In addition, the top two factors determining NPs’ willingness to 
consider relocation to a rural or remote area are the ability to work within their full scope of practice and 
the availability of physician support. 
 
NP Activity 
 
Across sites, NPs reported a wide variation in both the volume and type of activities they undertake.  In all 
cases, this level of activity appears to be a negotiated situation between the NP and the site sponsor or 
clinical manager.  
 
All three surveys asked respondents about the types of services provided by NPs to clients. NPs were 
asked to identify the various types of patient services they provided (e.g., wellness care) and the 
percentage of time spent on each type of activity. All physicians were asked to rate the perceived value of 
the NP services.   
 
Many services provided by primary health care NPs are valued by MDs who work with NPs such as 
health promotion and wellness care, patient education, and supporting post-episodic continuity of care 
(Exhibit 91). Almost all physicians with experience working with NPs indicated that care of episodic illness 
is a valuable contribution.  Almost all NPs indicated that they provide care of episodic illness and about 
70% of physicians interested in working with NPs indicated this service is valuable.  About 90% of all 
physicians indicated that prevention/wellness care/health promotion is a valuable contribution.  Almost 
100% of NPs indicated providing this service, spending approximately 38% of their time doing so.  
Approximately three-quarters of physicians indicated that monitoring of chronic illness is a valuable 
service with 90% of NPs providing the service.  Interestingly, more than 70% of physicians interested in 
working with NPs identified that psychosocial support, counselling and home visits to housebound 
patients are valued services.  Not enough information from the NP survey was available to determine the 
percentage of NPs providing home visits to housebound patients. 
 

C
op

y 
fo

r a
rc

hi
ve

 p
ur

po
se

s.
 P

le
as

e 
co

ns
ul

t o
rig

in
al

 p
ub

lis
he

r f
or

 c
ur

re
nt

 v
er

si
on

. 
C

op
ie

 à
 d

es
 fi

ns
 d

’a
rc

hi
va

ge
.  

V
eu

ill
ez

 c
on

su
lte

r l
’é

di
te

ur
 o

rig
in

al
 p

ou
r l

a 
ve

rs
io

n 
ac

tu
el

le
. 



16 © Copyright IBM Corporation 2003 

Physicians who had experience working with NPs were more likely to see the value of NPs’ services.  
This was related to length of time working with NPs as well as type of setting.  Even working with an NP 
for one year increased the likelihood of seeing the value of their services.  This related to wellness, minor 
acute, major acute, chronic, palliative care and psychosocial support and counselling.  For example:  
▫ Thirty-eight percent (38%) of MDs without experience with NPs reported minor acute care is a 

valuable service NPs could provide; however,  the odds of indicating value from this service tripled if 
MDs had current or prior experience with NPs; and  

▫ Four percent of MDs without experience with NPs reported major acute care is a valuable service 
NPs could provide; however, the odds of indicating value from this service increased six fold if MDs 
had current or prior experience with NPs.  

 
MDs were generally satisfied with the NPs with whom they work.  For example, more than 75% of MDs 
reported satisfaction in the areas of NP time with patients, ability of physician to access NP, NP time 
spent completing documentation, and with MD time required to support NP (Exhibit 122). Site or clinical 
managers reported that they would find it very helpful to have a “benchmark” report from the MoHLTC to 
help them determine an appropriate level of NP activity.  This requirement also results from a desire to be 
accountable for NP resources and develop the ability to report to the community and funders regarding 
funding for NPs. 
 
NPs are generally keeping encounter information as requested by the MoHLTC.  In some situations, NPs 
are developing their own site-specific data collection tools in order to assist in reporting to local funders or 
clinical managers.  Most NPs were concerned about the usability of the information submitted to MoHLTC 
since in most cases, the information does not reflect their true activity.   
 
We found that access to the appropriate technology to collect and analyze information related to practice 
activity varied between sites.  Many NPs keep paper records of patient encounters, while others have on-
site access to a computer and the Internet. 
 
Many NPs spoke of their interest in evidence-based practice, sharing best practices among NP 
colleagues, participating in research and making more referrals among NPs. Appropriate technology 
would support this objective. 

 

Scope of Practice Issues 

There was little in the Canadian literature concerning scope of practice issues.  However, it has been 
suggested by one researcher that it is important to clarify the meaning of the term “nurse practitioner” in 
order to discuss the future of the role (Haines, 1993)9.  Haines also argues that it is important to define 
the scope of the role so that only those within the scope can call themselves NPs.   
 

                                                
9 J. Haines, “The NP”, Discussion Paper, Canadian Nurses Association (1993) (unpublished) 
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Referrals 
 
The requirement to have physicians sign most of the referrals to specialists is seen as an unnecessary 
requirement by NPs and physicians alike.  Many NPs suggested that one of the main reasons they refer 
patients to physicians is to obtain a referral to a specialist.  The requirement to have physicians sign 
referrals is seen as time consuming. In addition, it causes fragmented or duplicated care and is costly and 
inefficient.   
 
NPs who identified that they receive referrals from outside their practice setting are twice as likely to 
function within their full scope of practice relative to those who do not receive such referrals. 
 
Inside the practice, most NPs refer patients to the physician whom they are working with when their 
patients’ needs are outside their scope of practice.  Forty-four percent (44%) refer when they are 
uncomfortable handling a case and 19% refer based on a preset arrangement with the physician (Exhibit 
32).  Most MDs reported they feel satisfied with the extent to which NPs practice within their scope, as 
indicated by appropriate physician consults. 
 
Ordering of Drugs and Laboratory Tests 
 
During the site visits, there were a number of comments related to the types of drugs and laboratory tests 
NPs are allowed to order. One concern was that the drugs approved for NPs to order are listed by name 
instead of by classification. A preferred approach, that would be more time efficient, would be to list 
approved drugs by classification.  
 
Other concerns related to the fact that some common laboratory tests and drugs are not included in the 
approved list for NPs, causing an unnecessary restriction on their practice.   
 
In some settings, the local acute care hospital is the community resource for laboratory testing. Many of 
these hospitals require the NP to go through an “approval” process before he/she can refer patients to the 
hospital for laboratory tests and receive the results. In other cases, the results of laboratory tests ordered 
by the NP are sent to the physician. These processes can cause delays in patient care and disrupt 
continuity of care. Orientation of local laboratories, diagnostic imaging centres and hospital departments 
to the NP role and scope of practice is an important facilitator to NPs being able to access laboratory and 
radiology reports in a timely manner.  
 
Access to Acute Care Patient Information and Hospital Admission Privileges 
 
Many NPs reported that limitations related to hospital admission privileges, lack of access to information 
on care provided during the acute care stay (diagnostic tests, laboratory results etc.) or lack of access to 
the discharge summary notes impacted continuity and quality of patient care.  This concern was most 
often expressed by NPs who do not have regular access to a physician for consultation and collaboration 
and whose patients require hospital-based care. This was also a significant issue in practices where NPs  
provide primary health care to “orphan” clients.     
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Liability Issues 
 
Concern related to insurance coverage of NPs was also put forward by a number of sites. Questions 
arose regarding the site's responsibility when a legal suit is lodged after an NP has left the practice.  This 
is a concern because people have up to seven years from the date of service to pursue a claim.   
 
More than 90% of RN(EC)s currently have $2 million occurrence-based coverage through their 
membership in the Registered Nurses Association of Ontario (RNAO). RNAO members can also 
purchase up to $5 million claims-based insurance through Nurse Insure. Alternatively, any NP can 
purchase up to $5 million claims-based coverage through the Canadian Nurses Protective Society. Both 
of these additional commercial policies carry an option to purchase tail insurance, also referred to as 
extended reporting protection.  
 
Furthermore, many nurse practitioners have malpractice coverage  under their institution's policy; many of 
these institutions such as community health centres and hospitals have occurrence-based coverage 
through Healthcare Insurance Reciprocal of Canada (HIROC). 
 
NPs were asked if they had concerns regarding their liability and reasons for these concerns.  Those NPs 
who identified that they had concerns regarding the adequacy of their liability insurance were more likely 
to also identify that their physicians had expressed concerns regarding their scope of practice.  In 
addition, those NPs that identified concerns regarding their liability because they are asked to practice 
outside their scope of practice had less workplace satisfaction. 
 
Initial NP Orientation 
 
For many new NPs, their first position after they completed their formal NP education was their first time 
practising independently within the full scope of practice as an NP.  Many NPs indicated that it took six 
months to a year to become fully comfortable in their new role.  During this time, they required greater 
assistance from the physician and other members of the team and in-service training.  This was not 
particularly surprising as many family physicians or RNs (General Class) would report feeling the same 
when they entered practice as a novice.  Some have suggested that this learning curve should be 
accounted for and that internships for NPs should be considered. 
 
The NP survey data showed that virtually all NPs had worked more than five years as an RN with an 
average of  20 years of experience and a maximum of 40 years of experience indicating that this is a very 
experienced workforce (Exhibit 15).  The analysis indicated that those primary health care NPs with the 
greatest number of years experience as RNs are less likely to identify as a barrier that their physician 
identified concerns regarding their scope of practice and/or liability.   
 
In addition, those NPs who identified their work experience prior to entering the NP program as a 
facilitator to fulfilling their NP role are less satisfied with their scope of practice within the practice setting 
(Exhibit 130).  Fifty eight percent (58%) of NPs identified their work experience prior to entering the NP 
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program as a facilitator (Exhibit 52).  This provides some indication that those NPs with greater amounts 
of experience are not working within their full scope of practice or are less tolerant of their scope 
limitations.   
 

Facilitators to Integration of Primary Health Care NPs into the Ontario Health Care 
System 

The literature suggests that in Ontario, key facilitators to integration of NPs include:  introduction of 
policies that legitimize the NP role;  the establishment of one recognizable title;  patient awareness of the 
NP role;  an understanding of the NP role by other health professionals;  the view of collaborative practice 
by physicians as desirable;  the provision of resources to sites that want to employ an NP;  and policy 
changes to provide reimbursement to NPs and the physicians who work in collaboration with them 
(Hanrahan, Way, Housser and Applin, 2001;10  Way, Jones, Baskerville and Busing, 200111). 
 
A number of US studies look at how different personal behaviours and characteristics define an effective 
NP.  These include sound leadership skills, confidence, autonomy, and caring behaviour (Jones et al, 
1990;12 Brunton et al, 2000;13 Mark et al, 200114). 
 
We heard from several sites that the individual NP who held the position in part shaped the NP role. This 
was seen as both a facilitator and, in some cases, a barrier. 
 
In many sites the team was particularly supportive of “their” NP. They indicated that the specific skills or 
personality of the NP they worked with was instrumental in the acceptance of the role within the 
organization and the high degree of satisfaction of the clients and team with the NP role. While this is 
positive for the individual concerned, there seems to be doubt that the skills that “their” NP contributes 
can be applied to NPs in general. This is likely a public education issue. Once the role that NPs play is 
more widely understood by the population in general, the particular skills that the NPs brings may be 
better accepted as a factor of the profession rather than of a particular individual.  
 
When NPs were asked for their general comments regarding integration of the role, many felt that a  
better understanding of their potential contribution would result in greater use of their services. Forty-three 
percent (43%) of physicians working with NPs and 37% of physicians not working with NPs identified that 
community acceptance of the NP role facilitated effective integration of NPs (Exhibits 101 and 102). 
 

                                                
10 C. Hanrahan, C. Way, J. Housser and M. Applin, “The nature of the extended/expanded nursing role in Canada”, Consultants: 
Centre for Nursing Studies and the Institute for the Advancement of Public Policy, Final Report, March 30, 2001, (unpublished). 
11 D.Way, L. Jones and N. Baskerville, "Improving the effectiveness of primary health care through NP/family physician structured 
collaborative practice", Final Report, University of Ottawa, March 31, 2001 (unpublished). 
12 L. Jones et al., “NPs: leadership behaviours and organizational climate”, (1990) Journal of Professional Nursing, 6 (6). 
13 B. Brunton and M. Beaman, “NPs’ perceptions of their caring behaviours”, (2000) Journal of the American Academy of NPs, 12 
(11). 
14 D. Mark, V. Byers and M. Mays, “Primary care outcomes and provider practice styles”, (2001) Military Medicine, 166 (10) 
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Skill Set 
 
We heard from many physicians and NPs that there is wide variation in the skill sets of NPs. Given that 
professional trust is a facilitator to an effective clinical decision-making relationship between the MD and 
NP, the NP skill set is very important. Many MDs and NPs spoke of a learning curve required to identify 
and develop the skills required for a particular position and the challenges of recruiting an NP to meet 
those requirements. MDs spoke of the need to have an understanding of the basic skill set that could be 
expected from NPs.   
 
NPs were asked a series of questions regarding their education.  When asked if primary health care NPs 
felt educationally prepared when they first started practising, 54% indicated that they did not (Exhibit 42).  
This is a typical feeling for any learner leaving an educational program and beginning a new role as a 
novice.  This dropped to 14% when they were asked if they currently feel educationally prepared (Exhibit 
42).  For those who indicated that they were/are not educationally prepared, they were then asked to 
identify their concerns.  The majority of respondents indicated that they lacked some substantive 
knowledge and were/are not prepared for the complexity of health problems.  Those unprepared 
educationally when they first started practising also indicated that they were not prepared for the level of 
independence of the role.  It is to be expected that NPs will experience a learning curve as they move 
from novice to expert.  For many NPs previous related experience was found to facilitate this learning 
curve.   
 
Those primary health care NPs who identified they were not educationally prepared when they first 
started practising suggested that their concerns could be addressed by: 
▫ Having a longer practicum (73%) (Exhibit 42); 
▫ Having an internship year (64%) (Exhibit 42); 
▫ Having a masters level program (47%) (Exhibit 42); 
▫ Creating a longer educational program (46%) (Exhibit 42) and 
▫ Having greater emphasis on continuing education (41%) (Exhibit 42). 
 
Those primary health care NPs who currently feel they are not educationally prepared (14%) identified 
that having greater emphasis on continuing education would address some of their concerns (60%) 
(Exhibit 42).  Again, it is to be expected that NPs will experience a learning curve as they move from 
novice to expert.   
 
Seventy-nine percent (79%) of physicians not practising with NPs and 89% of physicians who are 
practising with NPs identified NP expertise as a facilitator to integration (Exhibits 101 and 102).  This view 
did not vary across practice settings, but the logistic regression analysis showed that MDs more 
experienced working with NPs place significantly higher importance on NP expertise as a key facilitator.  
Past MD experience with NPs doubled the odds of an MD reporting NP expertise as an integration 
facilitator. 
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Barriers to Integration of Primary Health Care NPs into the Ontario Health Care System 

The Canadian literature suggests that physicians and NPs have a different view of the barriers to NP 
integration (Hanrahan, 200115).  Barriers identified by physicians include:  the negative impact on the 
income of fee-for-service physicians;  potential for impeding physician recruitment and retention;  
inadequate nurse supervision;  and responsibility and liability concerns for attending physicians when 
NPs see patients independently.   
 
From the physician survey, it was identified that 63% of MDs practising with NPs reported that the 
structure of the MD-NP working relationship is a strong barrier to NP integration and 20% ranked it as the 
most important concern (Exhibit 110). Although the concept of structure was not defined  for survey 
respondents, the strength of the finding is meaningful. Fifty-six percent (56%) identified NP expertise as a 
barrier, with 34% ranking this as one of the top three barriers (Exhibit 110).  Inadequate funding for NP 
salaries was raised as an issue for 46% of MDs, and 20% ranked this as the most important barrier 
(Exhibit 110). The barriers identified by NPs included: skill/knowledge limitations; restrictions on scope of 
practice (e.g., prescriptive authority, ease of access to referrals and diagnostic services);  inadequate 
public and professional awareness;  unsupportive physicians and resistance from physicians, especially 
those compensated by fee-for-service. 
 
During the site visits, we heard that while there is no doubt about the positive contribution that NPs make 
to client care, they would be more highly used if those contributions were better understood by patients 
and members of the interdisciplinary team. 
 

Other Findings 

Practice Settings 
 
NPs working in long-term care settings or in other settings unspecified by survey respondents identified 
that they are more satisfied with the NP role within the practice setting (Exhibit 130), their role in the 
decision making process (Exhibit 135) and their workplace satisfaction (Exhibit 137).   Those working in 
an emergency department also identified higher levels of workplace satisfaction (Exhibit 137) and 
satisfaction with collaboration and team dynamics (Exhibit 139).  On the other hand, those NPs working in 
a public health unit identified that they are less satisfied with their role than NPs in other practice settings 
(Exhibit 130). 
 
Almost half of MDs not practising with NPs are in private group practice and almost one-quarter are in 
solo private practice (Exhibit 83).  This distribution is markedly different than that for MDs practising with 
NPs; almost half of the MDs in that group work in a CHC and only nine percent work in solo and group 
private practice combined (Exhibit 84).  Other points of note were: 
▫ MDs in CHCs value NPs’ role in prevention/wellness care/health promotion the most (Exhibit 92); 

                                                
15 C. Hanrahan, “The nature of the extended/expanded nursing role in Canada”, Centre for Nursing Studies, March 30, 2001 
(unpublished). 
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▫ Physicians in long-term care, emergency department, and fee-for-service practices value NPs’ role in 
prevention/wellness care/health promotion the least (Exhibit 92): 

▫ NPs’ role in minor acute illness was perceived to be particularly valuable by MDs in CHCs and long-
term care settings (Exhibit 93); 

▫ Controlling for gender and experience, physicians in a fee-for-service setting are least likely to identify 
care of major acute illness as a valuable NP service (Exhibit 94);   

▫ Monitoring of chronic illness by NPs is less important to physicians in fee-for-service settings and 
emergency practices than in other settings (Exhibit 95); 

▫ MDs in long-term care settings are most likely to value palliative care services (Exhibit 96); 
▫ Forty-five percent (45%) of fee-for-service physicians value the provision by NPs of home visits to 

house bound patients (see text above Exhibit 97); 
▫ Physicians in fee-for-service settings, Health Service Organizations, Primary Care Networks are the 

most likely to identify night and weekend on-call coverage as a valuable NP service (Exhibit 98); 
▫ Almost half of all MDs feel that NPs could provide linkages to community organizations (Exhibit 99); 

and 
▫ Forty percent (40%) of fee-for-service physicians identified psychosocial support and counselling as a 

valuable NP service with more in CHCs and Health Service Organizations, Primary Care Networks 
and less in long-term care and emergency settings (see text above Exhibit 100). 

 
MD Willingness to Work with NPs 
 
Of MDs not working with NPs at the time of the survey, 49% indicated they would be interested in 
practising with NPs, 33% would not be interested, and 18% were uncertain (text below Exhibit 85).  
Controlling for practice setting, a key determinant of MD interest in working with an NP if given the 
opportunity is past experience working with an NP.  Working with an NP in the past increases the odds of 
MD interest by 2.4 times, and this result was independent of duration of past work experience. 
  
The propensity to be willing to work with an NP is substantially smaller for fee-for-service physicians 
relative to other MDs (Exhibit 88).  For example, relative to the reference group, physicians in fee-for-
service settings have 60% lower odds of being interested in working with NPs; the odds of MDs working 
in Health Service Organizations, Family Health Networks or Primary Care Network settings being 
interested in working with NPs is 36 times higher than for MDs in a fee-for-service setting.  This does not 
indicate that fee-for-service MDs are mainly uninterested; roughly half of fee-for-service MDs did express 
interest; rather fee-for-service MDs are substantially less receptive than those observed in other settings.  
 
Controlling for other factors, male physicians are one and a half times more likely to be interested in 
working with NPs. 
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Non-practising NPs 
 
Of non-practising NPs, 69% are between 35 to 54 years of age (Exhibit 10).  This compares with roughly 
85% of those respondents that are practising in a primary care setting (Exhibit 14).  A higher percentage 
of non-practising NPs were identified in both the 25 to 34 age group and 55 and over age group (Exhibits 
10 and 14). 
 
Non-practising NPs also reported higher levels of education than the practising primary care NPs.  One 
quarter of non-practising respondents indicated having a Masters or PhD as their highest level of 
completed education.  This compares with 18% of practising primary health care NPs (Exhibits 10 and 
14). 
 
Forty percent (40%) of NPs who reported that they were no longer practising as an NP identified that they 
have never practised (even though they were licensed to practise).  Of those who practised in the past, 
the top three reasons for leaving practice included that salary was inadequate (26%), limitations were 
imposed by their employer (26%) and long distances between the setting and home (23%) (Exhibit 11).   

 
Results of a Survey of the Public and Patients 

 
Forty-six percent (46%) of Ontario residents reported that they had heard of a health provider called an 
NP (Exhibit 152).  Upon explanation of the NP role, two-thirds said they would be willing to see an NP for 
wellness care and for treatment of minor illnesses.  Of those who had seen an NP in the past 12 months, 
satisfaction rates were high.  Both the patient and the public surveys found females are more likely than 
males to use NP services.  The majority of patients who had seen an NP at site visit settings and who 
completed surveys were higher income individuals in good health.  Results from the HealthInsider survey 
of the public indicated a higher level of familiarity with NPs among these groups. 
 
When asked what they liked about seeing an NP, patient survey respondents indicated the following: the 
amount of time the NP spent with them; the quality of care they received; the ease with which they were 
able to speak to the NP; and the information given about their health condition. 
 
The findings also indicated a lower level of awareness of NPs and their role than might be expected.  This 
finding leads to a recommendation for the MoHLTC to provide more consumer education in relation to the 
NP role. This is of great importance given the introduction of more NPs into the provincial health care 
system.  
 

Recommendations 
 

We set out our recommendations below. We note in brackets next to each of the recommendations the 
key data that support the recommendations.  The identified exhibits are not all inclusive but give an 
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indication of the key data that support the recommendations. Many of the recommendations are based on 
multi-variate analysis which looks at the relationships between variables and it is, therefore, difficult to 
identify one particular variable that explains each recommendation. 
 

Accountability for Implementation of Recommendations 

1. The Joint Provincial Nursing Committee (JPNC) to prioritize, develop a timetable, and assign 
responsibility for the implementation of the recommendations contained in this report. 

 
2. The Nursing Secretariat to be accountable for facilitating an evaluation in two years time to 

examine the extent to which the recommendations in this report are implemented and the impact 
of that implementation. 

 

Shared Vision and Role Alignment 

3. MoHLTC, Council of Ontario University Programs in Nursing (COUPN), stakeholder organizations 
and associations to develop a joint statement related to the vision for NPs in the province. This 
vision statement should be broadly disseminated to health organizations, providers and the 
public.  (See Site Visit Summary, Chapter 6.) 

 
4. MoHLTC to encourage organizations with funded NP positions to articulate their mission, vision 

and team strategy. This could be a requirement in the proposal process for sites to have a funded 
NP. (See Site Visit Summary, Chapter 6.) 

 
5. Educational institutions, with the support of MoHLTC, to plan opportunities for NPs, physicians 

and other allied health care professionals to learn about respective roles during professional 
training. (See Analysis of NP and MD Surveys, Chapter 5, Exhibits 53 and 88, Site Visit 
Summary, Chapter 6.) 

 
6. COUPN, with the support of MoHLTC, to plan for internship opportunities for NPs that build on 

the basic NP education and recognize the transition from novice to expert. These opportunities 
should also recognize the differences in skills and experiences across practice settings. (See 
Analysis of NP and MD Surveys, Chapter 5, Exhibits 42, 52 and 55, Site Visit Summary, Chapter 
6.) 

 

NP Role Clarity 

7. MoHLTC to require that funding proposals for NP positions include a needs assessment and 
clear definition and description of the proposed NP role at that site.  (See Analysis of NP and MD 
Surveys, Chapter 5, Exhibits 35, 61, 130 and 139, Site Visit Summary, Chapter 6.) 
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8. MoHLTC, in collaboration with stakeholder groups, to develop an orientation package for sites 
funded for an NP. The package could include specific information about NP skill sets and 
guidelines for education and orientation to the NP role for all members of the health care team. 
(See Analysis of NP and MD Surveys, Chapter 5, Exhibits 35, 49, 73, 130, 135 and 139, Site Visit 
Summary, Chapter 6.)  

 
9. NPs to be included by the funded sites in defining their role and level of autonomy, taking into 

consideration their skills and experience as part of the introduction of the NP into the practice 
setting.  (See Site Visit Summary, Chapter 6.) 

 
10. NP role definition to be reviewed and updated by sites funded for an NP on an annual basis or as 

needed to ensure patient needs, other team members’ roles and practice focus are aligned. (See 
NP and MD Surveys, Chapter 5; Exhibits 21, 130, 135, 137 and 139, Site Visit Summary, Chapter 
6.) 

 

Team Dynamics 

11. MoHLTC to work with stakeholders to create a venue/forum for sharing best practices related to 
team collaboration in sites funded for an NP.  (See Analysis of NP and MD Surveys, Chapter 5, 
Exhibits 101, 102 and 110, Site Visit Summary, Chapter 6.) 

 
12. MoHLTC to remunerate MDs for consultation and collaboration with the NP unless the funding 

mechanism of a setting (e.g., CHC) already includes this remuneration. The MoHLTC and OMA 
should work to determine the most appropriate rate to be paid to physicians for formal and 
informal collaboration and consultation with the NP.  (See Analysis of NP and MD Surveys, 
Chapter 5, Exhibit 86, Site Visit Summary, Chapter 6.) 

 
13. MoHLTC and hospitals to review the impact of NPs on emergency department volumes and the 

associated impact on MD positions funded through Alternate Payment Plans.  (See Analysis of 
NP and MD Surveys, Chapter 5, Exhibit 121, Site Visit Summary, Chapter 6.) 

 
14. Practices creating an NP role for the first time to be given one-time funding from the MoHLTC to 

support the costs associated with orientation, role definition, team building exercises and conflict 
resolution.  Knowledge created through this process should be transferred when other NPs/team 
members join the practice.  (See Key Findings of Analysis of NP and MD Surveys, Chapter 5, 
Site Visit Summary, Chapter 6.) 

 

Resources 

15. To facilitate planning and monitoring, the MoHLTC to develop with the program areas and 
selected stakeholders, standard information collection and reporting mechanisms regarding NP 
human resources and activity.  This information could be used to facilitate planning for resource 
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allocation, NP education and to support the development of performance measures.  (See 
Analysis of NP and MD Surveys, Chapter 5, Exhibits 55 and 110, Site Visit Summary, Chapter 6.) 

 
16. MoHLTC to identify a co-ordinating body for NP human resources planning and monitoring. (See 

Analysis of NP and MD Surveys, Chapter 5, Exhibits 12 and 13.) 
 

17. MoHLTC to develop a centralized process to maintain current information about funded NP 
positions.  (See Key Findings of Analysis of NP and MD Surveys, Chapter 5). 

 
18. In relation to NP salary and benefits: (See Analysis of NP and MD Surveys, Chapter 5, Exhibits 

40, 41, 55, 86, 110, 126 and 127) 
 

a. MoHLTC to oversee the development of a policy for a stable funding mechanism for NP 
positions. 

 
b. In conjunction with selected stakeholders, MoHLTC to develop guidelines for sites to use 

in relation to salary equity. 
 

c. MoHLTC to develop a plan to align salaries between newly funded positions and current 
positions. 

 
d. MoHLTC to develop a long-term plan for funding to account for cost of living and other 

increases. 
 

e. MoHLTC to re-examine the amount allocated to sites for overhead costs to ensure 
comprehensive and appropriate coverage. 

 
19. MoHLTC and selected partners to develop NP activity benchmarking and disseminate this 

information to sites with funded NP positions. ( See Analysis of NP and MD Surveys, Chapter 5, 
Exhibits 21 and 34) 

 

NP Scope of Practice 

20. MoHLTC to consult with medical and nursing associations in relation to billing rules within 
Ontario’s Schedule of Benefits related to the issue of allowing a specialist to be paid when a 
referral comes from an NP.  (See Analysis of NP and MD Surveys, Chapter 5, Exhibits 31, 32 and 
62, Site Visit Summary, Chapter 6.) 

 
21. Consistent with the RHPA, MoHLTC to consult with nursing and medical associations and 

regulatory bodies to develop a review process related to approved drugs NPs can prescribe and 
laboratory tests that NPs can order. This is intended to improve and streamline the process and 
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ensure inclusion of tests and drugs to manage conditions within the NP’s scope of practice.  (See 
Site Visit Summary, Chapter 6.) 

 
22. Nursing associations to develop a process to ensure the timely dissemination of information to 

NPs about updates to the list of approved drugs. This list to categorize drugs by name and 
classification. (See Site Visit Summary, Chapter 6). 

 
23. MoHLTC, with the appropriate stakeholders and institutions, to develop a process that facilitates 

the flow of information between care sectors (e.g., hospital, long-term care facility) and allows for 
NP involvement in patient care as it relates to continuity. (See Site Visit Summary, Chapter 6.) 

 
24. Nursing and medical associations to disseminate information to NPs, physicians and interested 

stakeholders about current NP liability coverage and implications for each professional group. 
(See Analysis of NP and MD Surveys, Chapter 5, Exhibits 33, 34 and 131 to 133, Site Visit 
Summary, Chapter 6.) 

 
25. In the Fall of 2002, relevant stakeholders, including nursing and medical associations, respective 

protective agencies and MoHLTC began a collaborative review of the restrictions related to NP 
liability protection that was resolved in June 2003.  It is recommended that the implementation of 
the outcomes of this review be monitored by the involved stakeholders. (See page 18 and 37, 
Analysis of NP and MD Surveys, Chapter 5, Exhibits 33, 34 and 131 to 133) 

 

Recommendations – System Integration of the NP 

26. MoHLTC, in collaboration with NP stakeholder groups, to develop a public education program 
about NPs and their role in primary health care. This program will include guidelines and best 
practices for community education programs about the NP role. (See Analysis of NP and MD 
Surveys, Chapter 5, Exhibits 101 and 102, Site Visit Summary, Chapter 6.) 

 
27. MoHLTC and NP stakeholder groups to facilitate the development of a best practices information 

clearing house related to community/organization/health setting education and/or orientation to 
the NP role. This information should be integrated with other initiatives related to best practices 
for primary health care delivery.  (See Key Findings of Analysis of NP and MD Surveys, Site Visit 
Summary, Chapter 6.) 

 
28. MoHLTC and the Council of Ontario University Programs in Nursing (COUPN) to review 

strategies for increasing the educational preparedness of the NPs including longer clinical 
practica, addition of an internship year, raising the level of the PHCNP educational program to a 
Master’s level, increasing the length of the educational program, and increasing the emphasis on 
and access to continuing education. (See Analysis of MD and NP Surveys, Chapter 5, Exhibits 42 
and 55, Site Visit Summary, Chapter 6.) 
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29. MoHLTC and COUPN, in consultation with nursing associations, to develop an educational 
strategy that would respond to the basic and on-going education needs of NPs related to specific 
primary health care clinical practice areas.  (See Analysis of MD and NP Surveys, Chapter 5, 
Exhibits 42 and 55) 
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1.  Introduction 
This report is divided into the following sections: 
▫ Executive Summary 
▫ Introduction 
▫ Policy Context 
▫ Literature Review   
▫ Approach and Analytic Framework 
▫ Summary Analysis of Surveys of Nurse Practitioners and Physicians 
▫ Site Visit Summary 
▫ Results of a Survey of Ontarians and Patients  
▫ Study Limitations and Confounders 
▫ Conclusions and Recommendations 
 
The appendices referred to in this report can be found under a separate cover and include the following: 

A. Abbreviations  
B. Canadian Literature 
C. International Literature 
D. Primary Health Care Nurse Practitioner Survey 
E. Physician Survey A 
F. Physician Survey B 
G. List of Variables Tested in Regression Analysis 
H. Site Visit Interview Guides 
I Patient Survey 
J. Summary of NP Practice Dimensions and Elements 
K. List of Steering Committee Members 

 
The main focus of the Primary Health Care Nurse Practitioner (NP) Integration Study has been to 
determine how best to integrate primary health care NPs into Ontario’s health care system and 
specifically into various settings.  The key questions to be answered by the study were: 

1. What barriers must be overcome and what facilitators must be encouraged to further integrate 
NPs into a specific practice setting? 

2. What can be learned about the practice models in which NPs function, specifically, which models 
do not work well and why and which models work best to support integration of NPs? 

 
The project undertook a number of data collection activities to address these questions including: 
▫ Targeted interviews; 
▫ Review of MoHLTC data; 
▫ A review of the literature; 
▫ Surveys of patients, NPs and physicians; and 
▫ Site visits. 
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2.  Policy Context  
 

Introduction 

The introduction of the NP initiative in Ontario heralded an important step forward in the evolution of 
health care delivery in the province. Numerous studies have documented the roles for NPs in health care 
delivery, the benefits NPs bring to patient care and the impact of NP care on patient satisfaction. Recent 
interest from NPs, government, educators and other health care providers has moved from an 
understanding of the benefits of the NP role to gaining greater knowledge regarding the ways in which the 
role can be more fully implemented. Across Ontario, NPs practise in a variety of settings including acute 
and primary health care. The focus of this report is primary health care NPs. Primary health care NPs 
generally have an increased emphasis on health assessment, health promotion and illness prevention.  
 
A recent report from the Advisory Committee on Health Human Resources states “the full implementation 
of extended/expanded roles by registered nurses remains unrealized despite consistent empirical support 
for the positive impact on the accessibility, availability and comprehensiveness of health care services, 
consumers’ acceptance of and satisfaction with this nursing role, cost containment, and positive health 
outcomes.”16 
 
Given these experiences, the Steering Committee for this study wanted to focus on the future and explore 
how best to integrate primary health care NPs into Ontario’s health care system and specifically into 
various practice settings. A list of Steering Committee members can be found in Appendix K. 
 

Background 

In 1997, researchers noted that “although it is difficult at this time to predict the degree to which the nurse 
practitioner will be established in Canada, it appears that the potential remains for a more expanded role 
of nurses.”17 
 
NPs’ experiences in Canada vary from province to province. In some provinces, the role has been 
specifically legislated while in others, NPs function within existing nursing legislation.18  Across Canada, 
different official titles exist for nurses who work within a broader scope of practice. The literature review in 
Chapter 3 of this report discusses these differences in more detail.  

                                                
16 The Centre for Nursing Studies in collaboration with the Institute for the Advancement of Public Policy Inc. “ The Nature of the 
Extended/Expanded Nursing Role in Canada” (March 30, 2001). 
17 C. Patterson, “We’re not out of the woods yet”. In: C. Patterson (ed.), Visions and Voices: the Nurse Practitioners Today (Troy, 
ON:  Newgrange Press, 1990). 
18 For example, in the Yukon, nursing is broadly defined such that the activities of nurses practising in an expanded role fall within 
the definition of nursing and additional legislation is noted as being required.  In Alberta, as early as 1996, amendments to the Public 
Health Act enabled nurses in specific communities to provide expanded services.  In Ontario, NPs have been legislated via 
amendments to the Nursing Act. J. Hubert et al. “The Spark that Lit the Flame” in C. Patterson (ed.), Nurse Practitioners: the 
Catalyst of Change (Brantford, ON: JPatt Publishing Inc, 2000). 
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NPs have had an interesting history in Canada and in Ontario.  Knowledge of the history and evolution of 
NPs is important because it contributes to a better understanding of the environments in which NPs work, 
the barriers and challenges they face, the positions taken by stakeholders and the potential opportunities 
to be explored.  The following is a brief overview of the history of NPs. 
 

NP Initiatives in Canada - A Historical Perspective 
 
In 1967, the first education program for NPs working in northern nursing stations was started at Dalhousie 
University in Nova Scotia. During this period, Canada was experiencing:   
▫ A changing role of the nurse from generalist to specialist; 
▫ A physician shortage - ratio 740:1, more in rural than in urban areas; and 
▫ A trend towards specialization in medicine resulting in fewer MDs in primary health care and 

increased emphasis on the curative aspects of medicine. 
 
During the 1970's, the following significant events occurred: 
▫ 1971 - the Boudreau Report made the implementation of the expanded role of the RN a high priority 

in Canada's health care system; 
▫ 1971 – establishment of the first university program in Ontario to prepare expanded role RNs; 
▫ 1971 - Dr John Hastings chaired the Community Health Centre Project in support of community 

based care;  
▫ 1973 - CNA/CMA Joint Committee Policy Statement on the role of the NP; 
▫ 1974 - the Lalonde Report supported some of the concepts of primary health care by recognizing the 

influence of determinants of health on societal health and well-being and the role of the RN in health 
promotion and disease prevention; and 

▫ 1975 – Ontario’s Council of Health published “The Nurse Practitioner in Primary Care” which made 
recommendations about necessary legislative changes and remuneration issues.  

 
During the 1980's the following events occurred: 
▫ The first NP Initiative ended in the early 1980s because of: perceived physician oversupply, lack of 

remuneration mechanisms, lack of legislation, lack of public awareness regarding the role and lack of 
support from both medicine and nursing; 

▫ Some 250 NPs continued to function throughout the 1980s and early 1990s, working mainly in 
community health centres and in northern nursing stations, with a variety of educational preparations 
and responsibilities; 

▫ 1983 - McMaster University - the last NP program in Ontario closed; 
▫ In spite of failure of the first initiative, the NP role was consistently cited in the recommendations of 

many provincial health care commissions and task forces; 
▫ Reallocation continued within the health care system to disease and injury prevention, health 

promotion and community-based care; and 
▫ The NPAO continued to actively advocate for the re-establishment of educational programs in Ontario 

and the recognition of the NP as a viable member of the Ontario health care system. 
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NP Initiative in Ontario 

 

History 

In 1993, the New Democratic government in Ontario announced a new NP Initiative as part of improving 
access to primary health care.  The project involved such tasks as: 19 
▫ Commissioning of major discussion papers (e.g., Utilization of Nurse Practitioners in Ontario, 

September 1993; The Clinical Nurse Specialist, Clinical Nurse Specialist/Nurse Practitioner and Other 
Titled Nurses in Ontario, November 1994; Assessment of the Need for Nurse Practitioners in Ontario, 
January 1995);  

▫ Consulting with key stakeholders in the health care delivery system through focus groups;  
▫ Supporting the development of a university- based post-baccalaureate education program with 

funding for the first five years; and  
▫ Establishing and funding a five year evaluation project to review the education program, the 

placement of NPs, and the impact NPs have on the health care system.  
 
In December 1994 a report entitled "Nurse Practitioners in Ontario: A Plan for the Education and 
Employment of NPs" was released with specific steps for implementation.  The Council of Ontario 
University Programs in Nursing which involved a consortium of 10 nursing faculties developed the new 
Primary Health Care NP Program, which commenced in the fall of 1995.  
 
In 1995, the Minister of Health asked the Health Professions Regulatory Advisory Committee (HPRAC), 
whose role it was to advise the Minister on matters of professional regulation, what services NPs could or 
should provide.20  After a great deal of public consultation, HPRAC, (in a report released in June 1996) 
recommended that:21  
▫ The Nursing Act be amended to include diagnosis in the scope of practice statement;   
▫ NPs be authorized to perform the controlled act of communicating a diagnosis, as designated in 

regulations;  
▫ NPs be authorized to order diagnostic ultrasound and common laboratory tests such as blood tests; 

and   
▫ NPs be authorized to perform the controlled act of prescribing drugs as designated in regulation to 

treat common conditions. 
 
These recommendations were supported by the MoHLTC with the eventual introduction in 1997 of the 
Expanded Nursing Services for Patients Act.  This Act was proclaimed in 1998.   
 
The Expanded Nursing Services for Patients Act amended the Regulated Health Professions Act and 
Nursing Act (as well as other legislation) to provide NPs in the province of Ontario with an expanded 

                                                
19 Nurse Practitioner Association of Ontario, see online,  www.npao.org/role.html 
20 C. Noesgaard and H. Hoxby, “The Quest of the NP in Ontario”, in C. Patterson (ed.), Nurse Practitioners: the Catalyst of Change 
(Brantford, ON: JPatt Publishing Inc, 2000). 
21 Health Professions Regulatory Advisory Council, see online, http://www.hprac.org/english/Referrals/npr.htm 
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scope of practice. With these amendments, NPs registered in the College of Nurses’ “extended class” 
now have the authority to communicate a diagnosis, order specified tests such as diagnostic ultrasound 
or x-rays, order electrocardiograms in non-acute circumstances, prescribe and administer specified drugs 
and order specified laboratory tests. 
 
Pursuant to the Expanded Nursing Services for Patients Act, the College of Nurses of Ontario regulates 
the NP scope of practice.  Primary health care NPs are registered in the Extended Class (RN(EC)) with 
the College of Nurses of Ontario. 
 
To be eligible for registration in the Extended Class with the College an RN must:  
▫ hold a Bachelor of Science in Nursing; 
▫ hold an NP certificate from an approved Primary Health Care NP (PHCNP) Program;   
▫ have practiced in nursing for at least two of the last five years, with at least one of the years in a 

nursing role that required the use of advanced knowledge and decision-making, skills in assessment, 
diagnosis and health care management; and 

▫ pass the Extended Class Registration examination.  
 
Shortages in health human resources continued to be a factor in government decision-making.  In 
September 1998, the Ministry of Health established the Nursing Task Force.  The Task Force’s report 
was released in February 1999.  The Task Force recommended that a portion of provincial health care 
funds be invested towards employment for NPs. 22  
 

Definition 

In Ontario, the term NP is used interchangeably to describe a number of advanced practice nursing roles, 
such as primary health care NPs and acute care NPs. In this report, the term NP refers specifically to 
primary health care NPs who are registered in the extended class (RN [EC]) with the College of Nurses of 
Ontario. 
 

Legislative Framework 

The authorized scope of NPs’ practice is largely defined in the Nursing Act, 1991 and regulations under 
the Act (Regulation 275/94). In addition to the acts that may be performed by RNs, NPs are authorized to 
perform the following acts: 

1. Communicate a diagnosis to a patient or his/her representative which identifies a disease or 
disorder that can be identified from: 

a. The patient’s health history; 
b. The findings of a comprehensive health examination; or 
c. The results of any laboratory tests or other tests and investigations that the NP is 

authorized to order or perform. 

                                                
22 C. Noesgaard and H. Hoxby, “The Quest of the NP in Ontario”, in C. Patterson (ed.), Nurse Practitioners: the Catalyst of Change 
(Brantford, ON: JPatt Publishing Inc, 2000). 
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2. Order the application of a form of energy prescribed by the regulations (namely, the application of 
sound-waves for diagnostic ultrasound of the abdomen, pelvis and breast). 

3. Prescribe a drug designated in the regulations. 
4. Administer, by injection or inhalation, a drug that the NP may prescribe. 

 
In addition, the Regulations pursuant to the Nursing Act set out a number of other acts that NPs may 
perform, largely with respect to treating patients (whereas RNs are restricted to assessing patients).  They 
may also perform certain suturing procedures, as well as venipuncture in order to obtain blood samples 
for prescribed laboratory tests. 
 
The NP scope of practice is supplemented by the Healing Arts Radiation Protection Act, 1990 (which 
allows NPs to order x-rays of the chest, ribs, arms, wrists, hands, legs, ankles, feet as well as 
mammography);  the Laboratory and Specimen Collection Centre Licensing Act, 1990 and Regulations 
(which allow NPs to order certain laboratory tests);  and the Medical Laboratory Technology Act, 1991 
and Regulations (which authorize requests from NPs to take, collect and process specimens for certain 
tests). 
 
Regulation 965 under the Public Hospitals Act, 1990 acknowledges NPs’ authority to register out-patients 
and to provide a full range of services within their legislated scope of practice. However, NPs are 
restricted in terms of services they may provide for in-patients. NPs do not have the authority under the 
Regulation to admit people as in-patients or to discharge those patients.  
 
Sometimes, a physician or other health professional may delegate authority to an NP to perform certain 
acts.  The Regulated Health Professions Act, 1991 sets out controlled acts that may only be performed by 
persons who are authorized to do so by a health profession act such as the Medicine Act, 1991.  
However, section 27 of the Regulated Health Professions Act does provide for the delegation of a 
controlled act.  The Ontario College of Physicians and Surgeons has issued guidelines for physicians with 
regard to delegating such acts.  For procedures shared jointly by the scope of practice of physicians and 
the RN(EC)s there is no need to delegate at all.  Therefore, for example, immunization is not a procedure 
that would be delegated.  However, there are many acts not in the Nursing Act which are in the Medicine 
Act.  A physician may delegate these acts but must accept responsibility for verifying the qualifications of 
the person to whom they are delegated and must institute a sufficient level of review and/or supervision to 
guarantee patient safety. 
 
Services provided by NPs are not insured benefits under the Ontario Health Insurance Plan (OHIP) and 
cannot be billed to OHIP.23  For professional services such as consultations, assessments and 
counselling, the physician who claims for the service must personally perform the service, such as 
psychotherapy etc. Physicians cannot claim for these services if they have delegated them to an NP.  
They can, however, claim for common office procedures such as immunizations, ear syringing or suture 

                                                
23 MoHLTC, OHIP Bulletin No. 10003, July 21, 1999, online at: 
http://www.health.gov.on.ca/english/providers/program/ohip/bulletins/10000/bus1003.html (date accessed: June 20, 2003). 
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removal that have historically been delegated to an RN in a physician’s private office. In those 
circumstances, the NP must be an employee of the physician. 
 
NPs are assigned OHIP registration numbers for the purposes of referring patients for certain diagnostic 
tests (e.g., mammography), and these tests can be claimed by the physician who performs the test. 
These registration numbers are only for referral purposes and cannot be used to claim for services 
provided by or delegated to the NP. 
 
With respect to referrals to specialists, Ontario’s Schedule of Benefits (April 2002) for physicians provides 
that in order to receive the full fee for a consultation, a specialist must have a referral from a physician.  
Accordingly, a specialist would not receive the full fee if a referral was to be made by an NP.  As a result, 
the NP must often obtain a referral note from the family physician with whom she/he works in order for the 
specialist to see the patient.  
 

Changes to the Legislation 

In March 2003, the government approved amendments to five provincial regulations to remove barriers to 
RN(EC) current scope of practice. These regulatory changes will increase public access to primary health 
care services provided by RN(EC)s in public hospitals and long-term care facilities. For example, in public 
hospitals, RN(EC)s can, in addition to ordering diagnostic tests, prescribe and order treatments for out-
patients, including those patients who attend the emergency department. The amendments also provide 
for insurance of out-patient services provided by the RN(EC). 
 
Amendments to three long-term care regulations acknowledge the role of the RN(EC) in long-term care 
facilities, and outline specific responsibilities the RN(EC) may provide consistent with their legislated 
scope of practice. In addition, the amendments provide long-term care residents with more choice with 
respect to their health care provider. For example, residents of long-term care facilities can now choose 
an RN(EC) along with an attending physician, as the primary provider of  their health and medical care 
services. 
 

Funded Positions 

Since 1998, 402 NP positions have been funded by the Ontario Ministry of Health and Long-Term Care 
(MoHLTC) in Community Health Centres, the Underserviced Area Program, long-term care facilities, 
Aboriginal Health Access Centres, Primary Care Networks and Public Health Units. The following are the 
major funding initiatives related to these positions:  
▫ 1998 – 22.5 new positions were created in Community Health Centres and 90.5 nursing positions in 

Community Health Centres and Aboriginal Health Access Centres were upgraded to NP positions;  
▫ 1999 - 107 positions were created in the Underserviced Area Program, Aboriginal Health Access 

Centres, long-term care facilities and Primary Care Networks;  
▫ 2000 - 5 positions were created in Public Health Units in the  Cervical Cancer Screening Program; 
▫ 2001 -10 positions were created in  Public Health Units in the Early Childhood Development Pre and 

Post Natal Program; 
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▫ 2002 – 20 positions were created for demonstration projects in communities that have limited access 
to family physicians; and 

▫ 2002 – funding for 117 positions in underserviced communities was announced.  
 
In addition to these major funding initiatives, 30 NP positions have been funded since 1998 in Community 
Health Centres and Health Service Organizations.  
 
The MoHLTC is committed to creating an additional 348 NP positions over the next three years.  In 
addition, the government invests $1.7 million annually for the NP education program. 
 
It is intended that NPs will play a vital role in increasing access to primary care health services in small, 
rural and under-serviced communities24  The MoHTLC has stated that NPs have an important role in 
alleviating physician shortages and enhancing primary health care across the province.25   
 

Liability 

More than 90% of RN(EC)s currently have $2 million occurrence-based coverage through their 
membership in the Registered Nurses Association of Ontario (RNAO). RNAO members can also 
purchase up to $5 million claims-based insurance through Nurse Insure. Alternatively, any NP can 
purchase up to $5 million claims-based coverage through the Canadian Nurses Protective Society. Both 
of these additional commercial policies carry an option to purchase tail insurance, also referred to as 
extended reporting protection.  
 
Furthermore, many nurse practitioners have malpractice coverage  under their institution's policy; many of 
these institutions such as community health centres and hospitals have occurrence-based coverage 
through Healthcare Insurance Reciprocal of Canada (HIROC). 

                                                
24 “Eves government invites communities across Ontario to apply for new nurse practitioners”, Government of Ontario Press 
Releases, October 28, 2002. 
25 See online at the MoHLTC’s website:  http://www.health.gov.on.ca/english/providers/project/nursepract/practitioners_mn.html.  
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3. Literature Review 
Introduction 

We have reviewed the literature on the NP role, practice models and settings, as well as barriers and 
facilitators for integration of NPs into the relevant practice settings.  The purpose of the literature review 
was to provide assistance in understanding how to best integrate NPs into Ontario’s health care system, 
with specific focus on the primary care setting.  
 
We carried out comprehensive searches on Medline using the keywords “Nurse Practitioner” and “NP” in 
combination with keywords such as “outcomes”, “cost effectiveness”, “role”, “setting” and “barriers” and 
“facilitators”.  We then reviewed the results for relevance and obtained and reviewed all relevant articles.  
In addition, we obtained and reviewed the following: 
 
▫ Documents obtained from the Canadian and American nursing associations such as the American 

Academy of NPs (AANP) and the Nurse Practitioner Association of Ontario (NPAO);   
▫ Published reports by researchers from organizations and consulting firms retained by the MoHLTC; 

and  
▫ Documents that were referred to us as a result of key informant interviews.   
 
The Steering Committee asked us to focus on the NP experience in Ontario.  Accordingly,  we devote this 
Chapter largely to Ontario articles, along with a small number of other Canadian articles that we also 
deemed to be relevant.  However, we do describe some research from the USA and the UK.  We have 
included this research as we feel that it is of particular interest and relevance to Ontario.  NPs have 
existed in the USA since the 1960s, as opposed to Canada and the UK where (with the exception of 
some earlier experiments) the role only came into being in the 1980s.  Accordingly, a majority of the 
published literature is from the USA.  Other countries, such as New Zealand and Australia, have only 
begun to introduce the role more recently and there is limited literature available.  
 
We have not included all of the literature that we obtained through the search.  Rather, we have only 
included those articles that are of relevance to this study.  In accordance with the Steering Committee’s 
wishes, we have only included articles that are pertinent to the primary care practice setting and have not 
included articles that speak to other settings such as acute care.  We have excluded most articles that 
were published prior to the 1990s, as the age of these articles greatly limits their usefulness.  We have 
also excluded articles that do not speak to the issue of integration, for example, articles that discuss 
whether or not NPs are effective.  In summary, we looked for articles that are:  recent, relevant to the 
primary care setting and speak to the issue of integration.  Detailed references for the Canadian and 
international literature can be found in Appendices B and C respectively.   
 
This Chapter includes two sections, the first dealing with the Canadian (primarily Ontario) literature 
(detailed in Appendix B), and the second dealing with the international (primarily US) literature (detailed in 
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Appendix C).  We begin the Canadian section with an overview of the literature reviewed, and then 
organize the remainder of the discussion according to the following themes: 
▫ Practice Models 
▫ Implementation of the NP role 
▫ Facilitators and Barriers to NP integration  
▫ Practice Settings and Client Population  
▫ Scope of Practice  
▫ Interaction/Collaboration in Practice Teams, and Between NPs and Physicians 
▫ Prescriptive Authority (this theme is not discussed in the Canadian section as we have not identified 

any articles in this regard; however, the US articles are of interest) 
▫ Personal Behaviours (this theme is not discussed in the Canadian section as we have not identified 

any articles in this regard; however, the US articles are of interest) 
 
In the international section, we look at the above themes where there is literature that appears to us to be 
of particular relevance and use in the Ontario context.  We also look at US studies that discuss the impact 
of NPs’ personal behaviours, as these studies contain some useful analysis of certain behaviours that 
could act as facilitators of successful NP practice and integration in Ontario. 

 

The Canadian Literature 
 An Overview of the Canadian Literature 

The Ontario literature concerning NPs is extremely limited.  We identified a total of 32 relevant articles 
that are either specific to Ontario or include Ontario as part of a wider national study.  We identified 
another three articles, from Newfoundland, Manitoba and Alberta.  Of the Ontario and wider articles that 
include Ontario, nine were written in the 1970s (largely in the early part of the decade) following studies of 
various aspects of the NP role.  Due to their age, these studies have little value and we make relatively 
few references to them in this report.  However, we provide summaries in the attached appendix of 
Canadian articles (Appendix B).  The remaining articles represent very few comprehensive studies.  
   
The lack of literature can be partly explained by the relatively short history of NPs in Ontario.  Although 
the NP initiative in Ontario dates back to the 1970s, NPs were formally introduced into the province in 
1994 when the New Democratic government announced a plan for the on-going education and 
employment of NPs as equal partners in multidisciplinary health care teams.  In December 1994, a report 
entitled "Nurse Practitioners in Ontario: A Plan for the Education and Employment of Nurse Practitioners"  
was released with specific steps for implementation.  The Council of Ontario University Programs in 
Nursing (COUPN) which involved a consortium of 10 nursing faculties developed the new Primary Health 
Care NP Program which commenced in the fall of 1995.  
 
Throughout this period, shortages in health human resources continued to be a factor in government 
decision-making.  In 1999, the Ministry of Health’s Nursing Task Force recommended that a portion of 
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provincial health care funds be invested in employment for NPs.26  Since the conclusion of the Task 
Force, the Ministry has invested funds for NPs in practice settings such as nursing stations, long-term 
care facilities, and under-serviced areas. 
 
Looking then at the articles that do exist, they can be grouped as follows: 
 
▫ Articles discussing NP education:  We have identified two studies looking at the approach taken to 

NP education.  These studies are both recent, Andrusyszyn et al in 1999, and Van Soeren et al in 
2000.  The Andrusyszyn study was an evaluation of educational delivery methods over a two-year 
period.  Qualitative data were obtained through surveys of professors and tutors, and through surveys 
and focus groups with students.  The response rate was high, making this study worthy of 
consideration in terms of looking at the education program being evaluated.  The Van Soeren study 
involved analysis of qualitative data derived from the dean and director members of the Council of 
Ontario University Programs in Nursing, regional co-ordinators and course developers about being 
part of a consortium after the first year.   Again, the results of this study are useful for consideration of 
educational issues. 

 
▫ Post-graduation surveys:  Three unpublished studies by Caty et al have surveyed NPs in Ontario at 

various points following their graduation.  These studies provide useful data in terms of seeing where 
NPs in Ontario are practising, and looking at how they view the education programme, factors that 
influence their practice locations and their career plans and practice. 

 
▫ Articles looking at collaboration and other practice models:  We obtained five articles looking at 

collaboration and other practice models.  The most comprehensive of these is a recent study of 
Ontario, Newfoundland and Saskatchewan (Hanrahan, Way, Housser & Applin, 2001).  This was a 
field study which collected data through interviews and participant observation sessions with NPs and 
physicians working at identified sites, as well as a survey of patients/clients accessing the resource at 
the centre or clinic.  The others are discussion papers and/or are based on limited data.  There is a 
study by Woodman which only looked at one site in rural Kingston (2002).  There are four studies by 
Way and Jones (1994, 1997, 2000 and 2001).  The 2000 study was also co-authored by Busing, 
while the 2001 study was co-authored by Baskerville and Busing.   The 1994 study is based on an 
observation of a community health centre near Ottawa.  The 1997 article  is based on the same 
observation as the 1994 study.  It describes an NP-physician dyad, and outlines a model of 
collaborative partnership.  The 2000 and 2001 studies are both descriptive studies.  The 2000 study 
used baseline data from two rural Ontario primary care practices, while the 2001 study uses case 
studies and a literature review.   

 
▫ Articles examining the nature of the NP role:  Two articles look at the nature of the NP role.  One 

(Patterson, 1992) is a literature review and is not based on any other data, while the second, 
(Hanrahan, Way, Housser & Applin, 2001) is a study across Ontario, Newfoundland and 

                                                
26 C. Noesgaard and H. Hoxby, “The Quest of the NP in Ontario”, in C. Patterson (ed.), Nurse Practitioners: the Catalyst of Change 
(Brantford, ON: JPatt Publishing Inc, 2000). 
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Saskatchewan.  As noted above, this study is based on  quantitative and qualitative data and is fairly 
comprehensive within the scope of the study. 

 
▫ Discussion papers:   We obtained two relevant discussion papers, one by Newbery for the College of 

Family Physicians of Canada (2000);  and one by Haines for the Canadian Nurses Association 
(Haines, 1993).  The Newbery paper is not based on original research data.  The Haines paper uses 
data collected from interviews with key informants and a literature review and looks at the need to 
clarify the meaning of “NP” and “expanded” to discuss the future of the role.  These are important 
issues to consider and the paper is therefore worthy of consideration. 

 
▫ Articles looking at the need for NPs/utilization of NPs:  We obtained two reports (Mitchell et al, 1993;  

and Mitchell et al, 1995), both based on comprehensive data collection in Ontario.  The authors of the 
1993 report, however, noted that time constraints meant the report was not as fully comprehensive as 
it could have been.  It is, however, worth considering its findings. 

 
▫ Articles looking at the implementation of the NP role:  A descriptive study by Sidani, Irvine and 

Dicenso, published in 2000 looks at the implementation of the primary care NP role in Ontario.  This 
study was based on a survey of 166 NPs. 

 
▫ Miscellaneous articles:  We located a 1986 study which looked at health problems encountered by 

three levels of providers in a rural part of northwestern Ontario.  This study involved patient data for 
27 communities in the area, including a total of 139,618 patient visits in that area.  It is accordingly a 
fairly comprehensive study but has a limited objective (to see what health problems were 
encountered by each level of provider), and some of the findings are likely to be unique to a rural 
setting. 

 
As noted, in addition to the articles discussed above, there are a small number of articles from other 
Canadian provinces that are worthy of consideration.   We discuss them briefly below.  We will refer to 
these further in the course of this report.    
 
There is a comprehensive report on the evaluation of the implementation of the role of primary health 
care NPs in Newfoundland and Labrador (Gilroy, 2001).  The report evaluates the implementation of the 
role, examines the extent to which NPs have integrated into the health and community system, examines 
the impact of the NP role in the health and community system, and identifies plans for future deployment 
of the NP.  It is based on a survey of NPs, selected managers, health professionals and physicians.  The 
researchers also conducted key informant interviews with provincial level organizers involved in the 
development.  They collected data on the services, workload, and activity patterns for each NP over a 
one-week period, and also carried out a literature review. 
 
In Calgary, Alberta, a recent study looked at the integration of NPs in the inner city (Grand, 2000).  Using 
one case study, the study examined the development of a collaborative primary care model to increase 
access to quality health care by the poor and homeless, and sought to demonstrate the relevancy and 
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influence of an NP seen as a care provider between traditional nursing and medical roles.  This is an 
interesting case study of a particular practice setting. 
 
A study in Manitoba looked at physicians’ perceptions of NPs (MacDonald and Katz, 2002).  Three focus 
group discussions were conducted with eight resident physicians and three faculty physicians at a 
Manitoba family residence training clinic.  The results are interesting but are based on limited data.   
 
A recent article (Patterson, Pinelli and Markham, 1999) examined why the NP movement has been more 
successful in the US than in Canada.  The authors looked at differences between countries in terms of 
health care funding sources, organization of NPs, and levels of political will within governments to allow 
NPs to make headway into the legislative process.  While the US health care system is different from the 
Canadian system, this article notes some lessons to be learned. 

 

Practice Models 

In this section we discuss the various practice models identified in the Canadian literature.  However, 
there are relatively few such articles.  We have included five from Ontario as well as one from Alberta.  In 
Ontario, the majority of the literature is written by Daniel Way and Linda Jones, either together or in co-
authorship with other researchers.  Their studies are all based on observations of practice settings.  
There is also an article by Hanrahan, Way, Housser and Applin (2001) which is fairly comprehensive, 
being based on a field study in Ontario, Newfoundland and Saskatchewan.  The Alberta study is based 
on a case study of one particular practice setting in the city of Calgary (Grand, 2000).  We summarize the 
findings from this literature in the box below.  We then discuss the literature in more detail. 
 
Summary of Practice Models:  The Canadian literature suggests that the preferred practice modality is 
that of a collaborative practice model.  For example, Hanrahan, Way, Housser and Applin have 
suggested that collaborative practice between physicians and NPs be the norm for all practice settings 
(2001).  Way, Jones and Busing (2000) carried out a descriptive study, concluding that the required 
elements for a successful collaborative practice are responsibility and accountability; coordination; 
communication; cooperation; assertiveness; autonomy; and mutual trust and respect.  Arrangements 
within collaborative practices vary based upon the practice structure and other behavioural elements.  
Jones and Way have suggested guidelines for collaborative practice (1997), although their guidelines do 
not appear to have been evaluated.  Jones and Way have also conducted research which concludes that 
the area of overlap between the family physician and the NP is in the area of shared care.  In terms of 
measurement and evidence of collaborative practice, a study in rural Ontario by Way, Jones, Baskerville 
and Busing (2001) found that NPs were underutilized with regard to curative and rehabilitative care.  This 
was due to a number of factors, including medicolegal issues related to shared responsibility, lack of 
interdisciplinary education and lack of familiarity with the scope of NP practice.  They suggest strategies 
to improve collaborative practice, in particular by using NPs more effectively in the management of acute 
episodic and stable chronic illness, and to promote bi-directional referral between NPs and family 
physicians. 
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The literature describes practice models in terms of being independent (autonomous) or collaborative. 
Under the autonomous practice model, NPs practice autonomously within their defined scope, consulting 
with the physician when necessary and do not try to replace or provide substitution for medical care.  
Collaborative practice has been defined as “an inter-professional process for communication and 
decision-making that enables the separate and shared knowledge and skills of care providers to 
synergistically influence the client/patient care provided” (Way, Jones and Busing, 2000).   
 
General Conceptual Collaboration  
 
The Canadian literature suggests that the preferred practice modality is that of a collaborative practice 
model (Way, Jones and Busing 2000;  Hanrahan, Way, Housser and Applin, 2001).  Way, Jones and 
Busing carried out research to describe the elements that form the framework or structure found in 
successful collaborations and a process for determining the roles and functions of the collaborative 
partners based on role guidelines.   They did a literature review and looked at case studies.  They found 
that the required elements for a successful collaborative practice were responsibility and accountability, 
coordination, communication, cooperation, assertiveness, autonomy, and mutual trust and respect.  
Regarding the role and functions of the practice partners, the authors concluded it would be necessary to 
identify the needs of the practice population and the specifics of the practice setting and then make clear 
decisions regarding the services that need to be offered by the groups, along with the services to be 
provided by individual practice members. 
 
Hanrahan, Way, Housser and Appling carried out a study to discuss the nature of the extended/expanded 
nursing role in Canada.  The study aimed to identify facilitators of and barriers to the effective delivery of 
primary care services by registered nurses working in extended/expanded roles and to recommend policy 
options that would facilitate more effective utilization of RNs working in NP roles.  The study included a 
survey of key informants at sites across the country to construct a profile of organizational structures.  It 
also included collection of data at selected sites to measure physicians’ and RNs’ perceptions of EC 
nursing roles, to describe the experiences of nurses in the role and measure patient satisfaction with the 
services delivered by the EC nurse (EC stands for “extended class” and is another title for a NP).  The 
findings from this study led the authors to recommend that collaborative practice between physicians and 
EC nurses be the norm for all practice settings.   
 
Arrangements within collaborative practices vary based upon the practice structure and other behavioural 
elements. 
 
Jones and Way have constructed NP-physician dyad guidelines, which were established through a case 
study in a community health centre near Ottawa, Canada (1994).  The authors observed functioning of 
the centre over a period of five years in order to construct the guidelines. The centre drew from a 
catchment area of 80,000 people and had an annual budget of $3 million.  The staff comprised 2.5 family 
physicians, two NPs (one seconded to a community-based programme), 2.5 RNs, two health promoters, 
other part-time staff providing psychiatric, chiropody and nutrition services, and full-time administrative 
staff.  The clinic offered direct service 40 hours per week, with on-call support 24 hours per day, year 
round.   The authors noted that the practice model was based on mutual respect, a collaborative practice, 
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client centred, with a holistic approach and strived for efficiency and cost-effectiveness by offering a 
provider appropriate for the care needed.  There was a possible limitation in terms of efficiency with the 
additional time needed to coordinate care between two providers.  The purposes of the guidelines were to 
guide practice, guide the evaluation of NPs, communicate the NP’s role, and to increase the efficiency of 
the family physician-NP dyad. 
 
The NP-physician dyad guidelines formulated by Jones and Way are set out in a 1997 article (Jones and 
Way, 1997) and are as follows: 
▫ Both providers recognize one another’s situation and respect the other’s efforts to integrate that into 

responsible patient care; 
▫ Providers should respect each other’s profession; and 
▫ Mutuality of concern will result in moral autonomy to the other. 
▫ It should be noted that these guidelines have not been formally evaluated. 
 
The following diagram illustrates the model described by Jones and Way. 
 
 Model of collaborative partnerships (Jones and Way, 1997)   
 
 
 
            Client 
 
               
                                      
                                  Family Physician                 Shared care 
 
    
               Primary Health Care 
                                                      
 
 
 
 
 
 
Based on the research undertaken by Jones and Way, the area of overlap between the family physician 
and the NP is the area of shared care.  They note that the size of the shared care area depends on the 
following variables:  
▫ Knowledge and skills of the health care providers; 
▫ Client characteristics, requirements and wants; and 
▫ Work setting, and its policies and legislation.   
 
 

                   
NP 
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Measurement and evidence of collaborative practice 
 
Measures must be developed in order to evaluate the effectiveness of collaboration in practice.  In two 
rural Ontario primary care practices, Way, Jones, Baskerville and Busing (2001) have sought to identify 
what health problems NPs and family physicians treat in the practices and what care is shared by the two 
providers.  The authors collected baseline data from two rural Ontario primary care practices to improve 
structured collaborative practice between NPs and family physicians and compare service provisions 
between the two.  Two NPs and four family physicians participated in the data collection of 400 patient 
encounters over a two-month period.  The results showed that NPs saw more patients for health 
examinations and delivered more services related to disease prevention and support than the physicians.  
The study found that NPs were underutilized with regard to curative and rehabilitative care.  This was due 
to a number of factors, including medicolegal issues related to shared responsibility, lack of 
interdisciplinary education and lack of familiarity with the scope of NP practice.  The authors suggest 
strategies to improve collaborative practice, in particular by using NPs more effectively in the 
management of acute episodic and stable chronic illness, and to promote bi-directional referral between 
NPs and family physicians.    
 
A study in Alberta found that community settings can improve the cost and quality of care by integrating 
NPs into the skill mix.  (Grand, 2000)  The purpose of the study was to examine the development of a 
collaborative primary care model that can increase access to quality health care by the poor and 
homeless, and demonstrate the relevancy and influence of an NP seen as a care provider between 
traditional nursing and medical roles.  The study was a reaction to the experiences of one community 
clinic located in the inner city of Calgary that had turned away 800 people during the period of one year 
due to funding constraints.  An NP was integrated into the staff mix and the authors described and 
analyzed the process, challenges and outcomes related to the integration of a NP into a collaborative 
model in one case study.  The study found that the NP improved the collaborative team’s ability to offer 
coordinated, multi-level and cost effective care.  The study also found that the NP connected gaps 
between the medical and nursing roles, and provided access to advanced nursing care not typically 
available in the inner city.    
 

Implementation of the NP role 

There is very little recent literature in Canada concerning the implementation of the NP role.  We have 
only identified three articles, and two of these are ten years old:  a historical overview by Haines (1993), 
and an unpublished report by Mitchell et al that was based on comprehensive data collection (1993).   
The most recent article was the study by Hanrahan, Way, Housser and Applin (2001).   We summarize 
the findings from this literature in the box below.  We then discuss the literature in more detail. 
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Summary of Implementation of the NP Role:  The implementation of the NP role requires a clear and 
comprehensive strategy that takes into consideration the environment, the period of adjustment and the 
timeframe for implementation (Hanrahan, 2001).  While the NP role was initially seen as a substitution to 
compensate for an undersupply of physicians, the intrinsic value of NPs is now more widely recognized. 

 
In the 1960s, the implementation of NPs in Canada came about as a result of an undersupply of 
physicians (Hanrahan, 2001).  The implementation of NPs was seen to substitute for physicians in rural 
and remote areas. More recently, the role of the NP has been expanded and is more valued in the 
primary care setting.  For example, the Association of Ontario Health Centres (1990) supported the 
expansion of the NP movement with a clinical specialty in primary health care.  Haines, in a historical 
overview that included interviews with key informants and a literature review, argues that if the goal is to 
move NPs into the community setting, then resources need to be shifted from institutions to community 
settings (Haines, 1993).   
 
There has been discussion in Ontario around where NPs should begin their employment.  In a 1993 
report, Mitchell et al argued that NPs should begin employment in primary care settings and then move 
into mental health, gerontology, long-term care, oncology, cardiac care and pediatrics.  The report was in 
response to a request from the Ontario Ministry of Health to prepare a discussion paper about nurse 
practitioners.  The authors used three main sources of data.  These included a variety of documents 
produced by provincial or federal governments and professional organizations; published material 
(predominantly in Canadian and American journals); and discussions with numerous key informants and 
stakeholders.  The authors note that the project was limited by time but also reported agreement and 
consistency among individuals and the literature regarding the issues and recommendations.  They found 
overwhelming support for the utilization of NPs in the health care system.  The factors used by Mitchell et 
al to determine where NPs should practice following primary care include resident shortage, physician 
shortage, increased demand for services, and consistency with priorities of the health care reform 
agenda. 
 

Facilitators and Barriers to NP Integration 

There is a limited amount of literature concerning barriers and facilitators to integration of NPs into 
practice settings in Ontario.  We have only identified two studies:  Hanrahan, Way, Housser and Applin 
(2001), and Way, Jones, Baskerville and Busing (2001).  The study by Way, Jones, Baskerville and 
Busing is useful, but based on less comprehensive data (i.e., uses case studies) than the Hanrahan 
study.  There is also a study carried out by Gilroy Management Consultants Inc (2001) in Newfoundland 
which is based on wide-ranging data collection in that province.  We summarize the findings from this 
literature in the box below.  We then discuss the literature in more detail. 
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Summary of Facilitators and Barriers:  There have been a limited number of studies concerning 
Ontario that examine the facilitators and barriers to implementation of the NP role.  In Ontario, key 
facilitators include:  introduction of policies that legitimize the NP role;  the establishment of one 
recognizable title;  patient awareness of the NP role;  an understanding of the NP role by other health 
professionals;  the view of collaborative practice by physicians as desirable;  the provision of resources to 
sites that want to employ an NP;  and policy changes to provide reimbursement to NPs and the 
physicians who work in collaboration with them.  The need for further research into the elements of 
collaboration has also been noted.   
 
In terms of barriers, a recent Canadian study concerning Ontario, Saskatchewan and Newfoundland 
(Hanrahan, 2001) found that physicians and NPs had a different view of what the barriers to NP 
integration were.  Barriers identified by physicians included:  the negative impact on the income of fee-for-
service physicians;  potential for impeding physician recruitment and retention;  inadequate nurse 
supervision;  and responsibility and liability concerns for attending physicians when nurses see patients 
independently.  The barriers identified by NPs included:  skill/knowledge limitations;  restrictions on scope 
of practice (e.g., prescriptive authority, ease of access to referrals and diagnostic services);  inadequate 
public and professional awareness;  unsupportive physicians and resistance from physicians, especially 
those compensated by fee-for-service. 
 
Below we set out a summary table of the facilitators identified by studies in Canada, followed by a written 
summary of the various studies.  We then discuss barriers to implementation using the same format.   
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Facilitators 
 
Exhibit 2: Summary of facilitators identified in studies 
 
Policies and legislation 
▫ Legislation and regulatory framework that legitimizes the NP role and improves access to 

resources 
▫ Legislation that improves access to resources 
▫ Establishment of core competencies and practice standards for NPs 
▫ Adoption of common definitions and language 
Funding 
▫ New funding methods for physicians so they will be adequately compensated for working with 

NPs 
▫ Establishment of resources that are available to sites that want to employ an NP 
Practice models 
▫ Establishment of collaborative practice models as the norm 
▫ Other health professionals that understand, and assess their role and contribution to collaboration 
▫ Research into the elements of collaboration and assessment of their importance to facilitate 

implementation of collaborative practice 
Education 
▫ Support of NPs with continuing education for primary care 
▫ Introduction of education around collaboration in clinical and academic settings 
Evaluation and measurement 
▫ Continual evaluation and monitoring of primary health care services 
▫ Practice guidelines 
▫ Measurement of patient outcomes to determine effect on quality of care 
Other 
▫ Measurement of cost-effectiveness 
▫ Physicians and site managers who help define the NP role in practice and help NPs to develop 

skills 
▫ The individual leadership of some NPs in implementing their role and negotiating their practice 
 
Hanrahan, Way, Housser and Applin have made recommendations to improve and expand the role of the 
extended class in Canada (2001).  The authors contacted representatives from nursing associations and 
ministries to develop a profile policy and legislative/regulatory framework.  Initially, all relevant 
provincial/territorial legislation and regulations were reviewed and a cross-country survey of key 
informants undertaken to document existing information on nursing practice models.  Data were gathered 
from consultants employed by the nursing associations concerning the regulation of, as well as the policy 
and standards for, extended/expanded nursing practice in their respective jurisdictions.  Representatives 
of provincial/territorial ministries of health were contacted to augment and/or clarify information received 
from the nursing associations. The authors also surveyed administrative personnel in different provincial 
agencies/organizations that employ registered nurses to work in extended/expanded practice roles.  
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During the second phase of data collection, an in-depth study was conducted at select sites in primary 
health care settings in Newfoundland, Ontario and Saskatchewan.  Their recommended facilitators to 
implementation of the NP role included: 
▫ Introduce policies to legitimize the EC role and improve access to resources; 
▫ Change all relevant legislation to improve access to resources; 
▫ Establish core competencies and practice standards for EC nurses; 
▫ Support EC nurses with continuing education for primary care; 
▫ Adopt common definitions and language; 
▫ Establish collaborative practice between physicians and EC nurses as the norm; 
▫ Continuously evaluate and monitor primary health care services; and 
▫ Develop new funding methods for physicians so they will be adequately compensated for working 

with an EC nurse. 
 
In another Canadian study, Way, Jones and Baskerville  (2001) devised an intervention to assist NP-
family physician collaborative practice, and made numerous recommendations concerning facilitators to 
such a practice.  Their study involved descriptive, quantitative and qualitative collection methods.  Data 
were collected pre- and post-intervention from health care providers, students and patients; and from key 
informants post intervention.  Evaluation methods included monitoring of programme implementation and 
progress as well as:  surveys and interviews of providers;  patient surveys;  patient encounter forms;  key 
informant surveys;  and a questionnaire and interview of students.  The recommendations to facilitate and 
improve collaborative practice include: 
▫ Provide a broader introduction of collaborative practice in larger samples of Canadian sites; 
▫ Other health professionals need to understand, and assess their role and contribution to 

collaboration; 
▫ Measure cost-effectiveness; 
▫ Future interventions need to implement establish practice guidelines, and have sufficient time to 

measure patient outcomes to determine effect on quality of care; 
▫ Establish resources and have them available to sites that want to employ an NP; 
▫ Policy changes that provide reimbursement to NPs and the physicians who work in collaboration with 

them; 
▫ Research the elements of collaboration and assess their importance to facilitate implementation of 

collaborative practice; and 
▫ Support implementation of recommendations of the Ontario Chairs of Family Medicine and the 

Council of Ontario University Programs of Nursing calling for continuing education on collaboration in 
clinical and classroom settings. 

 
Another Canadian report sought to evaluate, in Newfoundland and Labrador, the implementation of the 
role of the NP in primary health care;  the extent to which the NP primary health care role had been 
integrated into the health and community services system;  and the impact of the NP primary health care 
role on the health and community services system  (Goss Gilroy Management Consultants Inc (2001).  
The data collection for the evaluation concluded in March 2001.  Surveys were conducted of all NPs from 
the first two classes in the programme at the Centre for Nursing Studies who had practiced in the 
province.  Also, a total of 22 NPs were interviewed.  Managers, health professionals, and physicians at 
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each site with NPs from the first two classes were also interviewed.  In total, 31 interviews were 
conducted with management at institutional and health and community services boards; 12 interviews 
were conducted with physicians and 18 interviews were conducted with health professionals.  In addition, 
another 15 key informant interviews were conducted with individuals who had been involved in the 
development and integration of the NP role in Newfoundland and Labrador and with individuals in Alberta 
and Ontario.  A literature review was also completed on learnings from the implementation of the role in 
other jurisdictions. 
 
The Newfoundland evaluation identified the following facilitators to the implementation of the NP role:  
▫ Legislation and regulatory framework legitimized the role; 
▫ Funding was a catalyst for health boards to implement the role of NPs; 
▫ Work done by provincial health organization resolved questions surrounding implementation; 
▫ Some physicians and site managers were invaluable by actively aiding in defining the NP role in 

practice and helped the practitioner to develop skills; and 
▫ The individual leadership of some NPs in implementing their role and negotiating their practice. 
 
Barriers 
 
A number of barriers to implementation of the NP role have been identified in the literature.   We set out 
below a table summarizing the barriers identified, followed by a summary of the relevant studies. 
 
Exhibit 3: Summary of barriers identified in the studies 
 
Attitudinal 
▫ Negative attitude and lack of acceptance of the role by physicians 
▫ Physicians feeling threatened by NPs 
▫ Lack of common understanding of the role among health providers 
▫ Lack of public awareness of NP role 
▫ Increased role strain and delayed confidence-building due to the presence of unsupportive 

physicians 
Legislative barriers 
▫ Decreased effectiveness of NP role due to restricted prescriptive authority  
▫ Decreased effectiveness of the NP role due to restrictions imposed on scope of practice (e.g., 

prescriptive authority, ease of access to referrals and diagnostic services, etc.) 
Funding and income issues 
▫ Systemic issues including fee-for-service payment and other payment policies (e.g., negative 

impact on the income of fee-for-service physicians) 
▫ Potential for impeding physician recruitment and retention 
▫ No mechanism in place for fee-for-service physicians in private practice to hire NPs  
Title 
▫ Lack of consensus re NP title is a potential source of confusion and barrier to integration (“NP” is 

not a protected title in Ontario, and the title for NPs varies across Canada) 
Skill/knowledge limitations 
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▫ Decreased ability of NPs to provide comprehensive health care services due to skill/knowledge 
limitations 

Liability issues 
▫ Responsibility and liability concerns for attending physicians when nurses see patients 

independently 
Practice model limitations 
▫ Lack of clarity in the relationships surrounding collaborative practice 
▫ Potential for continuity of care problems when nurses order diagnostic tests independent of 

physicians 
▫ Lack of fraternity with specialty physicians 
▫ Limited access to diagnostic services, especially in rural/remote areas 
 
In their 2001 study discussed in the ‘facilitators’ section above, Hanrahan et al identified several barriers 
to full utilization and acceptance of extended/expanded nursing roles (Hanrahan et al, 2001).  Physicians 
identified the barriers as: 
▫ Negative impact on the income of fee-for-service physicians; 
▫ Potential for impeding physician recruitment and retention; 
▫ No mechanism in place for fee-for-service physicians in private practice to hire nurses to work in 

extended/expanded roles; 
▫ Decreased effectiveness of extended/expanded nursing roles due to restricted prescriptive authority, 

absence of fraternity with specialty physicians and limited access to diagnostic services, especially in 
rural/remote areas; 

▫ Absence of fraternity with specialty physicians and limited access to diagnostic services, especially in 
rural/remote areas; 

▫ Potential for continuity of care problems when nurses order diagnostic tests independent of 
physicians; 

▫ Inadequate nurse supervision may result in the provision of poorer quality care to patients; and 
▫ Responsibility and liability concerns for attending physicians when nurses see patients independently. 
 
According to NPs surveyed in the Hanrahan study, the following barriers exist: 
▫ Decreased ability to provide comprehensive health care services due to skill/knowledge limitations; 
▫ Decreased effectiveness of the extended/expanded nursing roles due to restrictions imposed on 

scope of practice (e.g., prescriptive authority, ease of access to referrals and diagnostic services, 
etc.); 

▫ Thwarted/delayed acceptance of extended/expanded nursing roles due to inadequate 
public/professional awareness; 

▫ Increased role strain and delayed confidence-building due to the presence of unsupportive 
physicians; 

▫ Restricted utilization of extended/expanded role nurses in private physicians practice due to the 
heavy reliance on a fee-for-service system and the absence of alternative funding mechanisms; and 

▫ Resistance from physicians, especially those compensated by fee-for-service, impeded full 
implementation of the extended/expanded role. 
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The Newfoundland study by Goss Gilroy Management Consultants Inc (2001) that evaluated the 1997 
implementation of NPs in primary care identified the following barriers to the implementation of the NP 
role:  
▫ Lack of common understanding of the role among health providers; 
▫ Lack of acceptance of the role by physicians; 
▫ Lack of clarity in the relationships regarding collaborative practice; 
▫ Lack of a general primary health care plan; and 
▫ Systemic issues including fee-for-service payment and other payment policies.   
 
Attitudes of physicians have been identified as a significant barrier to NP practice.  In their 1997 study, 
Jones and Way found that there was a negative response from physicians towards the project.  
Physicians felt threatened by NPs and did not support changes to their legislative role.     
 

Practice settings and Client Population 

We have identified just two studies that look specifically at the NP role within the primary care setting.  
They are both recent studies and therefore useful for the purposes of this study.  They are a study by 
Sidani (2000) and a study of Primary Care Reform Pilots in Ontario for the Ministry of Health and Long 
Term Care by IBM Business Consulting Services (2002). 
 
Summary of Practice Setting and Client Population:  We have reviewed two Canadian studies 
concerning the NP role in the primary care setting.  Looking at a significant number of practising NPs in 
Ontario, the Sidani study found that the large majority of NPs were working in CHCs and physician 
practices.   The MoHLTC study only concerned pilot primary care networks and therefore only looked at a 
small number (seven) of NPs.   
 
Similar to other jurisdictions, Ontario is undergoing primary health care reform. The goals of primary care 
reform include improved access, quality and continuity of care, increased patient and provider 
satisfaction, and increased cost-effectiveness of health care services.   One focus of primary care reform 
in Ontario is the increased involvement of non-physician providers such as nurses in the delivery of 
primary care.  The new primary care model – Family Health Network –  should promote collaboration 
between physicians, NPs and other health care professionals.   
 
Primary care is the niche within which most NPs choose to practice.  There are a number of primary care 
practice settings, including general and family practices, paediatric practices, and community health 
centres (CHCs).  A descriptive study by Sidani et al. (2000, Canada) surveyed 166 NPs in Ontario to 
examine the implementation of the NP role in primary care settings.  This represented 73% of the 227 
NPs certified by the College of Nurses of Ontario as Extended Class to whom surveys were sent.  The 
survey inquired about the NPs’ professional characteristics, employment settings, scope of practice, 
practice patterns, and satisfaction with their role.  The survey found that 50% of the NPs were employed 
in CHCs, 40% were in physician practices and 10% were working in out-post settings.  CHCs provide a 
comprehensive range of health care, health education, community development and social services.  
CHCs are typically established in medically under-serviced areas in rural communities and inner-city 
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urban areas.  These communities  have high-risk populations who do not readily have access to primary 
care services.  CHC services are provided by multi-disciplinary teams of social and health care 
professions, all of whom are salaried.  As of 2000, there were approximately 55 CHCs in operation across 
Ontario.  
  
Primary care NPs participating in the Sidani study reported that they were able to practice to their full 
potential.  They viewed themselves as having a high level of independence and independence related to 
decision making with respect to care requirements.  Sidani found that almost all NPs surveyed offered 
wellness care, care of minor acute illness, and monitoring of chronic illness and that over 60% offered 
care of major acute illness and palliative care.  About 25% offered other services for specific populations 
such as the homeless, aboriginal people, pregnant women, or those with psychosocial problems.  
 
A study for the MoHLTC by IBM Business Consulting Services (MoHLTC Evaluation of Primary Care 
Reform Pilots in Ontario: Phase 2 Report, 2002) found that within the province’s pilot primary health care 
networks, there were seven practising NPs.  The researchers note that a lack of data limited the 
evaluation team’s ability to fully examine the impact of NPs in the primary care networks. However, based 
on the information gathered, NPs may have had a positive impact on preventative interventions and on 
access (i.e. taking call; seeing walk-in patients/same day appointments).  NPs surveyed felt they had 
improved health outcomes. 

 

Scope of Practice 

In addition to the study by Sidani referenced above, we have identified three articles that discuss scope of 
practice:  a historical overview by Haines (1993), an article by Patterson (1992) and a study by Way, 
Jones and Busing (2000).  We summarize the findings from this literature in the box below.  We then 
discuss the literature in more detail. 
 
Summary of Scope of Role:  The scope of practice of NPs varies across Canada.  With respect to the 
primary care setting, legislation in Ontario sets out controlled acts which are to be performed by 
registered nurses with an extended class designation.  In primary care practice settings, many NPs 
conduct general primary care (e.g., well-baby exams, well-women exams, physical examinations), patient 
education (e.g., diabetes, hypertension), health promotion and preventative health care such as pap 
smears and blood pressure checks.   
 
The scope of what NPs do varies across the country and tends to be driven by the specific needs of the 
practice setting and differing legislation, which contributes to the significant variation in the NP scope of 
practice.  Through a descriptive study and literature review, Way, Jones and Busing (2000) evaluate the 
NP’s role as either a consultative or collaborative role.  Their research indicates that NPs practice most 
often in a consultative role rather than a collaborative role.  In a consultative practice model, care is 
transferred from physician to NP and then back to the physician.       
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There is no consistent definition or scope of practice for the NP role across and within jurisdictions in 
Canada (Hanrahan et al, 2001, Canada).  Exhibit 4 provides a summary of scope of practice by 
jurisdiction.  
 
Exhibit 4:  Extended/expanded scope of practice by jurisdiction 
 
Jurisdiction  Scope of Practice 
Ontario Legislated scope of practice relates to primary care functions only.  

Controlled acts are to be performed by RNs with an extended class 
designation 

British Columbia Extended/expanded practice is undertaken by delegated acts, which are 
established by working arrangements according to location, organization 
and training. RNABC has guidelines for Delegated Medical Functions 

Alberta The Extended Practice Roster Regulation governs registered nurses in 
extended/expanded roles. AARN has developed competencies and 
guidelines to govern nurses providing “extended health services” 

Saskatchewan Scope of practice is defined by the province-wide clinical practice guidelines 
but subject to site modifications  

Manitoba Under the new legislation, regulations will be developed for required 
competencies in extended/expanded nursing practice. MARN has 
established standards of practice which apply to all practising registered 
nurses in the province regardless of their roles or practice settings 

Québec Delegated medical functions are not necessarily supported by protocols. 
Concerns have been raised by nurses about situations where they could be 
exposed to liability and have no protection 

New Brunswick Site specific protocols govern the delegation of function 
Prince Edward 
Island 
 

Not applicable at present. However, if there were a movement to introduce 
extended/expanded nursing roles, the nursing association would establish 
guidelines for core competencies in accordance with CNA guidelines 

Nova Scotia Scope of practice is defined by delegation of medical functions under 
guidelines negotiated between the College of Physicians and Surgeons of 
NS and RNANS 

Newfoundland 
and Labrador 

The ARNNL approves standards of practice and competencies for NP- PHC  

Yukon Employers have adopted the MSB Scope of Practice Guidelines for 
Community Health Nurses, Nursing Stations and Health Care Treatment 
facilities 

Northwest 
Territories 
and Nunavut 

All extended/expanded practice is under the authority of protocols with the 
medical profession and employer organizations.  

Source: Hanrahan et al, 2001 
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In some provinces, the NP role has been specifically legislated while in others, NPs function within 
existing nursing legislation. The NP role tends to be driven by the specific needs of the practice setting 
and differing legislation, which contributes to the significant variation in the NP scope of practice.   
 
Haines argues that it is important to clarify the meaning of “NP” in order to discuss the future of the role.  
She also argues that it is important to define the scope of the role so that only those within the scope can 
call themselves NPs (Haines, 1993).  
 
An article by Patterson expands the NP role as an educator and researcher.  Patterson sees the NP as 
combining education from medical and nursing models to make unique contributions to the health care 
system (Patterson et al, 1992).  At the individual level of analysis, Patterson finds that  personal 
characteristics can influence the scope of the NP role.  An individual characteristic seen as important to 
the role is flexibility, a trait that is important in exploring new avenues in the health care system (Patterson 
et al, 1992).  Personal characteristics contribute to the clinical role of the NP, but are uniquely different 
because they differ between individuals. 
 

Interaction/Collaboration in Practice Teams, and Between NPs and Physicians 

Other than the literature discussed above looking at facilitators and barriers to integration, there is very 
little recent literature from Ontario concerning interaction and collaboration in practice teams, and 
between NPs and physicians.   In this category, we have identified the MoHLTC Evaluation of Primary 
Care Reform Pilots in Ontario, carried out by IBM Business Consulting Services.  In addition, a case study 
by Woodman (2002) looked at one successful NP-MD collaboration in rural Kingston. 
 
Summary of Interaction/collaboration in Practice Teams, and Between NPs and Family Physicians: 
There have been very few Canadian studies looking at interaction between NPs and practice teams, and 
family physicians.  An early study in Canada which found that physicians tended to be threatened by the 
introduction of an NP role (Sackett, 1973) is too dated to be of any real significance in today’s 
environment.  A more recent study that examined primary care network pilots in Ontario suggested that 
there are mixed perceptions of the NP role, with some physicians finding it difficult to effectively fit a NP 
into their practice (MoHLTC Evaluation of Primary Care Reform Pilots in Ontario: Phase 2 Report, 2002).  
Positive perceptions of the NP role will undoubtedly be important to ensure successful integration within 
teams and physician practices.  A small, isolated case study by Woodman of a site in rural Kingston 
(2002) found that reasons for the successful collaboration there included:  the physicians’ past experience 
working with NPs; the foundation that had been established in prior student/mentor roles; the presence of 
mutual trust and respect; exemplary communication between practitioners; NPs’ background, ability, 
motivation and insight into limitations; receptiveness and responsiveness from patients and the 
community; and support staff that helped facilitate the role. 
 
The MoHLTC study found that some primary care networks felt the NP was an asset to and an integral 
part of the health care team, whereas other practices found that it was difficult to fit an NP effectively into 
their practice.  Furthermore, some physicians who had experienced nurses in their practice did not see 
the need for an NP (MoHLTC Evaluation of Primary Care Reform Pilots in Ontario: Phase 2 Report, 
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2002).  This evaluation utilized both qualitative and quantitative research methods, including a focus 
group with five NPs working in the primary care networks (there were a total of seven NPs funded as part 
of the Primary Care Reform programme), interviews with 60 primary care network physicians, and a 
survey of 126 primary care network physicians and 185 control group physicians.  Messages from the 
NPs included:  that it was important for them to maintain their own identity; that some physicians are 
reluctant to have NPs independently order blood work or medication or perform follow up visits; that the 
reality of the economics of health care means that NPs are employed by and paid by physicians, and 
therefore there is a power differential. 
 
A small, isolated case study by Woodman of a site in rural Kingston (2002) found that reasons for the 
successful collaboration there included:  the physicians’ past experience working with NPs; the foundation 
that had been established in prior student/mentor roles; the presence of mutual trust and respect; 
exemplary communication between practitioners; NP’s background, ability, motivation and insight into 
limitations; receptiveness and responsiveness from patients and the community; and support staff that 
helped facilitate the role. 
 

The International Literature 
Practice Models 

There are a large number of articles from the US looking at various practice models, as well as some from 
the UK.  Here we have identified articles from the US and the UK that discuss practice models and that 
have potential to add learning to that gained from the Canadian literature.  We summarize these in the 
box below and then discuss them in more detail. 
 

Summary of Practice Models:  The US research echoes the Canadian view that the preferred practice 
model is a collaborative one.  From the US we see more research around the various structures and 
characteristics present in collaborative models.  One researcher’s conclusions as to the required 
characteristics required for a successful collaborative practice (cooperation, assertiveness, responsibility, 
communication, autonomy and coordination) are very similar to those identified by Way et al in their 2000 
study (Norsen, 1995).  The Schuler model provides a different conceptual model for consideration.  The 
US studies are therefore worthy of consideration by Ontario policymakers.   
 
Shuler’s model (Shuler, US):  In the US, a study by Shuler et al (1998) created a model to represent and 
identify contributions that NPs make to health care.  This model’s characteristics include: 
▫ Assessment of patients from a holistic view; 
▫ Development of mutually agreeable, self-care oriented treatment plans; 
▫ Inclusion of illness prevention and health promotion activities in the plan of care; 
▫ Consideration of all non-pharmacological plans of care, including alternative healing practices; 
▫ Functioning in a collaborative model; and 
▫ Improvement of the patient’s and NP’s individual quest for wellness. 
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Shuler argues that a nursing model that distinguishes unique nursing characteristics is essential to 
building a well-developed theory for the discipline and control of nursing practice over a multitude of 
settings. 
 
Consultative and collaborative models 
 
Like Way et al in Canada, various researchers in the US and the UK identify the consultative and 
collaborative approach as a fundamental component of the NP’s role.  Key articles include: Torn et al 
(1998, UK); Wright (1995, UK); Garland et al (1982, US); Arcangelo et al (1996, US); Siegler and Whitney 
(1994, US); Norsen et al (1995, US); Grady et al (1996, US); Lorenz et al (1999, US); Freeman et al 
(1996, US); Giardino et al (1994, US); and Dontje et al (1996, US). 
 
Torn et al. (1998, UK) further expanded the NP’s role into consultative and clinical areas. The clinical 
component attributes to NPs the role of solving problems, whereas in the consultative component NPs 
are guided by protocols.  In terms of consultation, Wright (1995, UK) views the technical instrumental role 
of NPs as being built on ‘softer’ skills such as caring.   
 
Regardless of the theory, Garland et al (1982, US) argue that the NP role should be interpreted at three 
levels of analysis in order to account for the structures affecting the role.  The levels of analysis are 
societal, group and individual.  The societal or institutional level of analysis accounts for the social norms 
that affect the role. The group or interactional level of analysis recognizes that people generally interact in 
terms of status, and roles are learned in the process of social interaction.  This is the level in which 
gender-specific occupations occur, and why nurse-physician relations are such an integral aspect of the 
implementation and survival of NPs. 
 
Arcangelo et al (1996, US) present a model whereby there are four generally accepted types of 
collaborative practice models.  Their work is descriptive and looks at the advantages of collaborative 
practice, as well as addressing practical considerations for implementing a collaborative practice The 
models of collaborate practice they identify are: 
▫ Parallel Model: NP sees stable patients and physician sees medically complex patients. 
▫ Sequential Model: NP performs the initial assessment and physician is responsible for the diagnosis 

and management of the patient. 
▫ Shared Care Model:  NP and physician both see patients on alternating schedules and the patient 

may visit with either. 
▫ Collaborative Model:  Patient chooses or is assigned to one of the health providers regardless of the 

complexity of the health problem.  
  
In another descriptive study coming out of the United States, Sielgler and Whitney (1994, US) define a 
collaborative structure as composed of three models: 
▫ Hierarchical model: Comprised of unidirectional communication, and limited contact between the 

patient and physician. 
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▫ Collaborative practice model - Type 1: This model consists of bi-directional communication, and 
continues to place the physician ahead of the NP, constructing barriers between the patient and 
physician.   

▫ Collaborative practice model - Type 2: This model comprises interdisciplinary, patient-centred care, in 
which all health care providers work with each other and the patients.   

 
Norsen et al (1995, US) used a description and case study to conceptualize the structure of collaboration 
as a pyramid.  Starting from the bottom, the pyramid is as follows:  
▫ Protocols for advanced practice: members are able to discuss, resolve disagreement, and ensure 

quality. 
▫ Practice agreement: outlines aspects of the relationship between the NP and the physician. 
▫ Standards of advanced practice: reference that lists responsibilities. 
▫ Scope of advanced practice: defines legislative parameters of collaborative arrangement. 
 
Norsen further defined the process characteristics required for collaborative practice as: 
▫ Cooperation: emphasize collegial relationships based on equality and shared decision-making; 
▫ Assertiveness: individuals in practice support other’s views with confidence; 
▫ Responsibility: individuals are able to accept accountability for all team actions; 
▫ Communication: sharing information about the patient; 
▫ Autonomy: Each individual has trust from the team and empower each individual independently; and 
▫ Coordination: Organize components of care. 
 
In forming a practice with NPs, Grady et al (1996, US) argue in a descriptive study that it is essential to 
recognize that the development of group collaboration occurs in four stages: 
▫ Forming phase:  comprises inquiry and exploration;   
▫ Storming phase:  where groups conflict on goals and relationships;  
▫ Norming phase:  follows guidelines and collaboration is visible; and   
▫ Performing phase:  evidence of individual and group initiative. 
 
Other components of collaborative practice, which are highlighted by Siegler et al (1994, US), Lorenz et al 
(1999, US), and Arcangelo et al (1996, US) are mutual respect, optimism, common purpose, shared 
knowledge base, compromise and interdependence. 
 
Through case studies of teams, Freeman et al (2000, US) postulate that individual philosophies of 
teamwork can affect the process of collaborative practice.  Information collected through observations 
and interviews identify three individual philosophies of collaboration.   
▫ Directive philosophy:  assumes a hierarchy, and different levels of communication;  
▫ Integrative philosophy:  commitment towards collaboration, views the development of role boundaries 

as important, assigns equal value to all contributions, and agrees with discussion for team 
understanding; and   

▫ Elective philosophy:  views a system of liaison, the need for attention to role clarity, short 
communications, and that learning is valued from only those of equal or higher status. 
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Giardino et al (1994, U.S.) reviewed the literature regarding instruments developed to measure 
collaborative practice and identified four indicators of collaboration, outlining the most recognized 
measurements of each indicator:  power-control, practice spheres, mutual concerns and common goals.  
They also looked at satisfaction measures for NPs, physicians and patients. 
 
Studies in the US have shown that, in a community setting, collaborative practice between NPs and 
physicians has improved the organization and efficiency of care in community health centres and 
physician general and specialty practices.  Dontje et al (1996, US) examined the collaborative model 
implemented in a comprehensive breast clinic.  The clinic opened in 1991 with two NPs and one surgeon.  
Providers agreed upon guidelines for patient visits, including for the initial evaluation, the follow-up, and 
the treatment plan.  The study concluded that the clinic was successful due to its recorded 86% patient 
satisfaction, quality assurance, and provider satisfaction. 
 

Implementation of the NP Role 

We have identified two US studies regarding implementation of the NP role.  Given that there is very little 
literature on this subject in Canada, these are worthy of consideration.  We summarize them in the box 
below and then discuss them in more detail. 
 
Summary of Implementation of the NP Role:  Research in the US suggests that implementation of the 
NP role results in an adjustment period for the system and staff, as well as for the NPs themselves.  
(Brown et al, 1998)  Research in the US also suggests that the environment in which the NP operates 
plays an important role in the implementation (Zammuto, 1979).   
 
A study by Brown et al (1998) relied on data from a longitudinal, qualitative research study of 35 new NP 
graduates.  They concluded that the implementation of the NP role results in an adjustment period, not 
just for the system and staff, but also for the NPs themselves.  As such, they constructed a model that 
identifies the stages of adjustment before the NP has become comfortable with the role, namely, laying 
the foundation, launching, meeting the challenge, and broadening their perspective.  
 
A study by Zammuto (1979, US) found that certain types of settings are able to utilize nurse associates 
more effectively than others.  He found that institutional agencies formalized the role at a significantly 
faster rate than did non-institutional agencies.  He also found that the effect of the type of sponsoring 
agency was not significant.  He concluded that the rate of implementation appears to be more strongly 
influenced by the structural characteristics of each individual agency than by generic type of agency.   

 

Facilitators and Barriers to NP Integration 

There are a large number of US studies that consider barriers and facilitators to integration of the NP role 
into practice settings.  Below we set out a summary table of the facilitators identified by studies in the US, 
followed by a written summary of the various studies.  We then discuss barriers using the same format.  
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While the US health care system is vastly different from the Canadian system, there are still a number of 
potential lessons to be learned from the US studies. 

 

Summary of Facilitators and Barriers:  The literature shows that in the US, the success of the NP 
movement can be attributed to facilitators such as:  educational curricula focusing on nursing content;  
development of NPs as experts; the use of one recognizable title; desire on the part of all providers to 
adopt the collaborative model; creation of conditions within the practice that promote positive 
communication; and allowing both providers to practice from the uniqueness of their separate disciplines. 
 
The studies identified barriers including:  structural barriers; differing philosophies of care between NPs 
and physicians;  poor communication between NPs and physicians; legislative barriers; limited knowledge 
by other health professionals of the NP’s role; and limited public awareness. 
 
The number of US studies and identification of facilitators and barriers that are also identified in Canadian 
studies suggest that there would be merit in taking note of the US studies. 

 

Facilitators 

Exhibit 5:  Summary of facilitators identified in US studies 
 
Policies and legislation 
▫ Choose one recognizable title 
▫ Organize NPs into a group, work towards nationally recognized certification process, seek third-

party reimbursement 
▫ Ensure the practice is aware of NP regulations within the state or province 
Funding 
▫ Consider methods of reimbursement/payment reforms 
Practice models 
▫ Both providers practice from the uniqueness of their separate disciplines 
▫ Providers must share responsibility and accountability for patient care within their roles 
▫ Providers share decision-making 
▫ Providers share philosophy through mutual understanding of the role of each other’s practice 
▫ Provider must communicate effectively/create conditions within the practice that promote positive 

communication 
▫ All providers must desire to adopt the collaborative model 
▫ Personal clarification of what one wants to achieve through the joint practice relationship 
▫ Self-examination of inter-actional patterns with physicians 
▫ Evaluate how close the patterns are to mutual understanding 
Practice setting/scope of practice 
▫ Determine how NPs will be used in the practice 
▫ Expand scope of clinical sites 
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▫ Decide upon protocols if any 
Education 
▫ Identify master’s degree level as first level of qualification 
▫ Focus educational curricula on nursing content 
▫ Spend numerous days observing day-to-day tasks 
Other 
▫ Initiate a public relations campaign before the implementation of the NP 
▫ Make patients aware that nurse/health care is not identical with medical care 
▫ Self-reflection 
 
In a US study aimed to address the most serious obstacles facing NPs and recommend strategies for 
survival, Billingsley et al (1982, U.S.) used a descriptive method in which problems were discussed and 
recommendations offered and reinforced by literature.  The authors made the following recommendations 
to facilitate and promote the role of the NP in different settings:  
▫ Focus educational curricula on nursing content; 
▫ Develop NPs as the experts; 
▫ Identify and discuss NP tasks in health care; 
▫ Identify masters degree level as first level of qualification; 
▫ Choose one recognizable title; 
▫ Make patients aware that nurse/health care is not identical with medical care; 
▫ Organize NPs into a group, work towards nationally recognized certification process, seek third-party 

reimbursement; and 
▫ Expand scope of clinical sites. 
 
A study in the early 1990s in the US examined justifications of NPs by third-party payers using a case 
analysis format.  The authors carried out a literature review and three case studies derived from 
information from NPs.  They concluded that payment reforms improve practice because they reflect the 
NP’s worth of services; they affect willingness and ability for patients to receive services; they are 
significant for salaried workers; they permit NPs to practice independently and they reflect changing 
attitudes of law-makers.  They thus concluded that payment reform policies are critical for governments to 
set trends (Sullivan, 1992). 
 
In a descriptive study, Arcangelo et al. discussed the advantages of collaborative practice and addressed 
practical considerations for implementing a collaborative practice(Arcangelo et al, 1996, US).  They 
concluded that certain factors can aid in the implementation and maintenance of collaborative practice.  
They identified the following facilitators of implementation of collaborative practice: 
▫ All providers must desire to adopt the collaborative model; 
▫ Determine how NPs will be used in the practice; 
▫ Spend numerous days observing day-to-day tasks; 
▫ Initiate a public relations campaign before the implementation of the NP; 
▫ Ensure the practice is aware of NP regulations within the state or province; 
▫ Consider methods of reimbursement; 
▫ Decide upon protocols if any; and 
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▫ Complementary professional relationship. 
 
A US study in the late 1980s aimed to investigate the observed failure of nurses and physicians to 
collaborate, and the underlying meaning behind this failure (McLain, 1998, US).  Using a 
phenomenological and participatory approach, 18 family NPs and physicians in joint practice were 
interviewed separately and together about their practice relationships.  The author concluded that 
individual practices affect collaboration and that self-examination can help build positive conditions for 
collaborative practice.  McLain suggests the following facilitators for the individual NP in collaborative 
practice: 
▫ Self-reflection; 
▫ Personal clarification of what one wants to achieve through the joint practice relationship; 
▫ Self-examination of inter-actional patterns with physicians; 
▫ Evaluate how close the patterns are to mutual understanding; and 
▫ Create conditions within the practice that promote positive communication. 
 
In a descriptive study, Nugent et al discussed barriers and facilitators and prepared a model of 
collaborative practice.  The authors found that after collaborative practice has been implemented, 
facilitators are essential to ensure collaboration, and not conflict.  They identified the following facilitators 
to maintain collaborative practice: 
▫ Both providers practice from the uniqueness of their separate disciplines; 
▫ Providers must share responsibility and accountability for patient care within their roles; 
▫ Providers share decision-making; 
▫ Providers share philosophy through mutual understanding of the role of each other’s practice; 
▫ Providers must communicate effectively; and 
▫ Synergy distinguishes collaboration from other relationships. 
 
Barriers 
 
Exhibit 6:  Summary of barriers identified in the US studies 
 
Legislative barriers 
▫ Legislative barriers in the last 25 years have prevented the definition of advanced practice, 

organized practice acts so physicians had control, limited prescriptive and hospital visiting 
privileges, and prevented reimbursement 

▫ Concerns surrounding prescriptive authority and reimbursement for NPs, fearing that changes 
in legislation would result in NPs practising independently 

▫ Legal ambiguities 
▫ Lack of consensus as to the NP title 
Attitudinal/professional relationships 
▫ Physicians’ attitudes 
▫ Social psychological discounting 
▫ Differing philosophies of care between NPs and physicians 
▫ Conflicts between academic and clinical nurses within the profession 
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▫ Many nurses do not want to collaborate 
▫ Physicians feeling less effective in their work and less satisfied when the NP assumed more 

responsibility 
▫ Patterns to professional relationships: 
▫ Assistant/Guest: located in private practices with high personal control; 
▫ Gatekeeper: located in large bureaucratic institutions with high structural controls; and 
▫ Colleague/Manager: located in settings with low structural and personal controls. 
Structural 
▫ Physicians were typically male, of higher social class, and physically larger 
▫ Male dominance 
▫ Structural barriers including educational and economic backgrounds 
▫ Two different educational systems have developed two separate languages 
Practice model limitations 
▫ Poor communication between nurses and physicians 
▫ Physicians felt that the NP should be required to follow established protocols, and did not 

relate diagnostic reasoning to the scope of practice   
▫ Limited knowledge of each other, and the scope of one another’s practice   
▫ An undefined role 
Knowledge/skill limitations 
▫ Clinical nurse specialist role was developed for specialized practice and not for primary care 
Funding issues 
▫ Financial and legislative disincentives surrounding collaborative care 
▫ Lack of third party re-imbursement 
Other 
▫ Nurses lack of identification with their profession 
▫ Limited consumer awareness 
▫ Territorial constraints 
 
In Billingsley’s descriptive US study (1982) the following barriers to the implementation of the NP role 
were identified: 
▫ An undefined role; 
▫ Lack of consensus concerning name; 
▫ Limited consumer awareness; 
▫ Legal ambiguities; 
▫ Lack of third party re-imbursement; and 
▫ Territorial constraints. 
 
Nugent et al also undertook a descriptive study which found the following barriers to collaboration (1996, 
US): 
▫ Male dominance; 
▫ Structural barriers including educational and economic backgrounds; and 
▫ Differing philosophies of care between NPs and physicians. 
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Another barrier that has been identified to collaboration is the limited knowledge of each other, and the 
scope of one another’s practice (Alpert et al, 1992, US).  Alpert et al’s study involved the description of 
the creation of an NP practice model in one particular hospital. 
 
In the US, a descriptive study by Herzog (1976, US) describes how physicians felt less effective in their 
work and less satisfied when the NP assumed more responsibility.  In a 1977 study by Lawrence, a 
questionnaire was sent to all physicians practising in one state.  The results showed that 85.9% of 
physicians approved of the conceptual role of the NP (Lawrence et al, 1977, US).  However, the survey 
also indicated that only 34.4% of the physicians would consider hiring one.  Those who felt that they 
would not hire an NP either did not require assistance in their practice or thought they would hire another 
provider.   
 
A more recent US study indicated that there is an overall acceptance of NPs as cost-effective providers of 
health care among physicians (Ford et al, 1998).  In this study, a convenience sample was used in which 
equal numbers of faculty and residence staff were randomly selected to comprise a total of 10 
participants.  Semi-structured interviews were conducted and coded.  While there was an overall 
acceptance of NPs, the physicians felt that the NP should be required to follow established protocols, and 
did not relate diagnostic reasoning to the scope of practice.  There were concerns surrounding 
prescriptive authority and reimbursement for NPs, fearing that changes in legislation would result in NPs 
practising independently. 
 
In addition, Martin (1999, US) discussed the relevance of social psychological discounting as a barrier to 
NPs.  The data collection techniques included interviews with 23 NPs, document review and observation 
of relevant meetings.  There was triangulation across data to ensure reliability and validity.  The study 
found that discounting includes being undermined, ignored, excluded, blamed, verbally abused, 
stigmatized, being made invisible and being misidentified by other health care providers.  Social structural 
discounting is divided into two categories.  Discounting in the organizational setting includes: unclear role 
expectations, inadequate resources, lack of administrative support, lack of planning, chain of command 
issues, financial exploitation and NPs’ inability to receive direct reimbursement.   
 
Using a literature review, Siegler and Whitney (1994, US) reviewed the social and economic barriers to 
collaboration that exist between nurses and physicians.   They identified a number of barriers including: 
▫ Poor communication between nurses and physicians; 
▫ Physicians were typically male, of higher social class, and physically larger; 
▫ Two different educational systems have developed two separate languages; 
▫ Conflicts between academic and clinical nurses within the profession; 
▫ Clinical nurse specialist role was developed for specialized practice and not for primary care; 
▫ Financial and legislative disincentives surrounding collaborative care; 
▫ NPs were different from physician assistants because they could practice independently; and 
▫ Legislative barriers in the last 25 years have prevented the definition of advanced practice, organized 

practice so that physicians have control, limited prescriptive and hospital visiting privileges, and 
prevented reimbursement of NPs. 
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Little et al. carried out a descriptive study that aimed to briefly review the history and need for 
collaboration and to look at the spirit of collaboration, the spectrum of collaboration, key ingredients for 
collaboration, and thoughts concerning future collaboration.  Little et al. identified two types of control that 
cause conflicts between the providers (Little, 1980, US).  First, structural controls are institutional policies 
and protocols that affect the division of labour in health care and second, personal controls that are 
placed on the NP by other health care providers.  Little et al identified the following patterns to 
professional relationships which act as barriers to the implementation of the NP role: 
▫ Assistant/Guest: located in private practices with high personal control; 
▫ Gatekeeper: located in large bureaucratic institutions with high structural controls; and 
▫ Colleague/Manager: located in settings with low structural and personal controls. 

 

Prescriptive Authority 

We have looked at three US studies around the issue of NPs’ lack of prescriptive authority.   We 
summarize these in the box below, and then discuss them in more detail. 
 
Summary of Prescriptive Authority:  While we have not identified any Canadian studies that specifically 
focus on NP prescriptive authority, US studies suggest that the ability of NPs to prescribe may have 
beneficial impacts on patient outcomes. 

 
The US literature points to issues arising from NPs’ lack of authority to prescribe medication.  A recent 
study by Sherman et al. used a qualitative approach to document the barriers or constraints to 
prescriptive authority and prescribing practices as perceived by clinical health specialists, clinical nurse 
midwives and NPs both with and without prescriptive authority.  A correlation survey was undertaken 
across three NP groups.  There was a 36% response rate, being a total of 178 NPs.  These NPs 
perceived major barriers to prescriptive practice.  Fifty percent (50%) of the NPs identified barriers 
including their inability to sign for prescription samples, restrictions of state laws, payment differentials 
between providers and third party reimbursement (Sherman et al, 1999, US).  
 
A study by Hamric et al (1998, US) documented patient outcomes from NPs’ prescriptions.  The study 
involved 33 advanced practice nurses from 25 different practice sites.  However, the selection process 
was not random, leaving open the possibility for bias.  The patients were from rural clinics (47%), urban 
clinics (15%), pediatric clinics (13%) or HIV clinics (9%).  Data were collected over a two-month period 
and 683 patient outcomes were analyzed.  Physician data were collected after the project and on-site 
visits were conducted. The study found that patient outcomes were positive, with 59% of the patients 
improving and 76% percent either improving or stabilizing due to the prescriptive treatment.  Both patients 
and physicians were satisfied with the treatment and waiting times decreased.   
 
Another American study aimed to describe the prescribing practices of NPs accorded prescriptive 
privileges by their state licensing regulatory board, whose scope of practice was adult/family health and 
who were engaged in practice in one of the five western states (Batey et al. 1985, US).  Questionnaires 
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were sent to 401 NPs with prescriptive authority.  A total of 227 NPs returned the questionnaires.  Of 
these, 140 had identified their scope of practice.  A follow-up questionnaire was sent out to record the 
NPs’ degree of confidence with prescribing drugs, to which 89 responded.  It was found that 70%  of all 
the prescriptions were written for five of the 18 devised health problem categories and 52%  of the 
prescriptions written by 140 NPs were for non-drug devices.  The highest confidence for prescribing 
practices came from immunization/vaccines, anti-biotics, vitamins and ophthalmics.  
 

Personal Behaviours 

There are a number of articles from the US that look to see how NPs’ individual behaviours and 
characteristics can affect their work.  We summarize these in the box below and then discuss them in 
more detail. 
 
Summary of Personal Behaviours:  In summary, in the absence of any Canadian studies on the 
subject, the US literature is instructive in showing how different behaviours and characteristics can affect 
NPs’ work.  The studies looked at suggest that there are various behaviour characteristics which define 
an effective NP.  These include sound leadership skills, confidence, autonomy, and caring behaviour. 
 
A number of US studies suggest that NPs’ individual behaviours and characteristics can affect their work.  
Personal attributes are important to the effectiveness of the NP role.  The research indicates that various 
behaviour characteristics define an effective NP.  For example, in a survey in the US of a random sample 
of 317 NPs, Jones et al (1990) found that there is a positive association with leadership and performance 
standards and that it is necessary to provide NPs with sufficient leadership skills.  Leadership behaviours 
are linked to aspects of the organizational climate, including risk, structure, reward and responsibility.   
 
Practice styles are influenced by personal behaviours and can also affect the medical outcomes of 
patients.  In a US study, Mark et al (2001) found a strong positive correlation between confidence and 
autonomy and concluded that leadership and confidence produce an autonomous relationship with other 
health care providers.   
 
In addition, the research indicates that caring is a principle concept in the nursing model and is also a 
personal attribute that can vary among NPs.  A study in the US by Brunton et al (2000, US) involved a 
random sample survey sent to 200 members of an Illinois NP group.  It was found that the ten most 
frequent caring behaviours were: 
▫ Appreciating the patient as a human being; 
▫ Showing respect for the patient; 
▫ Being sensitive to the patient; 
▫ Talking to the patient; 
▫ Treating patient information confidentially; 
▫ Treating the patient as an individual; 
▫ Encouraging the patient to call with problems; 
▫ Being honest with the patient; and 
▫ Listening attentively to the patient. 
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The Brunton study noted the importance of NPs measuring caring because such behaviour can go 
unrecognized until it is missed by patients and their families.  
 

Conclusion 

The NP profession has made significant strides in Ontario over the last decade, although the profession 
still faces many hurdles and there is a large amount of work that still needs to be done.   Although NPs 
have primarily practiced in three countries – USA, Canada, and the UK - the new NP role is starting to 
emerge globally as a new level of nursing and this should help strengthen the NP profession within 
Ontario.    
 
Based on the literature review, it is evident that there are many issues that need to be addressed such as: 
 
▫ Barriers and facilitators:  It is important that note is taken of the various barriers and facilitators to NP 

integration identified to date in order to maximize the chance of successful implementation of the NP 
role in Ontario. 

 
▫ NP title:  The lack of clarity and consensus regarding the NP title presents challenges in marketing 

the benefits and credibility of the NP.  The various stakeholders (e.g., Canadian nursing associations, 
NPs, government) need to take a leadership role in addressing this matter. 

 
▫ Scope of practice:  The scope of what NPs do varies across the country and tends to be driven by the 

specific needs of the practice setting and differing legislation.  There is no consistent definition or 
scope of practice for the NP role across and within jurisdictions in Canada.   Legislation is needed in 
all jurisdictions to support the NP role.   Until this time, NPs will have to work within existing nursing 
legislation. 

 
▫ Funding/Reimbursement:  This creates a significant barrier to the implementation of NPs in most 

jurisdictions.  Much attention has been placed on funding/reimbursement in an effort to develop an 
alternative funding mechanism for NPs.   

 
▫ Positioning of NPs in the health care system:  The NP community, along with various stakeholders, 

need to work together to develop a comprehensive strategy and vision for positioning the NP within 
the health care sector.  This is a critical step in charting the future of NPs. 
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4. Approach and Analytic Framework 
Theoretical Framework 

 

Introduction 

The analysis team and data analysis working group developed an analysis plan and identified the 
integration domains (outcome variables). Based on the literature and other information sources, the team 
analyzed relationships among selected variables related to NP implementation and integration. The 
relationship among these variables was assessed based on:  
▫ Identified measures of NP integration (outcome variables) e.g., satisfaction; and 
▫ Identified factors that influence integration (explanatory variables) e.g., barriers and facilitators. 
 
Variables were grouped into domains to allow the exploration of relationships between various factors in a 
methodical manner. The integration domains identified are set out below. 
 
NP Role Within the Practice Setting  

NP role within the practice setting refers to the influences arising from a specific practice setting that 
impact the extent to which the NP is able to provide patient care within the RN(EC) scope of practice.  It is 
based upon the formalization of the NP’s role and the type of activities he or she performs as well as the 
patient focus. 
 

External Influences  

External influences refers to the influences that impact the extent to which the NP is able to provide 
patient care within the RN(EC) scope of practice regardless of the practice setting. It is based upon 
legislation, regulations and policies. 
 

NP Role in Decision-Making  

NPs’ role in decision-making refers to the degree to which independence/autonomy has been achieved in 
the workplace (including the degree to which NPs function within determined lines of responsibility and 
the degree to which consistent processes and mechanisms are in place to support various functions).  
NPs’ role in decision-making is based upon factors such as conflict resolution processes, clarity of the NP 
role, recognition, and accountability. 
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NP Workplace Satisfaction 

NP workplace satisfaction refers to the degree to which there is congruence among NPs’ expectations, 
values, environment and personal characteristics.  Workplace satisfaction is based upon factors such as 
working conditions, payment system, salary, opportunities for professional growth and continuing 
education. 
 

Collaboration and Team Dynamics  

A consideration of collaboration and team dynamics involves examining the degree to which 
formal/informal partnerships function within the practice setting. The NP, physician and other members of 
the health care team can be part of a collaborative relationship. Collaboration and team dynamics are 
based upon factors such as role clarity, communication style and mutual respect. Elements such as the 
nature of time spent together and availability of the partners inform the level of collaboration. 
 
Exhibit 7 summarizes the domains and provides examples of the factors that contribute to each domain. 
 
Exhibit 7: NP integration domains  
 
 
 
 
 
 
 

 
 
 

 

Methods 

 
Survey Design and Sampling Methods 

Three questionnaires were designed based on the literature review, existing survey instruments and 
consultation with the Steering Committee. 
 
 
 
 

Domain 4
Workplace
Satisfaction

Domain 5
Collaboration

Team Dynamic

Domain 1
NP Role

Within the  
Practice
Setting

Domain 2
External

Influences 

Domain 3
NP Role in
Decision
Making

Example factors:
Communication

Collegiality
Interaction

Team accessibility

Example factors:
Patient mix

Role definition
Role activities

Example factors:
Legislation
Regulations

Policies

Example factors:
Management 

processes
Accountability

Example factors:
Salary

Continuing 
education
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NP Survey 

The first survey was administered to all nurses with RN(EC) designation from the College of Nurses of 
Ontario.  The survey included questions regarding NP demographics, practice descriptors, NP 
satisfaction and perceptions/experiences of barriers and facilitators in various practice settings.  The 
researchers drew upon two scales widely used in studies of NPs – the Jones and Way scale for 
collaboration and the Misener NP job satisfaction scale.  The questionnaire also included numerous items 
designed specifically to address the research questions.  A copy of the NP survey is found in Appendix D. 
 
A list of the names of Ontario RN(EC)s in 2002 was obtained from the College of Nurses of Ontario.   All 
475 individuals on the list were included in the survey, regardless of where they resided or practised.  The 
survey was mailed to participants at the beginning of October 2002.  Efforts to increase the survey 
response rate included a mailed reminder postcard and a second mailing of the survey.  As of mid-March, 
2003, 365 (77%) survey responses had been received.   
 

Physician Survey 

The second and third surveys were administered to primary care physicians.  The first survey (Survey A) 
was administered to physicians working with NPs, while the second survey (Survey B) was administered 
to physicians not working with NPs.  Survey A included questions regarding physician demographics, 
practice descriptors, satisfaction with the NP and perceptions/experiences of barriers and facilitators.  
Several of the questions posed in these surveys and the NP survey were duplicated to allow for 
comparisons across the groups (i.e., physicians vs. NPs, physicians working with NPs vs. physicians not 
working with NPs).  Copies of Surveys A and B are found in Appendices E and F respectively.  
 
The survey package mailed to primary care physicians included a cover letter signed by the Ontario 
Medical Association and the Ontario College of Family Physicians, surveys and a stamped return 
envelope. In total, 1,600 physicians were randomly selected from the Ontario College of Family 
Physicians mailing list and sent both survey A (for those who work with NPs) and survey B (for those who 
do not work with an NP).  MDs were sent both surveys as we could not be sure which of the randomly 
selected MDs worked with NPs and which did not. Responding physicians were provided with a $50 
honorarium. A total of 492 completed surveys were received, representing 31% of the study sample. 
 
A survey was also developed for physicians known to work with NPs. Given the absence of a 
comprehensive list of MDs who work with NPs in Ontario, a variety of approaches were used to reach 
these MDs: 
▫ Telephone calls to sites with MoHLTC-funded NP positions; 
▫ MoHLTC program specific information; and 
▫ Letters to site sponsors, executive directors, and medical directors of long-term care facilities 

requesting they distribute surveys on our behalf. 
 
These physicians received a package with a co-signed cover letter, survey and stamped return envelope. 
Responding physicians were provided with a $100 honorarium.  We received 226 completed surveys. 
The 2001 National Family Physicians Workforce Survey, which is a census survey of all family physicians 
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in Canada, asked family physicians to indicate the number of NPs in their main setting (response rate of 
51.2%).  Based on the results of this survey, there are 524 family physicians/general practitioners who 
work with NPs in Ontario (seven percent of those in the province). Thus, the MD survey represents 
approximately 43% of the target population. 
 

Analytical framework 

Given the wealth of information collected in the surveys, a detailed analytical framework was developed 
to guide the data analysis.  The analytical framework details the level of analyses by survey question and 
the working hypotheses.  The analysis plan includes basic statistics such as frequencies and cross-
tabulations on the survey data, as well as selected multivariate statistical techniques to better understand 
the relationships among variables that impact integration of NPs.  
 
A summary of the framework is presented in Exhibit 8. 
 
Exhibit 8:  Analytical framework 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The analytical work commenced with the creation of datasets from the survey data (NP and Physician 
surveys) in SPSS.  A significant number of resources were dedicated to grouping the data into 
appropriate practice settings.  Numerous surveys were investigated individually to ascertain the 
appropriate practice setting group.  As well, in some instances, for the purposes of analysis, categorical 
variables were converted to ordinal scales.  The datasets were also examined for errors and potentially 
spurious data; these data were extracted for further review and assessed for validity. Respondents in the 
study were targeted to be representative of the underlying population.  The response rate to the NP 
survey was relatively high at 77% and the representation of physicians working with NPs was substantial 

Data Set Creation

Descriptive Analysis

Bivariate
Analysis

Multivariate
Analysis

Domain 1
NP Role within

the Practice
Setting

Domain 2
External

Influences

Domain 3
NP Role in
Decision
Making

Domain 4
Workplace
Satisfaction

Domain 5
Collaboration

and
Team Dynamic

Synthesis

� Descriptive Analysis:
- General description of variables
- Frequencies
- Analysis of incomplete 

questionnaires
� Bivariate Analysis:

- Cross tabulations
- Correlations
- T-tests 
- Test of distributional assumptions

� Multivariate Analysis:
- Factor analysis 
- Regression analysis

� Matrix synthesis
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(43%). Furthermore, obtaining a 31% response rate for the physicians not working with NPs is standard 
among a random survey of physicians not engaged in the specific program of study.  Although selection 
bias was not a fundamental concern, the analytical plan included a review of the distribution of 
unanswered questions on the surveys. 
 
To answer the study’s two research questions, factors that impact integration in terms of its relationship to 
practice models as well as barriers and facilitators were identified.  Under each domain, a number of key 
comparisons were conducted through cross-tabulations and pair wise significance tests on selected 
indicators of integration.  The descriptive and bivariate analyses provided a summary of the survey results 
and further clarified the relationships among the variables.  Using the identified integration domains as a 
framework and the results of the descriptive and bivariate analyses, the hypotheses of the facilitators and 
barriers that influence NP integration were formalized. 
 
Explanatory (predictor) variables were identified such as: demographics; practice model dimensions; 
length of time in practice; role characteristics; payment type; patient numbers and type; and hours worked 
per week.  In addition, predictor variables specific to each integration domain were identified based on 
assessments by the working group and results from the exploratory statistical analysis. This enabled the 
analysts to isolate and examine the effect on integration of a combination of the influences such as: 
 
▫ Practice/Care Setting; 
▫ Client Population; 
▫ NP Scope and Responsibilities; 
▫ Team Interaction; 
▫ Organizational Characteristics; 
▫ External Factors; and 
▫ Employment Relationship. 
 
Outcome (dependent) variables were also identified for each of the domains.  For all integration domains, 
with the exception of scope of practice (external influences), the dependent variables were created using 
factor analysis.  In the survey, respondents often answered questions that together relate to a single 
underlying concept.  For example, the NP survey includes 57 items regarding NP satisfaction.    
Factor analysis can be used as a tool to combine several questions on satisfaction into a single index 
measure.  The index can then be used as a measure to be analyzed or as a measure for analysis (e.g., 
as an outcome variable in a multiple regression model).  For the purposes of this study, factor analysis 
was used as a data classification technique to detect structure in the relationships between survey 
variables.  For each domain, factor analysis was conducted to cluster correlated variables into a minimum 
set of groups or factors.  The analysis further allowed common variables within each factor to be 
combined to create index scores.  For all indices constructed, reliability and internal consistency were 
assessed by the standard Cronbach’s alpha approach, including robustness tests using the stepwise 
variable deletion method.  
 
Where the findings were deemed valid and meaningful, regression analysis (linear/logistic regression) 
was employed to evaluate the underlying relationship between factors and the relevant practice model 
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dimensions.  The objective of regression analysis is to identify the relationship between several 
explanatory or predictor variables and an outcome or dependent variable. In general, regression allows a 
researcher to ask "what is the best predictor of ...".   Generally, multivariate analyses were performed 
using linear regression, except in the instances when the outcome variable took only two possible values 
(e.g., yes, no), in which case logistic regression was used. The analysis team conducted regression 
analyses in two stages.  In the first stage, the team used regression as an exploratory technique to 
identify outlying and erroneous data.  In the second stage, the team used regression to identify important 
determinant variables after outliers had been treated (standardized) and/or removed.  For each domain, 
the multivariate analysis identified variables that have a significant and substantive effect on the 
integration process. 
 
Based on the results of the analyses described above, a matrix was developed to identify and summarize 
the measures and influencers of NP integration.  The matrix synthesizes the factors that impact 
successful integration of NPs based upon the NP and physician survey results. 
 
It should be noted that a data analysis working group was formed to guide all of the analysis.  The group 
contributed a significant amount of thought leadership and “hands on” experience to the overall plan.   
 

Confounders  

Wherever possible, the researchers attempted to minimize the degree of sampling error and  selection 
bias by designing a systematic study design with significant input from the Steering Committee.  In 
addition, where possible, the researchers attempted to control any other known confounders in the 
analysis.  The potential confounders to both the NP and physician surveys are identified below.    
 

NP Survey 

Prior to administering the NP survey, the questionnaire was pre-tested for length, clarity, language and 
comprehensiveness of response options by a group of seven NPs.   Suggestions for change were 
incorporated into the survey. In addition, the survey was reviewed by the project executive for content.  
Where possible, the survey also utilized pre-existing questions.  Although the pre-testing of the 
questionnaire allowed the researchers to clarify the questionnaire prior to distribution, there may still have 
been some questions that respondents found unclear.  This is particularly true in mail-in surveys where 
respondents cannot immediately clarify questions.  To avoid bias in the constructs, the researchers 
removed those questions from the multivariate analysis.    
 
The questionnaire was designed predominately as a closed-ended survey with a well-designed form for 
the respondent.  Closed-ended questionnaires provide some advantages in that they may prompt the 
respondent to remember responses that might otherwise be forgotten and they are in accordance with the 
principle that specific questions are better than general ones.  However, open-ended questions may be 
more effective when the survey is exploratory or questions are sensitive.  To create a balance, the team 
created questions that were closed-ended but provided an opportunity to provide comments.  A 
substantial number of questions were re-coded to include these comments in the database. 
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Mail-in surveys are also typically subject to response bias and low response rates.  The NP survey, 
however, was well publicized and supported by the MoHLTC.  As a result, the response rate for this 
questionnaire was 77%.  In addition, in reviewing the data, there was significant variation in the 
responses indicating that the survey reflects a wide range of NP opinions and perspectives. 
 
In order to gain information related to a wide variety of domains while identifying important respondent 
characteristics, the number of questions in the survey was substantial, numbering 86.  To verify that 
questions occurring later in the survey were not prone to under-reporting, the researchers examined the 
portion of missing responses for each question on the survey and did not find evidence of a trend. 
 

Physician Surveys 

The two physician surveys were pre-tested by eight physicians, four of whom work with NPs (survey A) 
and four of whom do not work with NPs (survey B).  Again, suggestions for change were incorporated into 
the surveys. In addition, the surveys were reviewed by the project executive for content.    The surveys 
were developed in part, to ask questions similar to those asked of the NPs.  Therefore, many of the 
questions from the NP survey were duplicated, allowing the researchers to refine the physician surveys 
based on the results of the NP survey.  However, as with the NP survey, the physician survey was a mail-
in survey and therefore physicians could not obtain immediate clarification on questions if required. 
 
MDs who work with NPs could not be clearly identified.  Therefore, the research team attempted to reach 
this population through two methods.  First, the project team telephoned all the sites with MoHLTC 
funding for NP positions and requested information on the physician names and addresses for those 
physicians working with NPs. This information was provided by some but not all sites. In addition, all site 
visit sponsors were asked to distribute the physician surveys to physicians on behalf of the project.  The 
project team also generated a random sample of physicians through the Ontario College of Family 
Physicians.  Given that some of the physicians who were randomly selected may in fact work with NPs, 
copies of both Survey A and survey B were included in the physician package.  Although several methods 
were employed to reach all study physicians, the sampling frame may not have covered the entire 
physician population that works with NPs.  To minimize the influence of selection bias on the findings, the 
site visit findings were used to validate the survey findings.  The research team was not, however, able to 
obtain information on non-respondents. 
 
Typically, physicians represent a population that is over-surveyed, hence, the response rate to physician 
questionnaires is generally very low.  To overcome this limitation, physicians were offered an honorarium 
for survey completion ($100 for completion of survey A; $50 for completion of survey B). 
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5. Summary Analysis of Surveys of NPs and 
Physicians 

 
Surveys were developed and distributed to all nurses with the RN(EC) designation and to samples of 
physicians, some of whom work with NPs and some of whom do not.  The following two research 
questions guided data collection and analysis: 
 

1. What barriers must be overcome and what facilitators must be encouraged to further integrate 
NPs into specific practice settings? 

2. What can be learned about the practice models in which NPs function, specifically, which models 
do not work well and why and which models work best to support integration of NPs? 

 

Overall Survey Descriptors and Bivariate Analysis 

 
This section provides an overview of all of the descriptive and bivariate analyses that were conducted for 
the NP and physician surveys.  The section is structured as follows: 
▫ A description of the NP survey providing detail on those NPs who are not currently practising as well 

as for those primary care NPs working in Ontario.   The NP survey questions were organized by 
integration domain to provide some structure and flow to the analysis.   

▫ Facilitators and barriers to NP integration and a summary of the positive and negative aspects to the 
NP role are then presented.   

▫ A discussion of the survey questions by practice setting which completes the descriptive and bivariate 
analyses of the NP survey.   

▫ A discussion of the physician surveys:  an overall description is provided of the survey results, 
followed by an integrated discussion of physicians with and without experience working with NPs.  
Summary statistics and bivariate analyses of physician responses are supplemented with multivariate 
analysis to describe key determinants of physician perspectives on NP integration and satisfaction.    

▫ A comparative analysis of primary health care NPs and MDs in various practice settings. 
 

NP Survey Description 

Responses to the NP survey were received over several months to obtain as high a response rate as 
possible.  So as not to delay project timeframes and in order to meet interim deadlines, descriptive and 
bivariate analyses were conducted on the dataset prior to closing it.  Given that the descriptive and 
bivariate analyses provide only directional information on the relationships of the variables, this was seen 
as an appropriate approach to meeting project deliverables and obtaining as representative a sample of 
the NP population as possible.  The multivariate analysis and key findings, however, are based upon the 
full sample of 253 NPs.  
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The NP survey was mailed to all 475 Ontario RN(EC)s.  Respondents to the survey included 365 
RN(EC)s. The data were then sub-divided into non-practising and practising NPs.  A total of 54 (15%) 
NPs identified that they were non-practising and 307 (84%) identified they were practising (Note: four 
missing responses).   Of those who identified that they are practising, 253 (70%) identified that they are 
primary health care NPs practising in Ontario.  Missing data was not included in the analysis. 
 
Exhibit 9:  Respondents to NP survey  

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Non-Practising NPs 

The descriptors of non-practising NPs presented in this section are based upon a sample of 52 survey 
respondents and are presented in Exhibit 10 (Note: the final sample includes 54).  Of those non-practising 
NPs, 69% are between 35 to 54 years of age compared to 85% of NPs practising in primary health care 
settings who fall into this age category (see Exhibit 14). A higher percentage of non-practising NPs were 
identified in both the 25 to 34 age group and 55 and over age group.  Those non-practising NPs also 
reported higher levels of education than the practising primary health care NPs.  One-quarter of non-
practising respondents indicated having a Masters or PhD as their highest level of completed education.  
This compares with 18% of practising primary care NPs (see Exhibit 14).   
 

Total Sample Total Sample 
(n=365)

Non -practising NPs
( n = 54)

Non - practising NPs 
( n = 54)

Practising NPs
(n= 307)

Practising NPs 
(n = 307)

Acute Care NP
(n =10)

Acute Care NPs, NPs working 
outside of Ontario and educators 

(n=41)   

 

Primary care NPs
Practising in

Ontario
(n= 253)

Primary care NPs 
Practising in 

Ontario (n=253) 

 

Missing responses = 4 

Missing responses = 13 
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Exhibit 10:  Age, education and experience of non-practising NPs  

Characteristics Total 
Respondents 

Percentage  of 
Respondents 

Age * (n=51)  

25 to 34 9 17.7 

35 to 44 17 33.3 

45 to 54 18 35.3 

55 and over 7 13.7 

   

Highest Level of Education (n=52)  

Diploma 3 5.8 

Baccalaureate 36 69.2 

Masters 11 21.2 

PhD 2 3.8 

   

Greater than one diploma/degree  (n=52)  

 24 46.2 

   

Years Practising as an RN*  (n=51)  

1 to 2 1 2.0 

5 or more 50 98.0 

* one missing response 

 
Of the 52 NPs who reported that they are not practising as an NP, 21 identified that they had never 
practiced (even though they were licensed to practice).  Of those 31 who had practiced in the past, the 
most frequently cited reasons for leaving practice included inadequate salary (26%), limitations imposed 
by employers (26%) and long distances between the setting and home (23%) (see Exhibit 11).  
Interestingly, respondents identified several reasons each for leaving practice with many respondents 
specifying other reasons than those offered in the survey (e.g., lack of continuing education). 
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Exhibit 11: Reasons for leaving practice: non-practising NPs 

Characteristics Total 
Respondents 

Percentage  of 
Respondents 

Percentage  of NPs who have practised in the past (n=52)  

Yes 31 59.6 

No 21 40.4 

   

Reasons for leaving practice~ (n=31)  

Salary was too low 8 25.8 

Limitations imposed by employer 8 25.8 

Setting is too far from home 7 22.6 

Limitations imposed by workplace 6 19.4 

No full time employment/permanent positions 6 19.4 

Workload  5 16.1 

Did not like role or relationship with other providers 5 16.1 

Other employment opportunities 5 16.1 

Other  5 16.1 

Benefits 4 12.9 

Family/personal constraint 4 12.9 

Continuing education 4 12.9 

Spousal factors e.g., spouse cannot work in area 3 9.7 

Too much travel as a job requirement 2 6.5 

On-call requirements 1 3.2 

~ multiple response option. 
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Respondents were asked the primary reason for not currently practising.  Of note, 27% of respondents 
indicated they could not find employment as an NP (including those who could not find employment within 
their scope of practice).  Other reasons included that they could find employment, but the setting was too 
far from home (16%) while others had chosen a different career path (13%) (see Exhibit 12).   
 

Exhibit 12: Primary reason for not practising: non-practising NPs 

Characteristics Total 
Respondents 

Percentage  of 
Respondents 

Primary Reason for not practising * (n=45)  

Cannot find employment as a NP 10 22.2 

Can find employment, but setting is too far from 
home 

7 15.6 

Chose different career path 6 13.3 

Can find employment, but do not like the setting 5 11.1 

Lack of continuing education 5 11.1 

Can find employment, but salary is too low 3 6.7 

Family/personal constraints 3 6.7 

Other  3 6.7 

Cannot find employment within my scope of practice 2 4.4 

Can find employment, but it is a contract position 1 2.2 

* seven missing responses 

 

Non-practising NPs were asked if they would consider relocating to a rural/remote area in order to gain 
employment as an NP.  Twenty-nine percent (29%) (n=14) indicated that they would be willing to relocate 
with 50% of that number indicating they would be willing to relocate on a long-term basis and 50% 
reporting that they would only be willing to relocate on a temporary basis.  These NPs identified that the 
top factors that they would consider in the decision to relocate are the ability to work fully within their 
scope of practice and availability of physician support.  Other relevant factors included spousal factors, 
salary and relocation package, and educational/continuing education opportunities.   Interestingly, scope 
of work was considered to be of more importance than salary and benefits (see Exhibit 13). 

 C
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Exhibit 13: Perceptions of non-practising NPs on relocation to rural/remote areas 

    
Total 
Respondents 

Percentage  of 
Respondents 

 Would you consider relocating to a rural/remote area* (n=49)  

 Yes 14 28.6 

 No 35 71.4 

    

 On a temporary basis or a long-term basis? (n=14)  

 Temporary 7 50.0 

 Long-term 7 50.0 

    

Factors to consider in relocating:~ (n=14)  

 Ability to work fully within scope of practice 12 85.7 

 Availability of physician support 12 85.7 

 Spousal factors 11 78.6 

 Salary and relocation package 11 78.6 

 Educational/continuing education opportunities 11 78.6 

 Networking opportunities/support of colleagues 10 71.4 

 Housing 8 57.1 

 Lifestyle issues/social factors 7 50.0 

 Location remoteness 7 50.0 

 Availability of locum/vacation relief 6 42.9 

 Ability to work more independently 5 35.7 

 Career mobility/future opportunities 5 35.7 

  Other 2 14.3 

* three missing responses 

 ~ multiple response option   

 

Primary Health Care NPs Practising in Ontario 

 

General Descriptors of Primary Health Care NPs Practising in Ontario 

 
The following descriptors are based on a sample of 234 survey respondents who identified themselves as 
primary health care NPs (Note: the final sample includes 253 NPs).  Exhibit 14 provides a descriptive 
profile of practising primary health care NPs.  The majority of primary health care NPs are within the 35 to 
54 age group (85%) and have at least a baccalaureate as the highest level of education achieved (90%).     
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Exhibit 14: Age and education of practising primary health care NPs  

Characteristics Total 
Respondents 

Percentage  of 
Respondents 

Age * (n=231)  

25 to 34 23 10.0 

35 to 44 99 42.8 

45 to 54 97 42.0 

55 and over 12 5.2 

   

Highest Level of Education (n=234)  

Diploma 24 10.3 

Baccalaureate 169 72.2 

Masters 41 17.5 

PhD 0 0.0 

   

Greater than 1 diploma/degree  (n=234)  

 99 42.3 

   

Method of Obtaining NP Education~ (n=234)  

COUPN certificate program 114 49.4 

COUPN integrated program 48 20.8 

COUPN transition program 21 9.1 

Non-COUPN certificate program 23 10.0 

Non-COUPN degree program 7 3.0 

Other 35 15.2 

*three missing responses 

~multiple response 

Primary health care NPs are an experienced workforce with almost all primary care NPs reporting that 
they have five or more years of experience as RNs and almost 70% indicating that they have more than 
two years of NP working experience.   Nursing experience and employment status are displayed in 
Exhibit 15. 
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Exhibit 15: Years practising and employment status: practising primary health care NPs 

Characteristics Total 
Respondents 

Percentage  of 
Respondents 

Years Practising as an RN* (n=230)  

1 to 2 1 0.4 

3 to 4 0 0 

5 or more 229 99.6 

   

Months Practising as an NP (n=234)  

24 or less 72 30.8 

25 to 48 112 47.8 

49 or more 50 21.4 

   

Employment Status** (n=218)  

Full-time 152 69.7 

Contract (term) 10 4.6 

Part-time 42 19.3 

Casual 14 6.4 

* four missing responses; ** 16 missing responses 

 

The majority of primary health care NPs indicated that they have full-time employment (70%); 20% 
indicated they have part-time employment, roughly 6% have casual employment and roughly 5% have 
contract employment.  Only 16% of the primary health care NPs reported working in a unionized 
environment.  Of those who are on contract, the average length of the contract is approximately 23 
months, with the maximum term reported as 60 months (see Exhibit 16).   
 
Practising primary health care NPs also commented on their income and hours worked (see Exhibit 16).  
The average annual gross income reported is $68,170 with a range of $12,000 to $127,500.  A 
breakdown of average income by employment status follows: 
� Full-time employment: $70,681 ($25,000 - $88,000); 
� Casual employment: $67,174 ($12,000 - $127,500); 
� Part-time employment: $57,795 ($26,000 - $87,750); and 
� Contract (term) employment: $67,474 ($56,000 – $94,700). 

 
On average, NPs work 32.5 regular hours per week, 4.1 paid overtime hours per week and 4.9 unpaid 
overtime hours per week.  Again, summarizing the data by employment status, the number of regular 
hours worked per week is: 
� Full-time employment: 36.5; 
� Casual employment: 12.3;  
� Part-time employment: 23.2; and 
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� Contract (term) employment: 31.6. 
 
The results are summarized for all primary health care NPs in Exhibit 16 below. 

 

Exhibit 16: Length of contract, gross income, hours/wk: practising primary health care NPs 

    
Total 

Respondents Range Mean 

 What is the total length of your contract (months)?* 51 0-60 22.6 

Average annual gross income?** 166 $12,000-$127,500 $68,170 

How many hours/wk do you get paid to work as an NP?  

 Regular hours 226 3-70 32.5 

 Overtime hours 35 1-10 4.1 

  Unpaid overtime hours 115 1-20 4.9 

*  4 missing responses    

** 68 missing responses    

 

Eighty-one percent (81%) of primary health care NPs indicated that they receive all of their funding 
through the MoHLTC.  About 10% indicated they receive funding from several sources (blended), roughly 
five percent from physicians only and roughly four percent from other sources (see Exhibit 17).  NPs were 
further asked if they contribute directly to their overhead expenses.  Only six percent of primary health 
care NPs (n=14) contribute, with the average amount being $482 per month and a range of $24 to $1400.    

 

Exhibit 17: Funding sources of NP role: practising primary health care NPs 

Characteristics Total 
Respondents 

Percentage  of 
Respondents 

Source of funding* (n=188)  

MOHTLC 152 80.9 

Physician 9 4.7 

Blended 19 10.1 

Other 8 4.3 

*46 missing responses 

 

NPs also commented on how the physicians they work with are paid.  Sixty percent (60%) indicated that 
their physician is on a salary, 20% reported a combination (e.g., fee-for-service (FFS) and other), 15% 
fee-for-service, 3% other and 2% capitation (see Exhibit 18). 
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Exhibit 18: Funding sources for physicians as reported by primary health care NPs 

    
Total 

Respondents 
Percentage  of 
Respondents 

Physician payment type* (n=224)  

 Salary 135 60.3 

 Combination 46 20.5 

 Fee-for-service 32 14.3 

  Other 6 2.7 

 Capitation 5 2.2 

*10 missing responses.   

 

Primary health care NPs were also asked to comment on the type(s) of organization(s) in which they are 
currently practising.  Exhibit 19 below indicates the number of primary health care NPs working in various 
practice settings.  Respondents could check more than one response to this question.  More than half of 
all respondents reported currently practising in a Community Health Centre (including Aboriginal Health 
Access Centres).  Almost 11% indicated working in a fee-for-service physician office, almost eight percent 
in long-term care and almost eight percent in an outpatient clinic.   

 

Exhibit 19: Practice setting of practising primary health care NPs  

Characteristics Total 
Respondents 

Percentage  of 
Respondents 

Practice Setting~ (n=234)  

Community Health Centre  108 46.2 

Fee-for-service physician office  25 10.7 

Long-term care facility 18 7.7 

Outpatient Hospital/Clinic/Ambulatory Care  18 7.7 

Aboriginal Health Access Centre  16 6.8 

Family Health Network/Primary Care Network  12 5.1 

Public health unit  11 4.7 

Other 8 3.4 

Health Service Organization  8 3.4 

Outpost/Nursing Station  8 3.4 

Emergency department 6 2.6 

Canadian Forces/DND  5 2.1 

Acute care hospital 4 1.7 

Mental Health/Psychiatry 3 1.3 
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Characteristics Total 
Respondents 

Percentage  of 
Respondents 

Rehabilitation 3 1.3 

CCAC 2 0.9 

Critical Care  1 0.4 

Maternal/Newborn 1 0.4 

Nursing Education 1 0.4 

~ multiple response option   

 

Primary health care NPs were also asked if they had changed practice settings and/or employers in the 
last three years.  Slightly more than three-quarters of NPs indicated that they have remained in the same 
practice setting for the past three years; however, approximately one-third indicated that they have 
changed employers over the past three years (see Exhibit 20 below). 
 

Exhibit 20: Change in employment of practising primary health care NPs 

Characteristics Total 
Respondents 

Percentage 

of Respondents 

Changed practice setting in last 3 years * (n=231)  

Yes 56 24.2 

No 175 75.8 

   

Changed employers in last 3 years** (n=222)  

Yes 74 33.3 

No 148 66.7 

*three missing responses 

**12 missing responses 

 
Descriptors Related to NP Role within the Practice Setting  
 
NPs were asked a series of questions that describe the scope of NP practice across the province.  The 
questionnaire was designed to gain input on the extent to which NPs are responsible for the provision of 
patient care within the RN(EC) role. 
 
NPs were first asked if they function within their full scope of practice.  Eighty percent (80%) of primary 
health care NPs identified that they do practice within their full scope of practice (see Exhibit 21).   
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Exhibit 21: Function within full scope of practice  

 Total 
Respondents 

Percentage  
of 

Respondents 

Practice within full scope* (n=230)  

No 45 19.6 

Yes 185 80.4 

* four missing responses 

 

NPs then commented on whether or not their practice was limited to seeing certain patients (e.g., home 
care visits).  Twenty-eight percent (28%) of primary health care NPs indicated that they are limited to 
serving certain patient populations.  The majority of limitations (51%) are due to the NP’s chosen area of 
specialty; however, 15% are at the request of an employer.  The remaining 34% are due to other reasons 
(see Exhibit 22). 

 

Exhibit 22: Limitations of practice 

  Total 
Respondents 

Percentage  
of 

Respondents 

Limited to serving certain patient populations* (n=231)  

 No 167 72.3 

 Yes 64 27.7 

    

If yes, why are there limitations** 
(n=59)  

 Chosen area of specialty 30 50.8 

 At request of employer 9 15.3 

 Other 20 33.9 

*   three missing responses 

 ** five missing responses 

 

Almost all primary health care NPs (97%) responded that they have full access to patients’ charts and 
75% indicated that they are able to deliver care in the way they like (see Exhibit 23). 
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Exhibit 23: Access to patient's chart and satisfaction with delivery of care 

    
Total 

Respondents 
Percentage  of 
Respondents 

 Do you have full access to the patient's chart?* (n=230)  

 Yes 224 97.4 

 No 6 2.6 

    

 Are you able to deliver care in the way you would like?** (n=225)  

 Yes 168 74.7 

  No 57 25.3 

*  four missing responses   

** nine missing responses   

 
NPs were also asked to describe their practice in terms of the types of duties they are responsible for, 
types of services they provide and a description of the patient population they serve. 
 
Almost all primary health care NPs reported that they perform clinical duties in an average week; among 
those who perform these duties, the average percentage of time spent per week on these duties is 73%. 
Almost nine in ten NPs perform non-clinical work with an average of 15% of time spent on these tasks.  
Eighty-four percent (84%) of NPs perform clerical tasks, which occupy, on average, 12% of their time. 
Twenty-two percent (22%) of NPs identified that the physicians in their practice have clerical duties as 
well (e.g., faxing, filing, etc.).  Finally, 51% of NPs reported that they are required to travel which occupies 
approximately six percent of their time (Exhibit 24).  When asked why they travel to see patients, NPs 
replied as follows (some gave multiple responses): 
▫ Sixty-three percent (63%) (n=93) for home visits; 
▫ Fifty-one percent (51%) (n=75) due to different practice locations; and 
▫ Twenty percent (20%) (n=29) for other reasons. 
 
Half of the primary health care NPs indicated that they incur travel costs with their role with an estimated 
travel cost of $28 per week.  Of those who incur a cost, 74% pay and are reimbursed by the employer or 
the employer pays.  Another 26% pay themselves and do not get reimbursed by their employer.  
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Exhibit 24: Time allocation of duties in an average week  

 Number of 
respondents who 

perform these duties 

Percentage who 
perform these 

duties 

Percentage of 
time spent on 
duties (range) 

Mean (n) 
percentage of 
time spent on 

duties 

Duties* (n=229)    

Clinical 230 99.6 19-100 73.2 (n=229) 

Non-clinical 205 88.7 1-50 14.8 (n=202) 

Clerical 193 83.5 1-50 12.1 (n=190) 

Travel 117 50.6 1-35 6.1 (n=106) 

* five missing responses (Note: missing responses for each item are interpreted as the NP does not perform those 
duties). 
 
NPs were asked to allocate their time spent on clinical duties across several types of client services.  
Ninety nine (99%) percent of primary health care NPs spend time on wellness care for their clients with an 
average of 38% of their time spent providing this service.  Ninety six percent (96%) spend time caring for 
minor acute illness, occupying approximately 32% of their time.  Ninety percent of NPs monitor chronic 
illness taking up approximately 25% of time on average.  Only six in ten primary health care NPs spend 
time providing care of major acute illness occupying 11% of time per week on average. Twenty-nine 
percent (29%) of NPs spend time providing care for palliative patients taking up approximately five 
percent of their time on average.  Administration services account for 33% of time per week and are 
performed by 3.5% of NPs.  Approximately seven percent of NPs identified spending time on other 
activities (e.g., counselling, social support work and other) using varying amounts of NP time (see Exhibit 
25).  
 

Exhibit 25: Allocation of NP time spent on providing specific types of services to clients  

 Number of 
respondents 

providing 
service 

Percentage 
Providing 

service 

Percentage of 
time spent on 

service 
(range) 

Mean (n) 
percentage of 
time spent on 

service 

Percentage of 
NPs who spend 
50% or more of 
time on each 

service 

Services (n=229)     

Wellness care 228 98.7 1-100 37.9 (n=225) 38.2 

Care of minor acute 
illness 

221 95.7 5-85 31.9 (n=219) 22.4 

Monitoring of chronic 
illness 

208 90.0 1-100 24.9 (n=204) 15.2 

Care of major acute 
illness 

135 58.4 1-100 10.6 (n=133) 3.8 

Care of palliative 
patients 

66 28.6 1-15 4.9 (n=59) 0.0 

Administration 8 3.5 5-100 32.5 (n=8) 25.0 

Counselling/education 7 3.0 5-20 10.4 (n=7) 0.0 

Social Support Work 1 0.4 8-8 8.0 (n=1) 0.0 
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 Number of 
respondents 

providing 
service 

Percentage 
Providing 

service 

Percentage of 
time spent on 

service 
(range) 

Mean (n) 
percentage of 
time spent on 

service 

Percentage of 
NPs who spend 
50% or more of 
time on each 

service 

Other 9 3.9 5-90 28.8 (n=9) 14.3 

 * five missing responses (Note: missing responses for each item are interpreted as the NP does not perform that 
service). 

 

In general, the primary health care NP patient population encompasses all age groups with a greater 
focus on adults and the elderly. On average, the breakdown of the patient population served by NPs 
includes 17% children, 18% adolescents, 43% adults and 22% elderly (see Exhibit 26). 
 

Exhibit 26: Breakdown of NP patient population 

 Number of 
respondents 

Range 
% 

Mean 
% 

Patient Population (n=222)   

Children (0-12) 196 0-50 17.1 

Adolescents (13-18) 202 0-95 18.2 

Adults (19-64) 222 5-100 42.5 

Elderly (65+) 205 0-100 22.2 

* 12 missing responses (Note: missing responses for each item are interpreted as the NP does not serve that 
population). 

 

Primary health care NPs also indicated that on average, 44% of patients have the NP as their primary 
care provider. Fifty-three percent (53%) of NPs have practices in which they are the primary provider to 
more than half of the clients. On average NPs provide services to 13 patients per day; however this 
ranges from 0 to 30. NPs may also see patients after-hours, with an average of two patients seen per day 
with a range of 0 to 30. 
 
Sixty-nine percent (69%) of primary health care NPs care for specific patient populations.  The specific 
populations appear in Exhibit 27.  Almost two-thirds of NPs focus on women’s health issues; almost 50% 
focus on patients with specific conditions or diseases such as diabetes or hypertension; about 30% work 
with aboriginal people and the same proportion with immigrant populations and with abused women.  
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Exhibit 27: NP care for specific populations  

 

 

 Total 
Respondents 

Percentage  of 
Respondents 

Care for specific populations*  (n=215)  

 No 67 31.2 

 Yes 148 68.8 

If yes, what populations    

 Women’s health 94 66.7 

 Patients with specific condition or disease  70 49.6 

 Children 68 48.2 

 Babies/Newborns 67 47.5 

 Mental health 58 41.1 

 Seniors 57 40.4 

 Aboriginal 45 31.9 

 Immigrants 45 31.9 

 Abused women 42 29.8 

 The homeless 17 12.1 

 Other 15 10.6 

 Adolescents/youth 10 7.1 

*missing 19 responses 

  
In terms of participation in on-call activities, home visits and travel: 
▫ Thirteen percent (13%) of primary health care NPs participate in on-call activities with an average of 

68 hours per month on call, and a range of 1 to 240.  Eighty-eight percent (88%) of these NPs are on-
call a minimum of five hours per month.  

▫ Forty-eight percent (48%) of NPs provide home care visits averaging four home visits a month, with a 
range of one to 30.  

▫ Sixty-four percent (64%) of NPs travel to see patients. Of those who travel, 50% travel to different 
practice locations to see clients, 63% travel for home visits and 20% travel for other reasons. It should 
be noted that NPs may have to travel for several different reasons in order to see their patients (see 
Exhibit 28).  
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Exhibit 28: Participation in on-call activities and home visits 

  Total 
Respondents 

Percentage  of 
Respondents 

On-call*  (n=232)  

 No 202 87.1 

 Yes 30 12.9 

Home Visits**  (n=230)  

 No 120 52.2 

 Yes 110 47.8 

Travel to see 
patients*** 

 (n=233)  

 No 85 36.5 

 Yes 148 63.5 

If yes, why do you 
travel ~ 

   

 Different Practice 
locations 

74 50.0 

 Home visits 93 62.8 

 Other 29 19.6 

*     two missing responses  

**   four missing responses  

***  one missing response  

~     multiple response options 

To better understand NPs’ patient practices, NPs were asked how patients are assigned to their care.  
Primary health care NPs reported that patients come under their care through several different 
mechanisms. Seventy-eight percent (78%) of NPs have clients who book an appointment specifically to 
see them.  Referrals are a major source of patient assignment; 38% get referrals from another setting, 
64% get a referral from a colleague within the setting and 24% get a referral from a physician in the 
community. Thirty-one percent (31%) of NPs get patients through triage and 57% get patients because 
the receptionist assigns the patients.  Finally, 25% of NPs get patients through other means (see Exhibit 
29).  
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Exhibit 29: Methods of patient assignment to care 

 Total Respondents 

(n=231) 

Percentage  of 
Respondents 

Methods~   

Patient books appointment 
specifically with NP 

181 78.0 

Referral from a colleague within 
the setting 

149 64.2 

Receptionist assigns patients 132 56.9 

Referral from another setting 89 38.4 

Triage 71 30.6 

Other 58 25.0 

Referral from a physician in the 
community 

55 23.7 

~ multiple response option 

 

Referrals to NPs come from a variety of sources. Seventy-eight percent (78%) of NPs receive referrals 
from physicians (physicians in the practice setting and the community), 75% from nurses, 48% from social 
workers, 40% from mental health workers and 32% from nutritionists.  Seventy-nine percent (79%) of NPs 
get referrals from the patients themselves and 37% of NPs have clients who walk in without a referral. 
Thirty-six percent (36%) of NPs get referrals from other sources (other sources not specified in the 
survey) (see Exhibit 30). 

 

Exhibit 30: Methods of referrals to NP 

 Total Respondents 

(n=232) 

Percentage  of 
Respondents 

Referral~   

Physicians 182 78.1 

Nurses 174 74.7 

Social Workers 111 47.6 

Mental health workers 93 39.9 

Nutritionists 74 31.8 

Patients refer themselves 184 79.0 

No referral – patients walk in 86 36.9 

Other 83 35.6 

~ multiple response option 
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External Influences   
 
The survey specifically asked NPs questions regarding the external influences that impact the extent to 
which the NP is able to provide patient care within the RN(EC) scope of practice regardless of the 
practice setting. Specifically, NPs were asked to comment on legislation, regulations and policies. 
 
Primary health care NPs were asked to comment on whether or not they make referrals to specialists and 
to indicate the mechanism by which they refer.  Over 90% of NPs indicated that they refer their clients to 
specialists.  Of those who do so, the majority of NPs, at 88%, reported that they write the consult note 
and the physician signs the note.  Less than 10% of NPs reported that they either refer the patient to the 
physician (who sees the patient and writes the consult note) or have the physician write the consult note 
after discussing the matter with the NP (see Exhibit 31). 

 

Exhibit 31: NP referrals to specialists and how these referrals are handled 

  Total 
Respondents 

Percentage  of 
Respondents 

Referrals to 
specialists* 

 (n=231)  

 No 18 7.8 

 Yes 213 92.2 

    

If yes, how are these 
handled**  

 
(n=167)  

 I refer the patient to the physician who sees 
the patient, and writes the consult note 

12 9.5 

 I write the consult note, and the physician 
signs the note 

111 88.1 

 The physician writes the consult note after 
discussing the matter with me 

3 2.4 

* three missing responses  

** 87 missing responses 

 

Primary health care NPs were then asked to report on the percentage of patients they refer to physicians 
in a given week.  About 60% of NPs indicated referring an average of 11% of their patients to the 
physician for referral to a specialist.  About 56% of NPs indicated referring directly to the specialist.  On 
average, about 14% of NPs’ patients are referred this way.  NPs also reported on other reasons for 
referring their patient population.  Interestingly, 94% of NPs refer to a physician because the patient 
needs are outside of their scope and this occurs for about 15% of the NP patient population.  Forty-four 
percent (44%) of NPs refer because they are uncomfortable handling the case; representing, on average, 
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seven percent of the patient population for this group of NPs. Nineteen percent (19%) of NPs refer 
because they have a pre-set arrangement with the physician; representing, on average, 26% of the 
patient population for this group of NPs (see Exhibit 32). 

 

Exhibit 32: Percentage of patients that the NP refers to the physician 

  Number of NPs who 
make these referrals 

Percentage of NPs who 
make these referrals 

Mean percentage of these 
referrals made each week 

Referrals    

Refer to the physician for 
referral to a specialist 

138 61.6% 10.8 (n=130) 

Refer to a specialist directly 125 55.8% 13.8 (n=116) 

Refer – patients needs are 
outside your scope 

211 94.2% 14.6 (n=203) 

Refer – you are 
uncomfortable handling the 
case 

98 43.8% 6.8 (n=90) 

Refer – due to a pre-set 
arrangement with physician 

42 18.8% 25.7 (n=31) 

 

The survey then focused on a series of questions about concerns regarding scope of practice and liability.  
NPs were first asked whether or not their physician partner had expressed any concerns regarding their 
scope of practice and his or her liability.  Of the primary health care NPs, almost 40% indicated that their 
physician partner had expressed concerns and more than half of those indicated that this is a barrier to 
their practice.  Of those NPs whose physician partner had expressed concern, only 36% had discussed 
and resolved the concerns; 48% indicated that they were still discussing the concerns and 16% indicated 
that the concerns had not been addressed (see Exhibit 33). 

 

Exhibit 33: Physician concerns regarding scope of NP practice and liability 

  Total 
Respondents 

Percentage  
of 

Respondents 

Physician concerned*  (n=232)  

 No 143 61.6 

 Yes 89 38.4 

    

If yes, how are these handled**  (n=83)  

 We have discussed them and resolved 
the concerns  

30 36.1 

 We are still discussing these concerns 
40 48.2 
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  Total 
Respondents 

Percentage  
of 

Respondents 

 These concerns have not been 
addressed 

13 15.7 

    

If yes, do you view this as a 
barrier to your practice?** 

 (n=85)  

 No 39 45.9 

 Yes 46 54.1 

*   two missing responses  

**  six missing responses  

*** four missing responses 

 

Thirty-seven percent (37%) of NPs indicated they also have concerns regarding their own liability and 
43% of these respondents indicated that this is a barrier to their practice.  Of those NPs who have 
concerns, 46% say these concerns are due to being asked to practice outside of their scope; 80% of 
these individuals feel that this occurs sometimes while the remaining 20% feeling that it occurs often. For 
17% of respondents who have these concerns it is because they feel that they are not given enough 
information to treat patients properly; of these individuals 80% say this occurs only sometimes, with the 
remaining 20% feeling it occurs often. Seventeen percent (17%) of those who have expressed concerns 
over their liability do so because they feel that they are not competent to perform some of the tasks they 
are asked to perform; of these individuals, everyone feels this occurs only sometimes. Forty-four (44%) 
percent of individuals with concerns feel the reason for their concerns is due to inadequate liability 
insurance; 63% feel this sometimes and 37% feel this often. Thirty-five percent (35%) feel there is some 
other reason for their concerns regarding their liability (see Exhibit 34). 

 

Exhibit 34: NP Concerns regarding liability 

   Total 
Respondents 

Percentage  of 
Respondents 

Concerns 
regarding 
liability* 

  (n=228)  

 No  143 62.7 

 Yes  85 37.3 

     

If yes, reasons 
for concerns~ 

    

     

 I feel that I am asked to 
practice outside of my scope 

 39 45.9 
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   Total 
Respondents 

Percentage  of 
Respondents 

Concerns 
regarding 
liability* 

  (n=228)  

  Sometimes 31 79.5 

  Often 8 20.5 

     

 I feel that I am not given 
enough information to treat 
patients properly 

 14 16.5 

  Sometimes 11 78.6 

  Often 3 21.4 

     

 I feel that I am not competent 
to perform some of the tasks I 
am asked to perform  

 14 16.5 

  Sometimes 14 100.0 

  Often 0 0.0 

     

 I feel that my liability 
insurance is inadequate 

 37 43.5 

  Sometimes 20 62.5 

  Often 12 37.5 

     

 Other  30 35.3 

  Sometimes 9 56.3 

  Often 7 43.8 

     

If yes, barrier 
to practice? 

    

 No  44 57.1 

 Yes  33 42.9 

* six missing responses 

~ multiple response question 

 
Descriptors Related to NP Role in Decision-Making  
 
NPs were asked to respond to a series of questions that measure the degree to which independence and 
autonomy have been achieved in the workplace.  This includes the degree to which NPs function within 
determined lines of responsibility and the degree to which consistent processes and mechanisms are in 
place to support various functions. 
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One component of the Misener NP job satisfaction scale is challenge and autonomy.  This includes 
satisfaction on elements such as challenge in work, level of autonomy, opportunity to expand scope and 
practice, sense of value for what you do and ability to deliver quality care (Misener and Cox, 2001).27  The 
scale uses a six-point Likert-type scale with responses ranging from “very dissatisfied” (1) to “very 
satisfied” (6).  The primary health care NPs indicated a mean value of 5.35 with a range of 2 to 6 on 
challenge and autonomy satisfaction.  On average therefore, primary care NPs are satisfied with the 
challenge and autonomy of their job.  The Misener satisfaction level for intrapractice 
partnership/collegiality includes elements such as satisfaction with immediate supervisor, respect for your 
opinion, recognition from superiors, freedom to question decisions and practices, input into organizational 
policy and process used in conflict resolution.  Primary care NPs reported a mean value of 4.11 
(signifying minimal satisfaction) with a range of 1 to 6 for intrapractice partnership/collegiality.   
 
NPs were also asked several questions regarding role clarity and role formation.  Twenty percent (20%) 
of NPs feel their role is not clearly defined.  Seventy percent (70%) of primary health care NPs were 
involved in the development of their position with 16% involved in the development of the proposal for 
their role (see Exhibit 35).   The researchers investigated whether those who were involved in developing 
their position felt their NP role is clearly defined and did not find a significant relationship.   

                                                
27 T.R. Misener and D.L. Cos, “Development of the Misener Nurse Practitioner Job Satisfaction Scale” (2001) Journal of Nursing 
Management 9 (1): 91-108. 
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Exhibit 35: Role clarity and NP involvement in development of position and proposal for NP role  

 Total Respondents Percentage  of 
Respondents 

NP Role clearly defined** (n=226)  

No 45 19.9 

Yes 181 80.1 

   

NP involved in developing 
position* 

(n=218)  

No 67 30.7 

Yes 151 69.3 

   

Involved in development of 
proposal for NP role***  

(n=222)  

No 89 40.1 

Yes 35 15.8 

Not applicable 98 44.1 

*    16 missing responses 

**    eight missing responses  

*** 12 missing responses 
 
To better understand lines of responsibility, NPs were asked to indicate who they are accountable to for 
their clinical and non-clinical activities.  For the clinical activities, the majority of primary health care NPs 
are accountable to a manager or administrator.  Approximately 23% of NPs report to a medical director, 
with similar numbers reporting to a physician or some other individual for their clinical activities; 10% work 
independently and therefore, are not accountable to anyone for their clinical activities (see Exhibit 36).   
 

Exhibit 36: NP accountability for clinical activities 

 Total Respondents 

(n=233) 

Percentage  of 
Respondents 

Whom accountable to ~   

Manager or administrator 155 66.2 

Medical director 54 23.1 

Physician 64 27.4 

Other 48 20.5 

Not applicable, work 
independently 

24 10.3 

~ multiple response option 
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About eight out of every 10 primary health care NPs perform non-clinical activities.  Of these, 
approximately 70% report to a manager or administrator for non-clinical activities, about 10% report to a 
nursing director,  8% to a medical director, 4% to a physician and 16% to someone else.  Ten percent 
(10%) work completely independently and do not report to anyone for their non-clinical activities (see 
Exhibit 37). 
 

Exhibit 37: NP accountability for non-clinical activities 

 Total Respondents Percentage  of 
Respondents 

Have non-clinical activities* (n=229)  

No 41 17.9 

Yes 188 82.1 

   

Whom accountable to ~   

Manager or administrator 133 71.5 

Nursing director 21 11.3 

Medical director 15 8.0 

Physician 7 3.8 

Not applicable, work 
independently 

18 9.7 

Other 30 16.1 

*  five missing responses  
~  multiple response option 
 
NPs were then asked if they have an annual performance appraisal.  Sixty-six percent (66%) of primary 
health care NPs identified that they have an annual performance review.  For 55% of NPs, a manager or 
administrator is responsible for their annual performance appraisal.  Twenty percent (20%) of NPs 
identified that another person is responsible for their performance appraisal.  Less than 10% of NPs 
identified, respectively, that the nursing director, physician partner or medical director are responsible for 
their performance appraisal (see Exhibit 38). 
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Exhibit 38: Responsibility for NP annual performance appraisal 

    
Total 

Respondents 
Percentage  of 
Respondents 

Who is responsible for NP annual performance appraisal?* (n=187)  

 Manager or administrator 103 55.0 

 Nursing director 17 9.1 

 Medical director 14 7.5 

 Physician partner 17 9.1 

  Other 36 19.3 

* 37 missing responses   

 
NPs were also asked if they pay a fee for medical or computer equipment, support staff or office space.  
NPs’ response on these questions may influence overall satisfaction as well as the NP’s role in decision-
making.  If NPs are responsible for paying a fee for these items, then it is expected that they may play a 
significant role in the practice setting’s decision-making.  Almost all NPs indicated that they do not pay a 
fee for medical or computer equipment (93%), support staff (94%) or office space (94%) (see Exhibit 39).  
For those NPs who do pay a fee for the use of support staff, the average fee per month is $836.  For 
those who pay a fee for office space, the average fee per month is $741. 
 

Exhibit 39: Number of NPs who pay additional fees 

    
Total 

Respondents 
Percentage  of 
Respondents 

 Did you pay a fee for medical or computer equipment?* (n=230)   

 Yes 16 7.0 

 No 214 93.0 

 Do you pay a fee for use of support staff?**  (n=231)  

 Yes 13 5.6 

 No 218 94.4 

 Do you pay a fee for use of office space?~  (n=233)  

 Yes 15 6.5 

  No 217 93.5 

*  four missing responses    

** three missing responses    

~ one missing response    

 

C
op

y 
fo

r a
rc

hi
ve

 p
ur

po
se

s.
 P

le
as

e 
co

ns
ul

t o
rig

in
al

 p
ub

lis
he

r f
or

 c
ur

re
nt

 v
er

si
on

. 
C

op
ie

 à
 d

es
 fi

ns
 d

’a
rc

hi
va

ge
.  

V
eu

ill
ez

 c
on

su
lte

r l
’é

di
te

ur
 o

rig
in

al
 p

ou
r l

a 
ve

rs
io

n 
ac

tu
el

le
. 



101 © Copyright IBM Corporation 2003 

Descriptors Related to NP Workplace Satisfaction 
 
In this domain, NPs were asked several questions regarding working conditions, payment system, salary, 
opportunities for professional growth and continuing education. 
NPs were asked to comment on their satisfaction with their salary.  About 65% of primary health care NPs 
identified some satisfaction (ranging from minimally to very satisfied) with their salary.  Seven percent of 
NPs indicated that they are very dissatisfied (see Exhibit 40). 
 

Exhibit 40: Primary health care NP satisfaction with salary 

 Total 
Respondents 

Percentage  of 
Respondents 

Satisfaction with Salary* (n=231)  

Very Satisfied 9 3.9 

Satisfied 76 32.9 

Minimally Satisfied 65 28.1 

Minimally Dissatisfied 20 8.7 

Dissatisfied 46 19.9 

Very Dissatisfied 
15 6.5 

* three missing responses 

 
NPs were asked how they should be remunerated for services rendered. The highest level of agreement 
for NP salary support is to receive funding from the MoHLTC through a transfer payment to an 
organization employer (i.e., long-term care facility); the next highest agreement is for salary through 
funding paid by the MoHLTC to a central incorporated agency that would manage all NP salaries and 
benefits. The least liked option for salary support is for NPs to bill the patient for services rendered (see 
Exhibit 41). 
 

Exhibit 41: NP opinion about how primary health care NPs should be remunerated  

 Strongly 
disagree 

Disagree Neutral Agree Strongly 
agree 

Number 
that 

agree 

Remuneration for NPs        

Salary with funding provided by 
MoHLTC to a transfer payment to an 
organization employer (i.e. Long-Term 
Care Facility) 

11 

(4.8%) 

14 

(6.2%) 

23 

(10.1%) 

96 

(42.3%) 

83 

(36.6%) 

179 

(78.9%) 

Salary with funding paid by the 
MoHLTC to a central incorporated 
agency that would manage all NP 
salaries and benefits 

15 

(6.9%) 

24 

(11.0%) 

43 

(19.7%) 

66 

(30.3%) 

70 

(32.1%) 

136 

(62.3%) 
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 Strongly 
disagree 

Disagree Neutral Agree Strongly 
agree 

Number 
that 

agree 

Salary with funding provided by 
MoHLTC to a transfer payment 
agency such as a municipality  

23 

(10.8%) 

34 

(16.0%) 

41 

(19.4%) 

86 

(40.6%) 

28 

(13.2%) 

114 

(53.8%) 

 

NP directly bills OHIP for services 
rendered 

83 

(37.4%) 

48 

(21.6%) 

35 

(15.8%) 

32 

(14.4%) 

24 

(10.8%) 

56 

(25.2%) 

NP directly bills private insurer for 
services rendered 

94 

(43.5%) 

43 

(19.9%) 

25 

(11.6%) 

35 

(16.2%) 

19 

(8.8%) 

54 

(25.0%) 

Salary with funding provided by 
MoHLTC to a transfer payment to a 
physician employer 

103 

(46.6%) 

44 

(19.9%) 

26 

(11.8%) 

29 

(13.1%) 

19 

(8.6%) 

48 

(21.7%) 

NP bills patient for services rendered 163 

(73.1%) 

37 

(16.6%) 

13 

(5.8%) 

6 

(2.7%) 

4 

(1.8%) 

10 

(4.5%) 

* 22 missing responses. 
 
NPs were also asked to rate their satisfaction on the Misener NP job satisfaction scale for time and 
professional growth.  The time factor includes items such as time allocated for seeing patients, time 
allocated for review of laboratory and other test results and patient scheduling policies and practices.  The 
primary health care NPs indicated a mean value of 4.54 and a range of 1 to 6 on the time factor.  Primary 
care NPs are therefore, on average, minimally satisfied to satisfied with time allocated for review of 
laboratory and other test results and patient scheduling policies and practices.  Professional growth had a 
mean value of 3.99 and a range of 1 to 6, indicating that primary health care NPs are minimally satisfied 
with professional growth.  Professional growth includes factors such as opportunity for professional 
growth, support for continuing education, involvement in research and time off to serve on professional 
committees.  Benefits include satisfaction with vacation/leave policy, benefit package and retirement plan.   
Primary health care NPs indicated a mean value of 4.17 and a range of 1 to 6 on benefits indicating 
minimal satisfaction.   
 
NPs were then asked specifically about the number of days of paid vacation and education they receive 
per year.  Primary health care NPs indicated that they receive on average, 18.3 days (n = 223) of paid 
vacation, with a range of 0-56 days.  Fifteen NPs (6.7%) indicated that they receive no paid vacation 
days.  Primary health care NPs also indicated that they receive 5.4 days (n=175) of paid education, with a 
range of 0-38 days per year.  Thirty-seven NPs (21.1%) indicated that they receive no paid education 
days at all.   When asked what is the greatest barrier to participating in continuing education, 51% of 
primary health care NPs indicated time commitment, 22% distance to learning venue, 20% financial 
reasons and six percent other reasons. 
 
NPs were also asked a series of questions regarding their education.  When asked if they felt 
educationally prepared when they first started practising, 54% of primary health care NPs indicated that 
they did not.  This dropped to 14% when they were asked if they currently feel educationally prepared.  
For those who indicated that they were/are not educationally prepared, they were then asked about their 
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concerns.  The majority of respondents indicated that they lacked in some substantive knowledge and 
were/are not prepared for the complexity of health problems.  Those unprepared educationally when they 
first started practising also indicated that they were not prepared for the level of independence of the role.  
Those primary health care NPs that identified they were not educationally prepared when they first started 
practising suggested that their concerns could be addressed by: 
 
▫ Having a longer practicum (73%); 
▫ Having an internship type of year (64%); 
▫ Having a master’s level program (47%); 
▫ Creating a longer educational program (46%); and 
▫ Having greater emphasis on continuing education (41%). 

 
Those primary health care NPs who currently feel they are not educationally prepared identified that 
having greater emphasis on continuing education (59%) would address some of their concerns (see 
Exhibit 42). 
 

Exhibit 42: Educational preparedness among primary health care NPs 

  First started practising Currently 

    
Total 

Respondents 

Percentage  
of 

Respondents 
Total 

Respondents 

Percentage  
of 

Respondents 

Did you feel educationally prepared*     

 No 125 53.9 29 14.1 

 Yes 107 46.1 176 85.9 

      

If no, what are some of your concerns?**~ (n=102)  (n=26)  

 Lacking in some substantive knowledge 78 76.5 11 42.3 

 Not prepared for the complexity of health problems 73 71.6 14 53.8 

 Not prepared for the level of independence of the role 64 62.7 6 23.1 

 Other 27 26.5 10 38.5 

How can some of these concerns be addressed? ***~ (n=100)  (n=22)  

 Have a longer clinical practicum 73 73.0 4 18.2 

 Have an internship type of year 64 64.0 3 13.6 

 Have a Masters level program 47 47.0 7 31.8 

 Longer educational program 46 46.0 3 13.6 

 Greater emphasis on continuing education 41 41.0 13 59.1 

  Other 25 25.0 7 31.8 

 Make the program region specific 19 19.0 6 27.3 

* First started practising: two missing responses; Currently practising: 29 missing responses  
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** First started practising: five missing responses; Currently practising: three missing responses  

* First started practising: seven missing responses; Currently practising: seven missing responses  

~ multiple response option     

 
NPs were then asked to comment on what was included as part of their on-going/continuing education in 
the past year.  Almost all (96%) NPs indicated that lectures, conferences and/or clinical presentations had 
been included; 86% indicated other education materials, 80% indicated clinical practice guidelines and 
67% indicated small group learning, traineeships and workshops.  Only 18% indicated distance courses 
or night courses and 29% indicated chart audit with feedback on performance (see Exhibit 43). 
 
Exhibit 43: Profile of continuing education activities among primary health care NPs 
  

    
Total 

Respondents 

Percentage  
of 

Respondents 

Which have been included in your continuing education in last year?*~ (n=203)  

 Lectures, conferences and/or clinical presentations 223 95.7 

  Other education materials 200 85.8 

 Clinical practice guidelines 187 80.3 

 Small group learning, traineeships or workshops 157 67.4 

 Chart audit with feedback on performance 68 29.2 

 Distance education courses or night courses 41 17.6 

* one missing response   

~ multiple response option   

 
Descriptors Related to Collaboration and Team Dynamics  
 
The NP survey included several questions to measure collaboration and team dynamics.  This domain 
has been defined as the degree to which formal/informal partnerships function within the practice setting 
and may include elements such as role clarity, communication style and mutual respect. The NP, 
physician and other members of the health care team can be part of a collaborative relationship.  
 
The Misener NP job satisfaction scale includes measures on NP satisfaction on professional, social and 
community interaction.  This interaction factor includes items such as social contact at/after work, 
professional interaction with other disciplines, recognition of work from peers and status in the 
community.  Primary health care NPs indicated a mean value of 4.5 and a range of 1 to 6 on interaction.  
Therefore, NPs indicated that they are minimally satisfied to satisfied with professional, social and 
community interaction.   
 

C
op

y 
fo

r a
rc

hi
ve

 p
ur

po
se

s.
 P

le
as

e 
co

ns
ul

t o
rig

in
al

 p
ub

lis
he

r f
or

 c
ur

re
nt

 v
er

si
on

. 
C

op
ie

 à
 d

es
 fi

ns
 d

’a
rc

hi
va

ge
.  

V
eu

ill
ez

 c
on

su
lte

r l
’é

di
te

ur
 o

rig
in

al
 p

ou
r l

a 
ve

rs
io

n 
ac

tu
el

le
. 



105 © Copyright IBM Corporation 2003 

The Jones and Way collaboration score is based on the seven essential elements for collaborative 
practice based on the descriptive and research literature (Jones, Way and Associates, 2001).28  The 
scale uses a five-point Likert-type scale.  For presentation in this report the Jones and Way satisfaction 
scale has been reverse scaled to remain consistent with the reporting of other satisfaction scales.  
Responses have been  recoded to range from “very dissatisfied” (1) to “very satisfied” (5) across 11 
elements, and responses ranging from “strongly disagree” (1) to “strongly agree” (5) for nine elements.  A 
mean score can be calculated for each element as well as across all elements to obtain a composite 
measure of collaboration.  The results from the Jones and Way scoring is provided in Exhibit 44.   
 
On average, primary health care NPs identified that they agree to strongly agree with the items within the 
Jones and Way scale.  The highest levels of agreement were identified by NPs for: 
▫ Communicate openly as decisions are made about patient care; 
▫ Respect the other’s knowledge and skills in making shared decisions about patient care;  
▫ Co-operate in making decisions about patient care; and 
▫ Demonstrate trust in the other’s decision making ability.  

 
The lowest levels of agreement were identified by NPs for: 
▫ Co-ordinate implementation of a shared plan for patient care; and 
▫ Fully collaborate in making shared decisions about patient care. 
 
NPs identified that they are, on average, neutral to satisfied on the Jones and Way items.  The highest 
levels of satisfaction were identified by NPs for:  
▫ The respect shown by the NP and the family physician(s) in each other’s knowledge and skills; 
▫ The trust shown by the NP and family physician(s) in each other’s decision making ability in making 

shared decisions about patient care; 
▫ The decisions that are made between the NP and the family physician(s) about patient care; and 
▫ The open communication that takes place between the NP and the family physician(s) regarding 

patient care decisions. 
 
The lowest levels of satisfaction identified by NPs included: 
▫ The co-ordination between the NP and family physician(s) when implementing a shared plan for 

patient care; 
▫ The amount of collaboration that occurs between the NP and the family physician(s) in making 

decisions about patient care;  
▫ The way that decisions are made between the NP and the family physician(s) about patient care (i.e., 

with the decision making process, not necessarily with the decisions); and 
▫ The shared planning that occurs between the NP and the family physician(s) while making decisions about 

patient care. 
 

                                                
28 D. Way, L. Jones and N. Baskerville, “Improving the effectiveness of primary health care through NP/family physician structured 
collaborative practice”, Final Report, University of Ottawa, March 31, 2001 (unpublished). 
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Exhibit 44: NPs’ measure of current collaboration 

 Number of 
Respondents 

Mean Score (high 
score signifies 

higher agreement) 

Standard 
Deviation 

Rated NP degree of disagreement or 
agreement based on current experience of 
collaborative practice between NP and the 
family physician(s) 

   

Communicate openly 219 4.34 0.88 

Respect the other’s knowledge 220 4.25 0.90 

Cooperate in decision making 220 4.24 0.88 

Demonstrate trust 221 4.23 0.93 

Plan decision together 217 4.15 1.01 

Consider nursing/medical 220 4.07 0.96 

Share responsibility 221 4.06 1.01 

Fully collaborate in making decisions 217 3.98 1.07 

Co-ordinate implementation 215 3.97 1.04 

    

Rated NP degree of dissatisfaction or 
satisfaction based on current experience of 
collaborative practice between NP and the 
family physician(s) 

Number of 
Respondents 

Mean Score 
(high score 

signifies higher 
satisfaction) 

Standard 
Deviation 

Respect shown in others 219 4.07 0.88 

Trust shown in others 220 4.06 0.87 

Decisions made between NPs and physicians 217 4.06 0.82 

Open communication about patient 219 4.05 0.90 

Cooperation in making decision 218 4.01 0.93 

Shared responsibility for decisions 219 3.92 0.91 

Consideration of nursing/medical concerns 221 3.92 0.90 

Shared planning while making decision 216 3.91 0.95 

Way decisions are made  220 3.91 0.99 

Amount of collaboration 219 3.88 1.00 

Coordination when implementing decisions 218 3.85 0.97 

 
Primary health care NPs were then asked about their satisfaction with physician availability, of which 36% 
indicated that they are very satisfied.  Over 90% indicated they are satisfied at some level with the 
physician’s availability (see Exhibit 45).   
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Exhibit 45: NP satisfaction with physician availability 
 
 Total 

Respondents 
Percentage  of 
Respondents 

Satisfaction with Physician availability* (n=231)  

Very Satisfied 84 36.4 

Satisfied 109 47.2 

Minimally Satisfied 22 9.5 

Minimally Dissatisfied 10 4.3 

Dissatisfied 2 0.9 

Very Dissatisfied 
4 1.7 

* three missing responses 

 
More directly, NPs were asked if the physician with whom they collaborate is located on-site.  Seventy-
three (73%) percent of primary health care NPs indicated that the physician is on-site and for these NPs, 
66% indicated that the physician is available as needed.  For those NPs with a physician located off-site, 
the primary mode of contact is through a combination of methods at 31%, followed by in-person contact 
at 24%.  For those NPs with a physician located off-site, almost one in three connect with the physician a 
few times per week (see Exhibit 46). 
 
Exhibit 46: Availability of physician to NP 
 
 Total 

Respondents 
Percentage  of 
Respondents 

Physician located on-site*  (n=196)  

On-site 143 73.0 

Off-site  53 27.0 

   

If on-site, how often is the 
physician available?**  

(n=137)  

Sometimes 16 11.7 

Often 31 22.6 

As needed 90 65.7 

   

If off-site, how do you 
primarily connect with this 
physician*** 

(n=51)  

Phone 16 9.8 

In person 4 23.5 

Fax 1 3.9 

E-mail 1 9.8 

C
op

y 
fo

r a
rc

hi
ve

 p
ur

po
se

s.
 P

le
as

e 
co

ns
ul

t o
rig

in
al

 p
ub

lis
he

r f
or

 c
ur

re
nt

 v
er

si
on

. 
C

op
ie

 à
 d

es
 fi

ns
 d

’a
rc

hi
va

ge
.  

V
eu

ill
ez

 c
on

su
lte

r l
’é

di
te

ur
 o

rig
in

al
 p

ou
r l

a 
ve

rs
io

n 
ac

tu
el

le
. 



108 © Copyright IBM Corporation 2003 

 Total 
Respondents 

Percentage  of 
Respondents 

Combination 28 31.4 

Other 11 21.6 

   

If off-site, how often do you 
connect *** 

(n=51)  

More than once a day 2 3.9 

Once a day 5 9.8 

A few times per week 16 31.4 

Once per week 12 23.5 

Once per month 5 9.8 

Other 11 21.6 

*   38 missing responses  

**  six missing responses  

*** two missing responses 

 
NPs were also asked to identify the type of team of which they are members.  Seventy-two percent (72%) 
of primary health care NPs identified themselves as members of an interdisciplinary team.  Less than 
10% identified that they are members of a medical group or medical group practice and nursing team.  
About six percent of NPs identified that they are primarily members of an other type of team and four 
percent indicated they are members of a nursing team (see Exhibit 47).   
 
Exhibit 47: NPs’ primary membership 
 
 Total 

Respondents 
Percentage  of 
Respondents 

Member of:* (n=232)  

Interdisciplinary health care team 167 72.0 

Medical group practice 22 9.5 

Both medical group practice and nursing team 20 8.6 

Other 13 5.6 

Nursing team 10 4.3 

* two missing responses 

 
To better understand the structure of the NP team, NPs were asked to comment on the type and number 
of practitioners in their setting.  The majority of primary health care NPs identified that they work with 
RNs, dieticians and social workers.  Between 30 and 50% of NPs work with registered practical nurses, 
mental health workers and other types of health care workers. Less than 30% of NPs work with midwives, 
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physiotherapists or occupational therapists. Eight percent of NPs do not work with any other types of 
practitioners (see Exhibit 48). 
 
Exhibit 48: Type and number of practitioners in the NP setting 
 
 Number of NPs who 

work with other 
practitioners 

Percentage of NPs 
who work with these 

practitioners 

Range of 
practitioners the 
NP works with 

Mean number of 
practitioners that 
the NP works with 

Practitioners~     

RNs 164 70.4 1-100 5.41 

RPNs 78 33.5 1-40 6.06 

Midwives 15 6.4 1-5 2.44 

Physiotherapists 61 26.2 1-5 1.86 

Dieticians 138 59.2 1-4 1.43 

Occupational 
Therapists 

28 12.0 1-5 1.91 

Social Workers 136 58.4 1-14 2.27 

Mental Health  96 41.2 1-10 1.95 

Don’t practice with 
other practitioners 

19 8.2   

Other 106 45.5 1-40 4.05 

~ multiple response option 

 
Primary health care NPs were asked whether their practice setting has an orientation for team members 
to the NP’s role.  Fifty-five percent (55%) of primary health care NPs identified that there was an 
orientation for the physicians and health care team to the NP’s role prior to or upon arrival of the NP (see 
Exhibit 49). 
 

Exhibit 49: Orientation of NP role to team members 

 Total 
Respondents 

Percentage  of 
Respondents 

Orientation to NP role:*  (n=209)  

No 69 33.0 

Yes 116 55.5 

Not applicable 24 11.5 

* 25 missing responses 
 
The survey results identified that the majority (80%) of primary health care NPs had clinical guidelines 
included in their continuing education during the previous year.  In addition, 72% of primary health care 
NPs identified that they find actually using clinical practice guidelines better enables them to work with 
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their physician partner.  Twenty-three percent (23%) of NPs responded that they do not use guidelines, 
thus identifying a potential audience for further education.  (See Exhibit 50). 
 

Exhibit 50: Usefulness of clinical practice guidelines in working with physician 

    
Total 

Respondents 
Percentage  of 
Respondents 

 Do you find using clinical practice guidelines useful?* (n=222)  

 Yes 160 72.0 

 No 11 5.0 

  Do not use 51 23.0 

* 12 missing responses   

 

Factors in Practice which Facilitate/Create Barriers to the Ability to Fulfill the NP Role 

 
NPs were asked to identify what factors in their practice setting facilitate and/or create barriers to their 
ability to fulfill their NP role (see Exhibit 51).  Specifically, NPs were asked to rank the top three barriers 
and top three facilitators.  Primary health care NPs identified several barriers including: 
▫ Health care financing (i.e., NP cannot refer directly to specialist and specialists cannot bill for referral 

from NP) (62%); 
▫ Legislation such as the Public Hospitals Act, Long Term Care Act, Nursing Homes Act etc (44%); 
▫ Funding limitations (i.e., lack of money for health promotion, travel etc) (31%); and 
▫ Resistance from health care providers outside the practice (30%). 
 
Interestingly, 20% of primary health care NPs also identified that the personality and philosophy of 
physicians with whom they practice is a barrier. 
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Exhibit 51:  Top ranked barriers by NPs 
 

  
Rank 

1 
Rank 

2 
Rank 

3 
Number Top 
Ranking 

Percentage  of 
Total 
Respondents 

Health care financing (i.e., NP cannot refer directly to specialist 
and specialists cannot bill for referral from NP) 55 56 28 139 62.1 

Legislation such as the Public Hospitals Act, Long-Term Care 
Act, Nursing Homes Act etc. 48 26 25 99 44.2 

Limitations of funding (i.e., lack of money for health promotion, 
travel etc.) 30 18 21 69 30.8 

Resistance from health care providers outside the practice 17 32 19 68 30.4 

The personality and philosophy of physicians with whom I 
practice 20 16 9 45 20.1 

Isolation in practice (i.e., hard to be the only NP in this setting) 10 21 13 44 19.6 

The nature of my employment relationship  (i.e., employed by 
organization, employed by physician practice) 5 10 17 32 14.3 

Other  15 6 8 29 12.9 

Limitations of space (e.g., not enough room in the office) 4 10 15 29 12.9 

Resistance from other health care providers in the practice 8 5 15 28 12.5 

Level of my own confidence to take on the responsibilities of 
this new role 9 7 9 25 11.2 

Too many patients to practice in this role satisfactorily 7 9 9 25 11.2 

My educational preparation through the NP program 11 8 5 24 10.7 

The way my role has been defined is too narrow 6 5 8 19 8.5 

Orientation of the health care team to my role 4 1 11 16 7.1 

The practice model under which I operate (i.e., collaborative 
practice, consultative practice etc.) 4 5 4 13 5.8 

The way my role has been defined - too broad 4 5 4 13 5.8 

Working relationships with other providers within the practice 3 3 2 8 3.6 

My work experience prior to entering the NP program 3 2 2 7 3.1 

Resistance from patients  3 4 7 3.1 

Too few patients to practice in this role satisfactorily 2 1 3 6 2.7 

Resistance from the community   2   2 0.9 

 
The following are the top ranked facilitators that primary health care NPs identified (see Exhibit 52): 
▫ The personality and philosophy of physicians with whom the NP practices (70%);  
▫ NPs’ work experience prior to entering the NP program (58%); 
▫ Practice model in which the NP operates (i.e., collaborative practice, consultative practice etc) (57%); 
▫ Working relationships with other providers within the practice (44%); and 
▫ Nature of the NP employment relationship (i.e., employed by organization, employed by physician 

practice) (37%).  
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Exhibit 52: Top ranked facilitators by NPs 
 

  
Rank 1 Rank 2 Rank 3 Number of 

Respondents 
Percentage  of 
Respondents 

The personality and philosophy of physicians with whom I 
practice 68 42 39 149 69.6 

My work experience prior to entering the NP program 58 40 27 125 58.4 

The practice model under which I operate (i.e., collaborative 
practice, consultative practice etc.) 37 43 41 121 56.5 

Working relationships with other providers within the practice 18 39 37 94 43.9 

The nature of my employment relationship (i.e., employed by 
organization, employed by physician practice) 35 26 19 80 37.4 

Level of my own confidence to take on the responsibilities of this 
new role 12 24 23 59 27.6 

My educational preparation through the NP program 18 18 21 57 26.6 

Orientation of the health care team to my role 6 10 17 33 15.4 

Other  2  3 5 2.3 

Resistance from health care providers outside the practice 2 1 1 4 1.9 

Resistance from patients  2 2 4 1.9 

The way my role has been defined - too broad  2 2 4 1.9 

Health care financing (i.e. NP cannot refer directly to specialist 
and specialists cannot bill for referral from NP) 1 1 1 3 1.4 

Resistance from the community 1 1 1 3 1.4 

Legislation such as the Public Hospitals Act, Long-Term Care 
Act, Nursing Homes Act etc. 1  2 3 1.4 

Limitations of space (e.g., not enough room in the office)  1 1 2 0.9 

Isolation in practice (i.e., hard to be the only NP in this setting) 1   1 0.5 

Too many patients to practice in this role satisfactorily     1 1 0.5 

 
At the end of the survey, NPs were asked to rank the top three most negative and positive aspects of 
their role (see Exhibit 53).  The top ranked negative aspects of the NP role included: 
▫ Lack of understanding from medical professionals (40%); 
▫ Lack of remuneration (i.e., salary too low, poor benefits) (27%); and  
▫ Limited autonomy (i.e., inability to make referrals) (23%). 
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Exhibit 53: The top ranked negative aspects of the NP role 

   
Rank 

1 
Rank 

2 
Rank 

3 
Number of 

Respondents 
Percentage  of 
Respondents 

The most negative aspects of NP role?*      

 Lack of understanding from medical professionals 26 42 28 96 39.5 

 Lack of remuneration (i.e., salary too low, poor benefits) 29 18 19 66 27.2 

 Limited autonomy (i.e., inability to make referrals) 22 18 15 55 22.6 

 Not being able to work full scope/within scope 16 22 3 41 16.9 

 Lack of awareness from community/government 14 13 13 40 16.5 

 Lack of collaborative effort 25 7 8 40 16.5 

 Lack of funding 15 16 8 39 16.0 

 Isolation 15 12 7 34 14.0 

 Limited job opportunities 9 11 12 32 13.2 

 Long hours/overworked 15 7 9 31 12.8 

 Lack of administrative support/clerical duties 7 12 5 24 9.9 

 Time constraints 9 3 6 18 7.4 

 Lack of opportunity for continuing education 2 8 8 18 7.4 

 Too much paperwork 6 5 1 12 4.9 

 Lack of respect 6 1 3 10 4.1 

 Decreases confidence levels 4 3 1 8 3.3 

 Doctor shortage 2  4 6 2.5 

 Too much travel time  1 4 5 2.1 

  Lack of information technology   2 2 0.8 

* 11 missing responses      

 
The issue of autonomy is important to NPs.  When limited, it was seen as one of the most negative 
aspects of their role, and yet, when present, it was seen as the top ranked positive aspect by 62% of NPs. 
Other top ranked positive aspects included (see Exhibit 54): 
▫ Collaborative practice/teamwork (32%); 
▫ Working within full scope of practice (22%); and  
▫ Patient interaction/working with patients (22%). 
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Exhibit 54: The top ranked positive aspects of the NP role 

   
Rank 

1 
Rank 

2 
Rank 

3 
Number of 

Respondents 
Percentage  of 
Respondents 

The most positive aspects of your NP role?*      

 Autonomy (includes practising independently) 98 38 18 154 62.3 

 Collaborative practice/teamwork 13 28 39 80 32.4 

 Working within my full scope of practice 27 15 12 54 21.9 

 Patient interaction/working with patients 25 13 15 53 21.5 

 Professional growth/increase knowledge/continued learning 9 16 21 46 18.6 

 Job satisfaction/it is rewarding  14 20 8 42 17.0 

 Educating patients/providing counselling to patients 7 16 14 37 15.0 

 Support from medical and administrative professionals 5 18 12 35 14.2 

 Positive feedback/recognition from community 14 7 12 33 13.4 

 Ability to provide care 12 10 10 32 13.0 

 Challenges 4 14 8 26 10.5 

 Variety of clients/patients 6 9 6 21 8.5 

 Provide additional access (seeing MDs and specialists) 3 6 4 13 5.3 

 Respect  5 5 10 4.0 

 Good salary  2 7 9 3.6 

 Provide holistic care 4 2 2 8 3.2 

 Flexibility 1 5 2 8 3.2 

 Creativity  1 4 5 2.0 

 Ability to improve/advocate NP role  1 4 5 2.0 

 Community-based practice 1  3 4 1.6 

  Added responsibilities 3 1  4 1.6 

* seven missing responses      

 
Finally, NPs were asked to provide any advice to the MoHLTC to further the integration of NPs.  One in 
five NPs indicated that the MoHLTC should increase funding for more positions/more job opportunities 
and should encourage more integration of NPs with family physicians.  Thirteen percent (13%) indicated 
that the MoHLTC should increase and/or equalize NPs’ salaries and eight percent indicated the need to 
educate medical professionals on the NP role (see Exhibit 55). 
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Exhibit 55: Advice for MoHLTC from NP survey respondents 

  

  
Total 

Respondents 
Percentage  of 
Respondents 

 Advice for the Ministry of Health and Long-Term Care:*     

Increase funding for more positions/more job opportunities 49 20.8 

More integration with family physicians 45 19.1 

Remunerate/increase/equalize salary 30 12.7 

Educate medical professionals (e.g., doctors) 18 7.6 

More education/longer practicum/internship 13 5.5 

More autonomy for NPs (prescribing, making referrals etc) 13 5.5 

Educate the public 13 5.5 

Listen to us/better communication 11 4.7 

Set up proper method of payment 10 4.2 

Change legislation/fix legislative barriers 9 3.8 

* 18 missing responses   

 
 
NP Survey Results by Practice Setting 

Within each domain, bivariate analysis was conducted to further clarify the relationships among the 
variables.  Using the identified integration domains as a framework and the results of the descriptive and 
bivariate analyses, the hypotheses of the facilitators and barriers that influence NP integration were 
formalized.  This section summarizes the data by practice setting and includes key findings from the 
bivariate analysis for primary health care NPs.   
 
Note: Post hoc analyses were not performed to further define the significant relationships found.  Further 
research should explore these relationships. 
 
NP Role within the Practice Setting 
 
The data suggest that there are numerous differences in the patient population and the NP role across 
the practice settings.  The next several exhibits highlight the key differences. 
 
NPs were asked to identify whether or not they functioned within their full scope of practice.  Those 
primary health care NPs working in CHCs (90%) and Primary Care Networks/Health Service 
Organizations (89%) were most likely to identify that they work to the full scope of their practice; NPs 
working in a fee-for-service setting were least likely (68%) (p<.01) (see Exhibit 56). 
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Exhibit 56: Percentage of NPs working to full scope by practice setting 

Setting** 
Number of  

Respondents 

Working to 
scope of 
practice 

CHC 94 90.4 

PCN/HSO 16 88.9 

Outpost 7 87.5 

LTC 10 76.9 

Aboriginal 10 71.4 

FFS 21 67.7 

**p<.01   

 
A relationship was also found between whether or not the practice of the primary health care NP is limited 
to certain patients and the type of setting the NP works in.  Those NPs working in public health units 
(89%), mental health/rehabilitation (60%), Aboriginal Health Access Centres (40%), long-term care 
facilities (43%) and CCACs/community nursing (43%) represent the highest percentage of NPs who 
identified limitations to their practice (p<.01).  NPs working in Community Health Centres (14%), Primary 
Care Networks/Health Service Organizations (17%), and outpost stations (0%) reported among the 
lowest percentages of NPs that identified limitations to their practice (see Exhibit 57). 
 

Exhibit 57: Percentage of NPs who identified their practice is limited by type of setting 

Setting** 
Number of 

Respondents 
Percentage  of 
Respondents 

Public Health 9 88.9% 

Mental Health / Rehab 5 60.0% 

Other 13 46.2% 

LTC 14 42.9% 

CCAC/ Community 
nursing 7 42.9% 

Aboriginal  15 40.0% 

FFS 31 38.7% 

PCN/HSO 18 16.7% 

CHC 104 13.5% 

Outpost 7 0.0% 

**p<.01   

 
Interestingly, the analysis did not find a statistically significant relationship between the percentage of NP 
time spent on clinical activity and practice setting.  However, the results indicated a relationship between 
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the number of patients seen individually on average and the practice setting (p<.01).  Those settings 
where the majority of NPs see on average less than ten patients a day include: 
▫ Public health (73%); 
▫ CCAC/Community nursing (60%); 
▫ Aboriginal Health Access Centre (50%); and 
▫ Mental Health (50%). 
 
Those settings where the highest percentage of NPs see on average more than ten patients a day 
include: 
▫ Outpost station (92%); and 
▫ Primary Care Network/Health Service Organization (79%). 
 
The data also suggest that differences exist across the practice settings with respect to the percentage of 
NPs that are primary providers for at least half of their patient population. Those primary health care NPs 
working in outpost stations, CCAC/community nursing, Community Health Centres, mental 
health/rehabilitation and Primary Care Network/Health Service Organization settings reported that more 
than 50% of the NPs are the primary provider for at least half of the population.  This compares with long-
term care settings where less than 20% of the respondents are the primary provider for at least half the 
population (p<.01) (see Exhibit 58). 
 

Exhibit 58: Percentage of NPs who are the primary provider for the majority of their patients by 
type of setting 
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Furthermore, a relationship exists between the percentage of NPs who care for a specific population and 
type of practice setting.  In most settings, at least half of all primary health care NPs identified that they 
care for a specific population, with more than 90% of NPs working in Aboriginal Health Access Centres 
and public health units indicating they care for a specific population.  This compares with Primary Care 
Networks/Health Service Organizations where less than 40% of the respondents indicated that they care 
for a specific population (see Exhibit 59). 
 

Exhibit 59: Percentage of NPs who care for a specific population of clients by type of setting 
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The data also suggest that a relationship exists between the percentage of NPs who participate in on-call 
activities and type of setting (p<.01).  More than 70% of NPs in outpost stations participate in on-call 
activities. This drops to 21% of NPs in Primary Care Networks/Health Service Organizations.  NPs 
working in public health units and fee-for-service settings identified the lowest percentage of NPs 
participating in on-call activities (zero and three percent respectively) (see Exhibit 60). 
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Exhibit 60: Percentage of NPs who participate in on-call activities by type of setting 
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Finally, the analysis indicated that having a clearly defined role influences the response to several other 
questions in the NP survey.  Those primary health care NPs whose roles are clearly defined are more 
likely to: 
▫ Work within their full scope of practice (e.g., 85% who have clearly defined roles vs. 65% who do not 

have clearly defined roles); 
▫ Identify that they are not limited to certain types of ; 
▫ Spend more time on clinical work and less on non-clinical and clerical work; and 
▫ Have full access to patient charts. 
 
Exhibit 61 below depicts the relationship of having the NP role clearly defined across the variables.  A 
plus sign indicates a positive relationship (e.g., yes to both questions) (++ p<.01, + p<.05).  A negative 
sign indicates an inverse relationship (e.g. yes to one question and no to the other) (-- p<.01; - p<.05). 
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Exhibit 61: Impact of clearly defined NP role 

 Current role 
clearly defined 

Function with full scope practice 
Practice limited to certain types of patients 
Percent of time sent on clinical duties 
Percent of time spent on non clinical duties 
Percent of time spent on clerical duties 
Full access to patient chart 

++ 
-- 
++ 
-- 
-- 
+ 

 
External Influences on Scope of Practice  
 
NPs were asked several questions regarding the degree to which external factors influence their scope of 
practice.  This section highlights the relationships found between scope of practice and practice settings, 
as well as any other key variables. 
 
Over 90% of primary health care NPs identified that they refer their clients to specialists.  Some variation 
exists across practice settings, with all NPs in outpost stations, mental health/rehabilitation settings and 
Primary Care Networks/Health Service Organizations identifying that they refer patients to specialists.  
Those NPs working in long-term care settings (64%) and CCAC/community nursing settings (71%) 
identified the lowest percentage of referrals to specialists (p<.01) (see Exhibit 62). 
 

Exhibit 62: Percentage of NPs who refer to specialists by practice setting 

Setting 

Refers to 
specialists 

(%) 

Outpost 100.0% 

Mental Health / Rehab 100.0% 

PCN/HSO 100.0% 

CHC 97.1% 

Aboriginal 93.3% 

FFS 90.6% 

Public Health 88.9% 

Other 83.3% 

CCAC/Community nursing 71.4% 

LTC 64.3% 

** p<.01  

 
A relationship exists between whether an NP’s physician partner expressed any concerns regarding NP 
scope and the main practice site.  Eighty percent (80%) of NPs working in a mental health/rehabilitation 
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setting and 62% of those working in a long-term care setting indicated that their physician had expressed 
concern regarding their scope.  This compares with 17% in Primary Care Networks/Health Service 
Organizations, 32% in fee-for-service settings and 37% in the remaining settings (p<.05).  For those NPs 
who identified physician concern regarding their scope of practice, if the concerns had been discussed 
and resolved, then less than 10% of NPs identified the physician concern as a barrier to the NP’s 
practice.  For those NPs who were either still discussing the physician concerns or for those NPs where 
the physician concerns had not been addressed at all, more than 80% identified it as a barrier to their 
practice (p<.01) (see Exhibit 63).  This underscores the importance to the NP scope of practice of 
discussing and resolving physician concerns. 
 

Exhibit 63:  Percentage of NPs who identified the physician's concern about their scope as a 
barrier based on whether the NP discussed and resolved these concerns 

 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

Interestingly, no statistically significant differences were found between practice setting and NP concerns 
regarding liability.  However, the survey results did indicate that there is greater concern about liability 
both on the part of the NP (p<.01) and the physician (p<.05) in instances where the NP’s role is not 
clearly defined (see Exhibit 64). 
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Exhibit 64:  Percentage of physicians and NPs expressing concern regarding scope and NPs 
perception on role clarity 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
NP Role in Decision Making 
 
Two key variables were identified through the bivariate analysis in the domain of NPs’ role in decision-
making; those being whether or not the NP was involved in developing the proposal for the NP role and 
whether or not the NP’s role is clearly defined.   Sixteen percent (16%) of NPs identified that they had 
been involved in developing the proposal for the NP role.  Looking more closely by practice setting, 
however, more than half of all NPs working in fee-for-service settings were involved in developing the 
position and 41% of NPs in long-term care settings were involved.  This compares with NPs in Aboriginal 
Health Access Centres, outpost stations and mental health/rehabilitation where no NPs were involved in 
developing the position (p<.05) (see Exhibit 65). 
 

Exhibit 65:  Percentage of NPs involved in developing proposal for the NP role by practice setting 

 

Setting 
Percentage involved in 
developing proposal for 

NP role 

FFS 54.5 

LTC 41.2 

PCN/HSO 23.1 

CHC 20.8 

Other 20.0 

Public Health 16.7 

CCAC/Community nursing 14.3 
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Setting 
Percentage involved in 
developing proposal for 

NP role 

Aboriginal CHC 0.0 

Outpost 0.0 

Mental Health / Rehab 0.0 

* p<.05  

 
Role clarity was found to be an important variable in explaining the variance across NP responses to 
many questions.  By practice setting, the data identify that the highest percentage of NPs who identified 
their role was clearly defined are working in Community Health Centres, Primary Care Networks/Health 
Service Organizations and Aboriginal Health Access Centres.  Only 53% of NPs in long-term care and 
57% of NPs in CCAC settings identified their role is clearly defined (p<.05) (see Exhibit 66).   
 

Exhibit 66: Percentage of NPs who identified their role is clearly defined by type of setting 
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NPs’ responses on role clarity also varied on several of the Misener satisfaction elements (see Exhibit 
67).  For numerous Misener satisfaction elements, a greater percentage of NPs identified satisfaction 
when their role was clearly defined.  The greatest variation was found among satisfaction on: 
▫ Sense of accomplishment (89% satisfied when role clearly defined vs. 60% when role not clearly 

defined); 
▫ Patient mix (86% vs. 58%); 
▫ Freedom to question decisions (71% vs. 45%); and 
▫ Time spent in direct patient care (88% vs. 61%). 
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Exhibit 67: Percentage of NPs who identified satisfaction by whether or not role is clearly defined 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
NP Workplace Satisfaction 
 
In this domain, NPs were asked questions to determine the congruity among NPs’ expectations, values, 
environment and personal characteristics.  This section summarizes the relationships of those questions 
pertaining to workplace satisfaction and practice setting, as well as other important relationships. 
 
When asked how satisfied NPs were with their salary, 65% indicated they are satisfied at some level and 
seven percent indicated they are very dissatisfied.  Although variation exists within this variable, NPs’ 
practice setting does not appear to explain the variation.  The survey data did suggest, however, that the 
type of NP position influences salary satisfaction.  NPs in a contract position (79%) are more satisfied 
than those in a permanent position (61%); seven percent of those in permanent positions also indicated 
they are very dissatisfied as compared to two percent of those on contract (p<.05). 
 
NPs reported on whether or not their educational expenses are reimbursed.  All NPs working in outpost 
stations, CCAC/community nursing, and mental health/rehabilitation settings indicated that all to some of 
their expenses are reimbursed.  This compares with 31% of NPs in fee-for-service, 23% of NPs in other 
settings and 22% in Primary Care Networks/Health Service Organizations who indicated they have no 
expenses reimbursed (p<.01) (see Exhibit 68). 
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Exhibit 68: Percentage of NPs who receive reimbursement for educational expenses 

 

Setting* 

Percentage of 
“all to some” 
reimbursed 

Percentage of 
“no” expenses 

reimbursed 

Outpost 100.0 0.0 

CCAC/Community nursing 100.0 0.0 

Mental Health / Rehab 100.0 0.0 

LTC 92.9 7.1 

CHC 89.2 10.8 

Public Health 88.9 11.1 

Aboriginal 84.6 15.4 

PCN/HSO 77.8 22.2 

Other 76.9 23.1 

FFS 68.8 31.3 

*p<.01   

 
As discussed earlier, the survey included the Misener job satisfaction scale that asked NPs to rate their 
satisfaction on numerous elements.  The results of the data analysis indicated that there are differences 
by type of setting for satisfaction related to benefits.  Those NPs working in public health units reported 
that on average they are satisfied with their benefits (mean score of 5).  Those working in CHCs (4.4) and 
long-term care (4.4) settings reported they are minimally satisfied to satisfied with their benefits.  
However, those NPs working in Primary Care Networks/Health Service Organizations (3.3), Aboriginal 
Health Access Centres (3.6) and CCAC/community nursing settings (3.9) indicated that they are 
minimally dissatisfied to minimally satisfied with their benefits (p<.05) (see Exhibit 69).   
 

Exhibit 69: NP benefit satisfaction rates by type of setting 

  CHC Aboriginal PCN/HSO FFS Outpost LTC 

CCAC/ 
Community 

nursing 
Public 
Health 

Mental 
Health Other 

  (n=102) (n=14) (n=17) (n=31) (n=7) (n=14) (n=7) (n=9) (n=5) (n=12) 

M 4.36 3.55 3.29 4.05 4.14 4.36 3.86 4.96 4.07 3.89 

SD 1.02 1.49 1.44 1.35 1.23 1.11 1.32 0.73 1.30 1.28 

* p<.05         

 
NPs working in contract positions identified the highest levels of satisfaction with their salary.  However, 
NPs working in contract positions also identified the lowest levels of satisfaction with their benefits.  
Those in a contract or other type of employment position identified that they are minimally dissatisfied to 
minimally satisfied with their benefits (mean score of 3.8).  Those working in a permanent position 
identified that they are minimally satisfied to satisfied with their benefits 4.3) (p<.05) (see Exhibit 70). 
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Exhibit 70: NP benefit satisfaction rates by type of employment terms 

  Permanent Contract Other 

  (n=150) (n=52) (n=16) 

M 4.32 3.81 3.79 

SD 1.15 1.33 1.23 

* p<.05  

 

No other significant differences were found across practice settings.  Interestingly, however, the results 
also show that NPs on contract are less satisfied with professional growth than those in a permanent 
position.  Those in a contract or other type of employment position identified that they are minimally 
dissatisfied to minimally satisfied with their professional growth (mean score of 3.9 and 3.2, respectively).  
Those working in a permanent position identified that they are minimally satisfied with their professional 
growth (4.1) (p<.05) (see Exhibit 71). 
 

Exhibit 71: NP professional growth satisfaction rates by type of employment 

  Permanent Contract Other 

  (n=147) (n=52) (n=17) 

M 4.13 3.87 3.22 

SD 1.14 1.24 1.28 

** p<.01   

 
A relationship was also found between satisfaction with professional growth and role clarity.  Those NPs 
who identified that their role is clearly defined identified that they are minimally satisfied with professional 
growth (mean score 4.1).  This compares with those whose role is not clearly defined who indicated they 
are, on average, minimally dissatisfied to minimally satisfied with professional growth (mean score 3.6) 
(p<.05) (see Exhibit  72). 
 

Exhibit 72: NP professional growth satisfaction rates by whether or not role clearly defined 

  Yes No 

  (n=173) (n=42) 

M 4.07 3.60 

SD 1.15 1.30 

*p<.05  
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Collaboration and Team Dynamics 
 
Collaboration and team dynamics within the practice setting describe how the formal and/or informal 
partnerships function.  The team may consist of the NP, physician and other health care providers.  This 
section describes the significant differences found among the collaboration and team dynamics variables 
and practice setting as well as any other important variables in the survey. 
 
NPs were asked if there was an orientation of the physician and health care team to the NP role prior to 
the NP commencing work in that role.  NPs working in Aboriginal Health Access Centres (86%), 
Community Health Centres (72%) and long-term care (69%) settings were the most likely to report an 
orientation. Less than half of all NPs working in CCAC/community nursing settings, Primary Care  
Networks/Health Service Organizations, fee-for-service and mental health reported an orientation of team 
members to their role (p<.05) (see Exhibit 73). 
 

Exhibit 73: Percentage of NPs who identified an orientation of the physician and health care team 
to their role by setting 
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NPs were asked to describe the team of which they believed they were primarily a member.  On average, 
72% of primary health care NPs indicated that they belong to an interdisciplinary health care team.  
However, there is wide variation at the practice setting level in the percentage who work in 
interdisciplinary health care teams. Ninety-two percent (92%) of NPs in Community Health Centres and 
94% of NPs in Aboriginal Health Access Centres indicated that they work in an interdisciplinary team.  
This compares with 54% of NPs in Primary Care Networks/Health Service Organizations and fee-for-
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service settings.  Twenty-one percent (21%) of NPs in Primary Care Networks/Health Service 
Organizations and 27% of NPs in fee-for-service settings indicated that they are primarily a member of a 
medical group practice.  In long-term care settings, 83% indicated working in an interdisciplinary team 
and 11% indicated working in a combined medical group practice and nursing team.  Not surprisingly, 
64% of NPs working in a public health unit indicated that they work in a nursing team (p<.01) (see Exhibit 
74). 
 
Exhibit 74:  Percentage of NPs working in each type of team by practice setting 
 

Type of Team CHC Aboriginal 
PCN/ 
HSO FFS Outpost LTC 

CCAC/ 
Comm 

nursing 
Public 
Health 

Mental 
Health / 
Rehab Other 

Medical group practice 4.2% 0.0% 20.8% 27.0% 0.0% 0.0% 0.0% 0.0% 0.0% 5.0% 

Interdisciplinary health care team 91.6% 94.4% 54.2% 54.1% 58.3% 83.3% 44.4% 9.1% 83.3% 60.0% 

Both medical practice/nursing team 3.4% 5.6% 12.5% 13.5% 8.3% 11.1% 22.2% 9.1% 0.0% 15.0% 

Nursing Team 0.0% 0.0% 4.2% 2.7% 0.0% 5.6% 11.1% 63.6% 0.0% 0.0% 

Other 0.8% 0.0% 8.3% 2.7% 33.3% 0.0% 22.2% 18.2% 16.7% 20.0% 

**p<.01           

 
The data were also analyzed by physician payment system.  Of primary health care NPs working in an 
interdisciplinary health care team, 64% indicated that the physicians are salary based.   NPs working in a 
medical practice, however, indicated that the physicians are under several payment systems including 
fee-for-service (38%), combination (35%) and salary (19%) (p<.01) (see Exhibit 75). 
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Exhibit 75: NP physician payment system by type of team 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Looking at the composition of the teams that NPs are working with, less than half of NPs in Primary Care  
Networks/Health Service Organizations, fee-for-service settings, outpost stations and CCAC/community 
nursing agencies work with RNs.  Community nursing agencies and fee-for-service NPs do not work with 
many other health professionals.  Interestingly, the data also show that those NPs who work with RNs are 
more likely to work with other health workers.  For example, 87% of NPs who work with RNs work with 
physiotherapists, compared to 13% of those NPs who do not work with RNs (p<.01). 
 
Those NPs who work with physicians on a capitated system are least likely to indicate that they work with 
RNs, dieticians, occupational therapists (OT), and mental health (MH), workers.  NPs who work with 
physicians on a salary or blended system are most likely to indicate that they work with these providers 
(see Exhibit 76).  
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Exhibit 76: Percentage of NPs working with other health workers by physician payment type 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
NPs were also asked if the physician with whom they collaborate is located on- or off-site.  Not 
surprisingly, all those NPs working in an outpost station indicated that their collaborating physician is 
located off-site.  More than 80% of NPs working in long-term care, public health units, CCAC/community 
nursing settings identified that their physician is located off-site.  On the other hand, less than 10% of NPs 
working in fee-for-service or Community Health Centres indicated that their collaborating physician is 
located off-site (p<.01) (see Exhibit 77). 
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Exhibit 77: Percentage of NPs who indicated collaborating physician is located off-site by setting 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
NPs were also asked if they were satisfied with the physician’s availability.  No statistically significant 
differences were found across practice settings.  However, differences were found across team settings.  
When asked if the collaborating physician is located on- or off-site, all NPs working in a nursing team 
indicated that the physician is located off-site.  When asked if they were satisfied with the physician’s 
availability, more than 40% of those NPs working in a nursing team indicated dissatisfaction (p<.01) (see 
Exhibit 78).  This relationship is examined more closely in the multivariate analysis. 
 

Setting 
Number of 

Respondents 
Percentage  of 
Respondents 

Outpost 7 100.0 

LTC 14 85.7 

Public health 7 85.7 

CCAC/Community nursing 6 83.3 

Mental health / Rehab 5 60.0 

Other 11 54.5 

Aboriginal 7 42.9 

PCN/HSO 18 16.7 

FFS 29 6.9 

CHC 85 5.9 

*p<.01   
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Exhibit 78:  NP perception of physician availability by team setting 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The data showed that NPs’ agreement and satisfaction score on the Jones and Way scale does not 
significantly vary across the practice settings.  However, across all Jones and Way components, a 
relationship exists with type of employment.  In all components, higher levels of agreement are indicated 
on the Jones and Way scale where the NP is permanently employed (see Exhibit 79).  
 

Exhibit 79: Percentage of NPs who agree with Jones and Way elements by type of employment 
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Furthermore, a relationship was found between Jones and Way satisfaction elements and the type of 
team.  NPs in a medical group practice or both medical group and nursing team indicated higher levels of 
satisfaction on the Jones and Way scale.  The lowest levels of satisfaction were indicated by NPs in 
nursing teams (see Exhibit 80).   

 

Exhibit 80: Percentage of NPs who are satisfied with Jones and Way elements by type of team 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Description of MD Surveys 

Physicians (MDs) completed one of two surveys according to whether they identified themselves as 
currently working with or without an NP.  In addition to common questions regarding MD personal 
characteristics, practice settings and perceptions of NPs, each survey contained questions that were 
specific to each group of MDs.  This approach allowed for comparisons across study samples, as well as 
targeted analysis for each of the MD sub-groups. 
 
The initial samples consisted of 238 physicians (Group A) identifying themselves as currently working with 
NPs and 508 (Group B) who did not.  After removing MDs from the samples that were not in primary care, 
the final analytical sample contained 226 MDs in Group A and 492 MDs in Group B. 
 
Exhibits 81 and 82 show the distributions of demographics and experience for each of the MD groups. 
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The data showed that the group of MDs practising with NPs include a higher proportion of males, are 
generally older and have more years of experience than MDs not practising with NPs.  
 

Exhibit 81: Demographics and experience of MDs not practising with NPs  

Characteristics Total 
Respondents 

Percentage of 
Respondents 

Gender* (n=489)  

Female 217 44.4 

Male 272 55.6 

Age *   

25 to 34 147 30.1 

35 to 44 149 30.5 

45 to 54 118 24.1 

55 and over 75 15.3 

   

Years Practising as an MD**  (n=484)  

1 to 9 156 32.2 

10 to 19 140 28.9 

20 to 29 111 22.9 

30 or more 77 15.9 

   

*   three missing responses 

** eight missing responses 
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Exhibit 82: Demographics and experience of MDs practising with NPs 

Characteristics Total 
Respondents 

Percentage of 
Respondents 

Gender* (n=225)  

Female 87 38.7 

Male  138 61.3 

Age    

25 to 34 41 18.1 

35 to 44 60 26.5 

45 to 54 75 33.2 

55 and over 50 22.1 

   

Years Practising as an MD**  (n=220)  

1 to 9 49 22.3 

10 to 19 60 27.3 

20 to 29 69 31.4 

30 or more 42 19.1 

   

*one missing response 

**six missing responses 

 
Primary health care MDs were also asked to comment on the type of organization in which they are 
currently practising.  Exhibits 83 and 84 indicate the frequencies for primary health care MDs by practice 
setting for each of the two MD groups.  Almost half of the MDs not practising with NPs are in private 
group practice and almost one-quarter are in solo private practice.  This distribution is markedly different 
from that for MDs practising with NPs; almost half of the MDs in that group work in a community health 
centre and only eight percent work in private solo and group practice combined. 
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Exhibit 83: Practice setting of MDs not practising with NPs   
 
Characteristics Total 

Respondents 
Percentage of 
Respondents 

Practice Setting (n=492)  

Private Group Practice 218 44.3 

Solo Private Practice 115 23.4 

Emergency Department 44 8.9 

Other 40 8.1 

Free-standing Walk-in Clinics 26 5.3 

Family Health Network/Primary Care Network 19 3.9 

Health Service Organization 16 3.3 

Community Health Centre 6 1.2 

Nursing Home/Home for the Aged 5 1.0 

Public Health Department 3 0.6 

 

Exhibit 84: Practice setting of MDs practising with NPs  
  
Characteristics Total 

Respondents 
Percentage of 
Respondents 

Practice Setting (n=226)  

Community Health Centre 98 43.4 

Family Health Network/Primary Care Network 30 13.2 

Nursing Home/Home for the Aged 22 9.8 

Other 22 9.8 

Emergency Department 14 6.2 

Private Group Practice 12 5.3 

Health Service Organization 10 4.4 

Aboriginal Access Health Centre 10 4.4 

Solo Private Practice 7 3.1 

Public Health Department 1 0.4 
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MD Interest in Practising with NPs (MDs not currently working with NPs) 

MDs not currently practising with NPs were asked questions relating to historical experience with NPs and 
their perspectives on NP integration.  Approximately 36% these MDs reported that they had worked with 
NPs in the past and of those, as shown in Exhibit 85, almost 80% have more than one year’s experience 
working with NPs.  If there were significant structural issues related to integration, one would expect that 
these might be a cause of MD-NP separations.  Examining the reasons MDs ceased practising with NPs 
shown in Exhibit 85 demonstrates that this is not generally the case: 
▫ Sixty-seven percent (67%) of the physicians who ceased working with an NP reported that this was 

due to the MD leaving the practice; 
▫ Only three to four percent reported that it was due to NP practice style or an ineffective working 

relationship; and 
▫ Acceptance of providers outside the practice, the community, and patients were not identified as 

reasons for separation. 
 

Exhibit 85: MD reasons for ceasing to work with NPs in the past 
 

 
Of 486 MDs not working with NPs, 49% said that they would be interested in working with NPs while 33% 
said that they would not.  Eighteen percent (18%) were not certain if they would be interested in working 

MD Time Spent in the Past with NPs* (n=178)  
Less than one year 36 21.3 

12-24 months 80 47.3 
25 months to 36 months 32 18.9 

More than three years 20 12.5 
   

Reasons for Ceasing to Practice with NPs** (n=178)  
MD left the practice setting 119 66.9 

Ineffective Working Relationship between NP and MD 6 3.4 
Lack of acceptance by other providers in the practice 1 0.6 
Lack of acceptance by providers outside the practice 0 0 

Lack of acceptance by community 1 0.6 
Lack of acceptance by patients 3 1.7 

Practice style of the NP 7 3.9 
Inadequate funding for NP salary  2 1.1 

Inadequate funding for NP-related overhead   0 0 
Lack of space 0 0 

Patient volume too low to support NP 0 0 
NP decided to leave practice setting 0 0 

Unable to recruit NP 0 0 

** 9 missing responses 
* Multiple Response Option 
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with an NP.  MDs who identified that they are not interested in working with an NP were asked a set of 
questions that described their attitudes further, as summarized in Exhibit 86.  The most frequent reasons 
for lack of MD interest are concern about unfunded NP-related overhead expenses and lack of funding for 
NP salary.  In addition: 
▫ Forty-seven percent (47%) of these physicians indicated that they could not see a benefit to 

practising with NPs; 
▫ Twenty-three percent (23%) of MDs who have practised with NPs in the past are not interested in 

working with an NP; and 
▫ Thirty-eight percent (38%) of MDs who did not have experience with NPs are not interested in 

practising with NPs. 
 
Lack of support from other providers, patients, the community as well as space concerns were raised as 
barriers to MD interest.  Of the MDs who indicated that they would not be interested in working with NPs, 
33% also indicated reasons beyond those asked directly in this survey.  These reasons included: 
physician liability concerns; concerns with NP scope of practice; lack of financial incentives and concerns 
with administrative and managerial workload (see Exhibit 86). 
 

Exhibit 86: MD reasons for not being interested in working with NPs  

 

* Multiple Response Option 

 
In order to understand the determinants of MD attitudes toward practising with NPs, bivariate and 
multivariate analyses were undertaken.  For the purposes of these analyses, original practice settings 

Characteristics Total 
Respondents 

Percentage of 
Respondents 

Reasons for Being Unwilling to Practice with NP* (n=160)  

Lack of funding for NP-related overhead 97 60.6 

Lack of funding for NP salary 95 59.4 

Would not benefit from NP services 75 46.9 

Lack of space 70 43.8 

Other 53 33.1 

Lack of patient support 33 20.6 

Patient volume too low 32 20.0 

Lack of support from other providers in practice setting 24 15.0 

Limited availability of NPs 19 11.9 

Lack of community support 13 8.1 

Lack of support from providers from outside practice setting 10 6.3 
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were aggregated into the following groups:  fee-for-service; private and group practices and walk-in 
clinics; Health Service Organizations, Family Health Networks and Primary Care Networks; Community 
Health Centres; long-term care settings; emergency departments; and other groups.  Statistical analysis 
could generally be undertaken with adequate power as almost 50% of the MDs sampled were interested 
in working with NPs and 33% were not, as well as the fact that responses varied by MD and practice 
setting characteristics. 
   
Exhibit 87 demonstrates that practice setting may be an important determinant of MD (not currently 
working with an NP) interest in working with NPs.  There is a similar split of fee-for-service MDs between 
those who are and are not interested in working with NPs.  However, MDs in Health Service 
Organizations, Family Health Networks and Primary Care Networks and emergency departments were 
substantially more inclined to show interest in working with NPs.  The same was also true for Community 
Health Centre and long-term care MDs, although the sample sizes were quite small.   
 
Exhibit 87:  MDs interested in working with NPs by practice setting (for those MDs not currently 
working with an NP) 
 
Characteristics Number (Percent) Interested In Working with NP 

Practice Group Yes No Uncertain Total 

FFS 150 (42.3) 137 (38.6) 68 (19.2) 355 

HSO/FHN/PCN 29 (82.9) 3 (8.6) 3 (8.6) 35 

CHC 4 (66.7) 1 (16.7) 1 (16.7) 6 

LTC 4 (80.0) 1 (20.0) 0 (0) 5 

Public Health 1 (33.3) 1 (33.3) 1 (33.3) 3 

Emergency Department 27 (61.4) 8 (18.2) 9 (20.5) 44 

Other 24 (63.2) 9 (23.7) 5 (13.2) 38 

Total 239 (49.2) 160 (32.9) 87 (17.9) 486 

*six missing responses 

 
In order to examine the variation in MD interest further, the analysis examined fee-for-service and Health 
Service Organizations, Family Health Networks and Primary Care Networks relative to other settings.  In 
addition, it was hypothesized that gender, age, MD experience, amount of time the MD had worked with 
an NP in the past and MD opinions on appropriate NP employer could be important NP acceptance 
determinants.  Importantly, studies have found that physician experience working with NPs resulted in a 
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more positive attitude toward the role of the NP and the NP's ability to enhance the provision of primary 
care (Johnson and Freeborn, 198629; Aquillino et al, 199930). 
 
To test these hypotheses, a logistic regression analysis was undertaken focusing on those MDs who 
reported that they would or would not be interested in working with an NP. In the first phase of analysis, 
none of the emergency department settings, MD experience, MD age or MD opinions about appropriate 
NP employer were significant independent (predictive) determinants.  Although past experience with NPs 
was significant, the duration of this relationship was not found to be important.  Accordingly, the analysis 
was rerun with the remaining factors included in the model, with the results shown in Exhibit 88.  The 
logistic regression indicates how the odds of being interested in working with an NP change according to 
MD characteristics and practice setting.  In addition, intervals are provided around the calculated effects 
to show how the estimates might vary due to sampling error. 
 
For a representative MD female without past experience working with an NP and not working in a fee-for-
service setting, Health Service Organization, Family Health Network, or Primary Care Network, the 
relative odds of being interested in working with an NP was 1.4.  Consistent with the bivariate analysis, 
MDs in Health Service Organization/Family Health Network/Primary Care Network settings were even 
more likely to be interested in working with NPs;  the relative odds increase four fold.  On average, being 
male also increased the odds of being interested relative to females by 1.6, although the lower confidence 
interval indicates that this effect could be small.   
 
The propensity to be willing to work with an NP is substantially reduced for fee-for-service physicians.  For 
example, relative to the reference group, physicians in fee-for-service have 60% lower odds of being 
interested in working with NPs; the odds of MDs working in Health Service Organizations, Family Health 
Networks and Primary Care Networks being interested in working with NPs are 36 times higher than for 
MDs in a fee-for-service setting.  This does not indicate that fee-for-service MDs are mainly uninterested; 
roughly half of fee-for-service MDs did express interest, rather, fee-for-service MDs are substantially less 
receptive than those observed in other settings.  
 
Controlling for practice setting, a key determinant of MD interest in working with an NP is past experience 
working with an NP.  Having worked with an NP in the past increases the odds of MD interest by 2.4 
times, and this result is independent of duration of past work experience.  

 

                                                
29 R. Johnson and D. Freeborn, “Comparing HMO Physicians’ Attitudes Towards NPs and PAs”, Nurse Practitioner (1986) 53(11): 
39-49. 
30 M.L. Aquillino et al, “Primary Care Physicians’ Perceptions of the Nurse Practitioner in the 1990s”, Archives of Family Medicine 
(1999) 8(3): 224-227. 
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Exhibit 88:  Determinants of MD interest in working with NPs 

 Odds ratio P value 95% CI Lower 95% CI Upper 

Gender: Male 1.6 .03 1.05 2.55 

Practice Setting: HSO/FHN/PCN 4.0 .04 1.08 14.88 

Practice Setting: FFS .4 .002 .23 .72 

Worked with NP in the past 2.4 .000 1.54 3.82 

Constant 1.4    

* reference category: female, no NP experience, non FFS/HSO/FHN/PCN 

 

NPs’ Services 

All MDs surveyed were asked a series of questions in order to identify the NP services they felt were most 
valuable to their practice.  As shown in Exhibit 89, of the MDs not practising with NPs, approximately half 
felt that prevention/wellness care/health promotion, home visits, linkages to community organizations and 
support and counselling are valuable services NPs could provide.  There was less agreement for other 
services, and only four percent of MDs not practising with NPs felt NPs could provide valuable care for 
major acute illness. 

 

Exhibit 89: Services NPs could provide according to MDs not working with NPs  

Characteristics Total 
Respondents 

Percentage of 
Respondents 

Services Valuable to Practice~ (n=492)  

Prevention/wellness care/health promotion 265 53.9 

Linkages to community organizations 237 48.2 

Psychosocial support and counseling  236 48.0 

Home visits to housebound patients 230 46.7 

Monitoring of chronic illness 210 42.7 

Care of episodic illness/minor acute 188 38.2 

Care of palliative patients 184 37.4 

Night and weekend coverage 134 27.2 

Other 36 7.3 

Care of major acute illness 19 3.9 

~ Multiple response option 

Since these perceptions are important drivers of MD willingness to integrate NPs into their practices, 
Exhibit 89 was reproduced (see Exhibit 90) but responses were stratified according to MD interest in 
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working with NPs.  Exhibit 90 shows that the 239 interested MDs have significantly different perceptions 
of the services NPs could provide when compared to those MDs not practising and not interested in 
working with NPs (p<.05).  There were generally higher levels of agreement on the services NPs could 
provide among those MDs not practising but interested in working with NPs as compared to those not 
interested in working with NPs.  Exhibit 90 indicates that approximately 90% of interested physicians not 
working with NPs felt that prevention/wellness care/health promotion was a valuable NP service.  This 
compares with only 29% of MDs not interested in working with NPs.  More than three-quarters of MDs 
interested in working with NPs indicated that psychosocial support and counselling, linkages to 
community organizations and monitoring of chronic illness are valuable NP services.  This compares with 
30% or less of MDs not interested in working with NPs.    
 

Exhibit 90: Services NPs could provide according to MDs not working with NPs (stratified based 
on MD interest) 

  
MDs interested in working 

with NPs 
MDs not interested in 

working with NPs 
Characteristics Total 

Respondents 
Percentage 

of 
Respondents 

Total 
Respondents 

Percentage 
of 

Respondents 

Services Valuable to Practice~ (n=239)  (n=160)  
Prevention/wellness care/health 
promotion 

215 90.0 46 28.8 

Psychosocial support and counselling  186 77.8 46 28.8 

Linkages to community organizations 184 77.0 48 30.0 

Monitoring of chronic illness 
 

180 75.3 27 16.9 

Home visits to housebound patients 
 

177 74.1 48 30.0 

Care of episodic illness/minor acute 
 

166 69.5 20 12.5 

Care of palliative patients 148 61.9 34 21.3 

Night and weekend coverage 
 

105 43.9 27 16.9 

Other 27 11.3 9 5.6 

Care of major acute illness 15 6.3 4 2.5 

~ Multiple response option 
*p<.05     

 
To understand how these MD perceptions compare with the types of NP services valued by MDs 
practising with NPs, the survey asked MDs practising with NPs to indicate what services NPs provide and 
to rank these in order of importance.  The results are shown in Exhibit 91. 
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Exhibit 91:  Services provided by NPs as reported by MDs working with NPs 
 

Percentage of Total Respondents (n=225) Characteristics 

Agree Rank 1 Rank 2 Rank 3 

Services Valuable to Practice*     

Care of episodic illness/minor acute 93.8 22.1 39.4 18.6 

Prevention/wellness care/health 
promotion 

88.4 50.9 15.0 13.3 

Monitoring of chronic illness 71.1 7.1 17.8 23.6 

Psychosocial support and counselling  59.8 4 9.3 14.2 

Linkages to community organizations 39.3 0.4 2.2 4.9 

Home visits to housebound patients 36.2 3.1 4.9 2.7 

Care of palliative patients 27.1 1.3 1.3 2.2 

Care of major acute illness 24.0 2.2 2.2 4.9 

Night and weekend coverage 10.4 0.4 1.3 1.8 

* Multiple response option, one missing response 
 
Comparing MDs interested in, but not practising with NPs with MDs practising with NPs: 
 
▫ Similarly high proportions of both groups identified prevention/wellness care/health promotion (90% 

and 88% respectively) and monitoring of chronic illnesses (75% and 71% respectively) as valuable 
NP services.  

▫ Twenty-four percent (24%) of MDs practising with NPs reported that NPs provide major acute care, 
with eight percent defining this as among the most important services; only six percent of MDs 
interested in but not practising with NPs identified this as a valuable NP service. 

▫ Ninety-four percent (94%) of MDs practising with NPs reported that NPs provide episodic/minor acute 
care, with 80% reporting that this is among the most important services; 70% of MDs interested in, 
but not practising with NPs identified this as a valuable NP service. 

▫ Higher proportions of MDs interested in but not practising with NPs identified palliative care, home 
visits to housebound patients, night and weekend coverage, linkages to community organizations, 
and psychosocial support and counselling as valuable NP services when compared to MDs practising 
with NPs. 

 
Based on these substantial differences, the researchers felt that multivariate analysis should be 
undertaken to explore the correlation of perceptions between MDs who practise with and MDs who do not 
practise with NPs. For each of the service areas considered, logistic regression was used to examine the 
agreement between MDs based on their practice setting and personal characteristics such as age, 
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gender and experience working with NPs.  Regression results for all practice settings are shown, 
however, when independent variables were not significant (p >.1) their unique effects were considered 
marginal to the analysis, so the final regression did not consider these factors further. 
 
Prevention/wellness care/health promotion (see Exhibit 92): 
▫ The odds of MDs in Community Health Centres reporting value from this service are 26 times greater 

than for MDs in fee-for-service settings. 
▫ Only long-term care and emergency department MDs reported less value for this service than fee-for-

service MDs. 
▫ The probability of a fee-for-service MD without NP experience reporting value from this service is 

44%. 
▫ All else being equal, MDs with experience working with NPs have almost three times the odds of 

reporting that prevention/wellness care/health promotion is a valuable NP service. 
 
Exhibit 92:  Probability of MD agreement (between those who do and do not work with an NP): NP 
providing prevention/wellness care/health promotion 
 
 P Value Odds 

ratio 
95% CI 
Lower 

95% CI 
Upper 

Practice Setting: HSO/FHN/PCN .000 3.506 1.801 6.827 

Practice Setting:  CHC .000 25.918 6.184 108.620 

Practice Setting:  LTC .136 .527 .227 1.223 

Practice Setting:  Emergency Department .050 .555 .308 1.000 

Other .204 1.465 .813 2.640 

Worked with NP-less than one year .003 2.580 1.384 4.810 

Worked with NP-more than one year .000 2.838 1.915 4.204 

Constant * .084 .810   

*reference category: fee-for-service, no experience with NPs 

Minor Acute/Episodic Illness (see Exhibit 93): 
▫ The odds of indicating value from this service tripled if MDs have current or prior experience with NPs 

(Note: 14% of MDs without experience with NPs reported value from this service). 
▫ This service was especially perceived to be valuable in Community Health Centres and long-term 

care settings. 
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Exhibit 93:  Probability of MD agreement (between those who do and do not work with an NP): NP 
providing care of minor acute Illness 

 P Value Odds 
ratio 

95% CI 
Lower 

95% CI 
Upper 

Gender: Male .087 1.367 .956 1.955 

Practice Setting: HSO/FHN/PCN .000 4.011 2.234 7.204 

Practice Setting:  CHC .000 16.536 6.887 39.700 

Practice Setting:  LTC .001 27.737 3.635 211.625 

Practice Setting:  Emergency Department .008 2.297 1.245 4.238 

Other .158 1.500 .854 2.633 

Worked with NP-less than one year .000 3.123 1.723 5.660 

Worked with NP-more than one year .000 3.513 2.381 5.184 

Constant * .000 .290   

*reference category: female, fee-for-service, no experience with NPs 
 
Major Acute Illness (see Exhibit 94): 
▫ Female physicians in fee-for-service settings without experience working with NPs were the least 

likely to identify care of major acute illness as a valuable NP service.  Experience was a significant 
factor in changing this perception; even less than one years experience increases the odds of 
recognizing this service six-fold. 

▫ MDs in other settings were more likely to recognize this service and this effect was uniform across 
settings. 

 
Exhibit 94: Probability of MD agreement (between those who do and do not work with an NP): NP 
providing care of major acute illness 
 
 P Value Odds 

ratio 
95% CI 
Lower 

95% CI 
Upper 

Gender: Male .012 2.028 1.171 3.513 

Practice Setting: HSO/FHN/PCN .088 2.185 .889 5.369 

Practice Setting:  CHC .000 4.210 2.009 8.821 

Practice Setting:  LTC .185 2.311 .670 7.975 

Practice Setting:  Emergency Department .178 1.957 .737 5.194 

Other .005 3.420 1.436 8.147 

Worked with NP-less than one year .000 6.228 2.345 16.541 
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 P Value Odds 
ratio 

95% CI 
Lower 

95% CI 
Upper 

Worked with NP-more than one year .001 4.232 1.852 9.672 

Constant * .000 .012   

*reference category: female, fee-for-service, no experience with NPs 

 

Monitoring Chronic Illness (see Exhibit 95): 
▫ Controlling for other factors, MDs with NP experience have 2.5 times the odds of MDs without NP 

experience of identifying this service. 
▫ Only MDs in emergency departments had a lower probability than fee-for-service physicians of 

identifying monitoring of chronic illness as important to the practice. 
 
Exhibit 95: Probability of MD agreement (between those who do and do not work with an NP): NP 
monitoring chronic illness 
 
 P Value Odds 

ratio 
95% CI 
Lower 

95% CI 
Upper 

Practice Setting: HSO/FHN/PCN .002 2.402 1.387 4.160 

Practice Setting:  CHC .016 1.848 1.119 3.051 

Practice Setting:  LTC .020 3.140 1.200 8.214 

Practice Setting:  Emergency Department .147 .646 .358 1.166 

Other .602 1.158 .668 2.004 

Worked with NP-less than one year .002 2.416 1.388 4.203 

Worked with NP-more than one year .000 2.492 1.728 3.595 

Constant * .000 .525   

*reference category: fee-for-service, experience with NPs 

Care for Palliative Patients (see Exhibit 96): 
▫ MDs in long-term care settings have twice the odds of naming this service as valuable to their 

practice than do fee-for-service physicians. 
▫ Prior experience with NPs increases the odds of naming this as a valuable service regardless of 

setting. 
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Exhibit 96: Probability of MD agreement (between those who do and do not work with an NP): NP 
caring for palliative patients   
 
 P Value Odds 

ratio 
95% CI 
Lower 

95% CI 
Upper 

Practice Setting: HSO/FHN/PCN .852 1.051 .622 1.778 

Practice Setting:  CHC .001 .413 .241 .709 

Practice Setting:  LTC .085 2.073 .905 4.747 

Practice Setting:  Emergency Department .235 .687 .370 1.276 

Other .977 .992 .568 1.731 

Worked with NP-less than one year .618 1.158 .651 2.058 

Worked with NP-more than one year .026 1.526 1.052 2.213 

Constant * .000 .468   

*reference category: fee-for-service, no experience with NPs 
 
Home Visits to Housebound Patients (see Exhibit 97): 
▫ Forty-five percent (45%) of fee-for-service MDs indicated that this is a valuable service. 
▫ MDs in long-term care and emergency departments are less likely than fee-for-service MDs to identify 

this service (Note: this result is as expected given the nature of care delivered in long-term care and 
emergency department settings). 

 
Exhibit 97: Probability of MD agreement (between those who do and do not work with an NP): NP 
providing home visits to housebound patients  
 
 P Value Odds 

ratio 
95% CI 
Lower 

95% CI 
Upper 

Practice Setting: HSO/FHN/PCN .147 1.446 .879 2.378 

Practice Setting:  CHC .818 .951 .623 1.453 

Practice Setting:  LTC .003 .156 .046 .530 

Practice Setting:  Emergency department .006 .418 .225 .779 

Other .817 .940 .555 1.591 

Constant * .080 .834   

*reference category: fee-for-service 

Night and Weekend On-Call Coverage (see Exhibit 98): 
▫ In all settings, less than one-quarter of MDs identified this as a valuable NP service. 
▫ Fee-for-service and MDs in Health Service Organizations, Family Health Networks and Primary Care 

Network settings are the most likely to identify this as a valuable NP service. 
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Exhibit 98: Probability of MD agreement (between those who do and do not work with an NP): NP 
can provide night and weekend on-call coverage   
 
 P Value Odds 

ratio 
95% CI 
Lower 

95% CI 
Upper 

Practice Setting: HSO/FHN/PCN .990 1.004 .568 1.775 

Practice Setting:  CHC .005 .418 .228 .767 

Practice Setting:  LTC .265 .538 .181 1.600 

Practice Setting:  Emergency department .110 .543 .257 1.148 

Other .660 .870 .468 1.619 

Constant * .000 .338   

*reference category: FFS 
 
Linkages to Community Organizations (Exhibit 99): 
▫ Almost half of all MDs surveyed feel that NPs could provide linkages to community organizations, with 

the odds being slightly less for males but otherwise independent of MD setting and characteristics. 
 
Exhibit 99: Probability of MD agreement (between those who do and do not work with an NP): NP 
can provide linkages to community organizations  
 
 P Value Odds 

ratio 
95% CI 
Lower 

95% CI 
Upper 

Gender: Male .039 .730 .542 .984 

Constant * 1.000 1.000   

*reference category: female, fee-for-service 

Psychosocial Support and Counselling (see Exhibit 100): 
▫ Forty percent (40%) of fee-for-service physicians identified this as an NP service; more than in CHCs 

and Health Service Organization, Family Health Network, and Primary Care Network settings and 
fewer than in long-term care and emergency settings. 

▫ Controlling for practice setting, experience with NPs more than doubles the odds of a physician 
reporting psychosocial support and counselling as a useful NP service. 

 C
op

y 
fo

r a
rc

hi
ve

 p
ur

po
se

s.
 P

le
as

e 
co

ns
ul

t o
rig

in
al

 p
ub

lis
he

r f
or

 c
ur

re
nt

 v
er

si
on

. 
C

op
ie

 à
 d

es
 fi

ns
 d

’a
rc

hi
va

ge
.  

V
eu

ill
ez

 c
on

su
lte

r l
’é

di
te

ur
 o

rig
in

al
 p

ou
r l

a 
ve

rs
io

n 
ac

tu
el

le
. 



149 © Copyright IBM Corporation 2003 

Exhibit 100: Probability of MD agreement (between those who do and do not work with an NP): 
psychosocial support and counselling 
 

 P Value Odds 
ratio 

95% CI 
Lower 

95% CI 
Upper 

Practice Setting: HSO/FHN/PCN .270 1.343 .796 2.265 

Practice Setting:  CHC .115 1.487 .907 2.438 

Practice Setting:  LTC .054 .429 .181 1.016 

Practice Setting:  Emergency Department .323 .747 .419 1.332 

Other .851 .949 .550 1.637 

Worked with NP-less than one year .002 2.399 1.382 4.163 

Worked with NP-more than one year .000 2.107 1.467 3.025 

Constant * .001 .666   

*reference category:  fee-for-service, experience with NPs 

 

MD Perspectives on NP Integration 

All MDs surveyed were asked to give their perspective on key elements of effective NP integration.  For 
MDs not working with NPs, Exhibit 101 shows that the structure (as defined by the respondent) of the 
working relationship between the NP and MD is a key facilitator.  All the facilitators specifically addressed 
through the survey are generally deemed to be important by these MDs.  In addition, other facilitators 
mentioned include clarifying issues around physician liability and consideration of financial incentives for 
MDs. 
 
Exhibit 101: MDs not practising with NPs: factors facilitating effective NP integration  
 
Characteristics Total 

Respondents 
Percentage of 
Respondents 

Factors Facilitating Effective Integration of NPs (n=492)  

Structure of working relationship between NP and MD 424 86.2 

Expertise of NP 388 79.0 

Nature of NP employment relationship 360 73.2 

Patient acceptance of NP role  351 71.3 

Practice style of NP 313 63.6 

Co-workers understanding of NP role 280 56.9 
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Characteristics Total 
Respondents 

Percentage of 
Respondents 

Co-workers acceptance of NP role 280 56.9 

Confidence of NP 269 54.8 

Acceptance of NP role by providers outside practice 213 43.3 

Community acceptance of NP role 184 37.4 

Other 51 10.4 

* Multiple response option. 
 
MDs working with NPs were also asked to identify elements from the same set of facilitators, and were 
additionally requested to rank the importance of each, with 1 being the most valuable contribution. 
  
Comparing exhibits 102 to 101 shows a high degree of commonality, with MDs identifying relationship 
structure as being the most important key factor.  NP expertise is also a key factor, with MDs with NP 
experience identifying this with slightly greater frequency than MDs without experience.  In addition, 23% 
of MDs practising with NPs identified NP expertise as the most important facilitator and 60% identified this 
as one of the top three facilitators for successful NP integration. 
 

Exhibit 102: MDs practising with NPs: factors facilitating NP integration  

Percentage of Total Respondents (n=225) Characteristics 

Agree Rank 1 Rank 2 Rank 3 

Factors facilitating NP integration     

NP expertise 88.9 22.6 22.1 15.9 

Structure of MD/NP working relationship 84.4 38.5 14.6 15.5 

Patient acceptance of NP role 72.0 8.0 11.1 10.2 

NP practice style 71.1 6.2 13.3 11.1 

Co-workers’ understanding  of NP role 68.9 4.9 6.2 7.1 

Confidence of the NP 67.1 2.7 8.8 9.7 

Co-worker’s acceptance of NP role 63.1 4.4 4.4 8.8 

Nature of the NP employment relationship 61.8 8.8 12.8 8.8 

Acceptance of NP role by providers  
outside practice 

47.6 1.8 3.5 6.6 

Community acceptance of NP role 42.7 0.9 0.4 3.5 
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* Multiple response option, one missing response 
 
Although the overall responses related to NP integration were similar, the samples were drawn from 
different populations, and other variables may detect underlying differences in perceptions between MDs 
practising with and without NPs.  In order to explore these differences, a series of logistic regressions 
were performed, using physician and practice characteristics to predict the propensity of physicians to 
select facilitators as important.  Initial variables considered included: physician age; experience; gender; 
experience practising with NPs; and practice setting.  The final results from this analysis are shown in 
exhibits 103 to 109. 
 
In general, MD views on facilitators for effective NP integration are dependent on the settings in which 
they practice: 
▫ The nature of the employment relationship is more important for male than female MDs, and fee-for-

service physicians are also more likely to state this as being an important facilitator. 
▫ Fee-for-service physicians feel that acceptance of the NP role by patients is a key facilitator, while 

MDs in emergency departments were less likely to indicate that this is an important issue in their 
practice.  

▫ MDs working in Community Health Centres considered the following to be especially important 
facilitators:  co-workers’ understanding of the NP role; acceptance by outside providers and the 
community; and NP confidence.  

▫ Seventy-five percent (75%) of all MDs agreed that the NP’s expertise is a key facilitator. This view did 
not vary across practice settings, but the logistic regression analysis shows that those more 
experienced working with NPs place significantly higher importance on the NP’s expertise as a key 
facilitator.  Past MD experience with NPs doubles the odds of an MD reporting NP expertise as an 
integration facilitator.  

▫ The data showed general uniformity of views about the importance of the structure of the working 
relationship, co-workers’ acceptance, and NP practice style across physician and practice setting 
characteristics. 

 
Exhibit 103: MD perspectives (between those who do and do not work with an NP) on integration 
facilitators: nature of NP employment relationship 
 
 P Value Odds 

ratio 
95% CI 
Lower 

95% CI 
Upper 

Gender: Male .021 1.477 1.061 2.056 

Practice Setting: HSO/FHN/PCN .353 .770 .443 1.337 

Practice Setting:  CHC .010 .552 .352 .867 

Practice Setting:  LTC .024 .387 .170 .881 

Practice Setting:  Emergency Department .000 .344 .194 .610 

Other .022 .525 .302 .913 

Constant * .000 2.535   
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*reference category: female, fee-for-service 
 
Exhibit 104: MD perspectives (between those who do and do not work with an NP) on integration 
facilitators: co-workers’ understanding of NP role 
 
 P Value Odds 

ratio 
95% CI 
Lower 

95% CI 
Upper 

Practice Setting: HSO/FHN/PCN .134 1.477 .887 2.460 

Practice Setting:  CHC .000 2.549 1.596 4.071 

Practice Setting:  LTC .118 1.980 .840 4.666 

Practice Setting:  Emergency Department .310 1.339 .762 2.353 

Other .007 2.177 1.231 3.849 

Constant * .216 1.136   

*reference category: fee-for-service 

Exhibit 105: MD perspectives (between those who do and do not work with an NP) on integration 
facilitators: acceptance of NP role by outside providers 
 
 P Value Odds 

ratio 
95% CI 
Lower 

95% CI 
Upper 

Practice Setting: HSO/FHN/PCN .778 .930 .561 1.541 

Practice Setting:  CHC .000 2.271 1.475 3.496 

Practice Setting:  LTC .742 .872 .385 1.972 

Practice Setting:  Emergency Department .492 1.215 .697 2.117 

Other .200 .697 .402 1.210 

Constant * .001 .717   

*reference category: fee-for-service 
 
Exhibit 106: MD perspectives (between those who do and do not work with an NP) on integration 
facilitators: expertise of the NP 
 
 P Value Odds 

ratio 
95% CI 
Lower 

95% CI 
Upper 

Worked with NP less than one year .074 1.924 .939 3.943 

Worked with NP more than one year .000 2.092 1.389 3.149 

Constant * .000 3.118   

*reference category: no experience with NP 
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Exhibit 107: MD perspectives (between those who do and do not work with an NP) on integration 
facilitators: confidence of the NP 
 
 P Value Odds 

ratio 
95% CI 
Lower 

95% CI 
Upper 

Practice Setting: HSO/FHN/PCN .846 1.051 .637 1.734 

Practice Setting:  CHC .000 2.617 1.614 4.242 

Practice Setting:  LTC .876 1.066 .477 2.383 

Practice Setting:  Emergency Department .175 .681 .391 1.186 

Other .357 .782 .463 1.320 

Constant * .018 1.279   

*reference category: fee-for-service 
 
Exhibit 108: MD perspectives (between those who do and do not work with an NP) on integration 
facilitators: acceptance of NP role by patients 
 
 P Value Odds 

ratio 
95% CI 
Lower 

95% CI 
Upper 

Practice Setting: HSO/FHN/PCN .933 1.025 .580 1.811 

Practice Setting:  CHC .729 .920 .573 1.476 

Practice Setting:  LTC .327 .657 .283 1.522 

Practice Setting:  Emergency Department .000 .348 .198 .611 

Other .445 .800 .451 1.419 

Constant * .000 2.876   

*reference category: fee-for-service 

 
Exhibit 109: MD perspectives (between those who do and do not work with an NP) on integration 
facilitators: acceptance of NP role by community 
 
 P Value Odds 

ratio 
95% CI 
Lower 

95% CI 
Upper 

Practice Setting: HSO/FHN/PCN .080 .619 .361 1.059 

Practice Setting:  CHC .004 1.877 1.228 2.871 

Practice Setting:  LTC .187 .549 .225 1.338 

Practice Setting:  Emergency Department .039 .520 .279 .969 

Other .049 .559 .313 .998 

Constant * .000 .671   

*reference category: fee-for-service 
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Note:  A number of variables were included in the regression models that were not significant however, were 
important contributors to the model. 

In addition to inquiring about facilitators, physicians (practising with NPs) were asked to identify barriers to 
effective NP integration.  Respondents were asked to identify important barriers and, in addition, rank the 
top three in order of importance.  As shown in Exhibit 110, 63% reported that the structure of the MD-NP 
working relationship was a strong barrier to NP integration and 20% ranked it as the most important 
concern.  Fifty-five percent (55%) identified the area of NP expertise with 33% ranking this in the top 
three.  Inadequate funding for NP salary was raised as an issue for 46% of MDs, and 20% ranked this as 
the most important barrier.  Almost all of the suggested issues were viewed as important by more than 
25% of MDs practising with NPs, suggesting that these are important issues to be monitored.     
 
Exhibit 110: MDs practising with NPs: factors creating barriers to NP integration  
 

Percentage of Total Respondents (n=225) Characteristics 

Agree Rank 1 Rank 2 Rank 3 

Factors Creating Barriers to NP integration     

Structure of MD/NP working relationship 63.1 19.9 11.9 11.5 

NP expertise 55.6 10.6 11.1 12.4 

NP practice style 46.7 4.9 6.2 8.8 

Inadequate funding for NP salary 45.5 19.9 8.8 5.3 

Co-worker’s acceptance of NP role 45.3 8.8 5.8 8.0 

Co-workers’ understanding  of NP role 44.0 3.5 6.6 7.1 

Confidence of the NP 43.1 2.7 7.1 2.7 

Patient resistance to NP role 39.1 4.0 8.8 6.2 

Resistance to NP role by providers outside 
practice 

38.2 5.8 6.6 8.4 

Nature of the NP employment relationship 36.9 7.5 5.3 5.8 

Legislative barriers 33.8 3.1 4.9 6.6 

Inadequate funding for NP-related expenses 30.8 4.0 4.9 3.1 

Lack of space for NP 27.6 2.2 4.0 5.3 

Community resistance to NP role 23.1 .9 2.2 2.7 

* Multiple response option, one missing response 
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MDs Working with NPs:  Additional Perspectives  

 
For physicians that described themselves as having experience working with NPs, an additional set of 
survey questions inquired about details of the practice, their relationship with NPs, barriers to integration, 
benefits of working with NPs, and level of satisfaction across different dimensions.   These additional 
aspects relate to communication and collaboration, expenses and workload, benefits of NPs and 
physician satisfaction with NPs. 
 
Communication and Collaboration 
 
Physicians were asked how much time they spend directly with the NP.  The term “directly” was defined 
by the survey respondents.  As expected, of the 196 MDs working with NPs, the time spent working 
directly with NPs generally differs across practice settings (see Exhibit 111).  Overall, the amount of direct 
time varies substantially within and across practice settings and between physicians.  On average, 
physicians who work with NPs in Community Health Centres spend the most direct time with NPs, while 
those in long-term care spend the least.  Of interest is that across the diverse practice settings 
considered, some MDs spend considerable time with NPs, suggesting either a high degree of integration 
and collaboration or that a high degree of supervision is required. Further analysis should explore this 
finding.  
 
Exhibit 111:  Hours spent working directly with NP in a typical week by practice setting 
 
Characteristics Minimum Median Maximum Total 

Respondents 

Practice Setting*    (n=196) 
Fee-for-service 1 3 40 16 
HSO/FHN/PCN 0 2 35 34 
CHC 0 6 40 100 
Long-term care 0 1 10 18 
Emergency department 2 4 30 13 
Other 0 2 20 15 
*p<.05     

 

In addition to the time MDs spend directly working with NPs, the survey inquired about the forms of 
communication used.  Exhibit 112 summarizes the forms of communication according to practice setting.  
Ninety-four percent (94%) of MDs in long-term care settings identified that they communicate by 
telephone.  The data indicated that there is more direct communication in fee-for-service and emergency 
departments.  Unplanned and as-needed communication is the general case across practice settings; 
although not surprisingly, in settings where MDs and NPs tend to work side by side more frequently (such 
as emergency departments), communication by telephone, unplanned or regular meetings are less 
frequent.  
 

C
op

y 
fo

r a
rc

hi
ve

 p
ur

po
se

s.
 P

le
as

e 
co

ns
ul

t o
rig

in
al

 p
ub

lis
he

r f
or

 c
ur

re
nt

 v
er

si
on

. 
C

op
ie

 à
 d

es
 fi

ns
 d

’a
rc

hi
va

ge
.  

V
eu

ill
ez

 c
on

su
lte

r l
’é

di
te

ur
 o

rig
in

al
 p

ou
r l

a 
ve

rs
io

n 
ac

tu
el

le
. 



156 © Copyright IBM Corporation 2003 

Exhibit 112: Methods of communication between MDs and NPs* 
 
Characteristic: 

Communication 

Phone Unplanned As needed Regular 
meetings 

Work side 
by side 

Total 
Respondents

Fee-for-service 37.5% 81.3% 100.0% 31.3% 37.5% 16 

HSO/FHN/PCN 42.4% 75.8% 97.0% 24.2% 42.4% 33 

CHC 57.4% 84.2% 95.0% 73.3% 52.5% 101 

Long-term care 94.4% 83.3% 83.3% 38.9% 27.8% 18 

Emergency department 15.4% 30.8% 61.5% 15.4% 76.9% 13 

Other 73.3% 46.7% 60.0% 13.3% 66.7% 15 

Total  55.1% 76.0% 89.8% 50.0% 50.0% 196 

*multiple response question 
 
As described in the section of this chapter that focuses on the NP survey, the Jones and Way 
collaboration score is based on the nine essential elements for collaborative practice based on the 
descriptive and research literature.  The scale uses a five-point Likert-type scale varying from “strongly 
disagree” (1) to “strongly agree” (5) for these elements.  MDs working with NPs were asked to complete 
the same scale (Exhibit 113). 
 
There was considerable agreement overall in MDs’ responses.  Approximately 84% of MDs agreed that 
they plan and cooperate with NPs in decision-making and roughly 90% reported that they communicate 
openly and trust and respect each other when making patient decisions.  There was no considerably 
strong disagreement in any of these aspects; the largest area of disagreement was in sharing 
responsibility for patient care decisions: 18% of MDs do not feel that they share responsibility for patients 
with NPs, while only 66% agree. 
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Exhibit 113: MD measure of current collaboration (MDs currently working with NPs)  
 
Characteristics 

Strongly 
disagree Disagree Neutral Agree 

Strongly 

Agree 

Number 
that 

agree 
(n=224) 

NP MD relationship*       

Plan together to make patient care 
decisions 

5 

(2.2%) 

14 

(6.2%) 

14 

(6.2%) 

89 

(39.4%) 

101 

(44.7%) 

190 

(84.1%) 

Communicate openly in patient care 
decision-making 

3 

(1.3%) 

5 

(2.2%) 

10 

(4.4%) 

80 

(35.6%) 

124 

(55.1%) 

204 

(90.7%) 

Share responsibility for patient care 
decision-making 

9 

(4.0%) 

31 

(13.8%) 

34 

(15.1%) 

86 

(38.2) 

63 

(28.0) 

149 

(66.2%) 

Co-operate in patient care decision-
making 

3 

(1.3%) 

4 

(1.8%) 

16 

(7.1%) 

103 

(45.8%) 

96 

(42.7%) 

199 

(88.5%) 

Consider NP and MD concerns in 
patient care decision-making 

3 

(1.3%) 

16 

(7.1%) 

29 

(12.9%) 

97 

(43.1%) 

78 

(34.7%) 

175 

(77.8%) 

 

Co-ordinate implementation of shared 
patient care plan 

4 

(1.8%) 

17 

(7.5%) 

30 

(13.3%) 

101 

(44.7%) 

70 

(31.0%) 

171 

(75.7%) 

 

Demonstrate trust in other’s patient 
care decision-making 

4 

(1.8%) 

10 

(4.4%) 

9 

(4.0%) 

82 

(36.3%) 

119 

(52.7%) 

 

201 

(89.0%) 

Respect for NP ability in making 
shared patient care decisions 

4 

(1.8%) 

7 

(3.1%) 

9 

(4.0%) 

77 

(34.2%) 

126 

(56.0%) 

203 

(90.2%) 

Fully collaborate in shared patient 
care decisions 

6 

(2.7%) 

19 

(8.5%) 

33 

(14.7%) 

77 

(34.4%) 

87 

(38.8%) 

164 

(73.2%) 

* two missing responses 
 

The median scores for each question are reported in Exhibit 114 by practice group.  In general, the 
median estimates suggest considerable to strong agreement with the questions posed.  Statistically 
significant differences (p<.05) in these estimates were identified for the question addressing shared 
responsibility, with MDs in long-term care and emergency settings reporting neutrality, as opposed to 
agreement.  Notably, the median estimates for responsibility, communication, joint planning, trust, respect 
and collaboration score strongly in the fee-for-service setting. 
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Exhibit 114: MD measure of current collaboration by practice group (MDs currently working with 
NPs) 

Characteristics FFS CHC HSO/FHN/PCN LTC Emergency Other 

NP MD relationship*       

Plan together to make patient 
care decisions 

5 4 4 4 4 5 

Communicate openly in 
patient care decision-making 

5 5 5 5 4 5 

Share responsibility for 
patient care decision-making 

5 4 4 3 3 4 

Co-operate in patient care 
decision-making 

4 4 4 4 4 5 

Consider NP and MD 
concerns in patient care 
decision-making 

4 4 4 4 4 4 

Co-ordinate implementation 
of shared patient care plan 

4 4 4 4 4 4 

Demonstrate trust in other’s 
patient care decision making 

5 5 5 5 4 5 

Respect for NP ability in 
making shared patient care 
decisions 

5 5 5 5 4 5 

Fully collaborate in shared 
patient care decisions 

5 4 4 4 4 5 

Total Respondents 19 40 108 22 14 23 

* two missing responses  

 
Expenses and Workload 
 
One concern addressed by MDs who do not work with NPs is the potential cost of unfunded expenses 
incurred through the use of NPs.  This concern may be warranted, as shown in Exhibit 115.  Of those 
physicians that work with NPs, a majority of fee-for-service and one-third of MDs in Health Service 
Organizations, Family Health Networks, and Primary Care Networks reported the presence of unfunded 
NP-related expenses. 
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Exhibit 115: Existence of unfunded NP-related expenses in the practice 

Characteristics Yes Don’t 
Know 

Total 
Respondents 

Practice Setting*    

Fee-for-service 57.9% 15.8% 16 

HSO/FHN/PCN 32.5% 22.5% 34 

CHC 7.4% 18.5% 100 

Long-term care 4.5% 9.1% 18 

Emergency department 7.1% 7.1% 13 

Other 26.1% 30.4% 15 

Total Respondents  17.7% 18.5% 196 

 

The nature of these unfunded expenses was described by 39 MDs who responded to this question, as 
summarized in Exhibit 116.  Of these, 85% reported increased support services; 79% reported increased 
office expenses; one-half reported incremental capital costs; and roughly one-third indicated costs related 
to rent, education, insurance and NP continuing education.  Physicians were then asked to estimate the 
total overhead costs related to the presence of the NP in their practice setting (excluding salary).  Of the 
43 physicians who responded to this question, physicians indicated spending on average $18,073 per 
year on overhead costs with a range of $20 to $120,000 per year.   

Note: as significant variation exists within the responses to this question, the data should be interpreted 
with caution. 

 

Exhibit 116: Unfunded NP-related expenses in the practice 

Characteristics Number of 
Affirmative 
Responses 

Percentage of 
Respondents 

Type of Unfunded NP Expense* (n=39)  

Additional rent 10 26 

Office expenses 31 79 

Capital costs 21 54 

Support services 33 85 

Costs related to patient health education/promotion 12 31 

Additional insurance costs 12 31 

Costs related to NP continuing education 15 38 

 *one missing response 
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As previously discussed, another reason MDs reported being hesitant to work with NPs relates to 
concerns around increases in physician workload.  MDs working with NPs were asked to identify if, and 
by how much, their workload changed since they began working with an NP.  Exhibit 117 shows that 48% 
of MDs to whom this question applied reported no change in workload; nine percent of applicable 
responses identified between 10% and 20% increases in workload and nine percent identified decreases 
between 10% and 20%.  The differences are not generally explained by practice setting, although for 14 
respondents working in emergency departments, five percent reported an increase in time while 10% 
reported an average decrease of 10%.  These results suggest that physician concerns may be justified 
around increased workload; however, this is only inferred as the survey did not ask how MD workload 
changed by working with the NP.  Twenty-six percent (26%) of MDs viewed this question as inapplicable 
to them for various reasons, including that they have always worked with an NP in their particular practice 
setting.   
 
Exhibit 117: Change in physician workload due to NP 
 
Characteristic Total 

Respondents 
Percentage of 
Respondents 

Change in MD workload* (n=214)  

Decrease                                                           < 10 % 4 1.9% 

10-20% 19 8.9% 

> 20% 6 2.8% 

No Change                                                               0% 102 47.7% 

Increase                                                             < 10 % 3 1.4% 

10-20% 20 9.3% 

> 20% 5 2.3% 

Not Applicable                                                         - 55 25.7% 

*12 missing responses. 
  
If NPs did create additional demands on resources in the practice setting, it is expected that they would 
increase patient volumes.  Exhibit 118 demonstrates that, of the 222 respondents to whom the question 
applied, 37% reported that having an NP had increased the number of patients.  However, a substantial 
portion of MDs also reported that patient throughput had not changed as a result of working with an NP.   
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Exhibit 118: NP effect on number of patients 
 
Characteristics Total 

Respondents 
Percentage of 
Respondents 

Has NP changed number of patients? (n=222)  

No 55 24.8 

Increased 81 36.5 

Yes but did not increase 9 4.1 

Unsure 19 8.6 

Not Applicable since setting has always had NP 58 26.1 

* four missing observations 
 
The introduction of an NP could cause a decline in MDs’ take-home pay if MDs spend more time with the 
NP without any resulting increases in throughput and efficiency.  This concern was reported to be an 
impediment to MD working with NPs.  As shown in Exhibit 119, of 199 respondents, 86% of MDs 
experienced no change in income since commencing work with NPs.  Fourteen percent  experienced 
small changes in take-home pay, either increases or decreases but statistical analysis suggests that 
these numbers were more related to changes in physician workload and patients and less to differences 
in expenses.  
 
Exhibit 119: NP impact on MD take-home pay  
 
Characteristics Number of 

Affirmative 
Responses 

Percentage of 
Respondents 

How has working with an NP affected MD take-home 
pay? 

(n=199)  

Increased 11 5.5 

Decreased 17 8.5 

No Change 171 85.9 

 *27 missing responses 
 
MD Benefits of Working with NPs 
 
The survey provided a set of questions that asked MDs the specific areas in which they benefited from 
practising with an NP.  Respondents graded these seven aspects on a four point Likert scale ranging 
from strongly disagree to strongly agree.  This scale was then converted to scores ranging from 0 to 100.  
Strong disagreement received a 0 score; general disagreement received a score of 25; general 
agreement received a score of 75 and strong agreement received a score of 100.   
 
Exhibit 120 shows that for each potential aspect, there were substantial rates of agreement with respect 
to the statement that NPs provided benefits.  About 75% of MDs agreed that NPs have a beneficial role in 
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reducing MD workload and almost 80% indicated that NPs allow the practice to see more patients.  The 
difference in responses to change in MD workload presented in exhibit 117 and 120 are recognized. 
These results are derived from two different questions and represent MD responses.  Over 85% of MDs 
agreed that it was of benefit to them that NPs can focus time and expertise on specific patient populations 
(e.g., the elderly, patients with diabetes), health promotion and wellness, patient education, and linking 
patients with community resources.  Consistent with this, about 85% of MDs indicated that working with 
an NP allows them to focus their skills in the care of more acute or complex patient problems.  
 
Exhibit 120:  MD attitudes related to the benefits of NPs (MDs currently working with NPs) 
 
Characteristics Strongly 

disagree 
Somewhat 

disagree 

Somewhat 

agree 

Strongly 

agree 

Number 
that 

agree 
(n=224) 

Total 
Respondents 

Benefits of NP*       

Reduces MD workload 14 

(6.3%) 

43 

(19.2%) 

114 

(50.9%) 

53 

(23.7%) 

167 

(74.6%) 

224 

Allows physician to focus on 
more acute/complex cases 

9 

(4.1%) 

25 

(11.3%) 

95 

(42.8%) 

93 

(41.9%) 

188 

(84.7%) 

222 

Allows practice to see more 
patients 

12 

(5.4%) 

34 

(15.2%) 

105 

(47.1%) 

72 

(32.3%) 

177 

(79.4%) 

223 

NP can focus time on specific 
patient populations 

6 

(2.7%) 

23 

(10.5%) 

107 

(48.9%) 

83 

(37.9) 

190 

(86.8%) 

219 

NP can focus time on wellness 
and health promotion 

7 

(3.1%) 

18 

(8.0%) 

96 

(42.9%) 

103 

(46.0%) 

199 

(88.9%) 

224 

NP can focus time on patient 
education 

5 

(2.2%) 

18 

(8.0%) 

106 

(47.3%) 

95 

(42.4%) 

201 

(89.7%) 

224 

NP can help linking patients 
with community resources 

4 

(1.8%) 

25 

(11.2%) 

119 

(53.1%) 

76 

(33.9%) 

195 

(85.0%) 

224 

* two missing responses. 
 
In each of these areas, there were a significant number of MDs who reported disagreement.  In order to 
understand this variation further, a series of regression analyses were undertaken to determine if there 
were identifiable differences in reported benefits according to MD and practice characteristics.  For ease 
of interpretation, response scores for strong disagreement, partial disagreement, partial agreement, and 
strong agreement were recoded to 0, 25, 75 and 100 respectively. 
 
The study group hypothesized that MD characteristics such as gender, age, years since graduation, and 
experience working with NPs could impact perception of benefits.  Practice setting characteristics varied 
considerably across respondents, allowing for statistical testing of the importance of workplace effects, 
including time spent interacting with NP, and extent to which NPs impact overall MD compensation.  
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Exhibit 121 reports the results of multivariate stepwise regressions to examine the determinants of MD 
perceptions of NP benefits.     
 
Exhibit 121: Regression analysis summary: benefits of NP 
 

  

Reduced 
MD 

workload 

MD can 
focus 
skills  

Increases 
throughput 

NP can 
focus on 
specific 
patients 

NP can 
focus on 
wellness 

and health 
promotion 

NP can 
focus on 
patient 

education  

NP can link 
patients with 
community 
resources  

Intercept 72.2 72.2 60.9 80.1 81.8 78.3 75.8 

Gender: female - 7.0*** - - 5.6*** 6.5** 6.2*** 

More than 2 years 
experience with NP 

- 6.1*** - -5.5***  - - 

Practice Setting  

Fee-for-service - - 31.1* 12.4**  - - 

HSO/FHN/PCN - - 10.3** - - - -9.0** 

CHC -8.5*** - 16.6* - - - - 

Long-term care - - - - -2.8* - - 

Emergency - - - -15.8** -25.1* -13.6** - 

Change in pay  

Decrease -20.2** -16.1* -25.5* - -10.4*** - - 

R2  4.5 5.7 14.1 5.3 12.3 4.0 3.5 

           *p<.01 

         **p<.05 

       ***p<.01 

 
The data showed that perceived benefits of NPs in some domains vary by gender although this effect is 
not substantial.  The intercepts of the regressions restate the fact that MDs generally agreed that NPs 
provide the indicated benefits.  Other findings include: 
▫ Changes in NP effects on MD workload do not generally vary by practice setting, although MDs 

working in CHCs were slightly more inclined to disagree than those in other settings. 
▫ The effect on perceived NP benefits do not vary with the amount of experience the MD has working 

with NPs. 
▫ MDs working in fee-for-service settings were substantially more inclined to agree that NPs increase 

the number of patients.  An average score of 92% in this area indicates that the large majority of MDs 
in fee-for-service settings strongly agreed about these benefits. 

▫ MDs in Health Service Organizations, Family Health Networks and Primary Care Networks and also 
in Community Health Centres agreed that having an NP increases the number of patients; while MDs 
in long-term care and emergency department settings were generally neutral. 
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▫ MDs felt that NPs improve patient access to wellness and health promotion, except for MDs in 
emergency departments, who were strongly apt to disagree that this benefit is achieved in their 
practice setting. 

▫ MDs who felt that having an NP results in reductions in their pay were more likely to disagree that 
NPs reduce their workload, increase the MD ability to focus their time, increase the number of 
patients and increase wellness care and health promotion. 

 
MD Satisfaction with the role of NPs in their practice 
 
In all the dimensions addressed through the survey, Exhibit 122 shows that MDs are generally satisfied 
with the NPs with whom they work.  Most MDs feel satisfied with the quality of care provided by NPs and 
with the extent to which NPs consult with them when appropriate.  In addition, more than 75% of MDs 
reported satisfaction in the areas of NP time spent with patients; physician ability to access NP services; 
and with NP time spent completing documentation.  About 75% were satisfied with the amount of time 
required to support the NP.  Although the majority of MDs surveyed indicated that they are satisfied, there 
were some who indicated that they are not satisfied with aspects of the NP role.   
 
Exhibit 122:  MD satisfaction with the NP role  
 
Characteristics Very 

Dissatisfied 
Somewhat 

Dissatisfied 
Somewhat 
Satisfied 

Very 
Satisfied 

Number 
that are 
satisfied 

Total 
Respondents 

Quality of care 
provided 

3 

(1.3%) 

14 

(6.3%) 

73 

(32.7%) 

133  

(59.6%) 

206 

(92.3%) 

223 

Length of NPs’ time 
spent with patients 

14 

(6.3%) 

27 

(12.2%) 

62 

(28.1%) 

118 

(53.4%) 

180 

(81.5%) 

221 

Consult with physician 
when appropriate 

4 

(1.8%) 

19 

(8.6%) 

68 

(30.6%) 

131  

(59.0%) 

199 

(89.6%) 

222 

Physician ability to 
access NP services 

11 

(5%) 

34 

(15.6%) 

72 

(33.0%) 

101  

(46.3%) 

173 

(79.3%) 

218 

Time NP spends 
completing 
documentation 

14 

(6.5%) 

35 

(16.2%) 

84 

(38.9%) 

83  

(38.4%) 

167 

(77.3%) 

216 

Time required to 
support NP 

17 

(7.7%) 

39 

(17.6%) 

82 

(37.1%) 

83  

(37.6%) 

165 

(74.7%) 

221 

 
To determine if MD satisfaction scores in each of these areas were related to one another, the working 
group examined the correlations between the satisfaction rates.  These correlations ranged from a low of 
.44 to a high of .74, with a mean correlation of .55.  Satisfaction with quality of care and physician 
consultation were highly correlated (R=.74), as were the items related to NP time (R=.71). 
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Since variables were not highly correlated (individual MD attitudes varied across the satisfaction 
dimensions), there may be different relationships between the satisfaction scores and underlying 
determinants.  In order to understand whether underlying factors explained the remaining variation in 
satisfaction, a series of multiple regression analyses were performed.  As with the analysis of NP survey 
data, the outcome variable was recoded to a scale ranging from 0 to 100, indicating strong disagreement 
to strong agreement.  Backward stepwise regression was applied with variables being included whenever 
the associated p-value was less than .1.  All regressions were examined for statistical outliers and 
underwent tests for normality of the residuals.  Age was entered as relative to the average MD age of 47 
years, allowing for ease of interpretation of the regression intercept.  Exhibit 123 summarizes the results 
from the regression analysis. In some domains, female MDs reported higher levels of satisfaction than 
male MDs and satisfaction was positively related to age.   
 
Notably, satisfaction levels did not generally vary by practice setting, indicating that NPs were functioning 
well across a diversity of practices.  MDs in fee-for-service and Community Health Centres were 
additionally more satisfied with their ability to access services of the NPs with whom they work, as well as 
the time NPs spend on documentation.  MDs who felt that their earnings have increased due to the 
presence of the NP are also more satisfied than others on the following variables: NPs consulting the 
physician when appropriate; the ability of the MDs to access NP services; and the time required to 
support the NP. 
 
Exhibit 123: Regression analysis summary: MD satisfaction with NPs 
 

  

Quality of 
care 

provided 

Consult 
with 

physician 
when 

appropriate 

Physician 
ability to 

access NP 
services 

Time NP spends 
completing 

documentation 

Time required to 
support NP 

Intercept 79.6 79.7 65 66.4 62.5 

Gender: female 7.7* 9.3*    

Age - .28***  .33*** .43** 

More than 2 years 
experience with NP 

6.1**    12.1* 

Practice Setting 

FFS -  19.0* 21.3*  

HSO/FHN/PCN -     

CHC -  14.5* 9.9**  

LTC -     

ED -     

Change in pay 

Increase - 16.4** 16.0***  17.9*** 

Decrease -   -16.9**  

R2  5 5 7 6.5 7 
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           *p<.01 

         **p<.05 

       ***p<.01 

 
 

Comparison of NP and MD Survey Results by Practice Setting 

Several questions were duplicated in the three surveys (NP, Physician A and Physician B) to allow 
comparisons between NPs, physicians working with NPs and physicians not currently working with NPs.  
This section summarizes common questions and/or themes that emerged from the three surveys.  
Respondents may have been asked more items within a question that are not presented in this section, 
as those additional items were not common to at least two of the surveys.  Also note that “NA” indicates 
that the question was not asked in the survey. 
 
All three surveys asked the respondents to identify their main practice setting.  Roughly an equal 
proportion of NPs and physicians working with NPs from Community Health Centres (approximately 47%) 
and fee-for-service (approximately 10%) practice settings responded to the survey.  A higher proportion of 
physicians who work with NPs reported that they work in Family Health Networks or Primary Care 
Networks (15%) as compared to NPs who replied to the survey (five percent).  More than two-thirds of 
physicians not currently working with NPs who replied to the survey work in a fee-for-service office (see 
Exhibit 124). 
 
Exhibit 124: Comparison of NPs’ and MDs’ main practice setting 
 
Characteristics Percentage of 

NP respondents* 
Percentage of 
MDs working 
with NPs** 

Percentage of 
MDs NOT 
working with 
NPs*** 

Practice Setting* (n=234) (n=204) (n=487) 

Community Health Centre  46.2 48.0 1.2 

Fee-for-service physician office  10.7 9.3 68.4 

Long-term care centre 7.7 NA NA 

Outpatient hospital/clinic/ambulatory care  7.7 0.5 5.3 

Aboriginal Health Access Centre  6.8 NA NA 

Family Health Network/Primary Care Network  5.1 14.7 3.9 

Public health unit  4.7 4.9 0.6 

Other 3.4 10.8 8.2 

Health Service Organization  3.4 4.9 3.3 

Outpost/Nursing station setting  3.4 NA NA 

Emergency department 2.6 6.9 9 

Canadian Forces/DND  2.1 NA NA 
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Characteristics Percentage of 
NP respondents* 

Percentage of 
MDs working 
with NPs** 

Percentage of 
MDs NOT 
working with 
NPs*** 

Acute Care hospital 1.7 NA NA 

Mental Health/Psychiatry 1.3 NA NA 

Rehabilitation 1.3 NA NA 

CCAC 0.9 NA NA 

Critical care  0.4 NA NA 

Maternal/Newborn 0.4 NA NA 

Nursing Education 0.4 NA NA 

*   multiple response option for NPs    

** 22 missing responses.    

*** three missing responses.    

 
All three surveys asked respondents about the types of services NPs provide to clients.  Primary care 
NPs indicated both the percentage of NPs that are providing the service and the mean percentage of time 
that NPs spend on the service.  Physicians currently working with NPs and physicians interested in 
working with NPs were asked to rate the perceived value of the NP’s services.  Almost all physicians with 
experience working with NPs indicated that care of episodic illness was valuable.  Almost all NPs 
indicated that they provide care of episodic illness and about 70% of physicians interested in working with 
NPs indicated this service is of value.  About 90% of all physicians indicated that prevention/wellness 
care/health promotion is valuable.  Almost 100% of NPs indicated that they provide this service, and that 
it takes up approximately 38% of their time.  Approximately three-quarters of physicians indicated that 
monitoring of chronic illness is a valued service with 90% of NPs indicating that they provide the service  
(see Exhibit 125). 
 

C
op

y 
fo

r a
rc

hi
ve

 p
ur

po
se

s.
 P

le
as

e 
co

ns
ul

t o
rig

in
al

 p
ub

lis
he

r f
or

 c
ur

re
nt

 v
er

si
on

. 
C

op
ie

 à
 d

es
 fi

ns
 d

’a
rc

hi
va

ge
.  

V
eu

ill
ez

 c
on

su
lte

r l
’é

di
te

ur
 o

rig
in

al
 p

ou
r l

a 
ve

rs
io

n 
ac

tu
el

le
. 



168 © Copyright IBM Corporation 2003 

Exhibit 125: Evaluation of NP services 
 
Characteristics Percentage of 

NPs providing 
the service* 

Mean 
percentage 
of NP time 
spent on 
service* 

Perceived 
value of NP 
services by 

MDs 
experienced in 
working with 

NPs** 

Perceived 
value of NP 
services by 

MDs 
interested in 
working with 

NPs*** 

NP services: (n=229) (n=229) (n=225) (n=239) 

Prevention/wellness care/health promotion 98.7 37.9 88.4 90.0 

Care of episodic illness/minor acute 95.7 31.9 93.8 69.5 

Monitoring of chronic illness 90.0 24.9 71.1 75.3 

Care of major acute illness 58.4 10.6 24.0 6.3 

Care of palliative patients 28.6 4.9 27.1 61.9 

*   multiple response option, five missing responses     

**  multiple response option, one missing response     
*** multiple response option, 253 missing responses     

 
Both groups of physicians were asked who NPs’ employers should be (see Exhibit 126).  Thirty-nine 
percent (39%) of physicians working with NPs identified that a health care organization should be the 
employer compared to only 15% of those physicians not working with NPs.  A large percentage of 
respondents from both groups of physicians indicated that the MoHLTC should employ NPs (28% and 
37% respectively).  Twenty-one percent (21%) of physicians working with NPs and 31% of physicians not 
working with NPs also identified physician or group practices as preferred employers.  Interestingly, 
almost 10% of both groups indicated that NPs should be self-employed.  The results from the NP survey 
indicate that 69% of NPs receive their funding from a direct employer, 13% from a transfer payment 
agency (e.g., municipality) and 13% from another source.  Only six percent of primary health care NPs 
(14) who replied to the survey contribute to overhead expenses and this was identified as an important 
concern for physicians currently or considering practising with NPs. 
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Exhibit 126:  Physicians’ perspectives on who should be the NP employer 

Characteristics Percentage of 
MDs working 

with NPs** 

Percentage of 
MDs not 

working with 
NPs*** 

Who Should be NP Employer * (n=222) (n=477) 

MOHTLC 27.5 37.1 

Health Care Organization 39.2 14.9 

Municipality or regional authority 0.5 4.2 

Self-employed 9.5 9.6 

MD or group practice 21.2 31 

Other 2.3 3.1 

*   multiple response question, 22 missing responses   
**  four missing responses   
*** 15 missing responses   

 
NPs and physicians working with NPs were asked their level of agreement on the source of NP 
remuneration.  The majority of respondents to both surveys indicated that the source of NP remuneration 
should be either an organization employer or the MoHLTC/intermediary.  A higher percentage of 
physicians agreed that NPs should bill OHIP directly (39%) or be paid from a physician employer (60%) 
as compared to about one in four NPs who agreed that this should be the case (see Exhibit 127). 
 
Exhibit 127: Comparison of NP and physician perspectives on NP remuneration 
 
Characteristics Percentage of 

NP respondents 
who agree* 

Percentage of 
MDs working 
with NPs who 

agree** 

Source of NP remuneration (n=212) (n=222) 

Paid to organization employer 78.9 83.3 

Directly from Ministry or intermediary 62.4 84.9 

NP bills OHIP directly 25.2 38.6 

Paid to physician employer 22 59.7 

*   multiple response question, 22 missing responses  
**  multiple response question, four missing responses  

 
Both NPs and physicians working with NPs were asked questions concerning collaboration from the 
Jones and Way scale.  Exhibit 128 below indicates the percentage of respondents who agree with each 
of the items on the scale in descending order.  On average, more than 75% of the respondents indicated 
that they agree that the NPs and physicians in their practice setting collaborate.  A high percentage of 
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NPs and physicians agreed that NPs and physicians communicate openly, have respect for the NP’s 
ability, co-operate in patient care decisions and demonstrate trust in the other’s patient care decision-
making.  Interestingly, only two-thirds of physicians agreed that NPs and physicians share responsibility 
for patient care decisions; this compares with 80% of NPs.   
 

Exhibit 128: Comparison of collaboration scores on Jones and Way scale  

Characteristics Percentage of 
NP 

respondents 
who agree* 

Percentage of 
MDs working 
with NPs who 

agree* 

NP-MD relationship   

Communicate openly in patient decision-making 88.6 90.7 

Respect for NP ability in making shared patient care decisions 86.9 90.2 

Co-operate in patient care decision-making 84.8 88.5 

Demonstrate trust in other's patient care decision-making 84.0 89.0 

Plan together to make patient care decisions 82.4 84.1 

Consider NP and MD concerns in patient care decision-making 81.4 77.8 

Share responsibility for patient care decision-making 79.7 66.2 

Fully collaborate in shared patient care decision-making 74.7 73.2 

Co-ordinate implementation of shared patient care plan 73.5 75.7 

   

 

Multivariate Analysis by Integration Domain 

The multivariate analysis is based upon defined regression models for each domain.  The purpose of the 
regression models is to evaluate the underlying factors that influence the integration of NPs by domain.  
The predictor (independent) variables for each domain are based upon assessments by the working 
group and the results from the exploratory statistical analysis.  Together the dependent and independent 
variables for each regression model allow the researcher to ask the question “what is the best predictor 
of…”.   Exploratory factor analysis was used to define the dependent variables.  For the purposes of this 
study, factor analysis was used as a data classification technique to detect structural relationships 
between survey variables.  For each domain, factor analysis was conducted to cluster correlated 
variables into a minimum set of groups or factors.  The analysis further allowed common variables within 
each factor to be combined to create index scores.   
 
All of the multivariate analysis presented in this section is conducted only on the NP survey results data.  
The data from the MD surveys could not be directly linked to the NP data and therefore could not be 
included in this analysis.  However, all of the results (univariate and multivariate) of the MD analysis have 
been presented in this document and are integrated into the key findings. 
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For each of the domains (with the exception of legislative) satisfaction scales from the NP survey were 
the basis of the dependent variable.  This includes 57 items from the Misener job satisfaction scale, the 
Jones and Way collaboration scale, satisfaction with salary and physician availability.  The NP’s sample 
(n=253) scores for all of the satisfaction scales (e.g., Misener, Jones and Way) ranged from 132 to 290 
(all scales were standardized to a 1 to 5 scale) with a mean of 223 (SD= 33.5).  The mean score of 223 
corresponds to 3.84 on the five-point scale and specifies an overall indication of neutral to satisfied. 
 
In the absence of an a priori theoretical framework, exploratory factor analysis was undertaken to identify 
the underlying factor structure and to reduce the number of items to the most parsimonious level.  The 
principal axis factoring method was used to extract the factors followed by varimax rotation.  When 
interpreting the rotated factor pattern, item-to-factor loading cutoff points are considered acceptable at .3 
(Burns & Grove, 1997).  In this study, an item was considered to load on a given factor if the factor 
loading was .3 or greater.  An initial analysis of the correlations and results of Bartlett’s test of sphericity 
(p<.001) indicated that factor analysis was an appropriate method for analysis.  Missing values were 
imputed based on the mean item score and were validated for robustness.  Based on examination of 
screen plots and application of the Kaiser-Guttman rule (eigenvalues greater than one) the iterative 
process was stopped with eight factors accounting for 66% of the common variance.  Factor analysis was 
applied again to create the composite scores for each domain.  (Note: All factor scores were calculated 
using principle components analysis and compared to the results using the principal axis factoring 
method.  The results indicated that the scores were not sensitive to choice of method). 
 
Using the above criteria, 13 items were found to load on scope of practice within the practice setting 
domain, 13 items loaded on NP role in the decision-making domain, 16 items on the NP workplace 
satisfaction domain and 19 on the collaboration and team dynamics domain.  Some items cross-loaded 
on the domains and were therefore included in more than one domain. Furthermore, one item from the 
Misener scale (satisfaction on acceptance and attitudes of physicians) did not load on any of the domains 
and was analyzed separately.  For all indices constructed, reliability and internal consistency were 
assessed by the standard Cronbach’s alpha approach, including robustness tests using the stepwise 
variable deletion method.  
 
For the external influences domain, two questions within the survey were used as the dependent 
variables.  A full discussion of the dependent variables and the resulting regression analysis is provided 
below. 
 
Following the creation of the dependent variables and identification of possible predictor variables for 
each domain, regression analysis (linear/logistic regression) was employed to evaluate the underlying 
relationship between factors and the relevant practice model dimensions.  The general purpose of 
regression is to learn more about the relationship between several explanatory or predictor variables and 
an outcome or dependent variable.  Generally, multivariate analyses were performed using linear 
regression, except in the instances when the outcome variable took only two possible values (e.g., yes, 
no), in which case logistic regression was used.  
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The analysis team conducted regression analysis in two stages.  In the first stage, the researchers 
entered variables in the regression thought to be highly relevant and important to the domain.  Data 
outliers can seriously bias results by "pulling" or "pushing" the regression line in a particular direction, 
thereby leading to biased regression coefficients.  Including a single extreme case can yield a different 
set of results.  Therefore, residuals were investigated to identify outlying and erroneous data that were 
then treated and/or removed from the regression.  The regression was then repeated and the 
relationships analyzed.  Highly correlated variables were identified and removed to eliminate the 
redundancy of predictor variables.  In the second stage, the analysis team included other variables 
thought to influence the dependent variable.  For each domain, the multivariate analysis identified 
variables that have a significant and substantive effect on the integration process. 
 
The following section provides an overview of the creation of the dependent variables along with the 
presentation of the results of the regression analysis for each domain. 
 

NP role within the practice setting  

The NP role within the practice setting measures the extent to which NPs are responsible for the 
provision of patient care within the NP role at the micro level.  The factor analysis indicated 13 items that 
loaded on this domain.  Exhibit 129 below shows the means, standard deviations and factor loading 
scores of the items.   
 

Exhibit 129: Descriptive statistics of composite index 

  M SD 
Factor 

Loadings 

Time spent in direct patient care 4.07 0.74 0.56 

Time allocation for seeing patients 4.14 0.73 0.46 

Patient mix 4.04 0.87 0.55 

Sense of accomplishment 4.20 0.79 0.78 

Status in community 3.96 0.89 0.66 

Opportunity to expand practice 3.53 1.06 0.72 

Expanding skill level 3.68 1.02 0.72 

Ability to deliver quality care 4.15 0.70 0.68 

Opportunity to expand practice 3.45 1.00 0.56 

Recognition of work from peers 3.94 0.82 0.56 

Level of autonomy 4.26 0.80 0.59 

Sense of value 3.90 1.02 0.72 

Challenge in work 4.17 0.85 0.73 

 
The overall composite index mean is 4.0 (SD = 0.62) with a range of 2 to 5, indicating that on average 
primary health care NPs are satisfied.  The Cronbach’s alpha coefficient of .9 indicated that the 13 item 
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composite index demonstrated a high degree of internal consistency (Nunnally, 1978).31  Examining the 
change in alpha if items were deleted revealed that dropping no single item would improve the alpha 
significantly for the scale.   
 
A multiple regression model was conducted.  This model initially tested 14 factors to determine the 
strength of the association of these factors and satisfaction regarding scope of practice within the practice 
setting.  The independent factors initially tested in the model included: 
▫ Main practice setting; 
▫ Whether or not there was an orientation for the physician and health care team prior to the NP’s 

arrival; 
▫ Whether or not the NP pays a fee for medical/computer equipment, support staff or office space; 
▫ The percentage of NP time spent on clinical, non-clinical, clerical and travel in an average week; 
▫ Whether or not the physician partner has expressed any concerns regarding the NP’s scope of 

practice/liability and whether or not it is a barrier to the NP’s practice; 
▫ Percentage of patients for whom the NP is the primary care provider; 
▫ Whether or not the NP participates in on-call activities; 
▫ Whether or not the NP conducts home visits; 
▫ How patients are assigned to the NP; 
▫ Whether the physician with whom the NP collaborates is located on-site; 
▫ Whether or not the NP makes referrals to specialists; 
▫ Percentage of patients the NP refers directly to a specialist; and 
▫ Facilitators and barriers included in question 75 in the survey (including that the role is too narrow or 

too broad, education, experience, isolation, too few patients and too many patients). 
 
The independent variables were first examined to obtain a better sense of the relationship between each 
variable and the composite satisfaction index across all respondents.  This was conducted initially 
through bivariate analysis.  In addition, scatter plots were produced for all continuous independent 
variables and the composite satisfaction index.  The scatter plots indicated that a significant amount of 
variation exists across the respondents.  Hence, a combination of the factors likely explains variation of 
satisfaction on scope of practice across the respondents.  Given the results of the first regression, 
additional variables were tested in a subsequent regression.  All variables tested in the regression are 
listed by domain in Appendix G. 
 
Regression analysis (using both stepwise and enter methods) was conducted to test the various 
independent variables.  The results of the analysis indicated that the following factors were significant and 
substantive determinants of satisfaction with scope of practice within the practice setting: 
▫ Long-term care setting (-=9.1, p<.01); 
▫ Public health setting (-=-6.7, p<.1);  
▫ Settings other than those described in the survey (-= 5.6, p<.01); 
▫ Whether or not involved in developing the NP position (-=4.4, p<.05); 

                                                
31 J. Nunnally, Psychometric Theory (New York: McGraw Hill, 1978). 
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▫ Percentage of time spent on clinical activities (-=2.1, p<.01);  
▫ Whether or not the NP role is clearly defined (-=5.5, p<.01); 
▫ Role defined too narrowly (-=-11.6, p<.01); and 
▫ NP’s work experience prior to entering the NP program (-=-3.4, p<.05). 
 
The public health setting was only significant at p<.1, however, it is an important contributor to the model. 
 
A significant portion of variation in satisfaction was accounted for by the predictor variables. The R2 for 
this model was 24.9% and was significant (p<.01) at the 99% level.  The results of the regression analysis 
are provided in Exhibit 130. 
 
Exhibit 130: Regression analysis summary: NP scope of practice within the practice setting 
domain 
 

Variable Coefficient 
Standard 

Error -  

Intercept 68.7 2.4  *** 

Long-term care 9.1 3.0 0.177 *** 

Public health unit -6.7 3.4 -0.111 * 

Other practice setting 5.6 2.1 0.161 *** 

Were you or another NP involved in developing your position? 4.4 1.4 0.179 *** 

Percentage of time spent on clinical activities 2.1 0.6 0.197 *** 

Is your current role clearly defined? 5.5 1.7 0.196 *** 

The way my role has been defined - too narrow -11.6 2.8 -0.240 *** 

My work experience prior to entering the NP program -3.4 1.4 -0.141 ** 

Note: R2=0.249 (n=247, p<.01)     

           *p<.1     

         **p<.05     

       ***p<.01     

 
The coefficients can be interpreted as follows: 
▫ The base satisfaction level is 69%.  This equates to an overall index score of neutral to satisfied. 
▫ Those primary health care NPs working in a long-term care setting are on average nine percentage 

points more satisfied with their scope of practice than NPs working in other practice settings.    
▫ Those NPs working in a public health unit are on average seven percentage points less satisfied with 

their scope of practice than NPs working in other practice settings.   
▫ Those NPs working in practice settings other than those listed in the survey are six percentage points 

more satisfied with their scope of practice.  Examples of other settings identified by NPs include 
community cardiovascular care, self-employed, student health services and a private school medical 
clinic.   
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▫ Those NPs involved in developing their position/job description are four percentage points more 
satisfied on the composite score than those who are not so involved.   

▫ For every percentage point of time spent on clinical activities, satisfaction increases by two 
percentage points.   

▫ Those NPs who identified that their role is clearly defined are six percentage points more satisfied 
with scope of practice than those that indicated their role is not clearly defined.   

▫ Those NPs who identified that the way in which their role has been defined (e.g., too narrow) is a 
barrier to their practice are 12% less satisfied on scope of practice.   

▫ Those NPs who identified their work experience prior to entering the NP program as a barrier to their 
practice are four percentage points less satisfied with scope of practice. 

  
Interestingly, the following factors were not found to be significant: 
▫ Whether or not there was an orientation of the physician and health care team to the NP role; 
▫ Whether or not the NP pays a fee for medical/computer equipment, support staff or office space; 
▫ Whether or not the physician partner has expressed any concerns regarding scope of practice and 

whether it is a barrier to NP practice; 
▫ Percentage of patients for which the NP is the primary care provider; 
▫ If the NP performs on-call activities; 
▫ If the NP conducts home visits; 
▫ How patients are assigned to the NP’s care; 
▫ Whether or not the physician with whom the NP collaborates is located on-site; 
▫ Whether or not the NP makes referrals to specialists; 
▫ The percentage of patients the NP refers to a specialist directly; and 
▫ Facilitators and barriers questions included in the survey (including role too narrow, education, 

isolation, too few patients and too many patients). 
 
This does not suggest that these factors are not important to scope of practice.  Firstly, there may be 
uniformity in key factor components across practices resulting in inadequate variation in the sample.  
Secondly, a larger sample may have detected a significant relationship with some of these factors.  For 
example, 92% of NPs indicated that they refer to specialists directly.  Given that only 19 NPs indicated 
they do not refer to specialists, the model may not have detected the relationship due to the small sample 
size.  Hence, the site visit data findings should be interpreted in conjunction with these findings. 
 
Also, although the NP’s work experience prior to entering the NP program is statistically more significant 
than the public health unit practice setting, the public health unit is contributing more to the model.  This 
may be due in part to the small sample size in public health units (n=10).   
 
Furthermore, the model detected a relationship between satisfaction with scope of practice and whether 
or not NPs feel their work experience prior to entering the NP program was a barrier to their practice.  
However, no relationship was found between satisfaction with scope of practice and the number of years 
the NP had practised as an RN.  Further analysis should explore why an NP’s work experience is a 
barrier and source of dissatisfaction for NPs regarding their scope of practice. 
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The model also tested for the presence of multi-colinearity.  Variance inflation factor values, tolerance 
values and variance proportions were investigated.  Results of this analysis indicated that correlation of 
the independent variables in the sample is not an important concern. 
 
A review of the residuals included examination of normal probability plots and studentized residuals, and 
these results confirmed that the assumptions underlying the linear regression model were satisfied.  
 
External influences impacting the extent to which the NP is able to provide patient care 
within the scope of practice  

The analyses in this domain explored the degree to which external factors influence NPs’ scope of 
practice.  Scope of practice at the macro-level relates to factors such as legislation and liabilities.  Three 
outcomes were assessed in this regard.  These included: 1) whether the physician had expressed 
concern regarding NP scope of practice and/or liability and if this was considered a barrier; 2) whether the 
NP had expressed concern regarding liability and if this was considered a barrier to NP practice; and 3) 
whether or not the NP functioned within the full scope of his or her practice.  Logistical regression models 
were employed to conduct the analysis. 
 
Physician Concern about Scope and Liability 
 
This regression model investigated the relationship between the predictor variables and whether or not 
the NP’s physician partner expressed any concerns regarding NP scope of practice/liability and whether 
this was a barrier to the NP’s practice.   
 
A logistic model was conducted as respondents either answered that the physician partner had no 
concerns or that they did have concerns that are a barrier to the NP’s practice.  This model initially tested 
13 factors to determine the strength of the association of these factors and the dependent variable.  The 
independent factors initially tested in the model included: 
▫ Main practice setting; 
▫ Presence of orientation for the physician and health care team to NP’s role prior to or upon his or her 

arrival; 
▫ Whether or not the NP makes referrals to specialists; 
▫ Whether or not the collaborating physician is located on-site; 
▫ Percentage of patients NP refers to the MD; 
▫ Whether the NP’s role is clearly defined; 
▫ Percentage of patients referred to the MD in a given week that are within the NP’s scope; 
▫ Whether the NP functions within their full scope of practice; 
▫ Whether the NP is able to deliver care in the way they like; 
▫ Presence of concerns on the part of the NP regarding their liability; 
▫ Jones and Way collaboration satisfaction scale (open communication, decisions that are made, trust 

shown); and 
▫ Facilitators and barriers question included in the survey (including financing, legislation, employment). 
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The results of the regression model are presented in Exhibit 131. 
 
Exhibit 131: Logistic regression analysis summary: external influences domain (1) 
 
 Odds ratio 95% CI 

Lower 
95% CI 
Upper 

Constant 51.17 ***   

Number of years practising as an RN .95 *  .91 1.00 

Works in emergency department 6.18 *  .90 42.44 

Role not clearly defined 2.98 *** 6.54 1.34 

NP has concerns regarding adequacy of liability 
insurance 2.28 *  .96 5.42 

NP average dissatisfaction with communication and 
collaboration~ 2.70 *** 4.24 1.72 

        ~ Jones and Way 

          *p<.1 

        **p<.05 

      ***p<.01 

 

The extent of physician concern about the NP’s scope of practice and liability along with the extent to 
which this is considered a barrier is related to the following: 
▫ In instances where the NP’s role is not clearly defined, the NP is three times more likely to report that 

the physician had concerns and that this is a barrier. 
▫ The greater the NP’s dissatisfaction with the level of communication and collaboration (from the 

Jones and Way scale) the greater the likelihood that the physician had concerns related to scope and 
liability. 

▫ There tends to be a greater likelihood of the physician having expressed concern about NPs where 
they are working in an emergency department. 

▫ The greater the number of years the NP practised as an RN, the less likely the physician had 
concerns related to scope and liability. 

▫ There appears to be an association between NPs having concerns about the adequacy of their own 
liability and the reporting of physician concerns about NP scope and liability.  

 
NP Concern about Liability  
 
An analysis was also conducted regarding NPs’ concern about their liability and the extent to which this is 
considered a barrier to their practice.  Again, a logistic model was conducted as respondents either 
answered that they had no concerns regarding their liability or that they had concerns that are a barrier to 
their practice.  This model initially tested 12 factors to determine the strength of the association of these 
factors and the dependent variable.  The independent factors initially tested in the model included: 
▫ Main practice setting; 
▫ Whether or not the NP was involved in developing their position/job description; 
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▫ Whether or not there was any orientation for the physician and health care team to the NP’s role prior 
to or upon their arrival; 

▫ In an average week, what percentage of time is spent on clinical, non-clinical, clerical and travel 
duties; 

▫ Whether or not the physician partner expressed any concerns regarding scope of practice and 
whether or not it is a barrier to the NP’s practice; 

▫ Percentage of patients for whom the NP is the primary care provider; 
▫ Whether or not the NP undertakes on-call activities; 
▫ Whether or not the NP conducts home visits; 
▫ How the NP’s patients are assigned to his or her care;  
▫ Whether or not the physician with whom the NP collaborates is located on-site; 
▫ Percentage of patients the NP refers directly to specialists; and 
▫ Facilitators and barriers questions included in the survey (including narrow role, broad role, 

education, experience, isolation, too few patients, too many patients). 
 
The results of the regression model are presented in Exhibit 132. 
 
Exhibit 132: Logistic regression analysis summary: external influences domain (2) 
 
 Odds ratio 95% CI 

Lower 
95% CI 
Upper 

Constant 1.70    

Current role not clearly defined 2.68 ** 5.780 1.247 

Not able to deliver care in the way you would like 2.60 ** 5.495 1.230 

       **p<.05 

 

The extent of NPs’ concern about their liability and the extent to which this is considered a barrier are 
related to the following: 
▫ In instances where the NP’s role is not clearly defined, the odds of an NP reporting concerns about 

their liability as a barrier is 2.6 times those for NPs with clearly defined roles; and 
▫ An NP reporting that they are not able to deliver care in the way they would like results in a 2.7 time 

increase in the odds of having liability concerns. 
 
Function within Full Scope of Practice 
 
An analysis was also conducted on whether or not NPs function to the full scope of practice.  
Respondents could respond yes or no to this question, therefore a logistic model was conducted.  This 
model initially tested 12 factors to determine the strength of the association of these factors and the 
dependent variable, including: 
▫ Main practice setting; 
▫ Whether or not the NP was involved in developing their position/job description; 
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▫ Whether or not there was any orientation for the physician and health care team regarding the NP 
role; 

▫ Percentage of NP time spent on clinical, non-clinical, clerical and travel duties; 
▫ Whether or not the physician partner expressed any concerns regarding scope of practice and 

whether or not it is a barrier to the NPs practice; 
▫ Percentage of patients for whom the NP is the primary care provider; 
▫ Percentage of patients the NP refers to the MD; 
▫ Whether or not the NP participates in on-call activities; 
▫ Whether or not the NP conducts home visits; 
▫ How the patients are assigned to the NP; 
▫ Whether or not the physician with whom the NP collaborates is located on-site; 
▫ Whether or not the NP makes referrals to specialists; and 
▫ Facilitators and barriers question included in the survey (including financing, legislation, narrow role, 

broad role, education, experience, isolation, too few patients, too many patients). 
 
The results of the regression model are presented in Exhibit 133. 
 
Exhibit 133: Logistic regression analysis summary: external influences domain (3) 
 
 Odds ratio 95% CI 

Lower 
95% CI 
Upper 

Constant 1.02    

Percentage  of patients NP is primary care provider for 1.04 ** 1.02 1.05 

Practice not limited to specific patient population(s)  3.48 ** 8.07 1.50 

Participates in on-call activities 4.23 * .83 21.50 

Able to deliver care in the way you would like 4.42 ** 2.09 9.34 

Patients are referred from outside practice setting 2.15 * .99 4.68 

           *p<.1 

         **p<.05 

       ***p<.01 

  

Whether or not NPs function within their scope of practice is associated with the following: 
▫ The greater percentage of patients for whom the NP is the primary care provider, the greater the 

likelihood the NP practices within the full scope of practice. For example, a doubling of the number of 
these patients increases the odds the NP will practice within his or her full scope by 2.08 times; 

▫ NPs not limited to providing care for specific patient populations have 3.5 times the odds of 
functioning to their full scope relative to those who work with a limited patient population; 

▫ The relative odds of practising to the full scope of practice is at least four times greater for those NPs 
who are able to deliver care in the way they would like, and it tends to be associated with participating 
in on-call duties; and 
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▫ NPs who have patients referred to them from outside their practice setting have about twice the odds 
of functioning within their full scope of practice relative to those who do not receive such referrals.  

 
NPs’ role in the decision-making process 

The analysis in this domain focused on the degree to which independence/autonomy has been achieved 
in the workplace.  The factor analysis indicated 13 items that loaded on this domain.  Exhibit 134 below 
shows the means, standard deviations and factor loading scores of the items.   
 
Exhibit 134:  Degree to which independence/autonomy has been achieved in the workplace – 
means, standard deviations and factor loading scores of the items 
 

  M SD 
Factor 

Loadings 

Your immediate supervisor 3.79 1.15 0.63 

Consideration given to your opinions 3.63 1.14 0.88 

Input into organizational policy 3.44 1.13 0.87 

Freedom to question decisions 3.71 1.08 0.86 

Recognition of work from superiors 3.67 1.09 0.79 

Level of autonomy 4.26 0.80 0.52 

Evaluation process/policy 3.38 1.00 0.72 

Reward distribution 3.20 0.99 0.73 

Opportunity to develop ideas 3.78 1.01 0.77 

Process used in conflict resolution 3.42 0.99 0.75 

Amount of consideration given to needs 3.79 0.98 0.67 

Flexibility in practice 3.90 0.86 0.69 

Respect for your opinion 3.88 0.91 0.82 

 
The overall composite index mean was 3.7 (SD = 0.83) with a range of 1 to 5, indicating that on average 
primary health care NPs are neutral to satisfied.  The estimated Cronbach’s alpha coefficient of .9 
indicated that the 13 item composite index demonstrated a high degree of internal consistency (Nunnally, 
1978).32  Examining the change in alpha if items were deleted revealed that the alpha would not be 
improved significantly for the scale by dropping any single item.   
 
The regression analysis initially tested 10 factors to determine the strength of the association of these 
factors and satisfaction on NP role in decision-making.  The independent factors initially tested were 
identified in the bivariate analysis as being relevant to this domain and include: 
▫ Main practice setting; 

                                                
32 J. Nunnally, Psychometric Theory (New York: McGraw Hill, 1978). 
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▫ The NP’s type of employment; 
▫ Whether or not the NP was involved in developing the position; 
▫ Whether or not the NP is a member of a union; 
▫ Whether or not the NP’s current role is clearly defined; 
▫ Who the NP is accountable for clinical activities; 
▫ What team the NP is primarily a member of; 
▫ Whether or not the NP pays a fee for medical/computer equipment, support staff or office space; 
▫ Percentage of patients for whom the NP is the primary care provider; and 
▫ Facilitators and barriers question included in the survey (including role too narrow, role too broad, 

employment, confidence, funding, orientation). 
 
Univariate and bivariate exploratory analyses of the composite satisfaction index and the independent 
variables were first undertaken.  Following this was an examination of scatter plots produced for all 
continuous independent variables (e.g., “what percentage of patients are you the primary provider for?”) 
against the composite satisfaction index.  The scatter plots indicated that a significant amount of variation 
exists across the respondents.  Therefore, a combination of the factors likely explains variation of 
satisfaction with NPs’ role in decision making process across the respondents.  Given the results of the 
first regression, subsequent variables were tested in the regression.  All variables tested in the regression 
are listed by domain in Appendix G. 
 
A regression (using both stepwise and enter methods) was conducted to test the various independent 
variables.  The results of the analysis indicated that the following factors were significant and substantive 
determinants of satisfaction with the NP’s role in decision making: 
▫ Union membership (-=-5.7, p<.05); 
▫ Role defined too narrowly (-=-7.8, p<.05); 
▫ Role clearly defined (-=6.3, p<.01); 
▫ Delivering care in the way you like (-=10.0, p<.01); 
▫ Involved in developing the NP position (-=4.9, p<.01); 
▫ Type of employment (e.g., contract, permanent, other) (-=-6.4, p<.05); 
▫ Long-term care setting (-=8.2, p<.05); and 
▫ Other settings than described in the survey (-= 5.6, p<.05). 
 
The R2 for this model was 24.9% and was significant (p<.01).  The results of the regression analysis are 
provided in Exhibit 135.  The variables are listed in the order in which they were entered into the model. 
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Exhibit 135: Regression analysis summary: NP’s role in decision making 
 

  Coefficient 
Standard 

Error -  

Intercept 59.1 2.5  *** 

Are you a member of a union? -5.7 2.3 -0.141 ** 

The way my role has been defined - too narrow -7.8 3.5 -0.128 ** 

Is your current role clearly defined? 6.3 2.1 0.178 *** 

Are you able to deliver care in the way you like? 10.0 1.9 0.302 *** 

Were you or another NP involved in developing your position? 4.9 1.7 0.160 *** 

Nature of employment -6.4 2.7 -0.135 ** 

Long-term care 8.2 3.7 0.127 ** 

Other practice setting 5.6 2.5 0.127 ** 

Note: R2=0.249 (n=251, p<.01)     

           *p<.01     

         **p<.05     

       ***p<.01     

 
The coefficients can be interpreted as follows: 
▫ The base satisfaction level is 59.  This equates to an overall index score of neutral. 
▫ Those NPs who have union membership are six percentage points less satisfied with their role in 

decision-making than those who do not. 
▫ NPs who identified that their role has been defined too narrow are almost eight percentage points 

less satisfied with their role in decision-making that those whose role is not so defined.   
▫ Those NPs who identified that their role is clearly defined are six percentage points more satisfied 

with their role in decision-making than those whose role is not clearly defined.   
▫ Those NPs who are able to deliver care the way they like are ten percentage points more satisfied 

with their role in decision-making than those who are not. 
▫ NPs involved in developing their position/job description are five percentage points more satisfied on 

the composite score then those not involved. 
▫ Those in a position that is not permanent or contracted for a specific term (e.g., casual) are six 

percentage points less satisfied with their role in decision-making than those whose position is 
permanent or contracted for a specific term.  

▫ Those primary health care NPs working in a long-term care facility are on average eight percentage 
points more satisfied with their role in decision-making than those working elsewhere.  

▫ Those NPs working in practice settings other than those listed on the survey are six percentage 
points more satisfied with their role in decision-making than those in practice settings listed on the 
survey. 

 
Interestingly, the following factors were not found to be significant: 
▫ Whom the NP is accountable to for clinical activities; 
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▫ The team of which the NP is primarily a member (e.g., interdisciplinary, medical, nursing, etc); 
▫ Whether or not the NP pays a fee for medical/computer equipment, support staff or office space; 
▫ The percentage of patients for whom the NP is the primary care provider; and 
▫ Facilitators and barriers question included in the survey (including role too broad, employment, 

confidence, funding, orientation). 
 
As mentioned earlier, this does not suggest that these factors are not important to decision-making.   
Qualitative research, such as the site visit data findings should be interpreted in conjunction with these 
findings.  The model also tested for the presence of multi-colinearity.  Variance inflation factor values, 
tolerance values and variance proportions were investigated.  Results of this analysis indicated that 
correlation of the independent variables in the sample is not an important concern. 
 
A review of the residuals included examination of normal probability plots and studentized residuals.  One 
observation with a studentized residual greater than 3.5 was flagged as an outlier and removed from the 
analysis.  Repeating the regression procedure confirmed that the residuals were normally distributed. 
 
NP workplace satisfaction 

Within this domain, the researchers considered NPs’ working conditions, payment system, salary, 
opportunities for professional growth and continuing education.  Workplace satisfaction attempts to 
measure the degree to which there is congruity among NPs’ expectations, values, environment and 
personal characteristics.  The factor analysis for this domain indicated 16 items that loaded on this 
domain.  Exhibit 136 below shows the means, standard deviations and factor loading scores of the items.   
 
Exhibit 136:  Workplace satisfaction – means, standard deviations and factor loading scores of the 
items 
 

  M SD 
Factor 

Loadings 

Vacation/leave policy 3.70 1.09 0.51 

Benefit package 3.35 1.13 0.46 

Retirement plan 3.10 1.25 0.37 

Time allotted for answering messages 3.47 0.95 0.63 

Time allotted for review of laboratory tests 3.52 0.92 0.60 

Amount of administrative support 3.42 1.15 0.60 

Quality of assistive personnel 3.63 1.00 0.46 

Patient scheduling 3.83 0.85 0.43 

Support for continuing education 3.29 1.18 0.69 

Opportunity for professional growth 3.46 1.10 0.73 

Time off to serve on committees 3.31 1.13 0.75 

Amount of involvement in research 2.98 0.99 0.62 
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  M SD 
Factor 

Loadings 

Reward distribution 3.20 0.99 0.64 

Monetary bonuses 2.17 1.07 0.55 

Opportunity to receive compensation 2.47 1.17 0.53 

Satisfaction with salary 3.12 0.96 0.33 

 
The overall composite index mean was 3.2 (SD = 0.69) with a range of 1 to 5, indicating that on average, 
primary health care NPs’ level of satisfaction is neutral.  The Cronbach’s alpha coefficient of .9 indicated 
that the 16 item composite index demonstrated a high degree of internal consistency (Nunnally, 1978).33  
Examining the change in alpha, if items were deleted, revealed that dropping no single item would 
improve the alpha significantly for the scale.   
 
Again, a linear regression model was applied to test 11 factors to determine the strength of the 
association of these factors and satisfaction on NP workplace satisfaction.  The independent factors 
initially tested were identified in the bivariate analysis as being relevant to this domain and include: 
▫ Main practice setting; 
▫ Type of NP employment; 
▫ Whether or not the NP was involved in developing their position; 
▫ Whether or not the NP is a member of a union; 
▫ Whether or not the NP’s current role is clearly defined; 
▫ Who the NP is accountable to for clinical activities; 
▫ Whether or not the NP has an annual performance appraisal; 
▫ What team the NP is primarily a member of; 
▫ Whether or not NP education expenses are reimbursed; 
▫ Whether or not the NP felt educationally prepared when they first started practising as an NP; and 
▫ Facilitators and barriers question included in the survey (including orientation and experience). 
 
The variables identified above were first examined to obtain a better sense of the relationship between 
each variable separately and the composite satisfaction index across all respondents.  This was 
conducted for the most part in the bivariate analysis.  All variables in this regression are categorical or 
discrete variables and therefore it was not necessary to conduct scatter plots of the variables.  The 
bivariate analysis provided information on individual relationships with the dependent variable.  The 
multivariate analysis investigates the combination of the factors to explain the variation of NPs’ workplace 
satisfaction across the respondents.  Given the results of the first regression, subsequent variables were 
tested in the regression.  All variables tested in the regression are listed by domain in Appendix G.     
 
A regression (using both stepwise and enter methods) was conducted to test the various independent 
variables.  The results of the analysis indicated that the following factors were significant and substantive 
to NP’s workplace satisfaction: 

                                                
33 J. Nunnally, Psychometric Theory (New York: McGraw Hill, 1978). 
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▫ Long-term care setting (-=9.4, p<.05); 
▫ Emergency department (-= 6.7, p<.1);  
▫ Other settings than described in the survey (-= 5.8, p<.01); 
▫ Reimbursement of educational expenses (-= 8.8, p<.01); 
▫ Role clearly defined (-=4.5, p<.01); 
▫ Other type of membership than described in the survey (e.g., interdisciplinary, nursing team, etc) (-=-

4.3, p<.1); 
▫ Physicians’ concerns regarding scope/liability and concern not resolved (-=-3.2, p<.05); 
▫ NP has concerns regarding liability and is asked to practice outside scope (-=6.0, p<.01); and 
▫ NP delivers care the way they like (-=7.3, p<.01). 
 
The R2 for this model was 28.4% (p<.01).  The results of the regression analysis are provided in Exhibit 
137. 
   
Exhibit 137: Regression analysis summary:  NPs’ workplace satisfaction 
 

  Coefficient 
Standard 

Error -  

Intercept 49.5 2.4    

Long-term care 9.4 3.0 0.176 ** 

Emergency department 6.7 4.1 0.090 * 

Other practice setting 5.8 2.0 0.161 *** 

Are your educational expenses reimbursed? 8.8 1.8 0.264 *** 

Is your current role clearly defined? 4.5 1.7 0.154 *** 

Other type of membership -4.3 2.7 -0.090 * 

MD expressed concern that has not been resolved -3.2 1.5 -0.121 ** 

Have concerns regarding liability and am asked to practice 
outside of my scope -6.0 1.8 -0.184 *** 

Are you able to deliver care in the way you like? 7.3 1.5 0.266 *** 

Note: R2=0.284 (n=252, p<.01)     

           *p<.1     

         **p<.05     

       ***p<.01     

 
The coefficients can be interpreted as follows: 
▫ The base satisfaction level is 50.  This equates to an overall index score of dissatisfied to neutral. 
▫ Primary health care NPs working in a long-term care settings are on average nine percentage points 

higher on NP workplace satisfaction rates than NPs in other settings.   
▫ NPs working in emergency departments indicated seven percentage points higher satisfaction rates 

than other practice settings.     
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▫ NPs working in practice settings other than those listed on the survey are six percentage points more 
satisfied on NP workplace satisfaction than those NPs in settings listed in the survey.   

▫ NPs who indicated that their educational expenses are reimbursed have nine percentage points 
higher workplace satisfaction rates than those expenses are not reimbursed. 

▫ NPs who identified that their role is clearly defined are almost five percentage points more satisfied in 
their workplace satisfaction than those whose role is not clearly defined. 

▫ NPs who indicated they are primarily a member of a team not listed in the survey (i.e., not a medical 
group practice, interdisciplinary health care team or nursing team) are four percentage points less 
satisfied in workplace satisfaction than those NPs who are primarily a member of a team listed in the 
survey.   

▫ NPs working with physicians who expressed concerns regarding the NP’s scope/liability and the 
concerns are not resolved are three percentage points less satisfied on workplace satisfaction than 
NPs who have resolved such concerns.   

▫ NPs who have concerns regarding their liability and are asked to practice outside their scope are six 
percentage points less satisfied on workplace satisfaction than NPs who do not have such concerns.   

▫ NPs who are able to provide care in the way they like are seven percentage points more satisfied on 
workplace satisfaction than NPs who are not able to provide care in the way they like.   

 
Emergency department and other memberships were only significant at p<.1 however, both are important 
contributors to the model.  
 
Interestingly, the following factors were not found to be significant: 
▫ The mechanism in which NPs are paid (permanent, contract, other); 
▫ Whether NP was involved in developing their position; 
▫ Whether or not the NP works in an unionized environment; 
▫ Who the NP is accountable to for clinical activities; 
▫ Whether or not the NP has an annual performance appraisal; 
▫ Whether or not the NP felt educationally prepared when they started; and 
▫ Facilitators and barriers question included in the survey (including orientation and experience). 
 
This does not suggest that these factors are not important to workplace satisfaction.  Qualitative research 
such as the site visit findings should be interpreted in conjunction with these findings. 
 
The model also tested for the presence of multi-colinearity.  Variance inflation factor values, tolerance 
values and variance proportions were investigated.  Results of this analysis indicate that correlation of the 
independent variables in the sample was not an important concern. 
 
A review of the residuals, including examination of normal probability plots and studentized residuals 
confirmed that the underlying regression assumptions were satisfied. 
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Collaboration and team dynamics  

This domain measures the degree to which formal/informal partnerships function within the practice 
setting.  The collaborative relationship includes the NP, physician and other members of the health care 
team.  The results of the factor analysis indicated that 19 items loaded on this domain.  Exhibit 138 below 
shows the means, standard deviations and factor loading scores of the items.   
 
Exhibit 138:  Collaboration and team dynamics – means, standard deviations and factor loading 
scores of the items 
 

  M SD 
Factor 

Loadings 

Quality of assistive personnel 3.63 1.00 0.39 

Patient scheduling 3.83 0.85 0.33 

Social contact at work 3.90 0.90 0.36 

Social contact with colleagues 3.59 0.91 0.66 

Professional interaction 3.75 0.91 0.45 

Interaction with other NPs 3.35 0.98 0.61 

Amount of consideration given to needs 3.79 0.98 0.32 

Satisfaction with physician availability 4.17 0.82 0.55 

Dis/satisfaction with shared planning while decision-making? 2.27 1.25 0.89 

Dis/satisfaction with open communication about patient? 2.10 1.19 0.89 

Dis/satisfaction with shared responsibility for decision-making? 2.24 1.20 0.90 

Dis/satisfaction with cooperation in decision-making? 2.18 1.26 0.90 

Dis/satisfaction with consideration of nursing/medical concerns? 2.23 1.16 0.78 

Dis/satisfaction with coordination when implementing? 2.39 1.33 0.86 

Dis/satisfaction with trust shown in others? 2.13 1.19 0.83 

Dis/satisfaction with respect shown in others? 2.10 1.17 0.85 

Dis/satisfaction with amount of collaboration? 2.29 1.24 0.91 

Dis/satisfaction with way decisions are made? 2.24 1.24 0.87 

Dis/satisfaction with decision made between you and the 
physician? 2.10 1.14 0.87 

 
The overall composite index mean was 3.9 (SD = 0.71) with a range of 1 to 5, indicating that on average 
primary health care NPs are satisfied.  The Cronbach’s alpha coefficient of .9 indicated that the 19 item 
composite index demonstrated a high degree of internal consistency (Nunnally, 1978).34  An examination 
of the alpha, if items were deleted, revealed that the alpha would not improve significantly for the scale 
upon any single item being dropped.  

                                                
34 J. Nunnally, Psychometric Theory (New York: McGraw Hill, 1978). 
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Again, a linear regression model was applied to test 12 factors to determine the strength of the 
association of these factors and satisfaction on collaboration and team dynamics.  The independent 
factors initially tested were identified in the bivariate analysis as being relevant to this domain and include: 
▫ Main practice setting; 
▫ Jones and Way collaborative scale (agreement/disagreement); 
▫ Whether or not the NP pays a fee for medical/computer equipment, support staff or office space; 
▫ Satisfaction on acceptance and attitudes of physicians; 
▫ Whether or not the NP agrees that using clinical guidelines enables their work with the physician; 
▫ Whether or not the NP participates in on-call activities; 
▫ Whether or not the NP’s collaborating physician is located on-site; 
▫ Whether or not the NP was involved in developing their position; 
▫ Whether or not there was an orientation for the physician and health care team to the NP’s role; 
▫ Whether or not the NP’s current role is clearly defined; 
▫ Whether or not the NP delivers care in the way they like; and 
▫ Facilitators and barriers questions included in the survey (including personality of physicians, practice 

model, resistance from health care providers, resistance from other health care providers, isolation, 
too few patients, too many patients). 

 
The variables identified above were first examined to obtain a better sense of the relationship of each 
variable separately and the composite satisfaction index across all respondents.  This was conducted for 
the most part in the bivariate analysis.  In addition, scatter plots were produced for all continuous 
independent variables (e.g., Jones and Way) and the composite satisfaction index.  The scatter plots 
indicated that a significant amount of variation exists across the respondents.  Hence, a combination of 
the factors will likely explain a portion of the variation of satisfaction on collaboration and team dynamics 
across the respondents.  Given the results of the first regression, subsequent variables were tested in the 
regression.  All variables tested in the regression are listed by domain in Appendix G. 
 
A regression (using both stepwise and enter methods) was conducted to test the various independent 
variables.  The results of the analysis indicated that the following factors were significant and substantive 
to collaboration and team dynamics: 
▫ Emergency department practice setting (-=6.6, p<.05); 
▫ Changed practice setting in past three years (-=-3.0, p<.05;) 
▫ Satisfaction on acceptance and attitudes of physicians (-=2.4, p<.01); 
▫ Dis/agreement with: NP and family physician(s) co-operate in making decisions (-=3.0, p<.01); 
▫ Dis/agreement with: NP and family physician(s) co-ordinate implementation (-=2.6, p<.01); 
▫ Dis/agreement with: NP and family physician(s) respect the other’s knowledge (-=3.8, p<.01); 
▫ NP identified as a barrier: resistance from health care providers outside the practice (-=4.0, p<.01); 
▫ NP identified as a barrier: isolation in practice (-=-4.3, p<.01); 
▫ NP involved in developing position (-=2.4, p<.05); 
▫ Role is currently clearly defined (-=3.5, p<.01); and   
▫ Physician has not expressed concerns regarding NP scope and/or liability (-=3.5, p<.01). 
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The R2 for this model was 57.1%(p<.01).  The results of the regression analysis are provided in Exhibit 
139.   
 
Exhibit 139: Regression analysis summary: collaboration and team dynamics 
 

  Coefficient 
Standard 

Error -  

Intercept 25.5 3.4    

Emergency department 6.6 3.1 0.092 ** 

Have you changed practice settings in the past 3 years? -3.0 1.2 -0.105 ** 

Acceptance and attitudes of physicians 2.4 0.5 0.203 *** 

 Dis/agreement with: Co-operate in making decisions? 3.0 1.1 0.201 *** 

 Dis/agreement with: Co-ordinate  implementation? 2.6 0.8 0.204 *** 

 Dis/agreement with: Respect the other's knowledge? 3.8 1.0 0.258 *** 

Resistance from health care providers outside the practice 4.0 1.3 0.139 *** 

Isolation in practice -4.3 1.4 -0.131 *** 

Were you or another NP involved in developing your position? 2.4 1.1 0.097 ** 

Is your current role clearly defined? 3.5 1.3 0.123 *** 

MD did not express concerns re scope 3.5 1.1 0.142 *** 

Note: R2=0.571 (n=248, p<.01)     

           *p<.1     

         **p<.05     

       ***p<.01     

 
The coefficients can be interpreted as follows: 
▫ The base satisfaction level is 26.  This equates to an overall index score of very dissatisfied. 
▫ Primary health care NPs working in an emergency department indicated seven percentage points 

higher satisfaction rates on collaboration than NPs working in other settings.   
▫ NPs who have changed practice settings in the past three years are three percentage points less 

satisfied on collaboration than NPs who have not changed practice settings. 
▫ NPs who are satisfied with the acceptance and attitudes of the physicians they work with are two 

percentage points more satisfied with collaboration than NPs who are not so satisfied. 
▫ NPs who agree with the Jones and Way statements that the NP and the family physician(s) co-

ordinate in making decisions about patient care, co-ordinate implementation of a shared plan for 
patient care and respect the other’s knowledge and skills in making shared decisions about patient 
care are three, three and four percentage points (respectively) more satisfied on the composite 
collaboration scale than NPs who do not agree. 

▫ Primary health care NPs who identified resistance from other health care providers in the practice as 
a barrier to their practice are four percentage points more satisfied with the collaboration and team 
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dynamics than those who did not identify resistance.  This relationship seems counter-intuitive and 
requires further investigation. 

▫ NPs who identified isolation in practice as a barrier to their practice are four percentage points less 
satisfied on the composite scale than NPs who did not identify isolation in practice as a barrier. 

▫ NPs involved in developing their position are three percentage points more satisfied on the 
collaboration and team dynamics scale than NPs who were not involved in developing their position. 

▫ NPs who indicated that their role is currently clearly defined are four percentage points more satisfied 
on the composite collaboration scale than NPs who indicated that their role is not currently clearly 
defined. 

▫ NPs whose physician has not expressed concern regarding their scope and/or liability are four 
percentage points more satisfied on the composite scale. 

 
The base satisfaction rate equates to an overall index score of very dissatisfied.  This is due to the fact 
that the predictor variables are explaining a large proportion of the variance.  The overall composite index 
score for all NPs for collaboration and team dynamics rates is satisfied.  Therefore, the majority of NPs 
answered yes to those questions that indicated increased satisfaction. 
 
It is unclear why those NPs who identified resistance from other health care providers as a barrier to their 
practice actually identified increased satisfaction on collaboration and team dynamics.  Further analysis 
(qualitative and quantitative) should explore this relationship. 
 
Interestingly, the following factors were not found to be significant: 
▫ The employment status of  NPs (permanent, contract, other); 
▫ Whether NP is involved in developing their position; 
▫ Whether or not the NP works in an unionized environment; 
▫ To whom the NP is accountable for clinical activities; 
▫ Whether or not the NP has an annual performance appraisal; 
▫ Whether or not the NP felt educationally prepared when they started in the role; and 
▫ Facilitators and barriers question included in the survey (including orientation and experience). 
 
This does not suggest that these factors are not important to collaboration and team dynamics.   
Qualitative research, such as the site visit data findings should be interpreted in conjunction with these 
findings. 
 
The model also tested for the presence of multi-colinearity.  Variance inflation factor values, tolerance 
values and variance proportions were investigated.  Results of this analysis indicated that correlation of 
the independent variables in the sample is not an important concern. 
 
A review of the residuals, including examination of normal probability plots and studentized residuals 
confirmed that the underlying regression assumptions were satisfied. 
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Limitations 

The methods (sampling and analytical) employed in this study were designed to minimize the degree of 
bias in the estimates and findings.  However, some of the survey variables analyzed had very small cell 
counts.  Wherever possible, the research team aggregated “like” responses to increase the sample size; 
however, this was not always possible.  As a result, the analysis may not have identified all possible 
variables that have a significant and substantive effect on the integration process.  The researchers also 
investigated variables that were not significant but had a substantive effect on the dependent variable.  
Where other analysis supported inclusion of these variables they were added to the final regression 
model.  The analysis was also reviewed by the data analysis working group to provide face validity to the 
findings.  Regardless of this, the findings of this analysis should be placed in context with the qualitative 
site visit analysis. 
 
The analysis was also constrained by the questions and responses provided in the survey.  Although the 
surveys were comprehensive, in some instances respondents indicated the response “other” without 
providing any further specification.  In addition, important questions may not have been asked of the 
respondents.  However, the research team designed the survey tools based on the literature and pre-
existing tools that should minimize this bias. 
 
Finally, as this is the first study of its kind to apply the composite scores in regression to predict NP 
integration, it is difficult to evaluate the overall integrity of the results.  Replication of this work in other 
jurisdictions will increase the validity and reliability of the findings. 

 

Key Findings 

Both the NP and physician surveys provide a wealth of information making it challenging to summarize all 
of the key findings.  As such, this section attempts to emphasize those findings pertinent to the research 
questions. The research questions identified for this study are: 

1. What barriers must be overcome and what facilitators must be encouraged to further integrate 
NPs into specific practice settings? 

2. What can be learned about the practice models in which NPs function, specifically, which models 
do not work well and why and which models work best to support integration of NPs? 

 
This section highlights the findings from all of the analysis and describes the practice model dimensions 
that influence integration of NPs.  These dimensions include: 
▫ Practice/Care Setting; 
▫ NP Characteristics; 
▫ MD Characteristics; 
▫ Client Population; 
▫ NP Scope and Responsibilities; 
▫ Employment Relationship; 
▫ Team Interaction; and 
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▫ External Factors. 
Exhibit 140 below provides a matrix synthesis of the relationship of the outcome variables and the 
predictor variables.  The rows have been organized to identify each of the predictor variables within the 
dimensions identified above.  The columns have been organized by integration domain.  When 
interpreting the synthesis note that a “+” sign indicates a positive relationship (e.g., clearly defined role 
positively influences satisfaction with scope of practice within the practice setting) and a “-“ sign indicates 
an inverse relationship (e.g., the more work experience the NP had prior to entering the NP program the 
more dissatisfied they are with satisfaction with scope of practice within the practice setting).  A negative 
sign does not imply dissatisfaction, rather, relative to the average, these respondents are less satisfied. 
 
A full discussion of the interpretation and implications of these findings can be found in the Executive 
Summary. 
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Exhibit 140: Matrix synthesis of NP and MD survey findings 

 

  External Influences  

Practice model 
dimensions 

Predictor 
variables 

NP role 
within the 
practice 
setting 

MD concern 
re: NP scope/ 
liability 

NP concern 
about liability 

Function in 
scope of 
practice 

NPs’ role in 
decision 
making 

NP workplace 
satisfaction 

Collaboration 
and team 
dynamics 

Physicians 
interested 
in working 
with NPs 

Increased 
throughput 

MDs’ perception 
of factors that 
affect NP 
integration 

Long-term care +     + +         

HSO/FCN/PCN             + +   

Practice/care 
setting 

Public Health Unit -                 

  
Emergency 
department         + + +     

  Fee-for-service             - +   

  
Community Health 
Centre               +   

  
Other practice 
setting +     + +         

  

Membership other 
than 
interdisciplinary 
team, medical 
group practice, 
nursing team           -         
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  External Influences  

Practice model 
dimensions 

Predictor 
variables 

NP role 
within the 
practice 
setting 

MD concern 
re: NP scope/ 
liability 

NP concern 
about liability 

Function in 
scope of 
practice 

NPs’ role in 
decision 
making 

NP workplace 
satisfaction 

Collaboration 
and team 
dynamics 

Physicians 
interested 
in working 
with NPs 

Increased 
throughput 

MDs’ perception 
of factors that 
affect NP 
integration 

# of years NP 
practiced as an RN   -                NP 

characteristics 

Changed setting in 
past 3 years           -       

  NP's level of 
expertise                 + 

  NP's education                 + 

  

NP's work 
experience prior to 
entering the NP 
program -                   

MD 
characteristics 

Experience in 
working with NP                   + 

Percentage of 
patients for whom 
NP is primary 
provider      +             

Client population 

NP practice not 
limited to specific 
patient populations     +             

  
NP patients are 
referred from 
outside the practice 

    +             
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  External Influences  

Practice model 
dimensions 

Predictor 
variables 

NP role 
within the 
practice 
setting 

MD concern 
re: NP scope/ 
liability 

NP concern 
about liability 

Function in 
scope of 
practice 

NPs’ role in 
decision 
making 

NP workplace 
satisfaction 

Collaboration 
and team 
dynamics 

Physicians 
interested 
in working 
with NPs 

Increased 
throughput 

MDs’ perception 
of factors that 
affect NP 
integration 

setting 

  

Patient and 
community 
acceptance to NP 
role                   + 

NP involved in 
developing position +     +   +       NP scope and 

responsibilities 

Percentage of time 
NP spends on 
clinical activities +                 

  
NP participates in 
on-call activities     +             

  
NP current role is 
clearly defined + - -   + + +       

  
NP able to deliver 
care in way they 
like    - + + +         

  

NP identified 
narrow role 
definition as barrier -     -           

  

NP practises within 
full scope of 
practice                 + 
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  External Influences  

Practice model 
dimensions 

Predictor 
variables 

NP role 
within the 
practice 
setting 

MD concern 
re: NP scope/ 
liability 

NP concern 
about liability 

Function in 
scope of 
practice 

NPs’ role in 
decision 
making 

NP workplace 
satisfaction 

Collaboration 
and team 
dynamics 

Physicians 
interested 
in working 
with NPs 

Increased 
throughput 

MDs’ perception 
of factors that 
affect NP 
integration 

  

NP's role in health 
promotion and 
wellness care                 + 

  
NP's role in patient 
education                 + 

  

NP's role in 
supporting post 
episodic continuity 
of care                   + 

Educational 
expenses 
reimbursed         +         

Employment 
relationship 

NP unionized       -           

  
Employment 
permanent/contract       +           

  

Structure of MD-NP 
working 
relationship                   + 

Team interaction NP satisfaction with 
communication and 
collaboration ~   -                
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  External Influences  

Practice model 
dimensions 

Predictor 
variables 

NP role 
within the 
practice 
setting 

MD concern 
re: NP scope/ 
liability 

NP concern 
about liability 

Function in 
scope of 
practice 

NPs’ role in 
decision 
making 

NP workplace 
satisfaction 

Collaboration 
and team 
dynamics 

Physicians 
interested 
in working 
with NPs 

Increased 
throughput 

MDs’ perception 
of factors that 
affect NP 
integration 

 NP agreement with: 
Cooperate in 
decisions-making ~           +       

  
NP agreement with: 
Co-ordinate  
implementation ~           +       

  
NP agreement with: 
Respect the other's 
knowledge ~           +       

  

NP satisfaction with 
acceptance and 
attitudes of 
physicians           +       

  

Resistance from 
health care 
providers outside 
the practice           +       

  Isolation in practice             -       

External factors MD expressed 
concerns re: 
scope/liability and 
concerns not 
resolved         -         

C
op

y 
fo

r a
rc

hi
ve

 p
ur

po
se

s.
 P

le
as

e 
co

ns
ul

t o
rig

in
al

 p
ub

lis
he

r f
or

 c
ur

re
nt

 v
er

si
on

. 
C

op
ie

 à
 d

es
 fi

ns
 d

’a
rc

hi
va

ge
.  

V
eu

ill
ez

 c
on

su
lte

r l
’é

di
te

ur
 o

rig
in

al
 p

ou
r l

a 
ve

rs
io

n 
ac

tu
el

le
. 



198 © Copyright IBM Corporation 2003 

  External Influences  

Practice model 
dimensions 

Predictor 
variables 

NP role 
within the 
practice 
setting 

MD concern 
re: NP scope/ 
liability 

NP concern 
about liability 

Function in 
scope of 
practice 

NPs’ role in 
decision 
making 

NP workplace 
satisfaction 

Collaboration 
and team 
dynamics 

Physicians 
interested 
in working 
with NPs 

Increased 
throughput 

MDs’ perception 
of factors that 
affect NP 
integration 

 MD did not express 
concerns regarding 
scope/liability           +       

  

NP concerns 
regarding 
adequacy of liability 
insurance   +                

  

NP concerns 
regarding liability 
and being asked to 
practice outside 
scope           -         
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Practice/Care Setting 

Seven percent of primary care NPs work in a long-term care setting and another seven percent work in 
settings not identified in the NP survey (e.g., community cardiovascular care, self-employed, student 
health services and private school medical clinic).  NPs working in long-term care settings or in other 
settings identified that they are more satisfied on scope of practice within the practice setting, their role in 
the decision- making process and their workplace satisfaction.   Those working in an emergency 
department (three percent) also identified higher levels of workplace satisfaction and interestingly, 
satisfaction with collaboration and team dynamics.  Alternatively, those NPs working in a public health 
unit (five percent) identified that they are less satisfied than NPs in other practice settings on scope of 
practice within the practice setting.   Data from the site visits may provide evidence as to why these 
results are evident across the various practice settings. 
 
There are significant differences in NP presence between fee-for-service and non fee-for-service settings, 
suggesting that there may be opportunities for increased NP integration into these areas.  Forty-nine 
percent (49%) of surveyed MDs in fee-for-services settings who were not working with NPs were 
interested in practising with an NP if given the opportunity.   These MDs in fee-for-services settings were 
evenly split on willingness to practice with NPs, but MDs in Health Service Organizations, Family Health 
Networks, Primary Care Networks and emergency settings were substantially more inclined to show 
interest.  For example, relative to the reference group, physicians in fee-for-service settings not working 
with NPs had 60% lower odds of being interested in working with NPs; the odds of MDs working in Health 
Service Organizations, Family Health Networks and Primary Care Networks being interested in working 
with NPs were 36 times higher than for MDs in a fee-for-service setting.   
 
Fee-for-service MDs practising with NPs were substantially more inclined than MDs in other settings to 
agree that having an NP increases the number of patients.  An average score of 92% in this area 
indicates that the large majority of fee-for-service MDs strongly agreed about these benefits.  MDs in 
Health Service Organizations, Family Health Networks, Primary Care Networks and CHCs agreed that 
NPs increased the number of patients, while MDs in long-term care and emergency department settings 
were generally neutral. 
 

NP Characteristics 

The data show that virtually all NPs have worked more than five years as an RN with the average NP 
indicating that they have 20 years of experience and a maximum of 40 years of experience.  This 
indicates that on average, NPs make up a very experienced workforce.  However, even with an average 
of 20 years of experience, the analysis indicates that those primary health care NPs with the greatest 
number of years experience as an RN are less likely to say that their physician identified concerns 
regarding their scope and/or liability.  Twenty-three percent (23%) of MDs practising with NPs identified 
NP expertise as the most important facilitator and 60% identified this as one of the top three facilitators 
toward successful NP integration.  Having worked with an NP in the past doubled the odds of an MD 
reporting NP expertise as an integration facilitator.   
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In addition, those NPs who identified that their work experience prior to entering the NP program 
facilitates fulfillment of their role also indicated that they are less satisfied with their scope of practice 
within the practice setting; more than half of NPs (58%) identified their work experience as a facilitator.  
This provides some indication that those NPs with greater amounts of experience are not working to their 
full scope of practice.  Site visit data will further investigate this relationship.  Yet, based on MD and NP 
responses, it is likely that investments in continuing education, longer practicum experiences and other 
enhancements to training would be an effective strategy to improve NP integration. 
 
Almost one-quarter of primary health care NPs identified that they changed practice settings in the last 
three years.  Those NPs who indicated they changed practice settings are less satisfied with collaboration 
and team dynamics than others.  Further research should investigate the underlying causes/reasons for 
changing practice. 
 

MD Characteristics 

Consistent with findings in the literature (Aquillino et al, 1999)35, this study has found that even brief 
workplace interaction between MDs and NPs can reduce MD resistance and increase MD appreciation of 
the NP role. 
 
MDs may be educated about the NP role and ability during this period; they may develop professional 
relationships and reduce bias; and they may see first hand how the NP can play a complementary role in 
practice, in many cases improving quality, productivity and specialization.  Regardless of practice setting, 
physicians were more likely to identify NP services as being valuable to their practice if they had even a 
nominal amount of experience working directly with an NP.  Working with an NP in the past increases the 
odds of MD interest by 2.4 times, and this result was independent of duration of past work experience. 
 
Of the 253 physicians who neither practised with nor expressed clear interest in working with an NP, 99% 
felt that NPs could not provide major acute care and 91% felt that NPs could not provide minor acute and 
episodic care.  However, these attitudes were significantly different for MDs practising with NPs.  Twenty-
four (24%) of MDs practising with NPs reported that NPs provide major acute care, with eight percent 
defining this as among the most important services.  In addition, 94% of MDs practising with NPs reported 
that NPs provide episodic/minor acute care, with 80% reporting that this is among the most important 
services provided by NPs. 
 

Client Population 

Primary health care NPs who identified that they are more likely to work within the full scope of their 
practice if: 

                                                
35 M.L. Aquillino et al, “Primary Care Physicians’ Perceptions of the Nurse Practitioner in the 1990s”, Archives of Family Medicine 
(1999) 8(3): 224-227. 
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▫ There is a high percentage of patients for whom the NP is the primary care provider; 
▫ Practice is not limited to certain types of patients; and 
▫ Patients are referred from outside the practice setting. 
 
On average, 44% of primary care NPs are the primary care provider for their patients.  However, there is 
significant amount of variation in NP responses with a range from 0 to 100%.  More than one-quarter of 
NPs indicated that their practice is limited to specific patient populations predominately because it is the 
chosen area of their specialty (51%).  Also, “patients referred from outside the practice setting” was the 
least frequent option identified by NPs for method of patient assignment.  The analysis shows, however, 
that in comparison to the other methods (i.e., patient books appointment specifically with NP, referral from 
colleagues within the setting, receptionist assigns patient, referral from another setting or triage), those 
primary health care NPs who are assigned patients from outside the practice setting are more likely to 
work to their full scope of practice.   Further qualitative research should investigate reasons for why this 
relationship is occurring.  Few NPs identified resistance by patients and the community as a major barrier 
but MDs were far more likely to identify this factor.  This difference in perceptions is interesting and merits 
further study. 
 
NP Scope and Responsibilities 

Whether or not an NP’s current role is clearly defined is a predictor of integration on all domains.  NPs 
who identified that their role is clearly defined indicated higher satisfaction rates on all domains.  In 
addition, those NPs with clearly defined roles also indicated that both the physician and NP are less likely 
to express concern regarding NP scope and/or liability.  With one in five NPs identifying their role as not 
clearly defined, this could have significant consequences on NP integration.   
 
Being able to deliver care in the way the NP likes is also a predictor on many of the integration domains.  
Three-quarters of NPs identified that they deliver care in the way they like, indicating higher satisfaction 
rates on the NP’s role in the decision-making process and collaboration and team dynamics.  NPs that 
provide care the way they like are also more likely to work to their full scope of practice and less likely to 
have identified concerns regarding their liability.  Sixty-two percent (62%) of NPs indicated that the most 
positive aspect of their job is the autonomy.  However, another 23% of NPs identified that the limited 
autonomy was also one of the most negative aspects of their job. 
 
Thirty percent (30%) of primary health care NPs identified that they were involved in developing their 
position/job description.  Those involved in developing the position are more likely to identify higher levels 
of satisfaction on scope of practice within the practice setting, their role in the decision making process 
and collaboration and team dynamics within the practice setting.  Those NPs that participate in on-call 
activities are also more likely to have identified that they work within their full scope of practice. 
 
On average, primary health care NPs spend 73% of their time on clinical activities.  However, there was 
significant variation in the response to this question with the percentage of time spent on clinical activities 
ranging from 19 to 100%.  The analysis suggests that those NPs who spend a greater percentage of time 
on clinical duties are more likely to be satisfied with their scope of practice within the practice setting.  
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Twenty-two percent (22%) of NPs reported that the most positive aspect of their job is the interaction with 
patients.  
 
Those NPs who identified the narrowness of their role as a barrier to their ability to fulfill their NP role are 
less likely to be satisfied with their scope of practice within the practice setting and their role in the 
decision-making process. 
 
More than 75% of MDs agreed that NPs had a beneficial role in reducing MD workload, allowing NPs and 
MDs to play complementary roles in treating patients and increasing throughput in the practice.  MDs 
working with NPs showed strong agreement with the statement that NPs ought to perform activities such 
as health promotion and wellness, patient education, and supporting post episodic continuity of care. 
 
Most MDs felt satisfied with the quality of care provided by NPs and with the extent to which NPs practice 
within their scope, as indicated by appropriate physician consults.  In addition, more than 75% of MDs 
reported satisfaction in the areas of NP time with patients; physician access; NP time spent completing 
documentation; and with support time spent by the MD.  MDs in fee-for-service settings were substantially 
more inclined to agree that having an NP increases the number of patients.  An average score of 92% in 
this area indicates that the large majority of MDs in fee-for-service settings strongly agreed about these 
benefits.   
 
Notably, satisfaction levels did not generally vary by practice setting, indicating that NPs were functioning 
well in a diversity of practices.   There was considerable agreement overall in MDs’ responses.  
Approximately 84% of MDs agreed that they planned and cooperated with NPs in making decisions and 
roughly 90% reported that they communicate openly, trust and respect each other when making patient 
decisions. 
 

Employment Relationship 

Two thirds of primary health care NPs identified that they have permanent employment, one-quarter have 
contract employment and seven percent have other employment not specified.  Those with permanent or 
contract employment are more satisfied with their role in the decision-making process than those who 
indicated other employment.  Further analysis should explore the other types of employment relationships 
available to NPs.  Sixteen percent (16%) of NPs have union membership.  Those NPs working in a 
unionized environment indicated that they are less satisfied with their role in decision-making. 
 
NPs were asked several questions regarding their education.  Almost all NPs indicated participating in 
lectures, conferences and or presentations; 86% participated in other education activities; 80% received 
education on clinical practice guidelines and two-thirds participated in small group learning, traineeships 
and workshops.  In addition, 18% of NPs indicated that professional growth, increased knowledge and 
continuing learning are the most positive aspects of their role.  Those NPs who have their education 
expenses reimbursed (86% identified that at least some expenses are reimbursed) indicated higher levels 
of satisfaction on workplace satisfaction. 
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Interestingly, income was not identified as an important predictor to NP integration, however, almost one-
third of NPs identified that lack of remuneration was the most negative aspect of their role.  Furthermore, 
13% of NPs advised the MoHLTC that increased remuneration and salary equalization are required; and 
one in five NPs advised the MoHLTC that increased funding, more opportunities and more positions were 
required to better integrate NPs. 
 
The structure of the working relationship between the NP and MD was identified as a key barrier to 
effective NP integration, with 63% of MDs reporting that an appropriate relationship structure was a 
fundamental requirement, while 20% ranked it as the most important concern. 
   

Team Interaction 

On the Jones and Way collaboration scale, NPs are asked to indicate both their satisfaction and their 
agreement levels to several elements.  On average, primary care NPs identified that they were satisfied 
with the open communication and amount of collaboration with the family physician(s) regarding patient 
care decisions.  In fact, more than 30% of NPs indicated that the collaborative practice is the most 
positive aspect of their role.  However, those NPs that identified that they were dissatisfied with the 
communication and collaboration with the family physician were more likely to identify that their physician 
had concerns regarding their scope/liability, which is a barrier to an NP’s practice. 
 
A number of factors influenced the level of satisfaction on collaboration and team dynamics.  Those NPs 
that agreed with the following statements reported higher levels of satisfaction on collaboration and team 
dynamics: 
▫ Co-operate in making decisions about patient care; 
▫ Co-ordinate implementation of a shared plan for patient care; and 
▫ Respect the other’s knowledge and skills in making shared decisions about patient care. 
 
Of note, primary health care NPs had the lowest levels of agreement on co-ordination of the 
implementation of a shared plan for patient care.  
  
NPs that are satisfied with the acceptance and attitude of physicians also indicated higher satisfaction on 
collaboration and team dynamics.  Interestingly, 40% of NPs also identified that the most negative aspect 
of their role is the lack of understanding from the medical profession.   
 
Those NPs that identified isolation of practice as a barrier to fulfilling the NP role indicated lower levels of 
satisfaction on collaboration and team dynamics.  One in five NP’s identified that their isolation is a 
barrier. 
 

External Factors 

NP’s were asked to comment on whether or not their physician had expressed concerns regarding their 
scope and liability and whether or not these concerns had been resolved.  Those NPs who identified that 
their physician had expressed concern and the concerns were not resolved had lower levels of 
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satisfaction on workplace satisfaction.  Furthermore, those NPs who identified that their physician had not 
expressed any concerns at all indicated higher levels of satisfaction on collaboration and team dynamics. 
 
NP’s were also asked if they had concerns regarding their liability and what the reasons were for these 
concerns.  Those NPs who identified that they had concerns regarding the adequacy of their liability 
insurance were more likely to also identify that their physicians had expressed concerns regarding their 
scope.  In addition, those NPs who identified concerns regarding their liability because they are asked to 
practice outside their scope were less satisfied on workplace satisfaction. 
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6.  Site Visit Summary 
 

Introduction 

Twenty-seven (27) sites that employed primary health care NPs were visited across the province in the 
late winter of 2003. The purpose of the site visits was to gain a better understanding of the practice 
models in which NPs worked and the factors that contributed to successful models. 
 
Two practice models were identified – collaborative and consultative. Within each model, the NP focused 
the practice based on a specific patient condition, a population group or the full scope of practice with a 
general primary care population. 
 
Facilitators for each model were very similar across all sites. In general, comments from participants in 
the site visits indicated that primary health care NPs are seen by their team and managers as improving 
access to primary care and providing a useful addition to the services of the practice setting. The flexibility 
of the NP was seen as a definite advantage to better serve primary care patients in their local 
communities.  Many primary care settings also noted that with the introduction of the NP role there had 
been a substantial decrease in waiting lists and waiting times. 
 
NPs were also acknowledged by their peers for positively impacting the quality of care provided.  In some 
primary care sites NPs were able to address and manage complex, chronic conditions such as diabetes, 
resulting in improved health outcomes.  In one site, it has been possible to have a walk-in clinic since the 
introduction of the NP. 
 
In two sites, NPs had implemented evidence-based protocols and assessment tools resulting in changes 
in practice that were adopted by other team members as well.  Many of the sites indicated that the 
inclusion of an NP facilitates a more holistic approach to health service delivery allowing for an emphasis 
on health promotion, wellness and education.   
 

Objectives for the Site Visits 

Site visits were completed as one of a number of activities to inform the two key project questions: 
1. What barriers must be overcome and what facilitators must be encouraged to further integrate 

NPs into specific practice settings? 
2. What can be learned about the practice models in which NPs function, specifically, which models 

do not work well and why and which models work best to support integration of NPs? 
 
It was recognized that each type of practice setting reflected a wide range of characteristics and thus, a 
descriptive case study approach was used to gather information to develop/create a broad understanding 
of practice models and the barriers and facilitators to integration. 
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Background to the Approach 

The sites selected for visits, as well as the information gathered, were based on the study’s two research 
questions.  
 
Given the interest in practice models, integration, barriers and facilitators, as well as understanding the 
influence of NPs on access, quality and outcome, innovation and satisfaction, sites were selected to the 
extent possible, to capture both the diversity and uniqueness of practice settings.  
 
In addition, a project working group defined a number of practice dimensions and elements of interest 
associated with each practice dimension. Practice dimensions included: 
▫ Practice/setting characteristics; 
▫ Client population; 
▫ Scope of NP role/responsibilities; 
▫ Team interaction; 
▫ Organizational characteristics; and 
▫ External factors. 
 
A recent study, Policy Synthesis on Primary Healthcare36 describes a number of dimensions of primary 
care. Information related to these dimensions was also captured as part of the site visits: 
▫ Context; 
▫ Vision; 
▫ Organizational structures; 
▫ Resources; and 
▫ Practices. 
 

Methodology for Site Selection 

Three key criteria were used for site selection: 
 
1. Representation from each of the types of practice settings of interest to the project 

▫ Community Health Centres; 
▫ Long-term care facilities; 
▫ Aboriginal Health Access Centres and Aboriginal Community Health Centres; 
▫ Primary Care Networks; 
▫ Emergency departments, hospital outpatient and other clinics; 
▫ Fee-for-service physician practices; 
▫ Public Health Units; 
▫ VON; 

                                                
36 Lamarche et al., Policy Synthesis on Primary Healthcare Preliminary Report, Canadian Health Services Research Foundation, 
New Brunswick Department of Health and Wellness, Saskatchewan Health, Quebec Ministry of Health and Social Services, Health 
Canada. August 15, 2002. 
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▫ Community Care Access Centres; and 
▫ Other community agencies. 

2. Representation of sites by geographic location in the province considering locations that are: 
▫ Urban; 
▫ Rural; 
▫ Underserviced; and 
▫ Northern. 

 
3. Representation from sites identified as particularly unique or of special interest to the project  
 
Applying these criteria resulted in the following distribution of site visits. 

 

Exhibit 141:  Number of site visits by type of setting 

Practice setting Type/Type of 
Sponsoring Organization  

Number 
of Sites  

Community Health Centres 6 
Fee-for-service physician practices 4 
Primary Care Networks 2 
Long-term care facilities 2 
VON 2 
Public Health Units 2 
Community Care Access Centres 1 
Emergency departments 3 
Aboriginal Health Access Centres 3 
Community agencies/organizations 2 
Total 27 

 

Information Collection  

Given the broad range of sites and practice settings, the approach was undertaken on a site-by-site 
basis. This approach was planned in conjunction with the most appropriate person for each site such as 
the administrator. 
 
All site visits included interviews with the NP(s), physician(s) and other members of the interdisciplinary 
team where available. The types of other personnel interviewed varied with the site, but included 
managers, and other health team members, such as RNs, social workers, dieticians and health 
educators.  Standard interview guides were developed to address the key study questions. These guides 
may be found in Appendix H. 
 
Interviewers collected information where possible and appropriate from seven sources: 
▫ Background and demographic information; 
▫ NP(s); 
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▫ MD(s); 
▫ Other health care providers and support staff; 
▫ Program sponsor; 
▫ Individuals who have clinical/administrative oversight responsibility; and 
▫ Main community partner. 
 
The initial call with the site contact helped confirm the most appropriate person at the site to make the 
arrangements for the site visit.  An introductory letter explaining the purpose of the study and inviting 
participation in a site visit was sent to each site. This was followed by a telephone call to provide more 
detail and establish a time for the visit.  Once the site indicated their willingness to participate, a package 
providing more details on the process for the site visit and a list of potential interview questions was sent.   
 
To assist in developing a description of each site, basic descriptive and contact information was 
requested. The information came from available reports or was provided verbally during the site visit. 
During the site visits, NPs and other members of the health care team referred to patients, clients and 
residents. For ease of writing, the term patients or patient population will be used to refer to all three 
groups of individuals. 
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Description of Sites 
The following table provides an overview of the sites visited. To maintain the confidentiality of the sites, descriptive information is provided.  

 

Exhibit 142:  Descriptive summary of visited sites 

Type of 
Setting / 

Sponsor 
Agency 

 

     Site Description 

 

# of NPs 

 

# of MDs 

 

Other Health Care Providers 

 

Practice Model 

Community Health Centres 
Centre 1 - Under-serviced area in Central West 

Region 
- NP position has been in place for 20 

years 
- Both NPs are new to the setting within 

the last two years 
- “Closed” CHC for past three years 
- NPs see general primary care 

population 
- No on-call activity 

2 3 - Registered Nurses 
- Mental Health Worker 
- Dietician 

Collaborative – scope 
based 

Centre 2 - Urban centre in East Region 
- One of the NPs has been with the 

centre for 25 years 
- Currently three NPs on staff, one 

primarily sees patients with 
appointments, the other two run a walk-
in clinic  

- One physician is rostered to act as 
back-up for the NPs at all times 

3 6 - Nutritionists 
- Acupuncturist 
- Chiropodist 
- Physiotherapist 
- Mental Health Nurse 
- Lactation Consultant 

Collaborative – scope 
based 

Centre 3 - Under-serviced area in the North 
- NP in setting eight to nine years 
- Currently three NP vacancies  
- “Closed” CHC for two years 

1 2 - Community Health Workers 
- Midwives 
- Chiropodist 

Collaborative – scope 
based 
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Type of 
Setting / 

Sponsor 
Agency 

 

     Site Description 

 

# of NPs 

 

# of MDs 

 

Other Health Care Providers 

 

Practice Model 

- NP sees general population for primary 
care 

- No on-call activity 

- Community Health Nurse 

Centre 4 

 

- Underserviced area in Eastern Region 
- NP position has been in place for 10 

years  
- Two NPs there now have been in the 

position for less than a year. 
- One NP does primary care for the 

population and a small amount of 
community care 

- The other NP is funded through the 
Early Years program and spends four 
days a week working in the community. 

- There are two NPs who each work in 
one under serviced community approx 
100 km from the CHC centre; the funds 
for their position are flowed through the 
CHC but they do not have a practice 
relationship with the CHC 

2 

plus 2 NPs 
at remote 

sites. 

2 - Registered Nurse who 
specializes in diabetic 
education. 

- Social Worker 

Collaborative – scope 
based 

Centre 5 

 

- North Region. 
- 2 NPs work at two remote sites 
- Funds are flowed through the CHC but 

they do not have a practice relationship 
with the Centre. 

- Each NP sees about 15 to 20 clients 
per day; they are currently closed to 
new clients. 

- Provide on-call services. 

2 1 - None at the remote sites. 
Collaborative – 
population based 

Centre 6 - CHC in urban area  1 3 - Three Registered Nurses 
- Dietician 
- Chiropodist 

Collaborative –population 
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Type of 
Setting / 

Sponsor 
Agency 

 

     Site Description 

 

# of NPs 

 

# of MDs 

 

Other Health Care Providers 

 

Practice Model 

 - Toronto Region - Diabetic educator 
- Social Worker 

based 

Fee-for-service Physician Office 
Office 1 - Northern Region 

- Medical specialist is the sponsor 
- NP focuses on patients with 1 medical 

condition 
- Primary role is education and chronic 

disease management 

1 1 - None Collaborative – condition 
based 

Office 2 

 

- South-West Region 
- Town is the sponsor 
- There are six physicians in the town but 

the NP works extensively with one, to a 
lesser degree with two more and not at 
all with the others.  

- Has 525 active files and sees approx 12 
to 15 clients per day. 

1 6 - None Collaborative –scope 
based 

Office 3 

 

- Central-South Region, under-serviced, 
small community where many clients do 
not have a family MD 

- NP provides service to a central health 
clinic/office and has satellite clinics at 
three regional high schools (0.5 days 
per school = 1.5 days per week) 

- In central clinic – provides 
assessments, episodic care, pre-natal 
care, counselling support (helped create 
a support group) etc 

 

1 3 - Office staff 
- Registered Nurse 
- Public Health Nurses 

Collaborative – 
population based  
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Type of 
Setting / 

Sponsor 
Agency 

 

     Site Description 

 

# of NPs 

 

# of MDs 

 

Other Health Care Providers 

 

Practice Model 

Office 4 - South West Region, under-serviced 
area 

- NP sees 12-14 patients/day for primary 
care 

- Close working relationships with local 
acute care hospital for diagnostic 
imaging, laboratory 

1 6 - Registered Nurse 
Consultative – scope 
based 

Primary Care Networks 
Centre 1 - Central-South Region – urban centre 

- NP shared across 15 offices and 21 
physicians and provides differential 
support to MDs 

- Primarily provides on-call support and 
house calls, flu clinics but moving to 
scheduled clinic model with six of 21 
MDs(who determined between them 
who would access the NP) 

- Feb-Dec 2002 – 802 patient visits, 1232 
immunizations, about 500 phone 
contacts 

1 21 - Office staff 
- Registered Nurses 

Collaborative – condition 
based 

Centre 2 - Central-South Region – urban centre 
- One large clinic site in community mall 

– with diagnostics and laboratory in 
same building 

- Under-serviced and marginalized urban 
neighbourhood 

- Provide specialized 
consultation/management of clients with 
diabetes and mental health issues, 
episodic care and share care for drop-
ins 

- 2143 patients seen in 2002 with on 

1.5 6 - Office manager 
- Registered Nurses  
- Clerical staff 

 

Collaborative –condition 
based 
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Type of 
Setting / 

Sponsor 
Agency 

 

     Site Description 

 

# of NPs 

 

# of MDs 

 

Other Health Care Providers 

 

Practice Model 

average 20 minute appointments 

Long-Term Care Facilities 
Facility 1 - Northern Region 

- NP works between three LTC facilities 
with 400 residents in total 

- Direct responsibility for 147 residents 
- NP’s employer is the local hospital 
- NP is non-unionized 
- 2636 residents seen April 2002 – March 

2003 
- Average wait time to be seen by the NP 

is 0-5 days 
- NP takes after-hours call 

1 3 - Staff nurses and Directors of 
Care at each facility 

Consultative – population 
based 

Facility 2 

 

- Central-East Region 
- NP is responsible for two LTC sites   
- One site has 99 LTC beds which 

includes palliative care beds and a day 
program  

- Second site has 138 LTC beds, and a 
12 bed closed Alzheimer unit. She also 
supports a day program, 10 seniors 
apartments, 30 assisted living units 

- Some assistance via community 
education is also provided to the 
Alzheimer Society  

- First LTC site was focus of site visit 
- NP assesses and follows-up with 

approx 20 clients per day over 4.5 
clinical days per week across all sites 

1 9  - Registered Nurses  
- Registered Practical Nurses  
- Health Care Aids 
- Director of Patient Care 
- Day Program Coordinator 
- Other Managers/Coordinators 
- Administrators,  
- Support staff 
- Clerical Staff  

 

Collaborative –condition 
based 

VON Sponsored – Primary Care Sites 
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Type of 
Setting / 

Sponsor 
Agency 

 

     Site Description 

 

# of NPs 

 

# of MDs 

 

Other Health Care Providers 

 

Practice Model 

Centre 1 

 

- Primary care clinic in small community, 
under-serviced area in Central-South 
Region. 

- NPs run clinic four and a half days per 
week with no physician present. 

- MD does not work in the clinic but is 
available by phone. 

1 1 There are VON nurses in the 
organization but they do not work 
in the primary care clinic. 

The clinic has linked with 
churches in the area to provide 
some social services. 

Consultative – scope 
based 

Centre 2 

 

- South-West Region 
- Primary care (fee-for-service) clinic in 

small community, under-serviced area 
- MD only available a couple of half days 

per week – NP acts as sole practitioner 
for the rest of the time  

2  3 Office assistant, VON Executive 
Director provides 
administrative/coaching support 

Collaborative – scope 
based 

Public Health 
Centre 1  

 

- Public Health Unit in North Region. 
- The NP works in the sexual health 

program 
- There is one position funded but 

recruitment problems mean the position 
is only filled one afternoon per week 

 

0.10 

 

1 

 

Public Health Nurses Consultative – scope 
based 

Centre 2 

 

- Public Health Unit in Central-South 
Region 

- One NP works in the sexual health 
program 

- One NP works in the early years 
program in two communities; this 
program just started in January 2003. 

2 1  Public Health Nurses Consultative – population 
based 

Emergency Departments 
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Type of 
Setting / 

Sponsor 
Agency 

 

     Site Description 

 

# of NPs 

 

# of MDs 

 

Other Health Care Providers 

 

Practice Model 

Dept. 1 - Northern Region 
- NP “assigned” to MD on a rotating basis 
- NP works day and afternoon shifts 
- Major limitation to practice is hospital’s 

timeframe in approving medical 
directives 

- NP sees approximately 900 patients 
every three month period 

- NP sees primarily less urgent cases  
(2269 in one year) followed by urgent 
cases (956 in one year)  

1 12 - Registered Nurses Collaborative – 
population based 

Dept. 2  - Northern Region  
- Small community hospital in remote and 

under-serviced area 
- Physicians reimbursed by alternate 

payment model 
- 3521 patients seen in 2001/2003 – 

many are “orphan” clients 

1 8 - Registered Nurses 
- Director of Patient Care 
- Clerical/Office staff 
- Support staff 

Collaborative – 
population based 

 

 

Dept. 3 - South-West Region 
- Two NPs 
- NPs see approximately 300 patients per 

month 
- Majority of patients seen are at CTAS 

level four (less urgent) and five (non-
urgent), 30% of patients are at level 
three (urgent) 

- Community relations and education role 

2 4 - Registered Nurses Collaborative – 
population based 

Aboriginal Health Access Centres 
Centre 1 - Rural and remote Northern Region 

- NPs provide clinics at remote sites 
- NPs provide clinics for homeless in 

2 1 - Aboriginal Healers 
- Community Health Workers 

Consultative – population 
based 
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Type of 
Setting / 

Sponsor 
Agency 

 

     Site Description 

 

# of NPs 

 

# of MDs 

 

Other Health Care Providers 

 

Practice Model 

addition to aboriginal communities 

Centre 2 - Northern Region 
- NP has been in position for three years 
- 1,080 children seen per year 

1 1 - Community Health Workers Consultative – population 
based 

Centre 3 - Urban area 
- Toronto Region 
- Sees approximately eight to 12 clients 

per day; approx 50% are booked and 
the other half are walk-in clients. 

1 1 - Registered Nurses 
- Traditional Healers 
- Social Workers 

Collaborative -population 
based 

Community Agency/Organization (including CCAC) 
Centre 1 

 

- South-west Region 
- One NP provides support to a teen 

focused health centre with an urban 
central clinic and five satellite clinics 
where NP is sole practitioner   

- Focused on reproductive health and 
emotional and mental health issues 

- Second NP provides primary care to 
homeless clients (many are orphan 
clients) at Salvation Army program sites 
(including a methadone clinic), only MD 
consult support available 

- 1630 clients seen in 2001/2003 

2 8  - Registered Nurses 
- Social Workers 
- Psychologists 
- Counselors 

 

Consultative - population 
based 

 

 

Centre 2 

 

- NP works at the CCAC to provide 
primary care in the home to home 
bound clients or difficult to serve clients 

- Under-serviced area in Northern Region 
- Has a link with a physician who 

provides consultative advice in return 
for one afternoon per week of office 
service from the NP. 

1 1 - Therapists including Social 
Workers 

- Physiotherapists 
- Occupational Therapists 
- Registered Nurses 

Consultative – population 
based 
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Type of 
Setting / 

Sponsor 
Agency 

 

     Site Description 

 

# of NPs 

 

# of MDs 

 

Other Health Care Providers 

 

Practice Model 

- Covers a huge geographic area. 

Centre 3 

 

- NP provides health service for the 
students and staff at a community 
college. 

- Underserviced area in Northern Region 
- Has 639 active files and half turn over 

each year as the students come and go. 

1 1 - Counsellors 
- Teachers 

Consultative – population 
based 
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Practice Models 
Types of NP Practice 

From the information gained during the site visits, we have observed that primary health care NPs are 
providing services consistent with their scope of practice within a primary health care model, including 
wellness care, health promotion, health education, management of stable chronic conditions and episodic 
care (which includes management of minor acute illnesses).  
 
The NP survey data indicated that the practice settings where the NPs averaged at least half of his or her 
time on wellness care were fee-for-service settings, community nursing agencies and public health units. 
Practice settings where the NP averaged more than 50% of his or her time on minor illness care were 
Aboriginal Health Access Centres and emergency departments.  
 
A few NPs also indicated that they were involved in community education and health promotion activities, 
but usually only as a minor part of their role.   
 
Observations about the role in general include: 
▫ The type of patient population seen by NPs varied across sites and type of practice setting.  In some 

sites, the NP focussed on a relatively narrow patient population e.g., attendees at a sexual health 
clinic. In other sites, the NP/s saw patients of all types. The NP survey data indicated that NPs 
working in CHCs are the least likely to have their practice limited to certain patients.  Overall, 28% of 
NPs have a practice focussed on a specific patient group/population. 

▫ In all types of practice settings, NPs reported that they function independently within their scope of 
practice for the care they provide to between 75% and 80% of the patients they see.  

▫ The care team structure and composition varied across all sites. In some sites, the NP functioned as 
part of a team employed by the site. In other cases the NP was linked to physicians who were not 
affiliated with or working on the site and various arrangements had been developed to facilitate the 
linkage between the NP and the physician.  

 
At many sites, medical directives had been developed and implemented which allowed NPs to expand 
their scope of practice within the legislation or to expand their activities to function more fully within their 
scope of practice.   
 
Practice Models 

An important question for this study was to determine what could be learned about the practice models in 
which NPs function. To accomplish this objective, a taxonomy of practice models was developed using a 
four-step process. The first step was to examine the literature in relation to practice models.  The second 
step described dimensions and associated elements of NP practice through a working group (please see 
Appendix J for a summary of these dimensions and elements).  In step three, site visit questions assisted 
in clarifying practice dimensions, identifying elements that contribute to functionality of the practice and 
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informing the development of a taxonomy of practice models. The fourth and final step was to synthesize 
this information into a framework.  
 
Information gathered from the site visits indicated that there are two main structures for the MD/NP 
relationship – collaborative and consultative as described below.  Within these two relationship structures, 
the focus of the NP practice can be condition based, population based or scope based. Thus, there are 
six possible practice models: 
▫ Collaborative or Consultative – condition based; 
▫ Collaborative or Consultative – population based; and 
▫ Collaborative or Consultative – scope based. 
 
A schematic of the models is presented in Exhibit 143. 

 

Exhibit 143: Overview of practice model framework 
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NP practices
to scope with
a focus on a 

specific 
health/illness

condition
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NP practices
to scope with
a focus on a 

specific 
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NP practices
to scope with

a focus
on a general primary

care population
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Collaborative Approach 

The concept of collaborative practice was described in the literature as encompassing  the “physician-
nurse dyad working together in a joint effort toward a mission of excellent patient care“ (Norsen et al 
1995),37  where “effectiveness is based on cooperation, assertiveness, responsibility, communication, 
mutuality, autonomy and coordination” (Norsen et al 1995,38 Jones, Way and Baskerville 2001,39 Siegler 
199440).  Additionally, collaborative practice is described as” joint communicating and decision-making 
while respecting the unique qualities and abilities of each professional” (Hanrahan 2001)41.  A 
collaborative approach is based on establishing a collegial relationship that evolves over time based on 
experience. 
 
Imbedded in the model described is the differentiation between the concepts of independence, autonomy 
and collaboration described by Arcangelo et al (1996)42, where independence and collaboration describe 
interaction within a system and autonomy describes ultimate responsibility for practice:  “one can be 
autonomous and collaborative at the same time where collaborative practice enhances the autonomous 
practice of each member of the team.  Further,  Arcangelo states that “no health care provider practices 
independently in the strictest sense; there is a need to consult with others to provide optimum care for 
patients.” 
 
Therefore, a collaborative approach is based on establishing a collegial relationship that evolves over 
time based on experience. 
 
Our observations of collaborative practice in the selected sites included the following key features: 
▫ Formal practice relationship between physician and patient;  
▫ Formal relationship and responsibility between the physician and NP;  
▫ Physician not paid for supporting and consulting with the NP;  
▫ NP practices autonomously; 
▫ Triage process often utilized to access the NP; 
▫ Referrals occur between the physicians and the NP and other members of the health care team; and 
▫ Degree of collaboration is most often on an ad hoc or opportunistic basis. 
 
During the site visits, this type of practice model was seen at CHCs, fee-for-service settings, Primary Care 
Networks, a long-term care facility, VON, emergency departments and an Aboriginal Health Access 
Centre.  

                                                
37 L. Norsen, J. Opalden and J. Quinn,  “Practice model, collaborative practice”, (1995) Critical Care Nursing Clinics of North 
America,  7 (1). 
38 L. Norsen, J. Opalden, and J. Quinn, “Practice model, collaborative practice”, (1995) Critical Care Nursing Clinics of North 
America, 7 (1). 
39 D. Way, L. Jones and N. Baskerville, “Improving the effectiveness of primary health care through NP/family physician structured 
collaborative practice”, Final Report, (University of Ottawa, March 31, 2001 unpublished). 
40 E. Siegler,  F.  Whitney,  and M. Schmitt,  “Collaborative practice: research questions”. In: E. Siegler,  F. Whitney, editors. Nurse- 
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Consultative Approach 

Although many of the features of a collaborative approach could also apply in a consultative approach – 
for example, co-operation and mutuality – there were some significant differences observed in 
consultative practices that warrant differentiating these practices from others.  The key features of a 
consultative practice were: 
 
▫ No formal ongoing practice relationship exists between the physician and patient. In some cases, the 

physician may not see these patients; 
▫ Physicians reimbursed for consultation with the NP; 
▫ Patients most often see NP as the primary provider; 
▫ No triage process to access the NP; and 
▫ Consultation most often pre-arranged, structured and negotiated. 
 
In this model, the NP calls on the physician when required, but the physician does not have an 
established or ongoing relationship with the patient population or the organization.  His or her primary 
relationship is with the NP.  In consultative practice models, the physician receives a payment for the 
consultation advice provided.  
 
During the site visits, this practice model was found in a fee-for service setting, a long-term care facility, 
VON, Public Health Units, Community Care Access Centre, Aboriginal Health Access Centres and 
community agencies.  

 

NP Practice Focus 

In addition to the nature of the MD and NP relationship, there are three major foci for NPs’ practice: 
condition-based, population-based or scope-based.  In each of these practice models, the NP worked 
autonomously and consulted or collaborated with the physician in given circumstances.  
 
With a condition-based focus, the NP practice is primarily based on a specific patient condition(s). 
Examples are practices where NPs only see patients with congestive heart failure, diabetes, mental 
health issues or chronic disease management. 
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With a population-based focus, the NP practice is primarily based on a specific type of patient population 
or geographic area.  Examples of this practice where NPs who saw mainly teenagers, children, 
marginalized people or First Nations people. 
 

With a scope-based focus, the NP primarily saw a broad-based primary care 
patient population and consulted or collaborated with the physician mainly with 
respect to issues beyond the NP’s scope of practice. 

 

Practice Model by Type of Setting 

Although there was some variability, the type of practice model in place was 
generally associated with the type of practice setting. The distribution of type of 
model by practice setting is summarized in Exhibit 144. 

 

Exhibit 144: Number and type of practice models by type of setting 

Setting Type/Type of Sponsoring 
Organization  Collaborative Consultative 

 Cond. Pop. Scope Cond. Pop. Scope 
Community Health Centres  2 4    
Fee-for-service physician practices 1 1 1   1 
Primary Care Networks 2      
Long-term care facilities 1    1  
VON   1   1 

Public Health Units     1 1 
Community Care Access Centres     1  
Emergency departments  3     
Aboriginal Health Access Centres  1   2  
Community agencies/organizations     2  

 

Findings from the Site Visits – Key Themes Related to Integration 

A second objective of the site visits was to identify barriers and facilitators to integrating primary health 
care NPs into the health care system as a whole and to understand the key issues related to integration. 
Several themes emerged related to integration and are discussed in this section. The key themes include: 
▫ Shared vision for the primary health care NP role and role alignment; 
▫ Role definition and clarity; 
▫ Team dynamics; 
▫ Resources; 
▫ Scope of practice issues; 
▫ Integration of primary health care NPs into the health care system; and 
▫ Facilitators and barriers. 

“We’re all independent 
practitioners.  The NP has her 
clients that she sees.  Some 
days I have very little contact 
with the NPs, even none.  On 
other days I’m back up for the 
NPs.” (physician) 

“The other day I saw a patient 
who had been seeing [the NP 
for ten years and my name 
was on the file, but I’d never 
seen them.” (physician) 

“We’re all independent 
practitioners.  The NP has her 
clients that she sees.  Some 
days I have very little contact 
with the NPs, even none.  On 
other days I’m back up for the 
NPs.” (physician) 

“The other day I saw a patient 
who had been seeing [the NP 
for ten years and my name 
was on the file, but I’d never 
seen them.” (physician) 
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Shared Vision for the Primary Health Care NP Role and Role Alignment  

A shared “vision” for the practice – common values, an understanding of mission and desired outcomes 
and the alignment of the primary health care NP role with that vision was identified as an important factor 
by physicians, NPs and other members of the care team in relation to successful integration of the NP.  
This was more important in a collaborative-based practice model as there was a stronger team structure 
with the MD and other providers, as well as an on-going relationship with the practice. 
 
The shared vision can begin forming when an organization makes an application for a funded position for 
a primary health care NP. Obtaining funding for an NP requires that an organization: 
▫ Identifies patient needs which can be filled by a NP; and 
▫ Has an understanding of the scope of practice and contributions that a NP can provide. 
 

In many cases, we observed that the need for an NP and the 
expected role were well thought out by communities and 
sponsoring agencies prior to a funding submission.  In these 
settings, a well articulated vision for the primary health care NP 
role facilitated integration. 
 
To some extent, the length of time an NP has been in the setting 
was related to the development of a shared vision for the NP 
role.  At some sites, the NP was a long-standing member of the 
health care team and the organizational vision regarding the 
need and role for the NP was well established.  In other cases, 
adding an NP to the team was a relatively new phenomenon and 

in those cases having an internal advocate to articulate the vision for the NP to the team was useful to 
facilitate integration. In one setting, the sponsoring organization conducted a public advertising campaign 
for one year prior to the introduction of the NP.  As a result, those in the setting felt the acceptance of the 
NP was high and less confusion existed in relation to her role.  

“In two neighbourhoods in our 
community there is a high 
concentration of residents who are 
poor with a high level of unemployment
and we know those factors all cause 
more health problems. It is impossible 
to find a family doctor in this 
community. I strongly believe in the 
role of NPs and so when we heard 
about the (Ministry of Health and Long 
Term Care) RFP process we knew this 
would be a way of filling this need and 
getting a NP for our unit” (NP) 
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In consultative practice models, the definition of the NP role was 
well understood because  the “contractual” nature of the 
relationship with the MD required a clear definition of mutual roles 
and expectations. 
 
Development of the vision for the primary health care NP included 
identifying community needs, assessing who could best meet 
those needs, and educating the team and community about the 
roles NPs could play.   
 
Forty-nine percent (49%) of NPs responding to the NP survey 
reported that orientation of physician and other staff occurred upon 
their arrival. NPs in these settings were more likely to be satisfied 
with: 
▫ their opportunities for professional growth 
▫ their social contact at work 

▫ their professional interaction  
▫ recognition of their work by superiors 
 
Seventy-two percent (72%) of NPs surveyed reported that they are able to deliver care in the way they 
like. This variable was highly predictive of many of the satisfaction outcomes. 

 
Primary care reform is a government priority, but there is some lack of 
clarity about primary care delivery in relation to the NP role. Some 
indicated that a uniform provincial vision for primary care and the role of 
the NP in that vision was required.  Specific views of the vision for NPs 
included provision of care to individuals in under-serviced areas, 
increased access to primary care, mitigating the physician shortage, and 
improved cost-effectiveness. 
 
Some site visit participants suggested that if a provincial vision for the 
NP role was identified and publicized, more organizations would consider 
introducing NPs. 

 

 

 

 “Our community’s physician search 
committee included someone who had 
previously worked with an NP and it 
was he who suggested that the local 
District Health Council explore the 
option of recruiting an NP (given we 
were not having much luck recruiting 
an MD).  The DHC approached the 
local Executive Director of a 
community agency to work with them 
on a proposal to the Ministry.  This 
Director had always been interested in 
the NP role and it was she who 
developed and promoted a clear vision 
for how NPs could be integrated into 
our local community clinic, the local 
hospital emergency and other sites.” 
(NP) 

“I would be interested in 
knowing what the Ministry vision 
for nurse practitioners is? Are 
they to be the providers of 
primary care to the population 
as a whole or are they only 
meant to go where doctors don’t 
want to go.” (physician) 

“For nurse practitioners to be 
integrated into the health care 
system there has to be a 
provincial strategy to make them
responsible for primary care in 
all communities. It should be 
compulsory to have a NP when 
these family health networks are
being established.” (manager) 
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Summary of Facilitators for Developing a Shared Vision 

▫ Organizations clearly articulate their mission, values and expected outcomes for the practice in 
relation to the NP role 

▫ Funded organizations and communities assess the needs of the patient population to ensure that the 
NP role is aligned with these needs  

▫ The  type of provider that can best meet patient needs was identified 

▫ All care team members and key external stakeholders are oriented to and understand the vision for 
the NP position, role and scope practice  

 

Role Definition and Clarity at the Practice Level 

Clearly defining the primary health care NP role at the site or practice level was one of the most important 
facilitators to integration of the NP identified during the site visits. It was suggested that to integrate  the 
role of the primary health care NP, organizations need to: 
▫ Clearly identify the role they want the NP to play within the organization; 
▫ Ensure that other team members are educated about the role; and 
▫ Ensure that the NP is supported by appropriate policies, procedures and resources to achieve that 

role. 
 
The NP survey found that 80% of NPs say their role is clearly defined. In addition, NPs whose roles are 
clearly defined are more likely to: 
▫ Work within their full scope of practice (85% vs. 65%) 
▫ Not to be limited to certain types of patients (22% vs. 46%) 
▫ Spend more time on clinical work and less on non clinical and clerical work 
 
The percentage of NPs with a clearly defined role varies by type of setting. These findings are presented 
in Exhibit 145. 
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Exhibit 145:  Percentage of NPs who identified their role was clearly defined by type of setting  
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Role Definition 
 
NPs, physicians and other members of the health care team expressed dissatisfaction when the NP’s role 
was poorly understood and communicated.  In one case, the NP reported that she was somewhat 
disappointed with her role and this in part was related to the fact that the role was not well defined or 
structured prior to her accepting the position.  It was also noted in one large practice site that the NP role 
could not become effectively integrated given that one full-time NP was shared across multiple sites and 
was working with more than a dozen physicians.  At this site, a review and realignment of the role was 
undertaken limiting the number of sites and physicians that would be working with the NP in the future.  In 
addition, the NP developed a realistic outline of the role and activities that could be provided for the 
identified sites/physicians with support from the physicians.  
 
Role definition and clarity needs to occur at the level of the sponsoring organization, site care team and 
community. In some cases, there may be a strong understanding of the NP role at the level of the 
sponsoring organization, but this is not shared with the practice team. Given the number and variety of 
arrangements between the MoHLTC and sponsoring organizations, it is important to ensure that the 
sponsoring organization plans for NP integration into the site health care team.  We observed in some 
cases that the health care team who would eventually be working with the NP was not involved in the 
application process and experienced some significant challenges understanding the role when the NP 
joined the team.  
 
The importance of educating other team members and members of the community about the NP’s role 
was emphasized at sites where the NP was a recent addition to the team.  It also proved important to 
orient all new members of the team to the NP’s role on the existing team.  The degree and ease of 
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acceptance of the NP appeared related to a clear understanding of the NP scope and methods of 
practice.  Education was required for members of the team within the organization where the NP worked, 
as well as for community partners.  In some cases, the education of others with respect to the NP role 
was undertaken by organizational managers and in other cases the NP took an active role in this function.  
 
The NP survey results indicate that lack of role clarity plays an important role in the NP’s perception of  
physicians concerns about liability. The following data suggest that more concern about MD and NP 
liability is associated with lack of role clarity.  

 

Exhibit 146: Concern about scope and NP role clarity 

 

Methods of Defining the Role 
 
There were various methods for defining the NP’s role and responsibilities.  Examples of effective 
approaches include: 
▫ The site director identified a need for primary care in the community that could be met by an NP.  The 

organization formed a steering committee with their own managers and three external NP experts to 
help describe the role and supports required.  When that was complete they applied for funding and 
subsequently recruited a NP who has been successful and well accepted into the role. 

▫ The organization had a general idea of what they wanted the NP to do.  They recruited a NP and, 
within a few broad parameters, let her develop the role.  The NP conducted her own needs 
assessment; defined her role and policies and procedures.  The role is now well accepted, well 
utilized and appreciated within the organization. 

▫ In one long-term care setting, the NP developed a formal contract with all physicians associated with 
the centre which detailed all activities and tasks within the NP’s scope of practice that would be 
applicable to the particular site.  Each contract described the scope of activities that the NP would 
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provide (including medical directives) for patients under the care of each physician and was reviewed 
and updated/renewed annually. 

▫ Various methods for general orientation and education were identified including: the development of 
brochures and written material for community partners; meeting with local physicians and their office 
staff; writing descriptions of the role and services for publication in community newspapers; 
appearances on community television programs; and speaking at service clubs, churches and other 
local organizations. 

▫ In a few sites where the NP role was new to the practice setting, the NP took primary responsibility for 
completing a needs assessment and assessing practice style and readiness of other team members 
to support the integration of a NP.  In one case, the NP developed a comprehensive plan of action for 
promoting and integrating the NP role according to her vision of how it could be implemented to its 
fullest scope and in response to the needs of her primary clients, the physicians and other team 
members.  In another site, the NP was able to have dedicated time before initiating her clinical 
caseload to complete a needs assessment and meet with providers within her practice setting and in 
the community to ensure the effective development of her role. 

 
It was also seen as imperative to ensure other members of the 
health care team and administrative staff at the practice site had 
an understanding of the scope of the NP’s role and how it fitted 
within the organization’s service delivery model (especially if role 
was new to the site).  In many primary care sites, the office 
manager/receptionist performs an important role in the initial 
triage and prioritizing and scheduling patients with either the NP 
or physician or even directing them to the local emergency.  It is 
important to involve these key members in information and 
education sessions about the NP’s role.   
 

Nurses should also be involved in education and information sessions related to the development and 
implementation of the NP role.  It was noted that in many settings tensions had arisen between the NP 
and the nurses involved in initial triage.  Clarification and support from the manager were required to 
reaffirm respective roles and responsibilities.   
 
In one setting, the NP actively sought to understand the needs of the nursing staff and developed a 
strategy to develop her role based on their needs, as well as the client’s.  She solicited input and 
feedback on her performance from these key people and won the support of the nursing staff when she 
showed flexibility in meeting their needs.  
 
For an organization hiring an NP for the first time, a development period is required. Several sites 
identified that two to three months is required from the time the NP is hired until they start seeing clients. 
Even when the role is well “scoped” out, time is required to educate the team, educate physicians and 
obtain necessary resources.  
 

“A good medical secretary is 
critical to the NP working 
effectively in primary care, she will 
do the initial triage and will book 
appointments and schedules and 
organizes the day.” (NP) 

“It’s very important to establish a 
rapport at the beginning, be very 
clear about what the roles and 
responsibilities are. That’s 
probably where problems can 
arise.” (NP) 
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Where the NP role is established, it is important that new staff coming into the organization are given an 
appropriate orientation so that they fully understand the NP’s role.  One site had a two-week orientation 
period that included an introduction to the NP role.  This was reported to be effective in ensuring the 
continued successful integration of NPs (as well as other professionals) into the organization. 
 
Alignment of NP Skill and Experience with Role 
 
Role clarity also played an important role in successful integration with respect to matching the NP skill 
and experience mix with practice expectations.  Ideally the role the NP will play is well defined by the 
organization before an NP with the appropriate mix of skills and experience is recruited into the position.  
Sites where the NP was integrated more successfully had spent time meeting with stakeholders and 
managers to identify what client needs could be met by the NP, and then recruited a NP with the specific 
skill and experience mix to fill the specified role. In some sites, vacancies for NPs remained while the role 
of the NP was still being developed. 
 
Many sites suggested that this “fit” between NP skill mix and experience and practice settings’ needs 
would become more important as the types of settings where NPs practice become more diverse, more 
NPs are expected to work in under-serviced areas and the requirements for nurses applying for NP 
educational programs change.  In response to this last issue, many NPs and MDs have suggested that 
NPs should be prepared at the Master’s level.  

 

Summary of Facilitators for Role Clarity 

▫ Time is spent identifying the patient needs the NP is expected to meet 

▫ Understanding of health care team members’ practice styles and readiness for integrating the NP role 

▫ NP roles are identified in writing and circulate and discuss it widely to team members to obtain buy-in 
to the position and provide education about the role 

▫ Allow NP time to establish a rapport with physicians and other members of the health care team to 
allow them to become familiar with their mutual practice styles  

 
Team Dynamics 

In addition to the initial time spent developing the role of and vision for the NP, on-going review of the 
methods by which the team interacts with the NP is crucial to the development of positive relationships 
and integrating the NP into the practice setting. 
 
Organizations where NPs were successful team members devoted time to dealing with team issues. 
Various sites did this in different ways.  On the whole, larger organizations had developed structured 
approaches through regularly scheduled team meetings.  The frequency varied from weekly to monthly to 
three or four times per year, but in all cases there was a formal effort to review roles, policies related to 
client needs, the responsibilities of each team member and to develop alternate ways of conducting 
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business if necessary.  One site reported that frequent meetings allowed problems and stress points to 
get discussed in a timely way.  This was seen as a success factor for the team concerned. 
 
▫ Key enablers for successful teams with an integrated NP role included the following: 
▫ Respect for one another; 
▫ An environment for open and frank discussion; 
▫ Easy conflict resolution;  
▫ All team members understand each other’s role; 
▫ Team members are willing to help each other; and 
▫ Institutional memory of the organization’s collaborative culture. 
 

In smaller practices, meetings to review team functioning were 
conducted on an ad hoc basis.  This was satisfactory for some 
NPs, but others reported that it was difficult to get people 
together to review team functioning when time was not 
specifically scheduled for this and therefore issues were not 
always resolved in a timely way. 
 
In some cases, the sponsoring organization reported that as a 
result of these site visit meetings they were reviewing their 
practice models. 
 
In larger organizations, the practice style of the clinical director or 
manager was often a key aspect for the successful functioning of 
the team.  At one site we heard that a key aspect to the team 
working well was the facilitating style of the clinical director who 
was seen as being “low key,” but good at listening and problem 
solving. 
 
In terms of team dynamics, we heard from some sites that 
changes need to be made to medical curricula so that students 
are made aware of NPs and their role.  In addition, NPs could 
benefit from learning about their role in relation to the physician’s 
role.  It was suggested that at present, everyone is educated in 

different silos and are not aware of the role of other members of the health care team.  One solution 
posed was to incorporate more opportunities for NP and MD students to work together during their basic 
education. 
 

“[There is a] need to be team 
players, to give and take, to respect 
the other players’ expertise.  There 
is a lot of transparency here.  My 
premise is that you can’t deal with 
something if its covert.  It has to be 
on the table and everyone has to 
know its out there.” (manager) 

“Traditionally the nurse practitioners 
at this centre have done wellness 
care but there is a desire by all team 
members to have a more holistic 
approach to client care so that 
physicians look after some well 
clients as well as some complex 
clients and nurse practitioners take a 
larger role in managing the care of 
clients with chronic conditions.” 
(manager) 

“The nurse practitioner here does an 
initial assessment on all new clients 
but we are reviewing this as we are 
finding that her workload is 
increasing now to the point that this 
may interfere with her ability to do 
other things.” (manager) 
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Distribution of Workload between the Physician and the NP 
 

A very sensitive topic between NPs and physicians is related to the 
distribution and expectations of the work between these two 
providers.  At a few sites, there was clearly a difference of opinion 
regarding sharing responsibility for patient care, time allocation and 
work distribution. Some of these issues centred on on-call 
activities, hours of work, patient encounter time, MD time required 
to consult with/support the NP, and distribution of NP time between 
education, teaching and direct patient care. However, on the 
whole, there was a good understanding of work and time 
allocation.  
 
In general, concerns about work and time allocation were more 
frequently expressed by physicians who worked in fee-for-service 

settings.  This concern often reflected the lack of physician remuneration for collaboration with the NP.  
Where MDs were compensated for consultation with the NP, these issues were less of a concern. Other 
concerns included: 

▫ NP practice focus on more “well” and less complex cases thus re-
distributing the physicians’ patient mix to a more complex patient 
group.  Several physicians stated that a physician’s practice works 
best when there is a mix of client types.  

▫ An increase in physician workload based on the time required to 
consult and collaborate with NPs 

 
In emergency departments where an alternate payment plan exists, 
usually the volume of patients the NP sees is not “counted” as part of 
the emergency department volume. As a result, it is a significant 
challenge to manage volume and physician resources so that any 

additional MoHLTC funded MD positions are not jeopardized based on lower than actual reported 
volume. 
 
Comments from physicians included: 
 
▫ “I like to see some healthy clients. A lot of my practice is elderly clients with chronic conditions who 

are not going to get better. At the end of the day I enjoy my work a lot more if I see a mix of patients 
who are healthy, patients who have a sore throat and I can fix it and bring almost immediate relief, 
and more complex clients that are challenging and need physician expertise but who are going to be 
there day in and day out. If the nurse practitioners do all the wellness care and all the minor things 
then all that I will be doing is dealing with clients you cannot do that much for.” 

 
▫ “Our care becomes very fragmented.  Usually the nice things are the well babies, the sore throats etc 

and that is totally taken away from us, it takes away the niceness of family practice.” 

“I sometimes feel other team 
members want me to shorten my 
visit times so I could see more 
patients.  I have to keep reminding 
them of the “nursing” part of my 
nurse practitioner role.  My added 
value to this practice is related to the 
health promotion and education 
aspect of my role.  They are starting 
to see the benefits of my holistic 
approach and impact of interventions
in some of the most complex clients 
within the practice – who cannot be 
attended to adequately in a 15 
minute visit.” (NP) 

“I took time to get to know [the 
physicians’] practice styles.  
Their collaboration has 
improved over time, but it 
shouldn’t just be me 
collaborating.  They’ve come a 
long way, but at the same time I 
would have to say that the NP 
has put a lot of time into shaping
the relationship but now its 
going on year three and the NP 
shouldn’t have to put so much 
effort in.” (NP) 
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▫ “My office is always full and a lot of clients need a lot more time than what the fee schedule allows. If I 

can balance my work with some patients with a fast turn around time then I can spend more time with 
the complex patients and still make a decent wage.” 

 
▫ “Nurse practitioners are resented in this community because they see the easy patients, they do not 

do on-call or have hospital duties and they make a salary that is not that much different than the 
family docs.” 

 
▫ “I have lots of clients who are in need of health teaching and health promotion and could use the 

services of a nurse practitioner but who is going to pay for that? Granted it will give clients more 
access to that kind of care but my workload will not be changed in any way.” 

 
▫ “A family physician in this community earns approximately $100,000 to $120,000 per year for a 

workload that includes 12 hour days where 50 to 60 patients are typically seen in a day with on-call 
and hospital duties included. Nurse practitioners earn about $70,000 for seeing 10 to 12 patients a 
day and that ends after 8 hours. So the nurse practitioners have about one quarter of the workload for 
about two thirds to three quarters of the pay.” 

 
▫ “The presence of the nurse practitioner allows me to practice using the skills and expertise that I 

have. The nurse practitioner looks after the minor problems and wellness care and I do the more 
complex patients and that is the way the system should work.” 

▫ “I would like to clone the NP. She sees clients with problems that take a long time and that I don’t 
have time for and they love her. They like the fact that she talks to them more and spends more time 
with them.” 

 
▫ “ The NP can do almost 95% of what the physicians do at this particular site – they are a very cost 

effective way to deliver primary care.”   
 
Comments heard from NPs and managers included the following: 
 
▫ “In this community there are not enough doctors and they do not have time to provide prenatal care or 

health teaching. This is the type of service that patients want and would not get if the nurse 
practitioner was not around.” 

 
▫ “There is a need for primary care in this community. Many families do not have a family doctor. There 

is no reason why nurse practitioners could not work in the walk in clinics—the patients that come to 
that sort of facility are almost always within the NP scope of practice but it is easy money for the 
doctors and they will not let a nurse practitioner work there.”  
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The Role of the NP in Relation to Other Members of the Health Care Team  
 
In almost all cases where an NP was part of a multidisciplinary team the rest of the team accepted the NP 
role and expertise, and referrals were made between team professionals.   
 
At one site the NP noted that she believed the team supported her role due to the fact that the NP could 
“diagnose according to the medical model and practice/treat according to a nursing model”.  
 
Challenges with other care team members were most often related to role expectations and the lack of 
role clarity between RNs and the NP.  The challenges centred on: 
▫ NP expectations that RNs should support the NP’s daily activities in a similar fashion to the MD. This 

most often occurred in Primary Care Networks, CHCs and fee-for-service settings; 
▫ RN expectations that NPs should contribute to nursing care activities when needed; and 
▫ This need for mutual role clarity is of importance when the findings from the NP survey are 

considered in relation to the source of referrals to the NP. Exhibit 147 provides a summary of referral 
sources. 

 
Exhibit 147:  Source of referral to the NP 
 
 
 
 
 
 
 

 

 

 

 Comments from team members included: 
 
▫ “The nurse practitioner has added a dimension to our practice that we did not have before. It is a nice 

link between the role of a nurse and the role of the physician.” (social worker) 
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▫ “The nurse practitioner provides that higher level of expertise and skill that is invaluable to us (nursing 

staff).  This expertise is now readily available and accessible to us – whereas in the past we would 
have had to call the physician – who is not on site daily like the NP is”. (RN) 

 
▫ “The way to better integrate nurse practitioners into the health system is to fund more of them. Once 

you have worked with them the benefits of the type of work they do are obvious.”(manager) 
 
▫ “A lot of the residents in this community do not have a family physician. If we did not have the nurse 

practitioner we would have no access to any of the routine health 
care that most families need.” (social worker-counsellor) 

 
NPs and Clients 
 
On the whole, interviewees at the site visits reported that patients 
accepted the role of NPs and appreciated the time NPs spent with 
them.  It was reported that initially, patients did not understand the 
role but once they had been assessed and treated by an NP, there 
were few concerns about the care provided.  

 

 

 

 

Summary of Facilitators for Teamwork 

▫ Develop consistent, clear messaging about NP role 

▫ Communicate the need for mutual flexibility in relation to roles 

▫ Establish congruity between NP role and needs of the practice’s patients  

▫ Provide organizational support for the development of trusting relationships between MD, NP and 
other members of the health care team 

▫ Promote frequent communication among team members including early resolution of any 
problems/issues  

▫ Physician remuneration for consultation with the NP  

 

Resources 

Human, capital and financial resources are required to support NPs’ work.  These include: 
▫ Funding for salary and benefits (including vacation), overhead expenses, space and equipment, 

medical supplies and administrative services sufficient to support the work of NPs; 
▫ Support for travel between multiple sites or homes visits; 

 “This is a small town and I know 
most of the residents who see the 
nurse practitioner and they tell me in 
the coffee shop or at the arena how 
much they appreciate her and that 
they like the way she spends extra 
time with them.” (physician) 

“In our homeless outreach program 
– patients prefer to see the NP.  
Many have had negative 
experiences in the past with older, 
more traditional physicians and feel 
that the NP has been more 
accepting of them and not 
judgmental.” (physician) 
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▫ Capital replacement costs; 
▫ Patient/resident education materials; 
▫ Information technology and decision support; 
▫ On-call reimbursement; 
▫ A sufficient supply of NPs so that recruitment efforts result in appropriate candidates;  
▫ Access to continuing educational resources for NPs; and 
▫ Access to peer support, especially for those who work independently and in geographically remote 

areas. 
 
Wage Disparity  
 
The majority of NPs interviewed were dissatisfied not so much with the base salary paid to NPs but rather 
with: 

▫ Inequity of salaries for NPs across the province for similar 
MoHLTC funded positions. This  situation was the result of 
sponsoring organizations: 

¾ allocating some of the MoHLTC funding for NP 
salary to other costs; 

¾ providing additional salary incentives to attract 
NPs;  

¾ requiring NPs to pay additional funds other 
than those from MoHLTC for overhead and 
other operating expenses; 

▫ Lack of yearly cost of living or other adjustments; 
▫ Lack of incentives and relocation costs to recruit NPs to 

under-serviced areas; and 
▫ New NP positions funded at a different level than the 

current positions. 
 
This observation is supported by the responses from the NP 
survey in relation to NP salary. 
 

“Many nurse practitioners are 
experienced nurses from hospital 
settings who went back to school but 
there is little difference between what a 
nurse in a hospital is getting and what 
the NP is getting. There is no wage 
incentive to become a nurse 
practitioner.” 

“There needs to be a pay grid with an 
established method for advancing 
through the grid like the ONA scale in 
hospitals.” 

“I would equalize funding across the 
province - so that salaries for NPs are 
comparable.” 

“The pay that NPs get in CHC is lower 
than some of the positions funded 
more recently in other settings but who 
are doing much the same kind of 
work.” 

“The community sector is not able to 
compete with the salaries and benefits 
offered to NPs in acute care settings.” 

“There needs to be recognition of the 
level of experience that NPs bring to 
projects … compensation is lacking, its 
less than I’d get paid as a RN in a 
hospital (I would be the top level).  I’ve 
taken a risk, committed to a project 
without a guaranteed future.  It’s a 
trend in nursing which I’m tired of.” 
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Exhibit 148:  NP satisfaction with salary 
 
Very Satisfied 4.0 
Satisfied 34.0 
Minimally Satisfied 28.1 
Minimally Dissatisfied 8.7 
Dissatisfied 18.2 
Very Dissatisfied 5.9 
 
In addition, the survey data showed that: 
¾ Fifty-eight percent (58%) of NPs have travel costs; of those71% have these costs reimbursed; 
¾ Seven percent pay a fee for medical or computer equipment; 
¾ Six percent pay a fee to use support staff; and 
¾ Seven percent pay a fee to use office space. 

 
The NPs interviewed during the site visits were on the whole experienced nurses.  Many of them were 
also experienced as NPs, although they may have been employed at the sites visited for a relatively short 
period. The level of experience of these NPs also led to some dissatisfaction in relation to the following:  
¾ In most organizations, there is no established pay scale or organized way of moving through a 

pay grid. NPs are assigned a specific pay rate and in their opinion there is a disparity in wage 
rates among the sites unrelated to skills and experience.  Their perception is that NPs who work 
in hospital settings receive more pay than those who work in community health settings.  Among 
the NPs interviewed, wages ranged from $58,000 to $80,000, a range of over $20,000.  NPs 
would like a pay grid with a defined method of moving through the pay scale.  

¾ The NPs reported that the pay and benefits they receive does not reflect any increment over the 
pay senior nurses in hospitals receive although their responsibilities and educational 
requirements are greater.  In some cases, they had lost benefits such as vacation by assuming 
the NP role. 

 
Some physicians and NPs noted that any change in salaries would have to be carefully assessed so that 
NPs did not “price themselves out of the market.” 
 
Overhead Expenses 
 
There was dissatisfaction with the amount of funding designated for overhead payments.  This was most 
strongly felt in settings where MDs had overhead responsibilities.  Most sites reported that their overhead 
expenses related to NPs exceeded the $10,000 allocated by the Ministry for this purpose.  Some sites 
reported that the NP position was not sustainable unless additional money was received for overheads, 
including monies for secretarial support and a consultation fee for physicians.   
 
Some sites also indicated that funding for vacation replacement should be included in overhead allocation 
for NPs.  At one site, the only community clinic in the town closes when the NP is on holiday or off sick.   
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Site visit participants reported that overhead expenses exceeded MoHLTC funding due to the additional 
administrative support required, notably a receptionist / secretary to book appointments and register 
clients for the NP.  In some sites, the cost of this support has been mitigated by having the NP book his or 
her own appointments with clients.  NPs report that a significant amount of time is spent on administrative 
activities such as calling for test results or arranging referral appointments. Exhibit 149 provides a 
summary of NP survey responses in relation to time spent on specific activities.   
 
Exhibit 149: Percent of NP time spent on specific services   
 

 Mean percentage 
of time spent on 

service (n) 

Percentage of NPs who 
spend 50% or more of 

their time providing 
service 

Services 

Wellness care 

Administration 

Care of minor acute illness 

Prenatal/newborn 

Monitoring of chronic illness 

Care of major acute illness 

Counselling/education 

Social Support Work 

Care of palliative patients 

37.93 

32.50 

31.93 

28.33 

24.89 

10.56 

10.43 

8.00 

4.92 

(225) 

(8) 

(219) 

(3) 

(204) 

(133) 

(7) 

(1) 

(59) 

38.2 

25.0 

22.4 

33.3 

15.2 

3.8 

0.0 

0.0 

0.0 

 
While all sites reported they had sustained additional expenses related to the NP, it appeared as though 
larger organizations had an increased ability to absorb the additional overhead costs by accessing other 
sources of funds.  However, one large organization reported that the NP position might not be continued 
because of difficulties finding the additional $20,000 for overheads required to support the position. 
Overhead expense issues were most frequently cited in fee-for-service practices, Primary Care Networks 
and community organizations where a major barrier to the integration of the NP was the additional costs 
incurred for overhead.  Physicians who worked with NPs in these settings supported the NP role, but 
stated they did not gain financially from an NP and therefore thought it should not be up to them to 
provide extra funding for the position. 
 
NPs’ comments included: 
 
▫ “Off the top of my head my expenses are as follows: $600 per month for rent, $150 per month for 

computer/phone/fax, $2000 per year for professional and insurance fees and I pay my 
receptionist/secretary $11,000 per year for two days per week of work. The rest of the time I book my 
own appointments. This does not include the cost of supplies. I am expected to be responsible for my 
own overhead so it comes out of my salary.” 
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▫ “The NP is not sustainable in this community because right now the community is doing fund raising 
to support the administrative costs of the practice. It takes a lot of bake sales and car washes to pay 
for a secretary for a year.” 

 
▫ “I have agreed to pay $16,800 per year for overhead expenses to help cover my practice costs.” 
 
From a physician:  
 
▫ “The Ministry of Health does not provide any payment to physicians for overhead and they pay 

$10,000 for the nurse practitioner. If the $10,000 is not adequate to cover expenses it is not 
reasonable to expect the physicians to pay the additional cost.” 

 
NP Supply 
 
There were varying reports among the sites about the adequacy of the supply of NPs.  This variation was 
not just related to geography or practice setting, although northern communities more consistently 
reported that there was an insufficient supply of NPs.  
 
The perception exists that some settings, because of their structure or historical role, are more desirable 
and more easily able to recruit NPs.  In one setting, an NP had taken a locum position based on an 
extreme NP shortage in that setting. The NP took a leave of absence from a regular position to 
accommodate this locum position. 
 
In communities where specific qualifications were required (e.g., ability to speak French or previous 
experience in primary care) recruitment was more difficult, with some centres reporting they had positions 
funded that they could not fill.  In other cases, organizations had difficulty recruiting and retaining NPs 
because there was a high turnover of NPs choosing more desirable positions and salaries.  Recruitment 
challenges were also experienced in both urban centres such as Toronto and northern centres such as 
Thunder Bay.    
 
At one site, an NP expressed frustration that when she talks to nurses, many do not want to become NPs 
because of the high cost of education to become an NP.  These costs include loss of income and tuition. 
 
Other sites reported that they had many NP candidates to choose from and that if funding were available 
they could and would hire more. 
 
Concern was expressed by one health care provider that the MoHLTC was addressing a physician 
shortage by hiring NPs:  “… if the Ministry thinks they can forego physicians by hiring NPs, it puts a 
tremendous pressure on physicians.  I think we really can’t underestimate the value of NPs but we need 
to remember that they need to refer to physicians.  I fear that the Ministry sees NPs as a cost saving 
measure and not a health care expansion measure”. 
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NP Activity 
 
Across sites, NPs reported a wide variation in both the volume and type of activities they undertook.  In all 
cases, this level of activity appeared to be a negotiated situation between the NP and the site sponsor or 
clinical manager.  
 
Site or clinical managers reported that they would find it very helpful to have a “benchmark” report from 
the MoHLTC to help them determine an appropriate level of NP activity.  This requirement also results 
from a desire to be accountable for NP resources and develop the ability to report to the community and 
funders regarding spending for NPs. 
 
NPs are generally keeping encounter information as requested by the MoHLTC.  In some situations, NPs 
are developing their own site-specific data collection tools in order to assist in reporting to local funders or 
clinical managers. Most NPs commented on the usability of the information submitted to the MoHLTC 
since in most cases, the information did not reflect their true activity.  In some sites (for example, many 
CHCs), NP activity is rolled up into total clinic activity and thus the NP activity cannot be tracked 
separately.  
 
Access to the appropriate technology to collect and analyze information related to practice activity varies 
between sites.  Many NPs keep paper records of patient encounters, while others have on-site access to 
a computer and the Internet. 
 
Many NPs spoke of their interest in evidence-based practice, sharing best practices among NP 
colleagues, participating in research and making more referrals among NPs.  Appropriate technology 
would support this objective.  

Summary of Resource Facilitators 

▫ Adequate funding for NP salary and overhead costs such that the NP does not have to supplement 
overhead from his or her salary 

▫ Allocated funds for NP continuing education 

▫ Congruence of NP salaries among settings 

▫ Standardized collection of information to support planning 
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Scope of Practice Issues 

Those who work with NPs generally understand the scope of 
practice of NPs.  However, NPs made a number of comments 
about issues related to their current scope of practice and the 
impact these issues had on developing a more integrated role. 
 
Referrals 
 
The requirement to have physicians sign most of the referrals to 
specialists is seen as an unnecessary requirement by NPs and 
physicians alike.  Many NPs suggested that one of the main 
reasons they refer patients to family physicians is to obtain a 
referral to a specialist.  This is seen as time consuming, 
causative of fragmented or duplicated care as well as being 
costly and inefficient.  In some cases where there is a high level 
of mutual trust between the NP and the physician, the NP and 
the physician have worked out an arrangement where the NP 
signs referrals for certain common conditions on behalf of the 
physician, and the physician never actually sees the client.  In 
other cases, the specialist accepts a referral from the NP and 
thus defers the referral fee. 

 
In circumstances where the patient has no family physician, a referral to a specialist becomes even more 
challenging.  
 
Ordering of Drugs and Laboratory Tests 
 

During the site visits, we heard a number of comments related to 
the types of drugs and laboratory tests NPs are allowed to order. 
One concern was that the drugs approved for NPs to order were 
listed by name instead of by classification.  A preferred approach 
that would be more time efficient would be to list approved drugs 
by classification.  An inadequate process for updating the list of 
approved drugs has resulted in inadvertent omissions in 
updates.  As a consequence, NPs have had to follow-up to 
obtain additional documentation in order to maintain authority to 
prescribe approved drugs. 
 
Other concerns related to the fact the some common laboratory 
tests and drugs were not included in the approved list for NPs, 
causing an unnecessary restriction to their practice.  This was 
reported as particularly problematic when it came to managing 

“Today I called a gynaecologist to refer 
a client. They said they needed a 
family physicians referral. I told them 
the client did not have a family 
physician--which is not unusual in this 
community-- so they told me the client 
would have to go to emergency to get 
a referral. That means the client was 
required to make two visits for the 
same problem. Does that sound 
efficient to you?”(NP) 

“One thing that irritates me about 
working with the nurse practitioner is 
the need for us to sign for their 
referrals to specialists. For many 
clients it is a straightforward decision 
but if I have to sign for this it means 
that if I am doing things properly I have 
to assess the client all over again. If I 
just sign then I feel like I am playing 
games. Then when the report comes to
me I end up reviewing it before I 
realize it should go to the nurse 
practitioner”. (family physician) 

“A big barrier I find is our drug list, a lot 
of these people are chronic and we 
can’t reorder diabetic medicines etc.  
Everything here is diabetes.  That’s 
frustrating.  It would be nice to have a 
larger drug list to order from.” (NP) 

“NP scope is somewhat limited related 
to prescription of psychotropics and 
anti-depressants – if this scope could 
be expanded that would be great – in 
Michigan NPs can prescribe these 
types of drugs” 

 “I think [NPs] could do more – 
prescribing, they should be able to 
manage blood pressure problems, 
should be able to administer drugs and 
manage, also diabetes.” (physician) 
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and monitoring some chronic conditions such as diabetes and asthma.  It was noted that the current list 
should include those diagnostic tests and drugs that are needed in order to diagnose and manage 
conditions within NPs’ scope of practice.  For example, currently NPs are unable to order standard pre-
natal tests such as the rubella titer.  
 
Orientation of local laboratories, diagnostic imaging centres and hospital departments is in some cases 
an important facilitator to the NP accessing laboratory and radiology reports. In many cases, even though 
the NP is requesting a test within his or her scope, the results are sent directly to the physician.  
 
In cases where the local hospital is the resource for laboratory and radiology, there are often a number of 
internal hospital approvals required for the NP to access these services.  In some cases, these approvals 
have taken years to go through multiple committee reviews and approvals.  This has also been the case 
with the time required to approve medical directives required for employing emergency department NPs 
and long-term care NPs where the sponsoring organization is an acute care hospital.  
 
Access to Information about an Acute Care Patients and Hospital Admission Privileges 
 
Limitations related to hospital admission privileges were also mentioned by many NPs who are unable to 
admit a patient, obtain information on care provided during the acute care stay (diagnostic tests results 
etc) or access the discharge summary notes.  This concern was most often expressed by NPs who did 
not have regular access to an MD for consultation and collaboration and whose patients required 
hospital-based care.  
 
Most NPs emphasized that the most pressing issue for them related to lack of access to patient 
information.  This was a more significant issue in practices where the NPs were providing primary care to 
“orphan” clients, resulting in the fragmentation of service and care delivery.  NPs were also frustrated by 
the fact that discharge summaries and notes were directed to physicians in their collaborative practices 
even though the NP had made the initial recommendation to refer the patient.   
 
Most NPs acknowledged that hospital emergency department staff and physicians were open to 
accepting referrals from NPs and were often appreciative when NP called ahead and provided referral 
information. 
 
Liability Issues 
 
Concerns related to insurance coverage of NPs were also put forward by a number of sites. Currently, 
most NPs have purchased a policy, which is referred to as "claims-made" liability insurance, through the 
Registered Nurses Association of Ontario's (RNAO) Nurse Insure Program. This insurance coverage is 
limited to the time period during which is the NP is in active practice at a site.   
 
Questions arose regarding the scope of a site's responsibility when a legal suit is lodged after an NP has 
left the practice.  This is because people have up to seven years from the date of service to pursue a 
claim.   
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NPs who are members of the RNAO (estimated to be 90%) also have automatic "occurrence-based" 
liability coverage through the Canadian Nurses Protective Society (CNPS).  This type of coverage 
continues after the NP has left a site. Recently, the MoHLTC facilitated consultations between the CNPS 
and nursing stakeholder groups to review the limit of the occurrence-based coverage. These 
consultations resulted in an increase in coverage from $1 million to $2 million. 
 
NP Orientation 
 
For many new RN(EC)s, their first position after graduation was their first time practising independently 
within the full scope of practice.  Many indicated that it took six months to a year to become fully 
comfortable in their new role.  During this time, they required greater assistance from the physician and 
other members of the team and in-service training. Some have suggested that this learning curve should 
be accounted for and that internships should be considered. 

 

Summary of Facilitators Related to Scope of Practice Issues 

▫ Good communication channels with pharmacies, laboratories and diagnostic imaging centres to 
facilitate referrals and timely and appropriate return of results 

▫ Established physician trust and co-operation in terms of specialist referrals 

 

Integration of Primary Health Care NPs into the Ontario Health Care System  

We heard from several sites that the individual NP who held the 
position in part shaped the NP role. This was seen as both a 
facilitator and, in some cases, barrier. 
 
In many sites the team was particularly supportive of “their” NP.  
They indicated that the specific skills or personality of the NP 
they worked with were instrumental in the acceptance of the role 
within the organization and the high degree of satisfaction of the 
clients and tem with the NP role.  While this is positive for the 
particular individual concerned, there seems to be doubt that the 
skills that “their” NP contributes can be applied to NPs in 
general.  This is likely a public education issue.  Once the role 
that NPs play is more widely understood by the population in 
general, the particular skills that an NP brings may be better 
accepted as a factor of the profession rather than an individual.  
 

“There is great variation in the skill set 
among nurse practitioners. When you 
hire a family physician you can be fairly
confident that he/she has a specific set 
of clinical skills that were developed in 
medical school. This does not seem to 
be the case with nurse practitioners”. 

“If I was to advise an organization who 
was considering hiring a NP I would tell
them to figure out what needs they 
wanted the NP to meet and then recruit
carefully as there is quite a range of 
skills among nurse practitioners.” 

“The NP educational programs should 
have an internship in a clinical setting 
where everyone would achieve the 
same clinical skills. The NPs all seem 
to have the same expertise in 
communication skills, interviewing and 
a holistic approach to clients but their 
clinical skills are quite different.” 

“NPs need experience.  It takes two to 
three years full time to feel competent 
in the role.  Training does not do it all.” 
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Skill Set 
 
We heard from many physicians and NPs that there was wide variation in the skill sets of NPs.  Given that 
professional trust is a facilitator to an effective clinical decision making relationship between the  MD and 
NP, the NP skill set is very important.  Many MDs and NPs spoke of a learning curve required to 
determine the skills required for a particular position and the challenges of recruiting a NP to meet those 
requirements.  MDs spoke of the need to have an understanding of the basic skill set that could be 
expected from NPs.   
 
In one northern practice, setting it was suggested that a cultural component ought to be introduced into 
the NP training programs. 
 
Public Education 
 
In terms of integrating NPs into the health care system as a whole, we heard that where a NP was 
working there was no doubt about the positive contribution they made to patient care. When NPs are part 
of a practice setting their role is appreciated and on the whole accepted by the public and other team 
members. 
 
When NPs were asked for their general comments regarding integration, many felt that a better 
understanding of their potential contribution would result in greater use of their services. Comments heard 
included: 
 
▫ “The best way to promote integration of NPs into the health care system as a whole would be to fund 

more positions. Once an organization has used a NP they are sold on their contribution.” 
 
▫ “Many communities do not know how to apply for a nurse practitioner or what role they play. If 

communities knew about their role in primary care they would be more widely used.” 
 
▫ “The Ministry should make it easier for communities to hire NPs especially communities where there 

is a lack of primary care. For many communities finding the money to pay for a NP is one burden but 
the other thing is they don’t know how to apply and what a NP can add.” 

 
▫ “The Ministry should advertise the NP role more in their public service announcements. For instance 

now when you hear all these public announcements on SARS the ad could say contact your family 
physician or nurse practitioner if you have questions.” 

 
▫ “It is such a barrier when you have people in the community who don’t do their job or aren’t the right 

person for the job.  You need a dynamic person as a Community Health Resource (CHR).  It’s the 
communication between us and the CHR that really makes it work.  If you don’t have a good CHR, 
you don’t have patients.”  (Aboriginal Health Access Centre) 
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Summary of Facilitators Related to Integration of NPs into the Health Care System 

▫ Understanding and promotion of NP skills sets and competencies 

▫ Support of the NP role by others in the setting with relation to the patients 

▫ NP outreach activities in the community  

 

Facilitators and Barriers to Integration 

One of the objectives of the site visits was to identify the barriers to be overcome and the facilitators to 
encourage in order to better integrate the role of the NP into practice settings. 
 
In general, the barriers and facilitators were very similar for collaborative-based practices and 
consultative-based practices. 
 
The barriers and facilitators identified during the site visits are presented in the following table, as well as 
the rank of the facilitator and barrier from the NP survey. 
 
Exhibit 150: Comparison of barriers and facilitators identified by the site visits and the NP survey 
 

Facilitators Identified During the Site Visits and NP Survey 
 Site Visits NP Survey 

(rank) 
Role clarity ¤  
Manager’s leadership style ¤  
NP skills acquired outside of formal NP 
education 

¤ 2 

NP/MD relationship ¤ 1 
Team support for the role ¤ 4 
Practice model ¤ 3 
Shared/common vision ¤  
Ability to consult with other NPs ¤  
NP confidence and style ¤ 6 
Openness to innovation at the practice 
setting level 

¤  

Barriers Identified During the Site Visits and NP Survey 
 Site Visits NP Survey 

(rank) 
Overhead costs ¤ 3 
Salary inequity ¤ 3 
Payment for physician consultation ¤ 3 
Number of MDs the NP works with ¤  
Legislative barriers ¤ 1 
Liability ¤  
Lack of team acceptance of the role ¤ 10 
Inadequate administrative support ¤  
Working in isolation ¤ 6 
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7. Results of a Survey of Ontarians and Patients 
 

Introduction 

This Chapter summarizes the results of two surveys.  The first was a telephone survey of 328 Ontarians 
who were contacted as part of a national survey, the HealthInsider.  Questions were asked about 
awareness, use of and satisfaction with NPs as part of a large national public opinion survey on health 
issues.  
 
The second survey was a self-complete survey distributed to patients who had seen an NP over a two-
week period at selected practice settings across the province where site visits had been made.  Two 
hundred and sixty patients responded to this survey.  
 
The survey responses indicate high levels of satisfaction among those respondents who have accessed 
NPs for health care services.  Both surveys found females more likely than males to use NP services.  
The majority of patients who had seen an NP at site visit settings and who completed surveys were 
higher income individuals in good health.  Results from the HealthInsider indicated a higher level of 
familiarity with NPs among these groups. 
 
The findings also indicate a lower level of awareness of NPs and their role than might be expected.  This 
finding leads to a recommendation for the MoHLTC to provide more consumer education in relation to the 
NP role. This is of great importance given the introduction of more NPs into the provincial health care 
system.  

 

HealthInsider Survey – Fall/Winter 2002 
 

Methods 

IBM Business Consulting Services’ National Survey Centre in Ottawa administered the survey by 
telephone to a random sample of Ontarians. Questions about awareness, use of and satisfaction with NP 
services were asked. 
 
The results are based on a probability sample of  328 Ontarians, 15 years and older.  The survey was 
conducted by telephone between Wednesday October 16, 2002 and Saturday, November 2, 2002. The 
margin of error for this research is 4.7%. 
 
The sample was generated using a stratified two-stage random sampling technique.  The province was 
allocated a quota, then stratified into five community sizes. The provincial quota was then distributed 
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among community strata according to their contributions to the provincial population.  In addition, 
separate strata were allocated for Toronto. 
 
At the first stage of sampling, households were selected from a stratum using random digit dialing (RDD). 
At the second stage of sampling, one eligible respondent was chosen from each household identified by a 
selected telephone number using the Troldahl-Carter technique.  This technique ensures that the sample 
accurately represents the eligible population according to its age and sex structures.  
 
Exhibit 151: Sample composition 
 
Community Size 

Community size Total Proportion Sample weighted Sample 
unweighted 

100,000+    3,132,955 36.69% 120 120 
30,000-99,999       573,960 6.72% 22 22 
10,000-29,999       398,750 4.67% 15 15 
5,000-9,999       312,760 3.66% 12 12 
< 5,000       714,545 8.37% 27 27 
Toronto    3,405,620 39.89% 131 132 
 
Age 

Age Total Proportion Sample weighted Sample 
unweighted 

15 to 25 3,615,700 33.6% 110 50 
25 to 44 3,496,210 32.5% 107 120 
45 to 64 2,307,565 21.5% 70 113 
65 and over 1,334,100 12.4% 41 45 
 
Gender 

Gender Population Proportion Sample weighted Sample 
unweighted 

Male   5,257,910  48.9% 209 134 
Female   5,495,665  51.1% 219 194 

 
Ontario Sample 

Population Proportion Sample 
weighted 

Sample 
unweighted 

8,539,350 37.32% 995 428 
  

To achieve the desired sample, 1,515 valid interview attempts were made with 1,087 refusals. 
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Findings 

Awareness of and Willingness among Ontarian Respondents to Use NPs 
 
Forty six percent (46%) of respondents in Ontario reported that they had heard of a health provider called 
an NP. 
 
Respondents were then told that “a nurse practitioner is a registered nurse who has advanced 
knowledge, and diagnostic and treatment skills gained through additional education. She or he can 
provide services in health promotion, prevention of disease and injury, care of acute and chronic illnesses 
and rehabilitation. Nurse practitioners can conduct screening tests and procedures, order certain 
laboratory tests and x-rays, make a diagnosis and treat certain illnesses, and prescribe drugs for minor 
illnesses.” 
 
Subsequently respondents were asked whether they would be willing to consult an NP.  The majority of 
respondents (67%) felt they would be willing to see an NP for support and advice on maintaining their 
health and well being.  Almost the same percentage, 69%, said they would be willing to see an NP 
instead of a doctor for minor illness, such as colds, sore throats and allergies. However, less than one in 
ten Ontario respondents reported they had received care or advice from an NP in the past 12 months. 
 
Exhibit 152: Awareness of, willingness to use, and use of NPs by Ontario Respondents (n=428) 
 
 Yes (%) No (%) Still unsure 

of NP role 
(%) 

Total (%) 

Heard of NP 45.6 54.4  100.0 
Willing to see NP for support 67.4 31.6 1.0 100.0 
Willing to see NP instead of MD 68.6 30.8 0.6 100.0 
Received Care from an NP in past 12 months 7.7 92.3  100.0 
 
Familiarity with NPs among Ontarian Respondents  
 
Ontarian respondents living in moderate sized communities were more likely to have heard of an NP 
compared to those living either in small or large communities.  Respondents 45 to 64 years of age were 
the most likely to have heard of an NP; 68% of this age group had heard of an NP compared to 
approximately half of individuals between 25 to 44 and 65 and over, and one-quarter of those 15 to 24.   
 
Female respondents were more likely than males and individuals with a partner were two times as likely 
as those who were single to have heard of an NP.  Individuals who had attained a post-secondary 
education were more likely than those who had had a secondary education or less to have heard of an 
NP. As well, respondents who earned $50,000 or more annually were more likely to have heard of an NP 
compared to those who earned less. Finally, respondents with a chronic illness were more likely to have 
heard of an NP than those who did not have a chronic illness.  
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Willingness of Ontarian Respondents to See an NP for Support and Advice on Maintaining their 
Health and Well-Being    
 
Respondents who reported their health as excellent or good were more likely to be willing to see an NP 
for support and advice on maintaining their health and well being than those who reported their health as 
poor or fair. 
 
Willingness of Ontarian Respondents to See an NP Instead of an MD 
 
Ontario respondents 45 to 64 years of age were the most willing to see an NP instead of a doctor for 
minor illnesses such as colds, sore throats and allergies (82%). This was followed by 75% of those 25 to 
44, and 63% of those 65 and older.  Individuals under 25 years of age were the least willing to see an NP 
instead of an MD but even then, over half of this age group was willing to do so (58%).  Females were 
more likely than males to be willing to see an NP instead of an MD.  
 
Individuals who reported their health as either excellent or good were more likely to be willing to see an 
NP instead of an MD compared to those who felt their health was either poor or fair. 
 
Care Received from an NP in the Past 12 Months by Ontarian Respondents 
 
Females were over three times more likely than males to have received care from an NP in the past 12 
months.   
 
Exhibit 153: Demographic characteristics of Ontario respondents who had heard of an NP, were 
willing to see an NP, or had received care from an NP  
 
 Percentage 

Heard of NP 
Percentage 

Willing to see 
NP for support 

Percentage 
Willing to see 
NP instead of 

MD 

Percentage 
Received Care 
from a NP past 

12 months 
Community size     
< 5,000 53.1 81.8 66.7 9.4* 
5,000-99,999 63.5 68.3 69.4 8.1* 
100 000+ 41.5 66.7 69.3 7.5* 
Age Group     
15-24 25.0 62.7 57.8 5.9* 
25-44 51.1 65.1 74.6 9.6* 
45-64 67.7 77.0 81.5 7.7* 
65+ 52.0 75.0 63.3 8.0* 
Gender     
Male 36.6 64.6 64.1 3.9 
Female 56.0 72.3 74.7 12.1 
Marital Status     
No Partner 31.7 67.8 63.5 6.7 
Partner 62.7 67.8 75.3 9.3 
Education     
Less than secondary 42.9 42.9* 28.6* 15.4* 
Secondary 35.1 65.2* 58.7* 6.8* 
Post-secondary 55.9 72.5* 81.3* 8.2* 
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 Percentage 
Heard of NP 

Percentage 
Willing to see 

NP for support 

Percentage 
Willing to see 
NP instead of 

MD 

Percentage 
Received Care 
from a NP past 

12 months 
Employment     
Not working 41.6 71.3 64.1 10.1 
Working 48.2 65.8 72.2 6.0 
Income     
< $20,000 31.6 69.1 63.0 10.5* 
$20,000-$49,999 41.8 65.9 69.9 3.9* 
$50,000 + 58.2 69.2 75.5 8.6* 
Health     
Poor/Fair  45.8 55.9 55.9 12.5 
Excellent/Good 45.6 70.1 71.2 7.0 
Chronic      
Yes 55.4 67.8 67.9 10.4 
No 38.3 68.6 69.9 5.7 
Bolded and italicized cells are significant p<0.05 
* cells have expected counts of less than 5 and therefore cannot use chi-square result  

 

Satisfaction of Ontarian Respondents with Visits to NPs in the Past 12 Months 
 
Among the eight percent of Ontario respondents (n = 33) who had seen an NP in the past 12 months, 
overall satisfaction was extremely high.  Only two percent felt dissatisfied with the treatment and care they 
received from the NP and with the amount of time the NP spent with them.  All respondents were satisfied 
with the way the nurse spoke to and listened to them. 
 
Exhibit 154: Satisfaction with visits to NPs in the past 12 months by Ontario respondents (n=33) 
 

 Percentage 
Very satisfied 

Percentage 
Somewhat 
satisfied 

Percentage 
Somewhat 
dissatisfied 

Percentage Very 
dissatisfied 

Satisfaction with care or advice 
received from NP 

54.9 43.3 0.0 1.9 

Satisfaction with the way the nurse 
spoke and listened to you 

71.2 28.8 0.0 0.0 

Satisfaction with amount of time 
spent with you 

69.3 28.6 2.1 0.0 

 
As seen in Exhibit 154, due to the overwhelming satisfaction with the care that Ontarian respondents had 
received from NPs in the past 12 months - coupled with the small sample size of those who had used an 
NP in the past 12 months (n=33) - all cross-tabulations had a p value of > 0.05 or a p-value could not be 
computed.  
 

C
op

y 
fo

r a
rc

hi
ve

 p
ur

po
se

s.
 P

le
as

e 
co

ns
ul

t o
rig

in
al

 p
ub

lis
he

r f
or

 c
ur

re
nt

 v
er

si
on

. 
C

op
ie

 à
 d

es
 fi

ns
 d

’a
rc

hi
va

ge
.  

V
eu

ill
ez

 c
on

su
lte

r l
’é

di
te

ur
 o

rig
in

al
 p

ou
r l

a 
ve

rs
io

n 
ac

tu
el

le
. 



250 © Copyright IBM Corporation 2003 

Exhibit 155: Satisfaction of Ontarian respondents with interaction with NPs 
  

 Satisfaction with NP 
care or advice (%) 

Satisfaction with way NP 
spoke and listened to them 

(%) 

Amount of time NP 
spent with them (%) 

Community size    
< 5,000 100.0* 100.0* 100.0* 
5,000-99,999 100.0* 100.0* 100.0* 
100,000+ 96.0* 100.0* 96.0* 
Age Group    
15-24 100.0* 100.0* 100.0* 
25-44 100.0* 100.0* 100.0* 
45-64 85.7* 100.0* 100.0* 
65+ 100.0* 100.0* 80.0* 
Gender    
Male 100.0 100.0 100.0 
Female 95.8 100.0 95.8 
Marital Status    
No Partner 100.0 100.0 100.0 
Partner 94.4 100.0 94.1 
Education    
Less than secondary 100.0* 100.0* 100.0* 
Secondary 100.0* 100.0* 92.9* 
Post-secondary 94.1* 100.0* 100.0* 
Employment    
Not working 94.4 100.0 94.4 
Working 100.0 100.0 100.0 
Income    
<$20,000 100.0* 100.0* 83.3* 
$20,000-$49,999 100.0* 100.0* 100.0* 
$50,000+ 100.0* 100.0* 100.0* 
Health    
Poor/Fair  87.5 100.0 87.5 
Excellent/Good 100.0 100.0 100.0 
Chronic     
Yes 100.0 100.0 94.7 
No 100.0 100.0 100.0 

Bolded and italicized cells are significant p<0.05 

* cells have expected counts of less than 5 and therefore cannot use chi-square test 

 

Patient Survey 
 

Methods 

Twenty-seven (27) sites representing the following types of settings participated in site visits.  
▫ Community Health Centres; 
▫ Fee-for-service physician practices; 
▫ Primary Care Networks; 
▫ Long-term care facilities; 
▫ VON; 
▫ Public Health Units; 
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▫ Community Care Access Centres; 
▫ Emergency departments; and 
▫ Aboriginal Health Access Centres. 
 
Working with the site primary contact and through identification of the most appropriate recruitment 
strategy for each site, we made arrangements to have surveys distributed to patients who had seen an 
NP over a two-week period. Opportunities were provided to have patients participate in a focus group if 
this approach was preferred. One focus group was held with social workers who were responsible for 
children in care of the Crown. 
 
All sites were informed that IBM Consulting Services had been given external ethics approval for the 
patient survey.  Two sites conducted an additional internal ethics approval process prior to agreeing to 
distribute surveys to patients.  
 
Each patient received a recruitment package that included: 
▫ Information sheet and consent form approved by the Institutional Review Board Services; 
▫ The patient survey; and 
▫ A stamped addressed envelope for return to IBM. 
 
Patients were given a choice in the cover information letter to either complete the survey at the time of the 
visit and return it to a drop box at the site (in a sealed envelope) or to take it home and return it by mail 
using a stamped addressed envelope. Copies of patient survey information, consent form and survey 
may be found in Appendix I.  
 

Description of the Sample  

Two hundred and sixty individuals who were seen by a NP completed this survey.  Almost three-quarters 
(73%) of the respondents were women, and about one-third (36%) were 65 years and over.  The majority 
of individuals who had seen an NP had finished at least some post-secondary education, and half earned 
an income over $50,000 a year. Two-thirds felt their health was either excellent or good. 
 
Exhibit 156: Demographics of individuals who had seen an NP 
  
 N = 260 Percent (%) 
Gender   
Male 70 26.9 
Female 190 73.1 
   
Age   
<25 39 15.1 
25-44 60 23.3 
45-64 67 26.0 
65+ 92 35.7 
   
Education   
Completed high school or less 97 40.6 
Completed at least some post-secondary education 142 59.4 
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 N = 260 Percent (%) 
   
Income   
<$20,000 53 20.4 
$20,000 to $49,999 75 28.8 
$50,000+    132 50.8 
   
Health   
Excellent/Good 174 67.2 
Fair/Poor 85 32.8 

 
The ages of males and females who were seen by an NP varied.  Males 65 and over were most likely to 
have seen an NP, while females 25 to 44 were most likely to have done so.  
 

Findings 

These findings are not representative of all Ontarians who see an NP but rather the perspectives of a 
non- random sample of patients who were willing to complete a survey at the selected sites.  Because we 
were not able to keep track of the number of surveys distributed, we cannot provide a response rate.  
Therefore, we are not able to calculate the number who failed to return the survey; there is the potential 
bias that those who did not return the survey were unhappy with the NP and chose not to complete and 
return a survey. 
 
The type of site is not identified in the results given the small number of responses for some types of sites 
and the preference of sites to not be identified. 

 

Initial Recommendation to Visit an NP 

When asked how it came to be that they were seeing an NP, about one-third (30%) of respondents 
indicated that they had made this decision themselves and about one-quarter (23%) identified their 
physician as recommending the NP.  
 
Exhibit 157: Individual who first recommended seeing an NP 
 
 N Percent (%) 
Decided to see NP themselves 78 30.4 
Their doctor 58 22.6 
Receptionist  48 18.7 
Someone else in the office  45 17.5 
Other 27 10.5 
Family or friends   16 6.2 
* Percent does not total 100% because some individuals chose more than one response 
 
The initial recommendation to use an NP varied by gender and age.  Females were more likely than 
males to have visited an NP through self-referral or a recommendation from family or friends.  Males were 
more likely to have used the recommendation of others (doctor, receptionist or someone else in the 
office) for their first visit.  Individuals under 25 were more likely than those who were older to have initially 
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visited an NP through either self-referral or through a recommendation from family or friends whereas 
individuals 65 and over were more likely to have used the recommendation of others for their first visit.  
 
Visits to an NP in the Preceding 12 Months  
 
The average number of visits to an NP in the past 12 months among respondents was 5.9 with a range of 
1 to 52.  Approximately half had seen an NP between one and three times in the past year.  Three in ten 
had seen an NP more than six times.  
 
Exhibit 158: Number of visits to an NP in the past 12 months 
 
 N Percent (%) 
1 42 16.9 
2 46 18.5 
3 37 14.9 
4 30 12.1 
5 20 8.1 
>6 73 29.4 

 
Twenty-nine percent (29%) of respondents had accompanied a family member or someone in their care 
to see an NP in the past 12 months. Individuals between the ages of 25 and 44 were more likely to have 
accompanied someone to see an NP compared to individuals both younger and older.  
 
Most Recent Visit to an NP 
 
Just over four in ten respondents had scheduled their current visit to the nurse practitioner themselves 
because they wanted to see the NP. Twenty-two percent had made the appointment on the doctor’s or 
other health care provider’s recommendation; 12% scheduled the appointment with the NP because their 
doctor was unavailable.    
  
Exhibit 159: Method for scheduling an appointment with the NP visit on most recent visit 
 
Method of scheduling N Percent (%) 
Wanted to see the NP and made an appointment themselves 106 41.7 
Other  54 21.3 
The doctor was not available 31 12.2 
Another health care provider suggested making the appointment to see the NP 30 11.8 
Doctor requested the appointment to see the NP 27 10.6 
The receptionist suggested an appointment to see the NP  16 6.3 
* Percent does not total 100% because some individuals chose more than one response 
 
There were various reasons for the most recent visit to the NP.  The most frequent reasons were to 
receive general health information or ask questions about health issues, to receive care for a minor 
illness, to check or renew prescription medications, and for monitoring a chronic condition. 
 

C
op

y 
fo

r a
rc

hi
ve

 p
ur

po
se

s.
 P

le
as

e 
co

ns
ul

t o
rig

in
al

 p
ub

lis
he

r f
or

 c
ur

re
nt

 v
er

si
on

. 
C

op
ie

 à
 d

es
 fi

ns
 d

’a
rc

hi
va

ge
.  

V
eu

ill
ez

 c
on

su
lte

r l
’é

di
te

ur
 o

rig
in

al
 p

ou
r l

a 
ve

rs
io

n 
ac

tu
el

le
. 



254 © Copyright IBM Corporation 2003 

Exhibit 160: Main reason for most recent visit to NP  
 
Reasons N Percent (%) 
General information about health or to ask questions about health 59 23.6 
Other 54 21.6 
Care for minor illness such as a cold or sore throat  43 17.2 
Check or renew my prescription medication 22 8.8 
Monitor an ongoing condition such as diabetes or asthma 22 8.8 
Annual or general check up 21 8.4 
Specific test such as a Pap test or prostate test 18 7.2 
Pregnancy care 9 3.6 
Check-up for my baby 9 3.6 
Diet and lifestyle counselling 7 2.8 
Accompany a relative 6 2.4 
Support or counselling 4 1.6 
Arrange to see another health care provider such as a dietician or psychologist 2 0.8 
Participate in a group activity 0 0.0 
* Percentage does not total 100% because some individuals chose more than one response 

 

Perceived Benefits of NPs 
 
The top three benefits to respondents of seeing an NP were that the NP spent time to answer and 
address all concerns and questions, the quality of care was excellent, and the NP was easy to talk to. 
 
Exhibit 161: Benefits of seeing an NP 
 
Benefits N Percent (%) 
The NP spends time with me to answer my questions or address my concerns 221 85.7 
The quality of care the NP provides is excellent 214 82.9 
The NP is easy to talk to  204 79.1 
The NP gives support and information about how to look after my health condition or 
problem 

197 76.4 

I am able to see the NP quickly when I have a health problem 183 70.9 
I do not have to travel as far as I did in the past to see a health professional when I have 
a health problem 

91 35.3 

The NP helps me find out where to get help from other services in the community 77 34.1 
Other  46 17.8 
The NP makes home visits or provides care in the home 45 17.4 
The NP is available after regular office hours 33 12.8 
* multiple response option 
 
Individuals visiting an NP were asked about their level of satisfaction with various aspects of their care. 
Almost all respondents were either very satisfied or somewhat satisfied with the care or advice they 
received from their NP, the amount of time the NP spent with them and the way the NP spoke and 
listened.  
 
Ninety-four percent (94%) of respondents were satisfied with the availability of the NP; 94% were satisfied 
with the waiting time for an appointment with the NP compared to only 61% who were satisfied with the 
waiting time for an appointment with the doctor. Ninety-eight percent (98%) of respondents were satisfied 
with how the professionals in the health centre worked together to help with health problems. 
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 Exhibit 162: Satisfaction with the care provided by NPs 
 
 Very 

Satisfied 
Somewhat 
Satisfied 

Somewhat 
Dissatisfied 

Very 
Dissatisfied 

The way the NP speaks and listens. 91.0 8.2 0.4 0.4 
Amount of time the NP spends with the patient 88.0 11.6 0.0 0.4 
Care or advice received from the NP 87.1 12.5 0.0 0.4 
The availability of the NP 78.8 14.7 5.6 0.9 
How the professionals in this centre work 
together to help with health problems 

77.0 20.9 1.7 0.4 

Waiting time for an appointment with the NP 72.6 21.5 3.8 2.1 
Waiting time for an appointment with the doctor  30.5 30.1 21.7 17.7 

 

Concerns with NP Visits 
 
Only seven respondents (2.7%) felt there were things they did not like about seeing the NP.  The main 
reason appeared to be lack of clarity about the NP’s role, knowledge, education or training. Two 
respondents felt that they could not choose to see their doctor rather than the NP. One was concerned 
that their doctor would not be aware of their health and their concerns.  
 
Exhibit 163: Concerns with NP visits 
 
Concerns N=7 
I am not clear about the NP’s knowledge, education or training 3 
I do not feel that I can choose to see my doctor rather than the NP  2 
I am concerned that my doctor will not be aware of everything about my health and 
about my concerns 

1 

I am not clear about the NP’s role 1 
Other  4 
 * multiple response option 

 

Summary 

The majority of respondents had seen an NP more than once in the past year, with 30% seeing the NP 
six or more times. The use of NPs was more frequent among females and those 65 and over.  Individuals 
who had attained a higher level of education or higher incomes were also more likely to use the services 
of NPs. 
 
Individuals had many sources of referral to NPs, including themselves, their physicians, family and 
friends. The highest percentage of respondents reported that they used self-referral for their first visit to 
an NP; this was followed by a recommendation from a physician.  
 
There was a wide variety of reasons for the current visit to the NP; the main reasons were to receive 
general health information or to ask questions, to receive care for a minor illness or chronic illness, and to 
check or renew prescription medications. 
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There were many methods for scheduling the current appointment with the NP.  Just over four in ten had 
made the appointment for the most recent visit to the NP themselves because they wanted to see the NP. 
Only 12% made the appointment because the doctor was not available.  
 
Overall, respondents were satisfied with their experiences with NPs.  Only seven respondents felt there 
were things they did not like about NPs. The most frequently reported concern was lack of clarity about 
the NP’s role, knowledge, education and training. 
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8.  Limitations and Confounders 
 
Wherever possible, the researchers attempted to minimize the degree of sampling error and selection 
bias by designing a systematic study with significant input from the steering committee.  In addition, 
where possible, the researchers attempted to control any other known confounders in the analysis.  
However, several confounders and limitations to the NP and physician surveys were identified.  This 
chapter highlights the identified confounders and limitations and treatment of the issues. 
 

NP Surveys 

Prior to administering the NP survey, the questionnaire was pre-tested for length, clarity, language and 
comprehensiveness of response options by a group of seven NPs.   Suggestions for change were 
incorporated into the survey.  In addition, the survey was reviewed by the project executive for content.  
The survey also utilized, where possible pre-existing questions.  Although the pre-testing of the 
questionnaire allowed the researchers to clarify the questionnaire prior to distribution, there may have 
been some questions that respondents found unclear.  This is particularly true in mail-in surveys where 
respondents cannot immediately clarify questions. To avoid bias in the constructs, the researchers 
removed those questions from the multivariate analysis.    
 
The questionnaire was designed predominately as a closed-ended survey with a well-designed form for 
the respondent.  Closed-ended questionnaires provide some advantages in that they may prompt the 
respondent to remember responses that might otherwise be forgotten and they are in accordance with the 
principle that specific questions are better than general ones.  However, open-ended questions may be 
more effective when the survey is exploratory or questions are sensitive.  To create a balance, the team 
created questions that were closed ended but provided an opportunity to provide comments.  A 
substantial number of questions were re-coded to include these comments in the database. 
 
Mail-in surveys are also typically subject to response bias and low response rates.  The NP survey 
however, was well publicized and supported by the MoHLTC.  As a result, the response rate for this 
questionnaire was 77%.  In addition, in reviewing the data, there was significant variation in the 
responses indicating that the survey reflects a wide range of NP opinions and perspectives. 
 
In order to gain information related to a wide variety of domains, while identifying important respondent 
characteristics, the number of questions in the survey was substantial at 86 questions and 19 pages in 
length. To verify that questions occurring later in the survey were not prone to under-reporting, the 
researchers examined the portion of missing responses for each question on the survey and did not find 
evidence of a trend. 
 

Physician Surveys 

The two physician surveys were pre-tested by eight physicians, four of whom work with NPs (survey A) 
and four of whom do not work with NPs (survey B).  Again, suggestions for change were incorporated into 
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the surveys. In addition, the surveys were reviewed by the project executive for content. The surveys 
were developed in part, to ask questions similar to those asked of the NPs.  Therefore, many of the 
questions from the NP survey were duplicated, allowing the researchers to refine the physician surveys 
based on the results of the NP survey.  However, as with the NP survey, the physician survey was a mail-
in survey and therefore physicians could not obtain immediate clarification on questions if required. 
 
The MDs who work with NPs could not be clearly identified.  Therefore, the research team attempted to 
reach this population through two methods.  First, the project team telephoned all sites with MoHLTC 
funded NP positions and requested information on the physician names and addresses for those 
physicians working with NPs. This information was provided by some but not all sites. In addition, all site 
visit sponsors were asked to distribute the physician surveys to physicians on behalf of the project.  The 
project team also generated a random sample of physicians through the Ontario College of Family 
Physicians.  Given that some of the physicians who were randomly selected may in fact work with NPs, 
copies of both survey A and survey B were included in the physician package.  Although several methods 
were employed to reach all study physicians, the sampling frame may not have covered the entire 
physician population that works with NPs.  To minimize the influence of selection bias on the findings, the 
site visit findings were used to validate the survey findings.  The research team was not however, able to 
obtain information on non-respondents. 
 
Typically, physicians represent a population that is over-surveyed and hence the response rate to 
physician questionnaires is generally very low.  To overcome this limitation, physicians were offered an 
honorarium for survey completion ($100 for completion of survey A; $50 for completion of survey B). 
 

Analysis 

The analytical methods employed in this study were designed to minimize the degree of bias in the 
estimates and findings.  However, some of the survey variables analyzed had very small cell counts.  
Wherever possible, the research team aggregated “like” responses to increase the sample size; however, 
this was not always possible.  As a result, the analysis may not have identified all possible variables that 
have a significant and substantive effect on the integration process.  The researchers also investigated 
variables that were not significant but had a substantive effect on the dependent variable.  Where other 
analysis supported inclusion of these variables they were added to the final regression model.  The 
analysis was also reviewed by the data analysis working group to provide face validity to the findings.  
Regardless however, the findings of this analysis should be put in context with the qualitative site visit 
analysis. 
 
The analysis was also constrained by the questions and responses provided in the survey.  Although the 
surveys were comprehensive, in some instances respondents indicated the response “other” without 
providing any further specification.  In addition, important questions may not have been asked of the 
respondents.  However, the research team designed the survey tools based on the literature and pre-
existing tools that should minimize this bias. 
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Finally, as this is the first study of its kind to apply the composite scores in regression to predict NP 
integration, it is difficult to evaluate the overall integrity of the results.  Replication of this work in other 
jurisdictions will increase the validity and reliability of the findings. 
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9. Conclusions and Recommendations 
 

Data Collection Sources and Analysis Approach for the Two Research 
Questions 

The primary focus of the Primary Health Care NP Integration Study was to determine how best to 
integrate primary health care nurse practitioners into Ontario’s health care system and specifically into 
various settings.  The key questions to be answered by the study were: 
1. What barriers must be overcome and what facilitators must be encouraged to further integrate NPs 

into specific practice settings? 
2. What can be learned about the practice models in which NPs function, specifically, which models do 

not work well and why and which models work best to support integration of NPs? 
 
The following exhibit summarizes the sources for data collection and the analysis undertaken to address 
the first question. 
 
Exhibit 164:  Data collection sources and analysis approach 

Data Collection Sources and Analysis Approach
Question 1: What are the Barriers and Facilitators to Integration?

�365 surveys from
RN (EC)s, 

of which 253
were practicing in 

primary care
�225 surveys from MDs

who work with NPs
�492 surveys from MDs 

who
do not work with NPs

Descriptive 
Analysis

Bivariate
and 

Multivariate
Analysis

Data Collection Sources

�260 surveys from patients 
who see an NP

�Survey of 428 Ontarians

�27 site visits

�NP Role
�External Influences
�Collaboration

And Team
Dynamics
�Workplace
Satisfaction
�NP Role in 

Decision Making

Indicators of
Integration

Synthesis
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Barriers to Integration 

The key findings in relation to the barriers to integration were: 
 
NP Role within the Practice Setting 
▫ Lack of NP involvement in the definition of the role for a specific setting; 
▫ NP lack of previous related experience; and 
▫ NP has a limited role. 
 
External Influences  
▫ MD and NP concern about liability – this is associated with a lack of role clarity, NP involvement in 

developing the position description, length of time of prior RN experience, satisfaction with 
communication, collaboration and NP concerns regarding NP liability insurance;  

▫ Legislative barriers such as the Public Hospitals Act; and 
▫ Limitations of funding. 
 
Collaboration and Team Dynamics 
▫ Resistance from health care providers outside of the practice; 
▫ Structure of the MD/NP working relationship; 
▫ NP practices in isolation; and  
▫ Lack of understanding from the public about the NP role. 
 
Workplace Satisfaction 
▫ Lack of NP access (financial and time) to continuing education; and 
▫ MD concern about inadequate funding for NP salary and NP-related overhead.  
 
Decision Making 
▫ NP role is narrowly defined; and 
▫ NP is a member of a union. 
 

Facilitators to Integration 

The key findings in relation to facilitators to integration were: 
 
NP Role within the Practice Setting 
▫ NP involvement in developing position description; 
▫ More NP time spent on clinical vs. non-clinical activities; 
▫ NP role is clearly defined; 
▫ NP has previous related work experience; and 
▫ Patients are referred from outside the practice setting. 
 
External Influences  
▫ NPs who deliver care in the way they prefer are more likely to work to the full scope of practice. 
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Collaboration and Team Dynamics 
▫ Acceptance by MD and MD positive attitude toward NP role; 
▫ Open communication and co-operation about patient care, mutual respect, trust in decision making; 

and 
▫ MD and NP agree on structure of the working relationship. 
 
Workplace Satisfaction 
▫ NP role is clearly defined; 
▫ Care is delivered in a manner preferred by the NP; and 
▫ NP is primary provider for greater proportion of his/her patients. 
 
Decision-Making 
▫ NP involved in developing the position description; and 
▫ Care is delivered in a manner preferred by NP. 
 
Characteristics of MDs who are more likely to work with NPs 
 
Responses from physicians indicated that MDs who are more likely to work with NPs have the following 
characteristics: 
▫ Have previous or current experience working with an NP; 
▫ Have support from community and patients; 
▫ Work in HSO/FHN/PCN and emergency settings (less likely if fee-for-service setting); 
▫ View prevention/wellness care, health promotion and patient education as valuable NP services (this 

is for MDs not currently working with an NP); 
▫ View psychosocial support and counselling, linkage to the community and monitoring chronic illness 

as valuable NP services  (this is for MDs currently working with an NP); 
▫ View NP expertise and education as key facilitators; and 
▫ See the structure of the working relationship as important. 
 
The following exhibit summarizes the sources for data collection and the analysis undertaken to address 
the second question. 
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Exhibit 165:  Data collection sources and analysis approach 

Data Collection Sources and Analysis Approach
Question 2: What can be learned about Practice Models?

�365 surveys from
RN (EC)s, 

of which 253
were practicing in 

primary care
�225 surveys from MDs

who work with NPs
�492 surveys from MDs 

who
do not work with NPs

Data Collection Sources

27 site visits
Describe

Dimensions 
and Elements

of PracticeLiterature Review

Link to integration
domains

Descriptive
And

Content
Analysis

Synthesis

 
 

The key findings related to this question are summarized in Exhibit 166. 
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Exhibit 166:  What can be learned about the practice models in which NPs function? 

Key Findings from Research Question 2: What can be learned about the practice 
models in which NPs function? Which models do not work well and why  and which 
models work best to support integration of NPs?

Key Facilitators:
� Shared vision for the NP role
� Alignment of the role
with the practice setting
� Role definition and 
clarity with practice team
� Alignment of NP skills and 
experience with role
� Positive team dynamics
� Physician remuneration
for consultation with NP
� Adequate funding for
overhead
� Communication channels
with external allied health
professionals

Condition Based
NP practices
to scope with
a focus on a 

specific 
health/illness

condition

Population Based
NP practices
to scope with
a focus on a 

specific 
population (age, sex,

geography)

Scope Based
NP practices
to scope with

a focus
on a general primary

care population

Collaborative Consultative

Key Characteristics:
Collaborating MD

has
a formal and

ongoing 
relationship with 

the patient
population along

with the NP

MD and NP “share”
care of patients

MD not directly
remunerated

for collaboration

Key Characteristics:
Consulting MD
does not have
a formal and

ongoing 
relationship with 

the patient
population

served
by the NP

Primary MD role
is to

consult with NP

MD remunerated
for consultation
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egree of consultation is predeterm

ined, negotiated
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NP Practice FocusPrimary NP/MD Relationship Primary NP/MD Relationship

 
 

There were a number of lessons learned from different practice settings, including: 
 
▫ NPs working in Community Health Centres and Health Service Organizations were more likely to 

practice to their full scope;  NPs working in fee-for-service settings were least likely to practice to full 
scope. 

▫ NPs working in Community Health Centres, Health Service Organizations and outposts reported the 
lowest percentages of limited practices. 

▫ NPs working in outposts were most likely to participate in on-call activities. 
▫ NPs in outposts, mental health and rehabilitation and Family Health Network and Health Service 

Organization settings were most likely to refer patients to specialists. 
▫ No significant differences existed between practice settings related to liability. 
▫ More NPs working in fee-for-service settings were involved in developing their position description 

than in other settings. 
▫ The NP role was less defined in long-term care facilities and Community Care Access Centres. 
▫ Satisfaction levels varied across practice settings: 
¾ NPs in long-term care settings and in other settings not defined in the survey (e.g., community 

cardiovascular care, self-employed, student health services, private school medical clinic) 
reported higher levels of satisfaction on scope of practice, role in decision making and workplace 
satisfaction. 

¾ NPs in emergency settings reported higher levels of satisfaction on workplace satisfaction and 
collaboration and team dynamics. 
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¾ NPs in public health units reported lower levels of satisfaction on scope of practice. 

 

Results of a Survey of the Public and Patients 

 
Forty-six percent (46%) of Ontario residents reported that they had heard of a health provider called an 
NP (Exhibit 153).  Upon explanation of the NP role, two-thirds said they would be willing to see an NP for 
wellness care and for treatment of minor illnesses.  Of those who had seen an NP in the past 12 months, 
satisfaction rates were high.  Both the patient and the public surveys found females are more likely than 
males to use NP services.  The majority of patients who had seen an NP at site visit settings and who 
completed surveys were higher income individuals in good health.  Results from the HealthInsider survey 
of the public indicated a higher level of familiarity with NPs among these groups. 
 
When asked what they liked about seeing an NP, patient survey respondents indicated the following: the 
amount of time the NP spent with them; the quality of care they received; the ease with which they were 
able to speak to the NP; and the information given about their health condition. 
 
The findings also indicated a lower level of awareness of NPs and their role than might be expected.  This 
finding leads to a recommendation for the MoHLTC to provide more consumer education in relation to the 
NP role. This is of great importance given the introduction of more NPs into the provincial health care 
system.  

 

Recommendations  

We note in brackets next to each of the recommendations the key data that support the 
recommendations.  The identified exhibits are not all inclusive but give an indication of key data that 
support the recommendations. Many of the recommendations are based on multi-variate analysis which 
looks at the relationships between variables and it is, therefore, difficult to identify one particular variable 
that  explains each recommendation. 
 

Accountability for Implementation of Recommendations 

1. The Joint Provincial Nursing Committee (JPNC) to prioritize, develop a timetable, and assign 
responsibility for the implementation of the recommendations contained in this report. 

 
2. The Nursing Secretariat to be accountable for facilitating an evaluation in two years time to 

examine the extent to which the recommendations in this report are implemented and the impact 
of that implementation. 
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Shared Vision and Role Alignment 

3. MoHLTC, Council of Ontario University Programs in Nursing (COUPN), stakeholder organizations 
and associations to develop a joint statement related to the vision for NPs in the province. This 
vision statement should be broadly disseminated to health organizations, providers and the 
public.  (See Site Visit Summary, Chapter 6.) 

 
4. MoHLTC to encourage organizations with funded NP positions to articulate their mission, vision 

and team strategy. This could be a requirement in the proposal process for sites to have a funded 
NP. (See Site Visit Summary, Chapter 6.) 

 
5. Educational institutions, with the support of MoHLTC, to plan opportunities for NPs, physicians 

and other allied health care professionals to learn about respective roles during professional 
training. (See Analysis of NP and MD Surveys, Chapter 5, Exhibits 53 and 88, Site Visit 
Summary, Chapter 6.) 

 
6. COUPN, with the support of MoHLTC, to plan for internship opportunities for NPs that build on 

the basic NP education and recognize the transition from novice to expert. These opportunities 
should also recognize the differences in skills and experiences across practice settings. (See 
Analysis of NP and MD Surveys, Chapter 5, Exhibits 42, 52 and 55, Site Visit Summary, Chapter 
6.) 

 

NP Role Clarity 

7. MoHLTC to require that funding proposals for NP positions include a needs assessment and 
clear definition and description of the proposed NP role at that site.  (See Analysis of NP and MD 
Surveys, Chapter 5, Exhibits 35, 61, 130 and 139, Site Visit Summary, Chapter 6.) 

 
8. MoHLTC, in collaboration with stakeholder groups, to develop an orientation package for sites 

funded for an NP. The package could include specific information about NP skill sets and 
guidelines for education and orientation to the NP role for all members of the health care team. 
(See Analysis of NP and MD Surveys, Chapter 5, Exhibits 35, 49, 73, 130, 135 and 139, Site Visit 
Summary, Chapter 6.)  

 
9. NPs to be included by the funded sites in defining their role and level of autonomy, taking into 

consideration their skills and experience as part of the introduction of the NP into the practice 
setting.  (See Site Visit Summary, Chapter 6.) 

 
10. NP role definition to be reviewed and updated by sites funded for an NP on an annual basis or as 

needed to ensure patient needs, other team members’ roles and practice focus are aligned. (See 

C
op

y 
fo

r a
rc

hi
ve

 p
ur

po
se

s.
 P

le
as

e 
co

ns
ul

t o
rig

in
al

 p
ub

lis
he

r f
or

 c
ur

re
nt

 v
er

si
on

. 
C

op
ie

 à
 d

es
 fi

ns
 d

’a
rc

hi
va

ge
.  

V
eu

ill
ez

 c
on

su
lte

r l
’é

di
te

ur
 o

rig
in

al
 p

ou
r l

a 
ve

rs
io

n 
ac

tu
el

le
. 



267 © Copyright IBM Corporation 2003 

NP and MD Surveys, Chapter 5; Exhibits 21, 130, 135, 137 and 139, Site Visit Summary, Chapter 
6.) 

 

Team Dynamics 

11. MoHLTC to work with stakeholders to create a venue/forum for sharing best practices related to 
team collaboration in sites funded for an NP.  (See Analysis of NP and MD Surveys, Chapter 5, 
Exhibits 101, 102 and 110, Site Visit Summary, Chapter 6.) 

 
12. MoHLTC to remunerate MDs for consultation and collaboration with the NP unless the funding 

mechanism of a setting (e.g., CHC) already includes this remuneration. The MoHLTC and OMA 
should work to determine the most appropriate rate to be paid to physicians for formal and 
informal collaboration and consultation with the NP.  (See Analysis of NP and MD Surveys, 
Chapter 5, Exhibit 86, Site Visit Summary, Chapter 6.) 

 
13. MoHLTC and hospitals to review the impact of NPs on emergency department volumes and the 

associated impact on MD positions funded through Alternate Payment Plans.  (See Analysis of 
NP and MD Surveys, Chapter 5, Exhibit 121, Site Visit Summary, Chapter 6.) 

 
14. Practices creating an NP role for the first time to be given one-time funding from the MoHLTC to 

support the costs associated with orientation, role definition, team building exercises and conflict 
resolution.  Knowledge created through this process should be transferred when other NPs/team 
members join the practice.  (See Key Findings of Analysis of NP and MD Surveys, Chapter 5, 
Site Visit Summary, Chapter 6.) 

 

Resources 

15. To facilitate planning and monitoring, the MoHLTC to develop with the program areas and 
selected stakeholders, standard information collection and reporting mechanisms regarding NP 
human resources and activity.  This information could be used to facilitate planning for resource 
allocation, NP education and to support the development of performance measures.  (See 
Analysis of NP and MD Surveys, Chapter 5, Exhibits 55 and 110, Site Visit Summary, Chapter 6.) 

 
16. MoHLTC to identify a co-ordinating body for NP human resources planning and monitoring. (See 

Analysis of NP and MD Surveys, Chapter 5, Exhibits 12 and 13.) 
 
17. MoHLTC to develop a centralized process to maintain current information about funded NP 

positions.  (See Key Findings of Analysis of NP and MD Surveys, Chapter 5). 
 
18. In relation to NP salary and benefits: (See Analysis of NP and MD Surveys, Chapter 5, Exhibits 

40, 41, 55, 86, 110, 126 and 127) 
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a. MoHLTC to oversee the development of a policy for a stable funding mechanism for NP 
positions. 

 
b. In conjunction with selected stakeholders, MoHLTC to develop guidelines for sites to use 

in relation to salary equity. 
 

c. MoHLTC to develop a plan to align salaries between newly funded positions and current 
positions. 

 
d. MoHLTC to develop a long-term plan for funding to account for cost of living and other 

increases. 
 

e. MoHLTC to re-examine the amount allocated to sites for overhead costs to ensure 
comprehensive and appropriate coverage. 

 
19. MoHLTC and selected partners to develop NP activity benchmarking and disseminate this 

information to sites with funded NP positions. ( See Analysis of NP and MD Surveys, Chapter 5, 
Exhibits 21 and 34) 

 

NP Scope of Practice 

20. MoHLTC to consult with medical and nursing associations in relation to billing rules within 
Ontario’s Schedule of Benefits related to the issue of allowing a specialist to be paid when a 
referral comes from an NP.  (See Analysis of NP and MD Surveys, Chapter 5, Exhibits 31, 32 and 
62, Site Visit Summary, Chapter 6.) 

 
21. Consistent with the RHPA, MoHLTC to consult with nursing and medical associations and 

regulatory bodies to develop a review process related to approved drugs NPs can prescribe and 
laboratory tests that NPs can order. This is intended to improve and streamline the process and 
ensure inclusion of tests and drugs to manage conditions within the NP’s scope of practice.  (See 
Site Visit Summary, Chapter 6.) 

 
22. Nursing associations to develop a process to ensure the timely dissemination of information to 

NPs about updates to the list of approved drugs. This list to categorize drugs by name and 
classification. (See Site Visit Summary, Chapter 6). 

 
23. MoHLTC, with the appropriate stakeholders and institutions, to develop a process that facilitates 

the flow of information between care sectors (e.g., hospital, long-term care facility) and allows for 
NP involvement in patient care as it relates to continuity. (See Site Visit Summary, Chapter 6.) 

 
24. Nursing and medical associations to disseminate information to NPs, physicians and interested 

stakeholders about current NP liability coverage and implications for each professional group. 
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(See Analysis of NP and MD Surveys, Chapter 5, Exhibits 33, 34 and 131 to 133, Site Visit 
Summary, Chapter 6.) 

 
25. In the Fall of 2002, relevant stakeholders, including nursing and medical associations, respective 

protective agencies and MoHLTC began a collaborative review of the restrictions related to NP 
liability protection that was resolved in June 2003.  It is recommended that the implementation of 
the outcomes of this review be monitored by the involved stakeholders. (See page 18 and 37, 
Analysis of NP and MD Surveys, Chapter 5, Exhibits 33, 34 and 131 to 133) 

 

Recommendations – System Integration of the NP 

26. MoHLTC, in collaboration with NP stakeholder groups, to develop a public education program 
about NPs and their role in primary health care. This program will include guidelines and best 
practices for community education programs about the NP role. (See Analysis of NP and MD 
Surveys, Chapter 5, Exhibits 101 and 102, Site Visit Summary, Chapter 6.) 

 
27. MoHLTC and NP stakeholder groups to facilitate the development of a best practices information 

clearing house related to community/organization/health setting education and/or orientation to 
the NP role. This information should be integrated with other initiatives related to best practices 
for primary health care delivery.  (See Key Findings of Analysis of NP and MD Surveys, Site Visit 
Summary, Chapter 6.) 

 
28. MoHLTC and the Council of Ontario University Programs in Nursing (COUPN) to review 

strategies for increasing the educational preparedness of the NPs including longer clinical 
practica, addition of an internship year, raising the level of the PHCNP educational program to a 
Master’s level, increasing the length of the educational program, and increasing the emphasis on 
and access to continuing education. (See Analysis of MD and NP Surveys, Chapter 5, Exhibits 42 
and 55, Site Visit Summary, Chapter 6.) 

 
29. MoHLTC and COUPN, in consultation with nursing associations, to develop an educational 

strategy that would respond to the basic and on-going education needs of NPs related to specific 
primary health care clinical practice areas.  (See Analysis of MD and NP Surveys, Chapter 5, 
Exhibits 42 and 55) 
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Appendix A – Abbreviations 
 

CCAC – Community Care Access Centre 

CHC – Community Health Centre 

COUPN – Council of Ontario University Programs in Nursing 

ER – Emergency Room 

FHN – Family Health Network 

FFS – Fee-for-Service 

HSO – Health Service Organization 

LTC – Long-Term Care 

MoHLTC – Ministry of Health and Long-Term Care 

NP – Nurse Practitioner 

PCN – Primary Care Network 

RN – Registered Nurse 

RN(EC) – Registered Nurse (Extended Class) 

RPN – Registered Practical Nurse 

VON – Victorian Order of Nurses 
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Appendix B Canadian literature 
 
Author, Year, 

Province 
Background Objective Study 

design/limitations 
Findings Conclusions 

Andrusyszyn, Mary 
Anne, van Soeren, 
Mary, Laschinger 
Spence, Heather, 
Goldenberg, Dolly, 
DiCenso, Alba, 
“Evaluation of 
Distance Education 
Delivery Methods 
for a Primary Care 
NP Program”, 
Journal of Distance 
Education, 1999, 
14(1). 
 
Ontario 
 

Primary Care NP 
programs have been 
operating in the US since 
1965, but until recently, 
none existed in Canada. 
 
Note: similar to Journal of 
Advanced Nursing, 2000, 
32(4). 

Evaluation of the 
educational 
delivery methods 
employed in the 
first two years of 
the Primary Care 
NP program.  

Professors, graduates 
and tutors participated. 
Questionnaires were 
distributed in 1996 and 
1997, and focus group 
interviews were 
conducted evaluating: 
perceived satisfaction, 
changes in comfort with 
technology, 
technological support, 
interaction and 
development of 
relationships, 
development of a 
learning community and 
the ability to express 
opinions. 
Quantitative responses 
and qualitative 
responses were 
collected. 

Multiple delivery methods were well 
received. 
Face-to-face most satisfying. 
Greatest comfort increase was with 
computer-conferencing. 
Orientation to all technologies before 
program is essential. 
For professors in the second year all 
methods of delivery met requirements 
except for video teleconferencing. 
Tutors measured face to face method 
most positively.   

Strengths include: response rate and 
collection of quantitative and 
qualitative data. 
Limitations include: responses from 
group could be from highly motivated 
learners are biased in a positive 
direction. 
Multiple distance education delivery 
methods that combined traditional 
and non-traditional methods were 
used effectively in the Primary Care 
NP program. 

Batchelor, G., 
Spitzer, W., 
Comley, A., 
Anderson, G., “NPs 
in primary care IV, 
Impact and 
attitudes of an 
interdisciplinary 
team on attitudes of 
a rural population”, 
CMAJ, 1975, 112. 
 
Ontario 

The Smithville-McMaster 
family clinic, which 
employs NPs, was 
established in 1971 in 
response to community 
initiative. 

Report the changes 
in attitudes towards 
the expanding role 
of family NPs from 
1971 and 1973 and 
the differences in 
1973 of who chose 
the clinic as their 
source of health 
care and those who 
used other sources 
of health service. 
Report the way in 
which the 
introduction of 
interdisciplinary 
clinic affected 
attitudes towards 
acceptance, 

Data was collected 
through questionnaires 
in respondents’ homes 
using the same 
procedures in 1971 and 
1973. 
In 1971, 1501 
participants were 
interviewed, and in 
1973 1132 were re-
interviewed.  
These participants use 
either the family 
medical clinic or other 
arrangements referred 
to as the township 
respondents. 
In 1973 interviews were 
collected for a second 

Of the 1707 participants interviewed, 
(1132 from sample A and 575 sample 
B) 29% had self-selected to obtain 
health services through the family 
medical clinic. 
Patients at the family clinic increased 
their dependence on doctors. 
Family clinic patients were more likely to 
indicate a nurse as their second choice 
even though most prefer to visit a doctor 
when they have a worry-inducing 
situation. 
Two years with the clinic did not greatly 
alter the view of township residents 
about the appropriateness of the 
nurses’ role in home visits. 
The family clinic made health care more 
accessible and convenient to the 
residents. 

Most consumers of care accept NPs 
in primary care as co-practitioners to 
family physicians in interdisciplinary 
practice. 
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Author, Year, 
Province 

Background Objective Study 
design/limitations 

Findings Conclusions 

accessibility and 
convenience of 
health services in 
the community. 

probability from 600 
respondents of which 
575 were completed. 
The samples from A 
and B involved 
stratification by town 
and rural place of 
residence. 
 

 

Caty, Suzanne, 
Michel, Isabelle, 
Pong, R., Stewart, 
Dianne, “A profile 
of the 2001 cohort 
of applicants to the 
Ontario primary 
health care NP 
education 
program”, Centre 
for Rural and 
Northern Health 
Research, 
December 2001, 
(unpublished). 
 
Ontario 

The NP education 
program is funded by the 
MOHLTC and was funded 
for four years and in 1999 
the funding was extended 
for an additional four 
years. 

Examine the 
characteristics of 
the applicants, 
students, and 
graduates of the 
NP education 
program including 
how they view the 
program, identify 
factors that 
influence their 
practice locations 
and to examine 
their career plans 
and practice 
profiles. 
As well as monitor 
and analyze the NP 
human resources 
trends and issues. 

Data were used from 2 
sources: the standard 
application form of the 
Ontario Universities’ 
Application Centre and 
data from an admission 
assessment process 
developed by COUPN 
as well as the review of 
the applicant’s personal 
essay. 

In 2001, 219 applied to the NP program. 
97.7% of the applicants chose the NP 
program as their first choice showing 
commitment to NP studies. 
82.2 applied to Northern universities 
and 17.8% applied to Northern 
universities. 
18% of the applicants were from outside 
of Ontario. 
The mean age was 37 and 87.7% had 
attended university. 
195 applicants were reviewed and 10 
were Master’s prepared, 4 reported to 
be aboriginal and 23 were from outside 
the province. 
138 of the applicants were retained for 
the third step of the process and 81.2% 
were admitted. 
Of those 75% had a university degree 
and 25% had a college degree. 

Very few differences have been 
identified with the applications over 
the years. 
Research team feels that the 
applicant component of the NP multi-
year tracking study be eliminated 
because of the similarities in 
applications over the years. 
The number of applicants has 
increased by 22% in 1999 and 45% 
in 2000. 
 

Caty, Suzanne, 
Michel, Isabelle, 
Pong, R., Stewart, 
Dianne, “The 1996-
1997 cohort of 
graduates of the 
transition phase of 
the NP education 
program: their 
views and career 
activities”, Centre 
for Rural and 
Northern Health 
Research, July 
2000, 

A transition phase was 
developed for nurses in 
Ontario practicing 
unofficially as NPs. 
This is the third report in a 
series.  The first report 
was an exit survey and 
the second report was a 
follow-up survey. 

Examine the 
characteristics of 
the applicants, 
students, and 
graduates of the 
NP education 
program including 
how they view the 
program, identify 
factors that 
influence their 
practice locations 
and to examine 
their career plans 
and practice 

Follow-up questionnaire 
consisting of 15 
questions graduates 
were requested to 
complete. 
Survey was sent in 
February 2000 and of 
the 40 graduates 26 
returned it. 
Open-ended questions 
were analyzed by 
identifying themes. 

80% of the graduates would still 
become a NP if they could start all over 
again. 
Graduates felt the program adequately 
prepared them for practice. 
54% felt that the educational level 
should be a master’s. 
46% felt job prospects were good; 
however 46% felt they were bad. 
Table 2 shows views on issues 
pertaining to NP practice.  
Mean of 6.58 of 7 felt that NPs are not 
mini-doctors and 6.56 felt that their title 
should be protected. 
96.2% were registered in the ‘extended 

The government has announced 
new NP positions that are being 
funded regionally in rural and urban 
communities that should increase 
accessibility to primary health care 
and NP services. 
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design/limitations 

Findings Conclusions 

(unpublished). 
 
Ontario 

profiles. 
As well as monitor 
and analyze the NP 
human resources 
trends and issues. 

class’ with the College of Nurses and all 
belong to at least one nursing affiliation. 
88.5% of the graduates were working as 
NPs at the time of the survey. 
69.2% practiced in Southern Ontario 
and only 23.1% worked in Northern 
Ontario. 
Table 5 shows factors influencing 
practice location including the most 
influential; availability of NP employment 
and the opportunity to practice with 
other health professionals in a 
collaborative model. 
50% practice in CHCs. 
Graduates earned on average $61,739 
and ranged from $35,000 to $70,000. 
96.2% report collaborating with a 
physician and 75% with other 
professionals as well. 
Table 11 shows the frequency of select 
activities. 
A mean 6.58 of a total of 7 indicates 
that the most frequent activity is to 
assess, diagnose, and monitor health 
status. 
73.1% had been preceptors for NP 
students. 
Difficulties seen in Table 12 include; 
uncertainty of provincial government 
support for the NP role and coping with 
a rapidly changing health care system. 

Caty, Suzanne, 
Michel, Isabelle, 
Pong, R., Stewart, 
Dianne, “The 2000 
cohort of graduates 
of the transition 
phase of the NP 
education program: 
their experiences, 
views and career 
plans”, Centre for 
Rural and Northern 
Health Research, 

In 1995, the Council of 
Ontario Programs in 
Nursing (COUPN) began 
offering a NP program. 

Examine the 
characteristics of 
the applicants, 
students, and 
graduates of the 
NP education 
program including 
how they view the 
program, identify 
factors that 
influence their 
practice locations 
and to examine 

Exit questionnaire to 
2000 NP graduates. 
Minor changes were 
made from the 1997 
exit questionnaire. 
43 of the 51 graduates 
completed the 
questionnaire. 
Open-ended questions 
were analyzed by 
identifying themes. 
 

A mean 4.57 of 7 shows that NP 
education program adequately prepared 
students for the challenges of NP 
practice. 
Most felt that the integrative practicum 
met expectations and adequately 
prepared them for NP practice. 
The most common practicum settings 
were CHCs (28) and in physicians 
practices (25). 
Means of the difficulties experienced 
while studying in the NP program shown 
in Table 6 include; maintaining 

The primary care education program 
is well established and the 
employment situation of graduates 
has improved. 
However public policies to maximize 
the employment of NPs have been 
slower and needs to continue. C
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May 2001, 
(unpublished). 
 
Ontario 

their career plans 
and practice 
profiles. 
As well as monitor 
and analyze the NP 
human resources 
trends and issues. 

employment while studying (5.41), and 
family obligations (5.4) of a total 7. 
Educational difficulties experienced in 
Table 7 include the means of adjusting 
to the demands of being a NP student 
(4.37) and isolation from other students 
(3.7). 
Most receive support from other NP 
students or partners. 
Opinions on the Canadian Health Care 
system include; Canadians should have 
the best possible health care whether 
they can afford it or not and the five 
principles of the present Canadian 
health care system should be 
maintained in Table 9. 
Opinions on NP practice in Table 10 
show that the highest means are NP’s 
title should be protected (6.74) and NPs 
are not mini-doctors (6.67). 
25.6% were interested in education and 
22.5% in research.58% felt the job 
prospects were good to very good and 
34.9% felt they were poor. 
Job search strategies of graduates 
working as NPs included mostly using 
contacts from networking and from 
integrative practicum. 
31.6% were working in a Northern 
location and 57.9% in Southern Ontario. 
Table 17 shows the factors influencing 
practice location include; opportunity to 
practice with other health professionals 
within a collaborative model with a 
mean 6.18 of a total 7 and availability of 
physician back-up 5.84. 
Graduates reported a gross income 
ranging from $45,000 to $75,000 and a 
mean of $65,033. 
68.4% were on salary and 31.6% on an 
hourly wage. 
52.6% were practicing in CHCs. 

Chenoy, N., 
Spitzer, W., 

The introduction of NPs to 
under serviced areas of 

What is the level of 
acceptance of a 

Qualitative in which 
questionnaires were 

Physician/population ratio was 1:8300; 
10 times lower than the ratio for Ontario 

1. Adults responded 
positively to having a 
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Findings Conclusions 

Anderson, G., “NPs 
in primary care II. 
Prior attitudes of a 
rural population”, 
Canadian Medical 
Association 
Journal, 1973, 108. 
 
Ontario 

Ontario could be one 
solution to filling gaps in 
health care. 

nurse as a provider 
of health 
maintenance care 
and sickness 
surveillance; of a 
nurse as a provider 
of health care in 
worry-inducing 
situations, of a 
specialty trained 
nurse as a team 
member who 
functions with 
clinical supervision 
by a physician and 
who renders care 
at home? 

distributed randomly to 
400 dwelling and 
administered by 
interviewers to 1616 
people who lived in the 
dwellings. 
Questions concerned 
attitudes towards the 
care they were 
receiving and 
perceptions of nurses’ 
role in the provision of 
care. 
 

or Canada. 
Over 80% of the respondents 
considered it acceptable to see a nurse 
if a doctor was unavailable; to receive 
advice from a nurse regarding 
medication, to seek advice from a nurse 
in addition to the doctor and to have a 
nurse readily available to answer their 
questions on the telephone. 
Majority were prepared to pay additional 
fees over their present health insurance 
premiums. 
For a minor headache, about 50% of 
the respondents felt they could manage 
with out a provider, 40% would choose 
a doctor. 
Less than 2% preferred the nurse 
regardless of the problem. 
85% gave a positive assessment of the 
concept of specialty-trained nurses 
working under the clinical supervision of 
doctors to make home visits. 

specialty-trained nurse 
provide care in health 
maintenance and sickness 
surveillance. 

2. In ‘serious’ situations, the 
doctor was their 
professional choice. 

3. Respondents were in 
favour of nurses working 
with a physician as a 
team. 

Dunn, Earl, 
Higgins, Chris, 
”Health Problems 
encountered by 3 
levels of providers 
in a remote 
setting”, American 
Journal of Public 
Health, 1986, 
76(2). 
 
Ontario 
 
 

None of the communities 
are large enough to 
support a physician. 
7 communities have a 
nursing station with 2 to 5 
NPs. 
Physicians visit station 1 
or 2 times a month. 

Contrast the 
diagnoses and 
managements of 
physicians, NPs 
and indigenous 
health aides in a 
remote setting. 

3-year period of 
analysis in Sioux 
Lookout Health Zone 
from 1978-1980. 
Quantitative approach: 
139,618 patients 
encounters that were 
coded. 

90% of healthcare in area provided by 
non-physician. 
Minimally trained practitioners made 
more signs and symptoms diagnoses 
and asked for help more frequently. 
Nurses did much of the preventative 
measures and made more diagnoses in 
the supplementary diagnostic class. 
Physicians diagnosed medically 
sophisticated conditions more frequently 
and order investigations. 

Health service planners that must 
use less qualified personnel should 
concentrate on assisting 
practitioners to deal with 
undifferentiated illnesses and in 
handling the acute problems they 
diagnose. 
Unique to health care in 
Northwestern Ontario. 

Goss Gilroy 
Management 
Consultants Inc, 
“Report on the 
evaluation of 
implementation of 
the role of NP- 
primary health care 

Newfoundland and 
Labrador introduced the 
NP in a primary health 
care role in 1997. 

Evaluate the 
implementation of 
the role, examine 
the extent to which 
NP’s have 
integrated into the 
health and 
community system, 

Survey of NPs from the 
first 2 classes, selected 
managers, health 
professionals and 
physicians. 
Key informant 
interviews with 
provincial level 

Role implementation: 
• Began during a time when the 

recruitment and retention of 
physicians in rural areas was 
difficult. 

• Interest in health care reform 
that focused on collaborative 
models involving 

Impact on service providers: 
• Decrease the workload of 

physicians but not for other 
providers. 

• Increase in complexity of 
physician work resulting in 
slight dissatisfaction. 

Impact on services: 
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in Newfoundland 
and Labrador”,  
2001, 
(unpublished). 
 
Newfoundland 

examine the impact 
of the NP role in 
the health and 
community system, 
and identify plans 
for future 
deployment of the 
NP. 

organizers involved in 
the development. 
Collection of data on 
the services, workload, 
and activity patterns for 
each NP over a 1-week 
period. 
Literature review. 

multidisciplinary health 
providers. 

Regional level factors affecting role: 
• Central direction; availability 

and usefulness of information 
provided to boards. 

• Management involvement; 
degree of local involvement in 
setting direction and priorities. 

• Strategies for NPs; extent that 
NPs took initiative to establish 
role and determine services. 

Role integration: 
• Collaboration viewed as 

highly effective as rated in 
surveys. 

• Reasons for less collaboration 
occur because of the 
unavailability of physicians 
and because the majority of 
the tasks for some NPs are 
within their scope of practice. 

• Role is less understood than 
accepted. 

Facilitators of implementation: 
• Legislation and regulatory 

framework legitimized role. 
• Funding a catalyst for health 

boards. 
• Work done by provincial 

health organizations resolved 
questions and issues. 

• Some physicians and site 
managers have actively 
helped define the NP role in 
their practice, and developed 
their skills. 

• The leadership of NPs in 
implementing their role and 
negotiating their practice. 

Constraints to implementation: 
• Lack of common 

understanding of the role 

• No systematic collection of 
data by NPs to evaluate 
the impacts of services 
and this is needed. 

Recommendations: 
Leadership: 

• Develop an interest with 
senior management of 
governments with the NP 
role by reviewing this 
report and developing an 
action plan. 

• Develop guidance to 
assist regional boards in 
understanding the NP role, 
planning for new NP 
positions, and managing 
aspects of the role 
implementation. 

Understanding of the role: 
• Develop opportunities to 

discuss the future role 
integration of NPs at 
forums of regional boards 
and health organizations.  

Policy: 
• Require policy in the 

following areas: 
expectations for 
collaborative practice, 
legal liability for 
collaborative physicians 
and revisions to the 
diagnostic and prescriptive 
authorities of NPs. 

Human resources: 
• Prepare for the future 

development and 
employment of NPs. 

Funding: 
• Continue to seek remuneration 

approaches for primary care. 
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design/limitations 

Findings Conclusions 

among providers. 
• Lack of acceptance of the role 

by physicians. 
• Lack of clarity in the 

relationships surrounding 
collaborative practice. 

• Lack of general primary 
health care plan. 

• Systematic issues including 
fee-for-service payment, and 
other payment policies. 

Grand, Kathryn, 
“Integrating the 
services of the NP 
in the inner city”, 
Final Project 
Report, Grandeur 
Health Consulting 
Limited, 2000, 
(unpublished). 
 
Alberta 

In 1998, data showed that 
800 people were being 
turned away from Calgary 
Urban Project Society’s 
health clinic due to 
funding constraints that 
reduced the health care 
services. 

Examine the 
development of a 
collaborative 
primary care model 
that can increase 
access to quality 
health care by the 
poor and homeless, 
and demonstrate 
the relevancy and 
influence of a NP 
seen as a care 
provider between 
traditional nursing 
and medical roles. 

Integrate a NP into the 
staff mix and describe 
and analyze the 
process, challenges 
and outcomes related 
to the integration of a 
NP into a collaborative 
model in one case 
study. 
5 phases of design: 

• 10 ‘target 
conditions’ 
were 
selected to 
monitor 
through the 
period of the 
project 
representing 
frequent 
patient 
problems. 

• Monitor 
degree of 
adherence to 
guidelines by 
different 
providers. 

• Completion 
of Encounter 
Form by 
participating 

NP role can promote the development 
of trusting, collegial, and collaborative 
primary health care team. 
Role increases the collaborative team’s 
ability to provide a coordinated, multi-
level and cost effective approach to 
health care delivery. 
In the community setting, the NP fills the 
gaps between the medical and nursing 
roles and improves the quality of care of 
each role. 
NP offers access to an advanced level 
of care not available to inner city 
populations. 
High client satisfaction. 
 

Future research needs to add to the 
findings to build supportive 
measures for full implementation of 
the role and affect legislative change 
that will allow a NP to practice in any 
under served community in Alberta. 
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patients 
during each 
of the 3 data 
collection 
periods. 

• Conduct 
survey of 
patients 
concerning 
information 
about ease of 
access, 
satisfaction 
with service, 
and 
perceived 
health status. 

• Interviews 
with 
providers 
about their 
observations, 
reflections 
and 
perceptions 
of the 
changes in 
clinical 
decision-
making.  

Haines, Judith, 
“The NP”, 1993, 
Discussion Paper, 
Canadian Nurses 
Association, 
(unpublished). 
 
National 

Historical overview begins 
in 1965, the year the first 
NP program was 
implemented, and ends in 
the 1980s, when the NP 
program was cancelled all 
across Canada. 

Historical overview 
and discussion of 
recent 
developments to 
the NP including 
the role, cost-
effectiveness and 
the effort by the 
NPs’ Association of 
Ontario to re-
establish training 
programs. 

Interviews with key 
informants and 
literature review. 

Major issue concerning NPs is the 
confusion, which surrounds the term 
NP. 
Mix of enthusiastic support for, 
openness to and negative attitudes 
towards the renewed interest with NPs. 
Concerns surround the government’s 
need for a quick fix, which could result 
in quick fix NP programs. 
Different opinions surround the level of 
preparation that would be appropriate 
and practical. 
Must define scope of NP practice so 
only those within the scope can call 

Need to clarify the meaning of “NP” 
and “expanded” to discuss the future 
of the role. 
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themselves NPs. 
The implementation of the NP role in the 
1960s was due to an undersupply of 
physicians; however now there is an 
oversupply. 
Focus on the need to move resources 
from institutions to communities. 

Hanrahan, Colleen, 
Way, Christine, 
Housser, John, 
Applin, Madge, 
“The nature of the 
extended/expanded 
nursing role in 
Canada”, 
Consultants: 
Centre for Nursing 
Studies and the 
Institute for the 
Advancement of 
Public Policy, Final 
Report, March 30, 
2001, 
(unpublished). 
 
Ontario, 
Saskatchewan and 
Newfoundland 

In March 1999 the 
federal/provincial/territorial 
Advisory Committee on 
Health Human Resources 
Working Group on 
Nursing and Unregulated 
Workers sponsored a 
study to discuss the 
nature of the 
extended/expanded-
nursing role in Canada. 

Identify facilitators 
of and barriers to 
the effective 
delivery of primary 
care services by 
registered nurses 
working in 
extended/expanded 
roles and to 
recommend policy 
options that would 
facilitate more 
effective utilization 
of registered 
nurses working in 
NP roles. 

Establish terms and 
definitions for he 
project. 
Contact representatives 
from nursing 
associations and 
ministries to develop a 
profile policy and 
legislative/regulatory 
framework. 
Conduct survey of key 
informants at sites 
within each province to 
construct a profile of 
organizational 
structures. 
Collect data at selected 
sites to measure 
physicians and RNs 
perceptions of EC 
nursing roles, to 
describe the 
experiences of nurses 
in the role and measure 
patient satisfaction with 
the services delivered 
by the EC nurse. 

EC nursing role has evolved without a 
consistent policy direction and is highly 
dependent upon the circumstances 
present in the jurisdiction. 
Several titles are used across Canada 
from NP to regional nurse. 
Scope of practice is very consistent 
across primary care settings. 
Inconsistencies regarding the 
educational preparation for RNs for the 
EC role. 
Profile of extended/expanded nursing 
practice: content relates to different 
models of practice, lines of authority and 
quality of care initiatives and evaluation 
mechanisms for assessing 
organizational and client outcomes in 
different jurisdictions.  
Physicians and nurses had 
apprehensions about the adequacy of 
knowledge levels and practical skills of 
EC nurses when they first start the job. 
Role confusion by patients was a 
concern of physicians and nurses. 
Benefits and barriers perceived by 
physicians and nurses are identified 
individually. 
Observational findings show that EC 
nurses in all primary settings are 
involved in autonomous practice and 
perform a broad range of activities with 
a high degree of confidence. 

Recommendations: 
• Introduce legislation to 

legitimize the EC role of 
the RN and facilitate 
access to resources within 
the health care system. 

• All relevant legislation be 
amended to facilitate 
access to necessary 
resources. 

• Develop core 
competencies and practice 
standards for EC RNs. 

• Support EC nurses with 
continuing education for 
the primary care aspect. 

• Nursing associations and 
stakeholders adopt 
consistent language and 
definitions. 

• Collaborative practice 
between physicians and 
EC nurses be the norm for 
all practice settings. 

• Mechanisms be instituted 
in all jurisdictions to 
ensure monitoring of 
quality and 
comprehensiveness or 
primary health services. 

• Establish alternative 
funding methods for 
physicians so they will be 
compensated for working 
with an EC nurse. 

Irvine, Diane, Health care outcomes can Illustrate the use of Description and review The quality of nurses’ independent role The nursing role effectiveness model 
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Author, Year, 
Province 

Background Objective Study 
design/limitations 

Findings Conclusions 

Sidani, Souraya, 
Hall, Linda, 
“Finding value in 
nursing care: a 
framework for 
quality 
improvement and 
clinical evaluation”, 
Nursing 
Economics, 1998, 
16(3). 
 
Ontario 

be improved and 
reductions in system 
waste can occur when 
evidence-based practice 
guidelines, continuous 
quality improvement, and 
outcomes monitoring. 

the nursing role 
effectiveness 
model in quality 
improvement and 
evaluation research 
activities. 

of literature. functioning can be assessed by 
collecting data including the: 

• Timeliness 
• Appropriateness 
• Accuracy 
• Completeness of assessment 
• Nursing diagnosis 
• Nursing interventions 
• Follow-up care 

Measuring the value of nursing care: 
• Clinical outcomes 
• Functional health outcomes 
• Satisfaction outcomes 
• Cost outcomes 

can result in the development of a 
conceptual framework for studies 
evaluating new nursing roles. 

Jones, Linda, Way 
Daniel, “Is there 
room for both NPs 
and MDs in a 
CHC”. Visions and 
Voices- The NP 
Today, 102-118, 
1997. 
 
Ontario 

Southeast Centre for a 
Healthy Community 
serves an at risk 
population of 70,000. 

Describe the NP-
physician dyad, 
outline a model of 
collaborative 
partnerships, 
describe the effects 
of the NP project 
on the collaborative 
model and NP role, 
and the medical 
response to the 
project.    

Case study description. Physician-NP dyad guidelines: 
• Both providers recognize one 

another’s situation and 
respect efforts to integrate 
that within responsible patient 
care. 

• Providers should have 
respect for each other’s 
profession. 

• Mutuality of concern will result 
in moral autonomy to the 
other. 

Definitions within model: 
• Primary health care is the 

care received by the patient at 
first contact to prevent or 
solve a health-related 
problem. 

• NP is a specialist in primary 
care with advanced nursing 
knowledge, emphasizing 
patient centred, holistic care, 
health promotion, and disease 
prevention. 

• Family physician is the 
medical specialist, who has a 
distinct body of knowledge 
appropriate to the needs of 
diverse patients. 
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Author, Year, 
Province 

Background Objective Study 
design/limitations 

Findings Conclusions 

• Client is the focus of primary 
health care activities. 

Model of collaborative partnerships: 
• Area of overlap equals the 

area of shared care. 
• Size of the area is dependent 

on: the knowledge and skills 
of the providers; the client 
characteristics, needs and 
wishes; and the work setting 
and its policies. 

Model under current legislation: 
• Under the previous Health 

Disciplines Act and the 
current Regulated Health 
Professions Act of December 
1993, the NP role was 
dependent on medical 
delegation. 

Response to legislation: 
• Develop practice guidelines 

together, which resulted in the 
development of an algorithm 
was developed to assess 
what problems would need 
guidelines. 

Medical response to NP project: 
• Physicians feel threatened by 

NPs, and opposed changes to 
the regulatory scope of 
practice. 

Arguments against NPs: 
• Independent NPs will be more 

expensive to the system by 
duplicating services, and will 
not make the proper referrals 
causing higher costs to the 
system. 

• Findings that support the use 
of NPs are flawed because 
they are mostly American, the 
Canadian results are old, 
cost-effectiveness is not 
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Author, Year, 
Province 

Background Objective Study 
design/limitations 

Findings Conclusions 

demonstrated in the literature, 
and a bias in age and sex of 
the NPs and physicians in the 
studies. 

Lees, R., 
“Physician time-
saving by 
employment of 
expanded-role 
nurses in family 
practice”, CMAJ, 
1973, 108. 
 
Ontario 
 

Studies indicate that 
patients are willing to 
accept the nurse in family 
practice having an 
extended role and more 
responsibility. 

Quantify changes 
in the workloads of 
physicians and 
nurses in 5 medical 
practices, after the 
nurses took on an 
extended role. 

Baseline data was 
collected and then the 
nurses were given on 
the job training and 
went to lectures at 
Queen’s University. 
Measures include 
number of patients 
seen, time of contact, 
phone calls, performed 
lab tests, and patient 
logs. 
Two 10-day 
observation periods 
took place one year 
apart. 

Generally office hours decreased and 
patient volume increased. 
The nurse saw fewer patients after the 
training and the physicians saw more 
patients. 
The contact times with patient 
decreased for all 5 practices. 

All the physicians did achieve some 
measure of saved time varying from 
practice to practice. 

MacDonald, Jane, 
Katz, Alan, 
“Physician’s 
perceptions of 
NPs”, Canadian 
Nurse, 2002, 98(7). 
 
Manitoba 

In American and British 
studies, overall physicians 
were supportive of the NP 
role. 

Aim to collect data 
about the 
physcains’ 
knowledge and 
ideas about 
working with NPs. 

Three focus group 
discussions were 
conducted with 8 
resident physicians and 
3 faculty physicians at 
Manitoba family 
residence training 
clinic. 

Residents:  
• NP role is for filling gaps in 

areas where physcians are 
scarce (rural) 

• View scope as assessments, 
diagnosis, treatment and 
dispensing medications 

• NP role restricted to Northern 
remote areas and the need 
for standards and testing 

• Clarification of their liability 
concerns and ensure NPs 
practice within their scope 

Faculty physicians: 
• Complementary to physicians 
• Prevetative health, 

counselling, education 
• Any setting guided by the 

environment and capabilities 
of the NP and ready to work 
equally with NPs 

Both saw increased time with patient as 
an asset of the NP role. 
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Author, Year, 
Province 

Background Objective Study 
design/limitations 

Findings Conclusions 

Sharing of ideas and seeing a different 
care philosophy would be positive. 

Mitchell, Alba, 
Blatz, Watts John, 
Susan, Guyatt, 
Gordon, et al., 
“Evaluation of 
graduating 
neonatal NPs”, 
Pediatrics, 1991, 
88(4). 
 
Ontario 

The increased survival 
rate for low-weight infants 
and the shortage of 
physicians in the neonatal 
intensive care unit has 
created a gap that can be 
filled by neonatal NPs 
(NNPs). 

Compare 
graduating NNPs 
with pediatric 
residents in terms 
of knowledge and 
problem solving, 
communication, 
and clinical skills to 
determine whether 
NNPs function at 
the level of 
alternative 
caregivers. 

Graduating classes of 
1987, 1988, and 1989 
took part in the study. 
Knowledge was 
measured by multiple-
choice questions. 
Problem-solving skills 
were measured by a 
semi structured oral 
exam. 
Communication skills 
were measured by case 
studies. 
The Objective 
Structured Clinical 
Examination measured 
clinical evaluation. 

The oral examiner correctly identified 
64% of the participant’s background in 
1987, 64% in 1988, and 46% in 1989. 
Observers that were rating 
communication skills correctly identified 
the participant’s background 71% of the 
time in 1987, 60% in 1988, and 44% in 
1989. 
The Clinical Exam observers correctly 
identified the participant’s background 
83% of the time in 1988 and 73% in 
1989. 
In 1988, NNPs scored significantly 
higher than residents in clinical skills; 
however the skills were insignificant in 
1989. 

Findings suggest that NNPs can e 
used as an effective alternative to 
pediatric residents in the neonatal 
intensive care unit. 
Small sample size limits 
generalizability.  

Mitchell, Alba, 
Watts, John, 
Whyte, Robin, et 
al., “Evaluation of 
educational 
program to prepare 
neonatal NPs”, 
Journal of Nursing 
Education, 1995, 
34(6). 
 
Ontario 

To prepare nurses for the 
new NNP role, a neonatal 
stream was incorporated 
into the existing MHSc 
program at McMaster 
University. 

Compare first year 
NNP students to 
graduating NNPs in 
terms of 
knowledge, 
problem solving 
and communication 
skills. 

November of 1987, 
1988, and 1989 with all 
8 and 10 graduating 
students were involved 
in the tests. 
Tests were changed 
each year to avoid 
graduating students 
with having an 
advantage. 
Knowledge: Multiple-
choice questions and 
radiographs. 
Problem solving: Oral 
examination. 
Communication: 
Scenarios with pseudo 
parents. 

Graduating NNPs scored significantly 
higher on radiograph test and oral 
examination but not in the multiple-
choice or communication skills. 
The 7 who participated as first years 
and graduates confirmed statistical 
significance in radiographs but not in 
oral examination. 

Small sample size limits the 
precision of the study findings. 
However could be useful as a 
program evaluation model because it 
uses a combination of reliable 
methods. 

Mitchell-DiCenso, 
A., Guayatt, G., 
Marrin, M., Goeree, 
R., Willan, A., 
Southwell. D., 
Hewson, S., Paes, 
B., Rosenbaum, P., 

Randomized controlled 
trial, which compared a 
clinical nurse 
specialist/neonatal 
practitioner team with a 
paediatric resident team in 
the delivery of neonatal 

Comparison of care 
delivered between 
the two groups 
included. 
 
Measures 
compared included 

Study period covered 
one year; 1991-1992; 
during that year 
admissions to the unit 
were randomized to 
one of the two teams; 
measures compared 

In-Hospital mortality was similar; the 
proportion of infants in each group with 
complications was similar; ALOS was 
greater but not significantly different in 
the NP group; for 7 indicator conditions 
reviewed to assess process of care; NP 
group did better in 3, neonatologist 

Care provided by both NP team and 
neonatologist teams are similar in all 
respects. 
 
The results have application as a 
method of dealing with HR 
shortages. 

C
op

y 
fo

r a
rc

hi
ve

 p
ur

po
se

s.
 P

le
as

e 
co

ns
ul

t o
rig

in
al

 p
ub

lis
he

r f
or

 c
ur

re
nt

 v
er

si
on

. 
C

op
ie

 à
 d

es
 fi

ns
 d

’a
rc

hi
va

ge
.  

V
eu

ill
ez

 c
on

su
lte

r l
’é

di
te

ur
 o

rig
in

al
 p

ou
r l

a 
ve

rs
io

n 
ac

tu
el

le
. 



 

 14 

Author, Year, 
Province 

Background Objective Study 
design/limitations 

Findings Conclusions 

Hunsberger, M., 
Baumann, A., 
 
"A Controlled Trial 
of Nurse 
Practitioners in 
Neonatal Intensive 
Care", Paediatrics, 
1996, 98. 
 
Ontario 

intensive care. outcome measures, 
quality of care, 
patient satisfaction, 
and long term 
outcomes. 

included: 
• Outcome 

measures 
(mortality number 
of complications, 
LOS, quality of 
care) 

• Satisfaction using 
a survey 

• Long Term 
Outcomes using a 
survey 

• Costs 
 

group were better in 2 and there was no 
difference in 2. 
There was no difference in satisfaction; 
 
LOS was slightly higher for the NP 
group; slightly more tests ordered by the 
resident group and more procedures 
done; overall average health care costs 
were similar. 

Mitchell, Alba, 
Pinelli, Janet, 
Patteron, Chris, 
Southwell, Doris, 
“Utilization of NPs 
in Ontario”, 
Discussion Paper, 
McMaster 
University, School 
of Nursing, 
(unpublished). 
 
Ontario 
 
 

In February 1993, the 
Health Human Resources 
Planning Branch of the 
Ontario Ministry of Health 
asked this group to 
prepare a discussion 
paper about utilization of 
NPs in Ontario. 

Discuss and define 
role of NPs. 
Review literature 
evaluating the 
effectiveness of 
NPs. 
Outline their history 
and current status 
in Ontario. 
Discuss reasons for 
promoting NPs at 
this time. 
Make 
recommendations 
regarding the 
implementation 
issues. 

Literature review 
including documents by 
the federal and 
provincial governments; 
and published material. 
Interviews with ‘key 
informants’ and 
stakeholders, including 
25 directors of public 
nursing. 

Health care reform by the government 
proposes to find better ways to manage 
the health care system, invest more in 
community-based programs, redress 
inequities of system, and take a 
leadership role in preserving health 
care. 
Model to introduce NPs into health care 
setting where they were unsuccessful 
before: 

• Establish steering committee 
that represent all the 
stakeholders 

• Identify the settings in which 
there is a need for NPs; 
define the role 

• Identify and address potential 
barriers to implementing the 
role 

• Legitimize the role; determine 
the ideal number and mix of 
NPs, and other health care 
professionals 

• Define the educational 
required for the role 

• Develop performance 
indicators to allow for ongoing 
assessment. 

Regulated Health Professions Act builds 

Recommendations:  
• NPs should be more 

utilized in primary care 
settings. 

• Public health nurses are 
ideal professional to 
receive the additional 
training to function as 
NPs. 

• NPs should be introduced 
to mental health, 
gerontology, LTC, 
oncology, cardiac care, 
and pediatrics. 

• Standards of practice 
should be developed. 

• MofH should establish a 
committee to provide 
overall coordination and 
funding to steering 
committee in the 
application of the model. 

• Setting-specific 
performance indicators 
should be developed and 
utilized for on-going 
assessment of quality of 
care by NPs. 

• All options for payment 
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Author, Year, 
Province 

Background Objective Study 
design/limitations 

Findings Conclusions 

an environment in which the scope of 
practice is more flexible than restrictive 
allowing NPs to have collaborative or 
independent functions.  
In the short-term NPs should work in the 
primary care settings that have salary or 
adequate reimbursement, 
underserviced areas and in the care of 
the disadvantaged and then expand to 
other settings. 
Other settings where NPs should be 
introduced were determined by the 
following factors: resident cutbacks, 
physician shortage, increased demands 
for service, and consistency with 
priorities of the health care reform 
agenda. 
Educational short-term goals include 
educating new NPs and training current 
NPs and the long-term goal is to have 
the title reserved for master’s graduates. 

models should be 
reviewed. 

• NPs should be viewed as 
equal partners in the 
system. 

• Scope of practice should 
include nursing and 
medicine. 

• College of Nurses of 
Ontario should negotiate 
with the regulatory bodies 
to ensure autonomy within 
the NP scope. 

• Ensure the protection of 
the NP title. 

• All NPs should be 
prepared at the graduate 
level. 

• Time-limited programs 
need to be developed to 
accommodate the needs 
of nurse with different 
levels of education. 

• Educate the public on the 
use of the services. 

• Future research should 
include determinants of 
health, evaluation of 
interventions and 
determination of 
appropriate mix of health 
personnel. 

• Implementation of NP role 
must avoid underutilization 
due to physician surplus 
and financial disincentives. 

Newbery, Peter, et 
al., “Primary care 
and family 
medicine in 
Canada a 
prescription for 
renewal”, The 

Primary care services 
provided by family doctors 
and nurses significantly 
contribute to the quality of 
and cost-effectiveness of 
the healthcare system. 

Describe the 
strategies and 
make 
recommendations 
involved in creating 
and sustaining the 
‘family practice 

Propose strategies and 
makes 
recommendations to 
creating and sustaining 
the model. 

Creating the model: 
Benefits: 

• Builds on strengths. 
• Improves patient access. 
• Ensures comprehensiveness 

and continuity of care. 
• Provides cost-efficiencies. 

Creating the model 
recommendations: 

• All Canadians have a FP 
of their choice. 

• Providers should be 
encouraged to join family 
practice networks. 
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Province 

Background Objective Study 
design/limitations 

Findings Conclusions 

College of Family 
Physicians of 
Canada, October 
2000, 
(unpublished). 
 
National 

network’. • Enhances quality of care and 
facilitates integration of health 
care professionals. 

• Enables optimal use of health 
information and 
communications technology. 

• Supports rural and remote 
communities. 

• Meets both professional and 
personal needs of family 
physicians and other 
healthcare providers. 

Sustaining model: 
Commitment to: 

• Human resources needed to 
provide the services. 

• Training of future providers. 
• Research required evaluating 

outcomes. 
• Remuneration and funding 

strategies needed to support 
all parts of the system. 

• Collaboration and 
communications amount all 
key players will be essential. 

 

• Establish interdisciplinary 
teams. 

• Model should serve all 
Canadians at point of 
entry for primary care. 

• Provide comprehensive 
continuing care throughout 
patient’s lives. 

• Respond to patient’s 
needs within each 
providers scope at all 
times. 

• No financial penalty for 
any of the parties if 
patients access primary 
care outside their network. 

• Discourage freestanding 
walk-in-clinics, unaffiliated 
with networks. 

• Direct government funding 
should be a remuneration 
option. 

• Government funding 
should increase for 
technology for the 
networks. 

• FPs are custodians of 
patient records and the 
records should move with 
the patient. 

• Formal patient registration 
should be an option for 
practices. 

Recommendation for sustaining the 
model: 

• Expansion of medical 
school enrolment. 

• Increase in residency 
positions. 

• Increases in other 
necessary programs. 

• CFPC should maintain 
clear set of core 
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Author, Year, 
Province 

Background Objective Study 
design/limitations 

Findings Conclusions 

knowledge and skills that 
are part of the curriculum. 

• CFPC should have 
accreditation standards for 
training programs. 

• Award of CCFP includes 
physician’s competence. 

• Training opportunities for 
‘added skills’. 

• Programs should offer 
rural based training. 

• Integrated education and 
training programs should 
be supported. 

• Commitment to ongoing 
research. 

• Adequate funding for 
education. 

• FPs compensated for all 
the services  they provide. 

• FPs remunerated by what 
responds to their needs. 

• Nurses need to be 
remunerated. 

• Define ‘medically 
necessary services’ and 
ensure they are provided. 

• Government must ensure 
all necessary services are 
publicly funded and 
ensure quality of private 
sector. 

• Conduct studies that 
measure impact on patient 
care. 

• Develop strategies to 
ensure accountability. 

• Ongoing collaboration.  
 

Patterson, C., 
Haddad, B., “The 
advanced NP: 
common 

The meaning of advanced 
practice in nursing is 
unclear and results in 
confusion within the 

Examine the 
nursing literature to 
determine the 
meaning of 

Literature review and 
analysis. 

NPs are responsible for many indirect 
services, acting as consultants, 
educators and researchers. 
Flexibility is a vital characteristic of the 

Advanced NPs have vision and 
flexibility. 
Research is an integral component 
due to advanced NPs quest for 

C
op

y 
fo

r a
rc

hi
ve

 p
ur

po
se

s.
 P

le
as

e 
co

ns
ul

t o
rig

in
al

 p
ub

lis
he

r f
or

 c
ur

re
nt

 v
er

si
on

. 
C

op
ie

 à
 d

es
 fi

ns
 d

’a
rc

hi
va

ge
.  

V
eu

ill
ez

 c
on

su
lte

r l
’é

di
te

ur
 o

rig
in

al
 p

ou
r l

a 
ve

rs
io

n 
ac

tu
el

le
. 



 

 18 

Author, Year, 
Province 

Background Objective Study 
design/limitations 

Findings Conclusions 

attributes”, 
Canadian Journal 
of Nursing 
Administration”, 
1992. 
 
Ontario 

occupation. advanced practice. 
Discuss and 
compare the 
various roles for 
advanced NPs. 
Identify and explore 
some of the 
attributes and 
behaviours that 
characterize all 
advanced 
practitioners. 

advanced NP role if goal of advanced 
NP is to develop and explore new 
avenues of the health care system.  
Advanced NPs must be identified by the 
way in which they function. 
Advanced NPs use theoretical 
background to focus on the region of 
the problem. 
Nursing needs a well-developed body of 
theory and control over nursing practice 
in different health settings. 
Nursing must develop a body of 
knowledge based on the nature of its 
practice. 

knowledge and clinical expertise. 
Advanced NPs are major forces in 
moving profession forward because 
of their leadership attributes and 
ability to articulate.  

Patterson, Chris, 
Pinelli, Janet, 
Markham, Barbara, 
“NPs in Canadian 
health care we’re 
not out of the 
woods yet!”, In: 
Visions and voices, 
the NP today, 
Patterson, Chris, 
1999. 
 
National 

The movement of the 
Canadian and American 
nurse practitioner 
movements began in 
1967 and 1965 
respectively.  However, 
the nurse practitioner in 
Canada was 
unsuccessful. 

Determine why the 
nurse pracititoner 
movement has 
been more 
successful in the 
US than in Canada. 

Expand upon the 3 
reasons resulting in 
differing success of the 
nurse practitioner: 

• Differences 
between 
countries in 
terms of 
health care 
funding 
sources 

• Organization 
of NPs 

• Levels of 
political will 
within 
governments 
to allow NPs 
to make 
headway into 
the legislative 
process 

Funding sources: 
• US funding largely from 

private sector and Canadian 
from public sector 

• If physicians are paid fee-for-
service then NPs will be 
viewed as an “add-on” 
expense to the system 

Organization: 
• Little government support in 

Canada supporting the 
expanded role 

• NPAO in Onatrio, but no 
national co-ordinated effort 

• Recommendations for non-
physicin substitutes (NPs) to 
assist in the physician 
resource management 
problem 

Political: 
• Variations in educational 

qualifications potential threat 
• Organization for credentialing 

to allow freedom of movement 
within Canada, and promise 
competence 

• Need to monitor and react to 
legislative barriers to practice 

• Multiple titles for NPs cause 

The question is not whether NPs are 
competent in practice because that 
has been proven, but whether the 
government and consumers will 
support and use NPs.  
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confusion over scope of 
practice  

Sidani, S., Irvine, 
D., and DiCenso, 
A. 
 
Implementation of 
the Primary Care 
Nurse Practitioner 
Role in Ontario, 
CJNL, 13(3), 
Sept/Oct 2000. 
 
Ontario 
 
 

Reports on a survey to 
166 nurse practitioners; 
the survey asked about 
professional 
characteristics, 
employment settings, 
scope of practice, practice 
patterns, and satisfaction 
levels. 

1) Describe the 
characteristics of 
primary care NPs 
and of their 
employment 
settings, 2) the 
scope of practice in 
terms of role 
formalization, 
independence and 
prescriptive 
authority 3) their 
practice patterns in 
terms of the type of 
patients seen, 
services provided, 
patient assignment 
methods, and use 
of protocols to 
guide practice, 4) 
their satisfaction 
with their role. 

Descriptive survey; the 
survey was validated 
for clarity, 
comprehensiveness 
and relevance and 
mailed to 227 NP; 166 
were returned) 73 %) 

Findings describing age, sex marital 
status, education, type of agency of 
employment and type of services 
provided are identified. 

Primary care NPs are able to 
implement their role functions in 
primary care settings; NPs tend to 
be middle aged and female with post 
basic training at the baccalaureate 
level; about half were employed in 
CHC, and others in physician offices 
or HSOs; only 10 % were working in 
out post settings or nursing stations; 
 
Primary care NPs reported they 
were able to practice to their full 
potential; they viewed themselves as 
having a high level of independence 
and independence related to 
decision making re the care 
requirements. 

Spitzer, W., Kergin, 
D., Yoshida, M., 
Russell, W., 
Hackett, B., 
Goldsmith, C., 
“NPs in primary 
care III. The 
southern Ontario 
randomized trial”, 
CMAJ, 1973, 108. 
 
Ontario 
 
 

Access to doctors in 
various areas is seriously 
hampered both by 
population dispersion and 
by a much lower ratio of 
physicians to persons. 

How is job 
satisfaction of 
physicians and 
nurse affected? 
Are physicians’ and 
nurses’ views of 
each others’ roles 
changed? 
How are clinical 
and non-clinical 
activities of 
physicians and 
nurses altered? 

Controlled trial took 
place over a 12-month 
period. 
Nurses were trained as 
NPs for the 
experimental groups for 
the second evaluation 6 
months after their 
position as NP. 
Questionnaire data 
collection method and 
14 practices were 
involved for at least 6 
months. 
Time motion studies 
were used for the 
question surrounding 
activities. 

Satisfaction scores were high for all 
groups in all components of doctors and 
nurses. 
No major difference in the views of each 
other’s roles.  
Exclusively- physician activities were 
lower in NP group and this decreased 
further into the study. 
NPs spent 50% more time in clinical 
work and half the time in clerical duties; 
however the shift in time was not at the 
expense of physician’s time in clinical 
activities. 

1. Job satisfaction does not 
decline for providers 
except for remuneration 
among physicians. 

2. Roles that were exclusive 
to physicians are now 
delegated to NPs. 

3. NPs spend 50% more time 
in clinical and 50% less 
time in clerical activities. 

Spitzer, W., 
Sackett, David, et. 

The number of family 
physicians is adequate.  

Assess the effects 
of substituting NPs 

From July 1971 to July 
1972 a randomized 

Both groups had similar mortality 
experience.  

NPs can provide clinical care as 
safely and effectively, with as much 
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al., “The Burlington 
randomized trial of 
the NP”, New 
England Journal of 
Medicine, 1974, 
290. 
 
Ontario 
 
 

However, there is a 
surplus of well-trained, 
experienced nurses. 
 
Note: similar to Annals of 
Internal Medicine, 1974, 
80(2). 

for physicians in 
primary-care 
practice. 

controlled trial was 
conducted. 
Qualitative and 
quantitative 
measurements were 
used before, during and 
after the experimental 
period regarding 
measurements of 
patients, clinician 
activities, and activities 
of the practice. 
1058 families were 
divided equally 
between 2 doctors and 
the NP group. 

The quantitative ‘indicator-condition’ 
approach rendered similar quality of 
care. 
67% of all patient visits were handled by 
NPs. 
Satisfaction was high among patients 
and personnel. 
Cost effective for society point of view. 
However, the new method was not 
financially profitable to doctors because 
of current restrictions on reimbursement 
for NPs. 
 

satisfaction to patients, as a family 
physician. 

Spitzer, Walter, 
Kergin, Dorothy, 
“NPs in primary 
care I. The 
McMaster 
University 
educational 
program”, CMAJ, 
1973, 108. 
 
Ontario 
 
 

Research indicates that 
there is a surplus of 
nurses and an 
undersupply of physicians 
in Ontario. 

Describe the 
rationale, 
implementation and 
continuing 
evaluation of the 
NP program at 
McMaster 
University that was 
established in 
1971. 

Description of NP 
program at McMaster 
University. 

Rationale: 
• Curriculum oriented towards 

additional skills in clinical 
problem solving. 

• Develop of NPs should take 
place in post-secondary. 

• Program should be 
interdisciplinary. 

Implementation includes: 
Admission procedures and criteria; 
curriculum; teaching and learning 
methods; and evaluation of students; 
costs. 
Continuing evaluation: 
Records are kept to identify whether 
NPs are practicing, in what modality, in 
what setting and geographic location. 

Preliminary indicators of satisfaction, 
acceptance and financial viability 
suggest that programs will effectively 
serve health care expectations of the 
population. 

Spitzer, Walter, 
Roberts, Robin, 
Delmore, Terry, 
“NPs in primary 
care. VI. 
Assessment of their 
deployment wit the 
utilization and 
financial index”, 
Canadian Medical 
Association 

The preceding article, part 
V, described the 
conceptual basis of and 
the procedures used in 
the construction of the 
Utilization and Financial 
Index (UF-Index). 

Measure the impact 
of multidisciplinary 
teams that 
incorporate NPs on 
total use of health 
services using the 
UF-Index. 

Data obtained from the 
Burlington trial and the 
Smithville project in 
primary care. 
Data was compared in 
terms of before and 
after the introduction of 
a NP, between patients 
of the two studies. 
Supplemented by 
practice-generated day 

Burlington: UF-Index cost decreased 
from $325 to $290 (11%). 
16% increase in costs for the remaining 
non-hospital categories suggests that 
there was an increase in outpatient 
services. 
Family practitioner lost $12,000 in 
income. 
After 2years the team had assumed 
responsibility for 41% more patients 
while increasing the volume of service 

Data has provided part of the 
empirical evidence required to 
construct new reimbursement 
formulas for primary care in Ontario.  C
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Journal, 1976, 114. 
 
Ontario 
 
 

sheets.  provided by only 24% and holding the 
cost of the provincial health insurance 
plan. 
Smithville: 19% increase in NPs at one 
location and a 522% increase in the 
family medical centre. 
Medical centre would have been judged 
unprofitable generating a deficit of 
$44,200. 
There were 2780 reimbursed episodes 
of care in the 1st year and 9725 in the 
final year. 

Spitzer, Walter, 
Russell, W., 
Hackett, Brenda, 
“Financial 
consequences of 
employing a NP”, 
Ontario Medical 
Review, 1973. 
 
Ontario 
 
 

The innovation of NPs will 
not be supported without 
financial viability 
regardless of medical or 
satisfaction outcomes. 

Is the modified 
deployment of 
physicians and 
nurses profitable to 
a family medicine 
practice? 

Southern Ontario 
randomized controlled 
trial. 
Standardized interviews 
with the physicians 
were conducted. 

Net income of the 6 experimental 
practices was increased in 3, 
unchanged in 2, and decreased in 1. 
Of the 6 control practices, 4 were 
unchanged, 1 had an increase and 1 
had a decrease. 
No significant financial differences 
between the 2 groups 
4 of the 6 physicians thought the nurse 
increased productivity. 
Satisfaction with remuneration aspects 
of the work shows that 22% of NPs are 
more satisfied compared to he 
conventional nurses and 25% lower 
score by the physicians with NPs than 
those without. 
Physicians who hired NPs found its 
advantages sufficient to offset any 
perceived financial disadvantages.  
Doctors and nurses in the experimental 
group are satisfied enough to retain the 
new approach. 

• Family practices with NPs 
are not adversely affected 
in financial performance. 

• Financial satisfaction 
tends to be higher in 
nurses and lower in 
physicians. 

• Physicians are satisfied 
with the use of NPs 
despite misgivings about 
remuneration. 

Sweeney, G., Hay, 
W., “The Burlington 
experience: a study 
of NPs in family 
practice”, Canadian 
Family Physician, 
1973. 
 
Ontario 
 

Increasing health care 
costs and maldistribution 
of doctors does not allow 
for a 1-to-1 ratio. 

Is the introduction 
of the RN as a NP 
an innovation that 
is: medically safe, 
acceptable to 
patients, efficient 
and economically 
feasible, and 
satisfactory to the 
affected health 

2 RNs were trained at 
McMaster to be NPs 
and were each 
randomly assigned 270 
families from the 
combined practice. 
Randomized controlled 
trial using MDs as the 
control. 
Study took place from 

Reviewers were unaware of which 
group patients had received care. 
No clinically or statistically significant 
differences between the 2 groups of 
patients. 
No significant difference in the 
dissatisfaction with the health services 
provided by the groups. 
391 episodes were assessed and 69% 
were rated adequate for both MD and 

Practices have grown for 2 years 
and this is mainly due to the addition 
of a NP. 
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 professionals. July 1971 to June 1972. 
Data collection includes 
household interviews, a 
day-sheet journal of 
activities, a financial 
analysis of practice 
records, time and 
motion studies and a 
clinical record review. 

NP groups. 
Time created for doctors by NP allow for 
the 22% increase of the practice. 
Doctors were threatened at times by the 
patients’ preference to see the NP. 
Increased efficiency allowed for more 
flexible practice with less duplication. 
NP can provide primary care at a lower 
cost. 

Van Soeren, M, 
Andrusyszyn, MA., 
Laschinger, H., 
Goldenberg, D., 
DiCenso, A et al 
 
Consortium 
Approach for Nurse 
Practitioner 
Education, Journal 
of Advanced 
Nursing, 2000, 32 
(4). 
 
Ontario 
 
 

A consortium of 10 
Ontario university nursing 
programs has been used 
to deliver nurse 
practitioner education in 
Ontario since 1995; the 
results of an evaluation of 
the consortium approach 
was completed after the 
first year of the program. 

A five-year project 
to evaluate the 
nurse practitioner 
program including 
program content, 
delivery methods, 
tracking of 
graduates, 
examination of 
practice patterns, 
and evaluation of 
the impact of the 
NPs on patient and 
health outcomes. 

Qualitative approach 
using face to face and 
email interviews;  

Strengths and limitations of this 
approach are identified in table form in 
the article; included as strengths are 
standardized curriculum, increased use 
of distance learning technologies, 
extensive program development with 
limited resources, increased access for 
students; enhanced acceptance of role 
of NP; 
 
Limitations include lack of course 
integration, insufficient time and 
resources for course development, 
complexity of communications and 
cumbersome consortium structure; lack 
of understanding of special needs of 
students in remote locations, difficulty in 
accessing clinical placements; 
inexperience and frustration with 
technology, prolonged decision making 

Deans and directors wished to retain 
the consortium; regional co-
ordinators indicated support for the 
structure but suggested a more 
manageable start-up time; there was 
a lack of continuity between program 
initiators and those who 
operationalized it. 
 
A university program without walls is 
an alternative to traditional program 
delivery. 

Way, Daniel, 
Jones, Linda, “The 
family physician-NP 
dyad: indications 
and guidelines”, 
Canadian Medical 
Association 
Journal, 1994, 
151(1). 
 
Ontario 
 
 

The team model is the 
most popular description 
of the family physician-NP 
relationship, but it has 
drawbacks when the team 
has a ‘captain’ and 
decisions are based on 
conformity. 

Describe and 
analyze the family 
physician-NP dyad 
and practice 
guidelines in a 
community centre 
in Ontario. 

Descriptive analysis of 
family physician-NP 
model and practice 
guidelines with case 
studies to illustrate 
relationship models.  

Elements of family physician-NP model 
in Table 1. 
CHC has a catchment area of 80,000 
people. 
Model is based on mutual respect, is a 
collaborative practice, client centred, 
with a holistic approach and strives for 
efficiency and cost-effectiveness by 
offering a provider appropriate for the 
care needed. 
Limitation in terms of efficiency may be 
the additional time needed to coordinate 
care between 2 providers. 
Guidelines are: a reference for medical 
practice, an information source for 
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evaluating the NP after a probationary 
period, indicate to physicians what is 
expected of NPs, which removes the 
necessity each new physician to retest, 
and are ‘standing orders’ that allow the 
NP to care for most clients without the 
need for direct physician consultation. 

Way, Daniel, 
Jones, Linda, 
Baskerville, Bruce, 
Busing, Nick, 
“Primary health 
care services 
provided by NPs 
and family 
physicians in 
shared practice”, 
CMAJ, 2001, 
165(9). 
 
Ontario 
 

A recent review indicated 
that there is substantial 
evidence supporting 
strategies to improve 
interprofessional 
collaboration in primary 
care. 

Answer the 
following questions: 
What specific 
problems do NPs 
and family 
practitioners (FPs) 
address? 
What is the 
frequency of 
activity within each 
of the five domains 
of primary health 
care? 
To what degree do 
NPs and FPs share 
the care of their 
patients? 

Baseline data from 2 
rural Ontario primary 
care practices was 
collected to improve 
structured collaborative 
practice between NPs 
and FPs and compare 
service provisions 
between the two 
NPs and four FPs 
participated in the data 
collection of 400 patient 
encounters over a two-
month period. 
Data included: reasons 
for visit, services 
provided during the 
visit, and 
recommendations for 
further care. 

Most frequent reason to visit a NP was 
for a health examination (27%) and for a 
FP is was for a cardiovascular disease 
other than hypertension (8%). 
Delivery of health promotion was similar 
for the 2. 
Delivery of curative and rehabilitative 
services was lower for the NP. 
NPs provided more services related to 
disease prevention and support. 
Out of 79 referrals made while seeing a 
NP, 47 were to see a NP. 

Results indicate medico-legal issues 
related to shared responsibility, lack 
of interdisciplinary education and 
lack of familiarity with the scope of 
NP practice. 

Way, Daniel, 
Jones, Linda, 
Baskerville, Neill, 
“Improving the 
effectiveness of 
primary health care 
through NP/family 
physician 
structured 
collaborative 
practice”, Final 
Report, University 
of Ottawa, March 
31, 2001, 
(unpublished). 
 
Canada 

Reduced financial 
resources will result in 
significant cost reductions 
through initiatives such as 
physician resource 
management and 
changes in primary health 
care delivery. 

Develop, 
implement, and 
evaluate an 
intervention to 
support NP/FP 
structured 
collaborative 
practice, and 
develop 
postgraduate 
education for family 
medicine residents 
and student NPs. 

Descriptive, quantitative 
and qualitative 
collection methods. 
Data collection 
included; pre and post 
intervention from health 
care providers, 
students and patients; 
and key informants post 
intervention. 
Evaluation methods 
included; monitoring of 
program 
implementation and 
progress as well as 
surveys and interviews 
of providers, patient 

The provider using all of the learning 
modules and the creation of action 
plans for structured collaboration 
established intervention. 
A shift in the comprehensiveness and 
appropriateness of care provision was 
shown at the intervention site where 
patient encounter data was evaluated.  
NP intervention site provided more 
services in the curative, rehabilitative 
and supportive care compared to the 
NPs in the comparison site. 
Referral of patients changed; before the 
intervention NPs referred 19% of their 
patients to FPs and after intervention 
the NPs referred 8% of their patients.  
75% of patients were satisfied with the 

Recommendations: 
Broader introduction of structured 
collaboration in larger samples of 
Canadian sites. 
Other health professionals need to 
understand and assess their role 
and contribution to collaborative 
care. 
Undertake cost-effectiveness 
measures of collaboration. 
Future interventions must promote 
practice guidelines and be an 
adequate amount of time to measure 
patient outcomes to determine the 
contribution of collaborative care on 
quality of care. 
Develop resources to assist sites 
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surveys, patient 
encounter forms, key 
informant surveys, and 
a questionnaire and 
interview of students. 

service provided before and after 
intervention. 
Providers at the intervention sites were 
more satisfied with their collaboration 
than before or compared to the 
comparison sites. 
Changes occurred in collaboration in 
respect to scope of practice, 
competence, control, and role 
distinction. 
One intervention site met their goals of 
collaboration in the curative services 
and another intervention site met goals 
in the monitoring of stable chronic 
illnesses. 
Student FPs and NPs were positive of 
the relevance of the content for the 
student intervention, and in their change 
of attitude and understanding of 
collaboration. 

wishing to employ a NP. 
Assist sites that employ NPs and 
help define their role to support and 
improve their collaborative practices. 
Policy and health care system 
changes are required to supply 
reimbursement for NPs and the FPs 
who work in collaboration. 
Address medico-legal issues that 
prevent providers from working in 
collaboration. 
Research 7 elements of 
collaboration to determine each 
element’s importance  and create 
tools to assist implementation. 
Support implementation of 
recommendations of the Ontario 
Chairs of Family Medicine and the 
Council of Ontario University 
Programs of Nursing calling for 
continuing education on 
collaboration in clinical and 
classroom settings. 

Way, Daniel, Linda, 
Jones, Busing, 
Nick, 
“Implementation 
strategies: 
collaboration in 
primary care-family 
doctors and nurse 
practitioners 
delivering shared 
care discussion 
paper written for 
the Ontario College 
of Family 
Physicians”, May 
18, 2000, 
(unpublished). 
 
Ontario 
 
 

The OCFP identified 
some major issues 
regarding the 
establishment of 
collaborative models 
including the rigidity of 
adopting a single model 
for collaboration, funding 
mechanisms and the 
liabilities of physicians 
entering into a shared 
care relationship and 
established a Task Force 
with the RNAO to review 
the model. 

Describe the seven 
elements that form 
the framework or 
structure found in 
successful 
collaborations and 
a process for 
determining the 
roles and functions 
of the collaborative 
partners based on 
role guidelines. 

Literature review and 
case studies. 

“Collaborative Practice is an inter-
professional process for communication 
and decision making that enables the 
separate and shared knowledge and 
skills of care providers to synergistically 
influence the client/patient care 
provided”. 
Essential elements for a successful 
collaborative practice: 

• Responsibility and 
accountability 

• Co-ordination 
• Communication 
• Co-operation 
• Assertiveness 
• Autonomy 
• Mutual respect and trust 

Deciding upon the role and functions of 
the practice partners: identify the needs 
of the practice population and the 
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Author, Year, 
Province 

Background Objective Study 
design/limitations 

Findings Conclusions 

specifics of the practice setting and 
make clear decisions regarding the 
services that need to be offered by the 
groups, along with the services that will 
be provided by individual practice 
members. 
In reviewing the role and functions of 
the NP: the partners need to understand 
the distinct and duplicate strengths that 
both disciplines offer to the practice. 
Appendix 1 lists the activities associated 
by primary health services and identifies 
separate and shared functions. 
Process of identifying roles and 
functions of the collaborative model 
would include a review of the list of 
services offered by the group. 

Woodman, Mary, 
“Collaborative 
Practice:  An 
example from the 
Rural Kingston 
Network”, February 
2002 
 
Ontario 

The Sharbot Lake Medical 
Centre is one of five sites 
forming the rural Kingston 
network.  Since the start 
of the project in January 
2000, one NP and two 
MDs have functioned as a 
team at this site. 

To provide one 
example of a 
successful NP-MD 
collaboration.   

It is a case study but 
only encompasses one 
site, with one NP and 
two MDs. 
 
It is only a brief 
overview of the project 
to date (the project 
continues until January 
2003 and the study was 
done in February 
2002). 

NP’s role includes, in addition to direct 
clinical care, some emphasis on 
community outreach care, and 
participation in regional health planning 
with other providers. 
 
MDs and NPs view this as a successful 
collaboration.  Benefits included: 
• Improved quality of care with 

interdisciplinary teamwork 
• Extended hours and clinics due to 

addition of NP 
• Nursing perspective/community 

programmes new positive impact 
on patients and providers 

  

Reasons for success included: 
• Physicians’ past experience 

working with NPs 
• Foundation established in prior 

student/mentor roles 
• Mutual trust and respect 
• Exemplary communication 

between practitioners 
• NP’s background, ability, 

motivation, insight into 
limitations 

• Patients and community 
receptive and responsive 

• Support staff facilitate the role 
 
Remaining obstacles included: 
• Funding and funding 

mechanism 
• Existing myths around the NP 

role 
• Power struggles 
• OMA fee schedule re consults 
• Recruiting/retaining NPs in 

isolated rural areas may be 
similar to issues of physicians 
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Appendix C:  International literature 
 

Author, Date, 
Country Background Objective Study design/limitations Findings Conclusions 

Alpert, Heidi, Goldman, 
Leon, Kilroy, C., Pike, 
Adele, “Toward an 
understanding of 
collaboration”, Nursing 
Clinics of North America, 
1992, 27(1). 
 
United States 

Primary nurse-physician 
collaboration still needs to be 
evolved defined, described, 
and reproduced 
systematically. 

Describe the 
development of a model 
of primary nurse-
physician collaboration, 
and define and describe 
the concept and 
practice. 

Description of the creation of a model in 
one hospital.  Only looking at one hospital. 

Model development: 
• Positive nurse-physician 

collaboration is valued and 
all providers make the 
effort to develop them. 

• Nurses and physicians 
round together daily to 
establish goals and plans 
for care. 

• Patients are admitted to 7 
Gryzmish based on their 
requirements for intensive 
nursing care as opposed to 
just based on their medical 
diagnosis. 

Nurse/physician views: 
Major barrier to collaboration is 
limited knowledge of each other and 
the scope of each other’s practice. 
Begins with mutual respect and a 
belief that both are doing their best to 
provide care. 
Collaboration cannot be legislated. 
Outcomes of collaborative care: 

• Enhanced understanding of 
collaboration. 

• Changes in attitudes 
towards collaboration 
among providers. 

• Increased job satisfaction 
for clinical nurses. 

• Increased patient functional 
status on discharge. 

Once clear definitions of stages of 
collaboration and behaviours are 
established, the researchers will develop 
tools to measure nurse-physician 
collaboration and design curriculum in 
academic and hospital settings to teach 
the behaviour. 

Arcangelo, Virginia, 
Fitzgerald, Michelle, 
Carroll, Debra, Plumb, 
James, “Collaborative 
care between NPs and 
primary care physicians”, 
Primary Care, 1996, 

Many physicians are not well 
informed concerning 
independent, autonomous 
and collaborative practice 
with NPs.  

Discuss the advantages 
of collaborative practice, 
and address practical 
considerations for 
implementing a 
collaborative practice. 

Description. Components necessary for 
collaboration: 

• Trust 
• Knowledge 
• Shared responsibility 
• Mutual respect 
• Communication 

Facilitators to collaborative practice: 
• All providers must want to adopt 

model. 
• Determine how NPs will fit into 

practice. 
• Spend several day observing 

day-to-day activities. 

C
op

y 
fo

r a
rc

hi
ve

 p
ur

po
se

s.
 P

le
as

e 
co

ns
ul

t o
rig

in
al

 p
ub

lis
he

r f
or

 c
ur

re
nt

 v
er

si
on

. 
C

op
ie

 à
 d

es
 fi

ns
 d

’a
rc

hi
va

ge
.  

V
eu

ill
ez

 c
on

su
lte

r l
’é

di
te

ur
 o

rig
in

al
 p

ou
r l

a 
ve

rs
io

n 
ac

tu
el

le
. 



 2 

Author, Date, 
Country Background Objective Study design/limitations Findings Conclusions 

23(1). 
 
United States 

• Cooperation and 
coordination 

• Optimism 
Types of collaborative practice: 

• Parallel model: NP sees 
stable patients and 
physician sees medically 
complex patients. 

• Sequential model: NP 
performs the intake 
assessment and the 
physician is responsible for 
the diagnosis and 
management or the 
reverse in which the 
physician would screen all 
of the patients and 
delegate the care to the 
physician or NP. 

• Shared model: NP and 
physician see an individual 
patient on an alternating 
schedule. 

• Collaborative model: 
Patient chooses or is 
assigned to the NP 
regardless of the 
complexity of the problem. 

• Public relations campaign 
beginning before the NP starts. 

• Practice aware of regulations of 
the NP within the state. 

• Consider methods of 
reimbursement. 

• Decide upon protocols or 
standing orders if any. 

• Professional relationship, which 
complement one another. 

Benefits of collaborative practice: 
• Coordinate care 
• Utilization of several areas of 

expertise 
• Partnership 
• Brainstorming 
• Fostering of maximum 

productivity 
• Effective use of personnel 
• Retention of personnel 
• Improved patient outcomes 
• Increased primary care 

accessibility 
• Cost-effective care 
• Expansion of services provided 

Batey, Marjorie, Holland, 
Jeanne, “Prescribing 
practices among NPs in 
adult and family health”, 
American Journal of 
Public Health, 1985, 
75(3). 
 
United States 

Research estimates that the 
health problems of 67 to 90% 
of people who seek primary 
care could be managed 
effectively by NPs. 

Describe the prescribing 
practices of NPs 
accorded prescriptive 
privileges by their state 
licensing regulatory 
board, whose scope of 
practice was adult/family 
health and who were 
engaged in practice in 
one of the five western 
states. 

Questionnaires were sent to 401 NPs that 
have prescriptive authority and 227 were 
returned and 140 had identified their 
scope of practice. 
Logs were collected to identify prescribing 
practices. 
A follow-up questionnaire was sent out to 
record the NP’s degree of confidence for 
prescribing drugs, in which 89 responded. 

Average number of prescriptions per 
respondent was 79.6 for the 10-day 
period. 
Lowest ratio per NP was 66.3, which 
occurred for practice sites with no 
MD. 
52% of the prescriptions were for 
non-drug devises, for the remaining 
prescriptions 12.3% were for over the 
counter drugs and 87.7% were for 
legend products.  
70% of all prescriptions were given 
for 5 of the 18 health problem 
categories. 
Highest confidence for prescribing 

Data examines prescribing at a time when 
prescribing was a new legal authority for 
the NPs participating. 
Prescribing practices similar although 
lower to physicians. 
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Author, Date, 
Country Background Objective Study design/limitations Findings Conclusions 

derived from immunization/vaccines, 
anti-infectives, vitamins and 
ophthalmics. 
Referral was reported for 14.3% of all 
prescriptions.   

Billingsley, Molly, 
Harper, Doreen, “The 
extinction of the NP: 
threat or reality?”, Nurse 
Practitioner, 1982. 
 
United States 

By identifying issues and 
confronting them, NPs can 
transform problems into 
rallying points that can 
strengthen the movement. 

Address the most 
serious obstacles, and 
recommend strategies 
for survival. 

Descriptive method in which problems are 
discussed and recommendations are 
offered and reinforced by literature. 

Problems include undefined role, 
multiple entry levels, lack of 
consensus in name, limited consumer 
awareness, lack of energy, legal 
ambiguities, lack of third-party 
reimbursement, threatened surplus of 
physicians, and territorial constraints. 

Recommendations: 
1. Educational curricula emphasize 

nursing content. 
2. Establish nursing as the expert. 
3. Identify and describe NP tasks 

in health care. 
4. Identify master’s degree level as 

beginning level of preparation. 
5. Select 1 recognizable title. 
6. Make consumers aware that 

nursing/health care is not 
synonymous with medical care. 

7. Organize NPs into a group. 
8. Work toward nationally 

recognized certification process. 
9. Pursue third-party 

reimbursement. 
10. Expand scope of clinical sites. 

Brown, M., Olshansky, 
Ellen, “Becoming a 
primary care NP: 
challenges of the initial 
year of practice”, Nurse 
Practitioner, 1998, 23(7). 
 
United States 

“Limbo to Legitimacy” is a 
research-based model, which 
was constructed by the 
authors, and documented in a 
prior paper, takes into 
account new NPs’ 
experiences during their first 
year in primary care practice. 

Describe some of the 
emotional and 
professional challenges 
intrinsic to the first year 
of practice. 

Model was developed from data obtained 
from a longitudinal, qualitative research 
study of 35 new NP graduates. 
Discuss the stages of the Limbo to 
Legitimacy model, and the implications of 
the model for new NP graduates. 

Stage 1: Laying the foundation 
• Recuperating from school; 

take time off 
• Negotiating the 

bureaucracy; secure 
credentials 

• Looking for a job; apply or 
create jobs 

• Worrying; taking time off, 
licensure and passing 
certification exam 

Stage 2: Launching 
• Feeling real; sense of 

legitimacy 
• Getting through the day; 

constant problem-solving 
• Battling time; felt guilty 

about asking questions. 
• Confronting anxiety; modify 

environment 

Findings from the study collect a table of 
comforting thoughts for the transition year. 
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Author, Date, 
Country Background Objective Study design/limitations Findings Conclusions 

Stage 3: Meeting the challenge 
• Increasing competence; 

skill-building activities 
• Gaining confidence; 

increased naturally as 
participants became more 
independent 

• Acknowledging system 
problems; financial issues, 
unsupportive providers and 
pressure to represent the 
role positively   

Stage 4: Broadening the perspective 
• Developing system savvy; 

initiate changes 
• Affirming oneself; hear 

positive feedback 
• Upping the ante; place 

themselves in more 
demanding situations 

Brunton, Byrle, Beaman, 
Margaret, “NPs’ 
perceptions of their 
caring behaviours”, 
Journal of the American 
Academy of NPs, 2000, 
12(11). 
 
United States 

In order for NPs to develop 
models of practice they must 
gain knowledge about the 
determinants of primary care 
encounters. 

Explore NPs perceptions 
of their own caring 
behaviours, the 
relationship between 
socio-demographic 
variables, environmental 
factors, and NP’s 
perceptions of their 
caring behaviours. 

Random sample survey sent to 200 
members of an Illinois NP group. 
Perceptions of 40 care behaviours were 
measured using a revised Wolf’s Caring 
Behaviours Inventory. 

Ten most common caring behaviours 
were: appreciating the patient as a 
human being; showing respect for the 
patient; being sensitive to the patient; 
talking with the patient; treating 
patient information confidentially; 
treating the patient as an individual, 
encouraging the patient to call with 
problems; being honest with the 
patient; and listening attentively to the 
patient. 

Results indicate the necessity for an 
instrument to measure NP and client 
perceptions of NP caring behaviours 
because it can go unrecognized until the 
patients and their families miss the 
behaviour. 
. 

Dontje, K., Sparks, B., 
Given, B., “Establishing 
a collaborative practice 
in a comprehensive 
breast clinic”, Clinical 
Nurse Specialist, 1996, 
10(2). 
 
United States 

The NP can decrease the 
anxiety surrounding breast 
health issues by participating 
in interdisciplinary practices at 
breast clinics. 

Describe the 
development of a breast 
clinic that uses 
interdisciplinary 
collaboration. 

Description of collaboration model 
developed at one site and qualitative 
measurement of patient satisfaction as 
well as quality assurance measures of 
chart records. 

Model of collaboration: 
Circular areas for physicians and 
CNSs overlap creating collaboration 
and conflict. 
Goals of practice: 

• Provide comprehensive 
breast health care to 
women. 

• Reduce anxiety. 
• Provide education and 

counselling about 
prevention, detection, 

Clinic is successful based on patient 
satisfaction, quality assurance, and 
provider satisfaction. 
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Author, Date, 
Country Background Objective Study design/limitations Findings Conclusions 

diagnosis, and risk factors. 
Comprehensive Breast Health Clinic 
opened to patients in January 1991 
with 2 NPs and 1 surgeon. 
Created guideline for patient visits 
concerning the initial evaluation, 
follow-up and consultation, and 
treatment plan. 
Problems: 

• Surgeons were still seeing 
many women with benign 
breast concerns that 
should have been direct to 
the NP. 

• Community physicians only 
referred to the surgeon. 

• Support staff not knowing 
where to direct patients. 

Satisfaction survey of patients 
indicated that 86% of the 175 women 
surveyed were very satisfied with 
their care. 
Quality insurance measure showed 
that medical records met the highest 
level of compliance with required 
standards. 

Ford, Valarie, Kish, 
Cheryl, “Family 
physician perceptions of 
NPs and physician 
assistants in a family 
practice setting”, Journal 
of the American 
Association of NPs, 
1998, 10(4). 
 
United States 

More physicians are 
becoming preceptors and this 
position will impact the 
educational opportunities 
provided to the student. 

Examine the perceptions 
of FPs toward NPs and 
physician assistants. 

A convenience sample was used in which 
equal numbers of faculty and residence 
staff were randomly selected to comprise 
a total of 10 participants. 
Semi-structured interviews were 
conducted and coded. 

Overall acceptance of NPs and 
physicians assistants as cost-
effective providers in the health care 
system. 
Approval was conditional on NPs 
adherence to guidelines and 
protocols. 
Physician did not relate diagnostic 
reasoning to the NP. 
Faculty cited fewer science courses 
in NP curriculum and lack of clinical 
practice as concerns. 
Physicians had no knowledge of NPs 
process of credentialing. 
Concern that if NPs had prescriptive 
authority and get paid independently 
they would have independent 

Findings indicate that NPs need to 
educate the health care community about 
what the NP role brings to the practice. 
Results reflect the current legislative battle 
for prescriptive authority. 
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Author, Date, 
Country Background Objective Study design/limitations Findings Conclusions 

practices. 
Two physicians felt more comfortable 
with NPs in traditional roles; case 
management and home visits. 

Freeman, Marnie, Miller, 
Carolyn, Ross, Nick, 
“The impact of individual 
philosophies of 
teamwork on multi-
professional practice and 
the implications for 
education”, Journal of 
Interprofessional Care, 
2000, 14(3). 
 
United Kingdom 

Multi-professional “teamwork” 
has become the favoured 
model of practice and is 
promoted by health 
organizations. 

Explore the issues 
around professional 
interaction, which inhibit 
or facilitate team working 
and examine the way in 
which organizational 
structures and 
processes impact team 
function. 

Case studies of teams. 
Information was collected through 
observation, interviews, and document 
analysis. 
Teams: include numerous health care 
providers in settings including primary 
care. 

Individual philosophies of teamwork: 
• Directive: assumption of 

hierarchy, and levels of 
communication. 

• Integrative: Commitment to 
collaborative practice, 
realize importance of 
developing role 
boundaries, equal value 
assigned to contributions, 
and wide discussion to 
develop team 
understanding. 

• Elective: System of liaison, 
which included insularity of 
practice, attention to role 
clarity, brevity of 
communication, and 
learning was valued from 
those of equal status of 
higher status. 

Results of individual philosophies on 
teamwork: 
Shared vision: 

• Only directive and 
integrative philosophies 
identify with a shared 
vision, and elective see it 
as threatening. 

Communication: 
• Elective and integrative 

saw discussion as 
important and lack of 
communication could affect 
the patients and directive 
thought communication 
was only necessary for 
their own actions. 

Role understanding and valuing: 

Basic professional education should 
include the fundamental aspects of 
teamwork.  
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Author, Date, 
Country Background Objective Study design/limitations Findings Conclusions 

• Directive and integrative 
understood others 
professional roles, while 
elective had less 
understanding of other’s 
roles. 

Garland, Neal, 
Marchione, Joanne, “A 
framework for analyzing 
the role of the NP”, 
Advances in Nursing 
Science, 1982. 
 
United States 

The NP role is interesting 
from a sociological 
perspective because the 
position attempts to establish 
a new role within a system 
that is highly structured and 
over which physicians hold a 
high degree of control. 

Build on the theoretical 
work of the NP role by 
earlier researchers. 

Description of levels of NP role analysis 
through literature. 

Levels of analysis: 
• Societal/institutional level 

of analysis; social norms 
which affect the role. 

• Group/interactional level of 
analysis; assumes that 
people interact mainly in 
terms of status and roles 
are learned in the process 
of social interaction. 

Level in which gender-specific 
occupations occurs. 
Jargon assigned by physicians and 
nurses separately, affect 
communication. 

• Individual/psychological 
level of analysis; 
personality characteristics 
affecting the role. 

Studies at the group level identify 
poor communication due to social 
level. 

Researchers need to develop a framework 
that enables them to place their studies 
within a context that takes into account 
various levels of analysis. 
Framework identified in study should aid in 
identifying types of variables from past 
research. 

Giardino, Angelo, Jones, 
Rebecca, “Instruments 
for studying 
collaboration”. In: 
Siegler, E., Whitney, F., 
editors. Nurse- Physician 
Collaboration: Care of 
Adults and the Elderly, 
1994: 171-184. 
 
United States 

Studies of collaboration must 
identify how it works to allow 
the professionals to measure 
the impact of collaboration on 
providers, the health care 
system and patients. 

Provide a broad 
overview of the 
instruments that 
researchers have used 
to record nurse-
physician collaboration 
and measure patient and 
provider satisfaction. 

Literature review. 4 indicators of collaboration: 
1. Power-control: 

• Measure by level of 
collegiality in 
interdisciplinary teams and 
Nurse and Physician 
Communication Scales. 
(Feiger, Schmitt) 

• Tool to measure interaction 
during clinical problem-
solving encounters in an 
ambulatory setting (Lamb, 
Napodano). 

2. Practice spheres: 
• Measure professional 

Researchers must start to identify 
collaboration among all members of the 
interdisciplinary team. 
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Author, Date, 
Country Background Objective Study design/limitations Findings Conclusions 

perceptions of practice 
spheres (Davidson). 

• Health Role Expectation 
Index to measure 
relationships among 
nurses, physicians and 
patients (Weiss, Davis). 

3. Mutual concerns: 
• Management of 

Differences Exercise to 
measures management 
styles of handling conflict 
(Thomas, Kilmann). 

• Collaborative Practice 
Scales to provide reliability 
of their instrument (Weiss, 
Davis) 

4. Common goals: 
• No studies of common 

patient care goals exist; 
however conceptual 
support exists to include 
this variable. 

Nurse Satisfaction measures: 
• Index of Work Satisfaction 

(Stamps, Piedmonte) 
• Nurse Job Satisfaction 

Scale (Torres) 
Physician Satisfaction measures: 

• Physician’s Perception of 
the Quality of nursing Care 
(Ward, Lindeman). 

Patient Satisfaction measures: 
• Patient satisfaction based 

on 8 dimensions (Ware, 
Stewart). 

• Patient’s Opinion of 
Nursing Care (Torres). 

Grady, Greta, Wojner, 
Anne, “Collaborative 
practice terms: the 
infrastructure of 
outcomes management”, 

Collaboration is more than 
simply working together, it is 
accomplished when 
individuals recognize and 
respect the synergistic impact 

Review the process of 
collaborative practice 
team formation, 
expected pitfalls and 
barriers to effective 

Description.     Collaborative practice teams were 
formed for each specialty practice 
area and were responsible for 
identifying population outcomes and 
guiding the development of 

Collaborative practice teams search for 
best practice by improving clinical quality 
and attaining target outcomes. 
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Author, Date, 
Country Background Objective Study design/limitations Findings Conclusions 

AACN, 1996, 7(1). 
 
United States 

of teamwork on patient 
outcomes. 

collaboration, and the 
work accomplished by a 
collaborative practice 
team. 

standardized interdisciplinary 
processes. 
Principles: 

• Change is slow and a time-
consuming process. 

• Change agents should 
expect the loudest reaction 
from the group most 
empowered in the system 
status quo. 

• Attitudes towards change 
are distributed normally, 
with most group members 
uncertain about a proposed 
change. 

Collaborative practice teams will 
experience 4 phases of group 
development: 

• Forming; inquiry and 
exploration. 

• Storming; conflicts of group 
goals and relationships. 

• Norming; guidelines and 
true collaboration. 

• Performing; individual and 
group initiative evident. 

Hamric, Ann, Lindebak, 
Sharon, Jaubert, Steve, 
Worley, Dana, 
“Outcomes associated 
with advanced nursing 
practice prescriptive 
authority”, Journal of the 
American Association of 
NPs, 1998, 10(3). 
 
United States 

Variations state to state in 
prescribing authority constrain 
advanced practice nurses, 
particularly in primary care 
settings. 

What patient outcomes 
occurred in response to 
advanced practice 
nursing care? 
To what extent did the 
collaborating physicians 
in the study assess the 
prescriptive practices of 
advanced practice 
nurses to be safe, 
effective, and 
appropriate in the 
management of 
ambulatory care 
patients? 
To what extent were 
patients satisfied with 

33 advanced practice nurses participated 
from 25 different sites. 
Selection process non-random so may 
contain biases. 
Patients were from rural clinics (47%), 
urban clinics (15%), pediatric clinics (13%) 
or HIV clinics (9%). 
Data was collected over a 2-month period 
and 683 patient outcomes were analyzed. 
Patient satisfaction data was collected in a 
Likert format. 
Physician data was completed after the 
project and on-site visits were conducted. 

18% of the patients had private 
insurance, 40% were covered by 
Medicare, 18% paid and 13% 
received free care. 
147 different diagnoses were made 
and over 90% of the patients required 
medication. 
2,889 prescriptions were written for 
the 1,708 patients studied. 
Overall patient outcomes were 
positive; 59% of the patients 
improved and 76% of the patients 
either improved or stabilized due to 
the advanced practice nurses’ 
treatment. 
96% of patients agreed that the 
treatment from the advanced practice 

When advanced practice nurses are given 
prescriptive authority in a collaborative 
practice with a physician, they practice 
safely and consistently within their scope. 
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Author, Date, 
Country Background Objective Study design/limitations Findings Conclusions 

the care provided by the 
advanced practice 
nurses? 

nurse helped their problem. 
Collaborating physicians all felt the 
advanced practice nurses were 
beneficial to their patients. 
Patients had less waiting time (15 
min. or less) and were satisfied by he 
care. 

Herzog, Eric, “The 
underutilization of NPs in 
ambulatory care”, Nurse 
Practitioner, 1976. 
 
United States 

The delegation of services by 
the physician, though 
endorsed in theory, was not 
being practiced. 

Illustrate the why NPs 
are underutilized and 
identify some 
approaches taken to 
alleviate the problem. 

Descriptive approach.  Physician felt less efficacious in his 
work and less satisfied with his 
organization when the nurse 
assumed more responsibility. 
Goals of nurses may differ from 
physicians. 
Lack of adequate support and 
acceptance. 
Approaches: improving skills of 
nurses; building the role of educators 
as links to the delivery system; 
improving the curriculum; increasing 
the awareness of physicians and/or 
administrators; and improving the 
amount of basic research and 
evaluation. 

Problem needs more attention. 

Jones, L., et al., “NPs: 
leadership behaviours 
and organizational 
climate”, Journal of 
Professional Nursing, 
1990, 6(6). 
 
United States 

Most studies have focused on 
NPs clinical practice as 
opposed to other roles within 
organizations. 

Examine the relationship 
of individual perceptions 
of organizational climate 
to self-reported 
leadership behaviours of 
NPs in clinical practice. 

Random sample of 317 NPs from national 
nursing organizations in which 56% have 
master’s degrees. 
37-item questionnaire was employed to 
measure self-reported leadership 
behaviours in clinical practice. 
5 dimensions were evident during factor 
analysis: meeting organizational needs, 
managing resources, perceived leadership 
competence, task accomplishment, and 
communication. 
Organizational climate was measured by a 
50-item questionnaire including 9 
dimensions: structure, responsibility, 
reward, risk, warmth, support, standards, 
conflict, and identity. 

Incomplete surveys resulted in 208 
subjects. 
Meeting organizational needs was 
predicted by risk taking and rewards. 
Managing resources was predicted 
by the perceived support of risk 
taking ad structure. 
Risk and the perceived standard 
setting predicted leadership 
competence. 
Task accomplishment was predicted 
by structure, risk, and standards. 
Communication was predicted by 
rewards. 

The negative association between 
performance standards to leadership 
behaviour supports the need for self-
direction in NPs. 
Organizational climate dimensions most 
associated to leadership behaviours of 
NPs were risk, structure, reward, and 
responsibility. 

Kane, Rosalie, Kane, 
Robert, Arnold, Sharon 
et al., “Geriatric NPs as 
nursing home 

Typically, geriatric NPs in 
nursing homes have been 
part of a primary health care 
team serving one or more 

Report a case study of 
the development of the 
geriatric NP in the 30 
facilities in the 

Qualitative study conducted by telephone 
interviews with 3 respondents from each 
facility; the geriatric NP, the director of 
nurses and the administrator. 

Efforts for the geriatric NP attenuated 
for 3 reasons: for administrative or 
staff nursing roles; spent a large 
proportion of her time in the 

Implementing a new clinical role in a 
nursing home is difficult even if there is 
enthusiasm with the idea. 
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Author, Date, 
Country Background Objective Study design/limitations Findings Conclusions 

employees: 
implementing the role”, 
Gerontologist, 1988, 
28(40). 
 
United States 

facilities rather than direct 
employees of any nursing 
home. 

experimental group. Data collected in the summer of 1985 
when the 30 geriatric NPs had completed 
their preceptorship between 1977 and 
1984. 

independent living component of the 
facility doing primary care or home-
health care; and was less than a full-
time employee to begin with. 
18 of the 30 worked 40 hours a week. 
8 geriatric NPs claimed a relationship 
with less than three-fourths of the 
physicians. 
23 were free to examine all patients 
in the facility regardless of the 
patient’s physician of record. 
More than one-third counselled both 
residents and families. 
Most started new programs, 15 
focused on bowel and bladder 
training, and 6 started none at all. 
Most of the geriatric NPs felt they had 
a significant effect on the use of 
acute hospitals. 
Directors of nursing and 
administrators were generally 
satisfied with geriatric NPs, though 
directors were more enthusiastic. 
10 administrators thought that the 
geriatric NPs were all cost and no 
revenue. 
Some directors saw a negative 
impact on morale because of superior 
attitudes of the geriatric NP. 

Little, Marilyn, 
“NP/physician 
relationships”, American 
Journal of Nursing, 
1980. 
 
United States 

Physicians use certain 
processes to manage 
resources and maintain 
control over the division of 
labour once NPs enter the 
agency. 

Explore processes of 
social control and also 
describe the 
complimentary strategies 
used by NPs to gain 
access to the delivery of 
health care. 

Description of relationships through 
qualitative interviews. 
Categories in topics were identified to 
analyze patterns of working relationships 
and methods of social control. 

Data identified two types of control: 
structural and personal. 
Structural controls are institutional 
policies and procedures that effect 
the division of labour in the facility. 
Other providers place personal 
controls on the NP. 
Four basic patterns to professional 
relationships: 

• Assistant or guest occurs 
in private practices with 
high personal control. 

• Gatekeeper occurs in 
large bureaucratic 

The type and degree of social control and 
the structural features of the practice 
setting shape relationships between NPs 
and MDs. 
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Author, Date, 
Country Background Objective Study design/limitations Findings Conclusions 

organizations with high 
structural controls. 

• Colleague or manager 
occurs in facilities with low 
structural and personal 
controls. 

Lorenz, Alan, Mauksch, 
Larry, Gawinski, 
Barbara, “Mental health: 
models of collaboration”, 
Primary Care, 1999, 
26(2). 
 
United States 

One health provider can 
handle simple problems; 
however more complex 
problems call for more 
intense collaborative 
practices. 

Briefly review the history 
and need for 
collaboration followed by 
sections on the spirit of 
collaboration, the 
spectrum of 
collaboration, key 
ingredients for 
collaboration, and 
thoughts concerning 
future collaboration.  

Description. Spirit: attitude and interpersonal 
process that includes cooperation 
and a spirit of working together. 
Spectrum:  

• Parallel delivery occurs 
when the division of labour 
is clear and the problems 
addressed do not flow into 
each other in any 
significant way. 

• Informal consultation focus 
on the consultant helping 
the consultee focus on a 
certain problem. 

• Formal consultation 
relationship with the 
consultee is more 
contractual and the 
consultant may have direct 
contact with the patient. 

• Co-provision of care 
involves sharing 
professional responsibility 
for patient care; generally 
not hierarchical. 

• Expansion of the health 
care network. 

Key Ingredients: 
• Relationship; mutual 

respect 
• Common purpose 
• Paradigm; sharing the 

same facilitates 
collaboration. 

• Communication; clear 
• Location of service; co-

location advantageous.  

Research shows that primary care 
clinicians do a better job detecting, 
treating, and referring mental health 
problems when working in collaboration 
with multidisciplinary providers. 
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Author, Date, 
Country Background Objective Study design/limitations Findings Conclusions 

• Business arrangement; 
method of payment, “all 
under one roof” (one 
employer). 

McLain BR. 
Collaborative practice: a 
critical theory 
perspective. Res Nurs 
Health 1988 Dec;11(6): 
391-8. 
 
United States 
 

  The purpose of this critical theory study 
was to investigate the observed failure of 
nurses and physicians to collaborate, and 
the underlying meaning behind this failure. 
Using a phenomenological and 
participatory approach, 18 family nurse 
practitioners and physicians in joint 
practice were interviewed separately and 
together about their practice relationships. 
Transcribed interviews and data 
summaries were returned to the 
participants for review and validation. 
Emergent themes were analyzed using the 
critical theory of Jurgen Habermas.  

Results demonstrated that distorted 
communication and nonmeaningful 
interactions were promoted by both 
nurses and physicians. Elements 
identified as contributing to more 
successful collaborative practices 
included a willingness to move 
beyond basic information exchange 
in nurse/physician interactions, the 
willingness and ability to challenge 
distortions and assumptions in the 
relationship, and a belief system 
based on critical self-reflection. 

 

Mark, Debra, Byers, 
Vicki, Mays, Mary, 
“Primary care outcomes 
and provider practice 
styles”, Military 
Medicine, 2001, 166(10). 
 
United States 

Evaluation of health must be 
comprehensive and 
multidisciplinary to ensure 
accuracy. 

Assess various 
components of practice 
styles of primary care 
providers and how they 
influence patient 
outcomes. 

Study is conducted in more than one 
centre measuring correlations for changes 
in the following variables: patient health 
status, functional status, information 
seeking and satisfaction outcomes; while 
controlling for: symptom severity and co-
morbidity as a function of provider practice 
styles. 
Adult patients with new conditions were 
invited to participate and were followed-up 
six months later. 
Collection instruments included several 
questionnaires for providers and patients.  

26 physicians, 19 NPs, 13 physician 
assistants, completed questionnaires 
and 167 patients completed the 
follow-up questionnaires from 226 
who completed the initial 
questionnaire. 
No distinct practice style emerged for 
the different providers. 
A moderate positive correlation 
existed between practice model and 
information giving and a strong 
positive correlation between 
confidence and autonomy. 
At 6 months, provider type was 
significant and physicians saw more 
patients whose health status was 
worse. 
Providers with the greatest autonomy 
were seeing patients the worst 
functional status. 
No significant difference in the level 
of satisfaction among patients who 
saw different providers. 

Equivalent health outcomes resulted from 
different provider types, working in 9 
different clinics, using a range of practice 
styles. 
Limitations include: sample size, lack of 
randomization, and using only military 
settings. 

C
op

y 
fo

r a
rc

hi
ve

 p
ur

po
se

s.
 P

le
as

e 
co

ns
ul

t o
rig

in
al

 p
ub

lis
he

r f
or

 c
ur

re
nt

 v
er

si
on

. 
C

op
ie

 à
 d

es
 fi

ns
 d

’a
rc

hi
va

ge
.  

V
eu

ill
ez

 c
on

su
lte

r l
’é

di
te

ur
 o

rig
in

al
 p

ou
r l

a 
ve

rs
io

n 
ac

tu
el

le
. 



 14 

Author, Date, 
Country Background Objective Study design/limitations Findings Conclusions 

Martin, Patricia, 
Hutchinson, Sally, “NPs 
and the problems of 
discounting”, Journal of 
Advanced Nursing, 
1999, 29(1). 
 
United States 

Studies typically address 
barriers of the profession from 
the perspectives of scholars 
and researchers. 

Contribute information 
on the problem of 
discounting from a NP 
perspective. 

Collection techniques included interviews 
with 23 NPs, document review and 
observation of relevant meetings. 
Triangulation across data ensured 
reliability and validity. 

Social psychological discounting: 
being undermined, ignored, excluded, 
blamed, verbally abused, stigmatized, 
made invisible, and misidentified. 
Social structural discounting:  
1. Organizational settings: 
Unclear role expectations, 
inadequate resources, lack of 
administrative support, lack of 
preparedness and planning, chain of 
command issues, financial 
exploitation, not able to get direct 
reimbursement. 
2. Legislative issues: 
Limitations on scope of practice and 
full legal recognition. 

Research serves to raise consciousness 
by increasing awareness of the 
problematic social psychological and 
social structural climate of some NPs’ 
practice. 

Norsen, Lisa, Opalden, 
Janice, Quinn, Jill, 
“Practice model, 
collaborative practice”, 
Critical Care Nursing 
Clinics of North America, 
1995, 7(1).  
 
United States 

Core of collaborative practice 
is defined by the nurse-
physician dyad, which is 
closely related to patient care. 

Discuss collaborative 
practice and describe 
the characteristics of the 
advanced practice nurse 
in collaborative practice. 

Description and case study. Attributes of interdisciplinary team: 
• Cooperation; emphasize 

collegial relationships 
based on equality and 
shared decision-making. 

• Assertiveness; individuals 
support views with 
confidence. 

• Responsibility; accept 
accountability for action. 

• Communication; sharing 
information about patient 
care. 

• Autonomy; trust from the 
team and empower each 
member to practice 
independently. 

• Coordination; organization 
of care components. 

Structure is conceptualized as a 
pyramid (starting from bottom): 

• Scope of advanced 
practice; defines legal 
parameters of 
arrangement. 

• Standards of advanced 
practice; reference that 

Facilitators of collaboration: 
• Administrative support 
• Documentation; integrated 

medical record. 
• Interdisciplinary rounds and 

conferences; review patient 
progress and plan care. 

• Joint clinical research; no longer 
remain distinct and separate. 
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Author, Date, 
Country Background Objective Study design/limitations Findings Conclusions 

outlines responsibilities. 
• Practice agreement; 

outlines aspects of 
collaborative relationship 
between the APN and 
physician. 

• Protocols for advanced 
practice; members have 
the chance to discuss, 
avoid disagreement, and 
assure quality. 

Nugent, K., Lambert, V., 
“The advanced practice 
nurse in collaborative 
practice”, Nursing 
Connections, 1996, 9 
(1). 
 
United States 

Interdisciplinary collaborative 
practice is essential for the 
success of the health care 
reform. 

Discuss the barriers and 
facilitators and prepare a 
model of collaborative 
practice. 

Description. Facilitators of collaborative practice: 
• Both providers practice 

from the uniqueness of 
their separate disciplines. 

• Share responsibility and 
accountability for client 
care within the scope of 
their respective practices. 

• Shared decision-making. 
• Shared philosophy occurs 

through mutual 
understanding of the scope 
of each other’s practice. 

• Effective communication. 
• Synergy distinguishes 

collaboration from other 
relationships. 

Barriers to collaborative practice: 
• Male dominance. 
• Organizational barriers 

include educational and 
economic factors. 

• Differ in philosophies of 
care between midwives 
and physicians. 

Model for collaborative practice: 
Figure 1 shows diagram of model. 

• Common purpose  
• Professional contribution 

(diverse) 
• Collegiality 
• Client focused practice 

Nurses and physicians work best as 
colleagues when these conditions are 
present: 

• Mutual agreement 
• Equality in status 
• Shared knowledge base 
• Respect for complementary 

skills 
• Mutual trust for each other’s 

competence 
• Open communication 
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• Communication (subsumed 
in other concepts) 

Sherman, Jeremie, 
Fuller, Sara, Hunter, 
Sheila, “Perceived 
barriers to prescriptive 
practices of advanced 
practice nurses”, Journal 
of the American 
Academy of NPs, 1999, 
11(2). 
 
United States 

Prescription is an important 
part to providing primary 
health care and can affect 
access similar to geographic 
and economic circumstances. 

Document the barriers or 
constraints to 
prescriptive authority 
and prescribing practices 
as perceived by clinical 
health specialists, 
clinical nurse midwifes 
and NPs both with and 
without prescriptive 
authority. 

Qualitative approach through a correlation 
survey of the 3 nurse groups. 
Surveys used the Individual Description 
Questionnaire and the Practice 
Description Questionnaire. 
Barriers were contrasted between those 
who have prescriptive authority and those 
who do not. 
 

Response rate was 36% (n=178). 
68% of those with prescriptive 
authority had masters. 
50% of the providers with prescriptive 
authority practiced in OB/GYN 
settings. 
50% of the providers identified their 
inability to sign for prescription 
samples as a moderate to severe 
barrier along with restrictions of state 
law, payment differential between the 
providers and MDs, third party 
reimbursement, and phone 
pharmacist. 
62% in family practices felt protocols 
restricted practice, while 50% in other 
settings felt an MD preceptor was the 
problem. 
Providers in hospitals felt more 
barriers than providers in group 
practices who perceive fewer 
problems associated with the need 
for protocols. 
Rural settings perceived many of the 
same barriers except acquisition of 
pharmacology hours was a large 
barrier in those settings. 

Findings confirm that advanced practice 
nurses still encounter barriers; however 
now there are barriers to those who have 
prescriptive authority such as the inability 
to sign for samples and to telephone 
prescriptions to pharmacists were not 
identified as a barrier prior to this 
research. 

Shuler, Pamela, 
Huebsher, Roxana, 
“Clarifying NPs’ unique 
contributions: application 
of the Shuler NP practice 
model”, Journal of the 
American Academy of 
NPs, 1998, 10(11). 
 
United States 

Literature continually 
indicates that NPs have not 
identified their unique 
contributions as health care 
providers. 

Integrate the Shuler 
model into all NP 
practices to 
demonstrate, and 
identify their unique 
contributions,  

Description of model. Model characteristics: 
• Assessment of patients 

from a holistic perspective. 
• Development of a mutually 

agreeable, self-care 
oriented treatment plans. 

• Inclusion of disease 
prevention and health 
promotion activities in 
treatment plan.  

• Consideration of all non-
pharmacological 
treatments including 
alternative healing 

Use of the Shuler NP Practice Model can 
result in documentation that better reflects 
the NP/patient interaction. 
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practices. 
• Functioning within a 

multidisciplinary team. 
• Enhancement of the 

patient’s and NP’s personal 
movement towards 
improved wellness. 

Siegler, Eugenia, 
Whitney, Fay, Schmitt, 
Madeline, “Collaborative 
practice: research 
questions”. In: Siegler, 
E., Whitney, F., editors. 
Nurse- Physician 
Collaboration: Care of 
Adults and the Elderly, 
1994: 193-203. 
 
United States 

Answering the question of 
whether collaboration works 
is necessary to the growth 
and development of 
collaborative practice. 

Outline some of the 
methodological barriers 
inherent in the study of 
collaboration. 

Literature review. Structure of collaborative practices: 
1. Determining the underlying team 
model: 

• Dyadic team model; nurse- 
physician. 

• Self-contained small group 
model; fixed group of 
providers. 

• Patient care unit model; 
larger organization. 

2. Choosing the collaborators. 
3. Targeting the appropriate patient 
population: 

• Criteria not universal. 
• Criteria may vary with type 

of team model. 
• Patients who have poor 

outcome may benefit most. 
• Exclude patients likely to 

have positive outcome 
regardless. 

Examining the collaborative process: 
1. Measuring collaboration: 

• Choice of measure should 
be ‘sensible’ as well as 
chosen for the specific 
design of each study. 

• Measure will reflect 
underlying team model. 

2. Defining the “gold standard” of 
collaboration: 

• Define how often providers 
need to apply criteria for 
collaboration to be 
collaborators.  

3. Separating the effect of 

Although collaboration research is 
complex, it must be undertaken for 
collaborative practices to achieve 
widespread acceptance. 
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Author, Date, 
Country Background Objective Study design/limitations Findings Conclusions 

collaboration from extraneous factors: 
• Identify how much of 

outcome was due to 
collaboration and how 
much to other aspects of 
care. 

Measuring outcomes of collaboration: 
• Researchers often limit 

collaborative efforts 
measures of collaboration 
to a few outcomes, when 
the collaborative team 
could be affected by many 
more outcomes. 

Biases of evaluations of education 
initiatives: 

• Selection bias; attitudes of 
those who elected to take a 
course in collaboration is 
not representative. 

• Grading bias; bias towards 
positive if instructor asks 
for feedback. 

• Information bias; students 
lost to follow-up. 

• Contamination bias; 
examine what concepts 
peers have picked up. 

Sielgler, Eugenia, 
Whitney, Fay, “What is 
collaboration?”, Nurse-
physician collaboration – 
Care of adults and the 
elderly, Chapter 1, 1994. 
 
United States 

Few definitions of 
collaborative practice are 
comprehensive and are 
narrow in description. 

Attempt to explain 
collaborative practice by 
focusing on its elements- 
fundamental 
requirements that such a 
practice must fulfill. 

Description. Elements of collaboration:  
Structure: 
Hierarchical model:  

• Unidirectional 
communication 

• Limited contact between 
patient and physician. 

Collaborative practice model- Type 1: 
• Bi-directional 

communication 
• Places physician at lead 

and still contains barriers 
between patient and 
physician contact. 

Collaborative practice model- Type 2: 

Chapters 5-10 describe examples of 
collaborative practices. 
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Author, Date, 
Country Background Objective Study design/limitations Findings Conclusions 

• Patient-centred 
• All providers work with 

each other and the 
patients. 

• Interdisciplinary. 
Process: 
Characteristics need for collaborative 
practice are: 

• Cooperation, coordination 
sharing, compromise, 
collegiality, 
interdependence, and 
mutuality. 

Outcome: 
• Important to the “why” of 

collaborative practice. 
• Outcomes that measure 

the effectiveness of 
collaboration and those 
that might help define 
collaboration are specific to 
the collaborative practice 
model. 

Sullivan, Eileen, “NPs 
and reimbursement”, 
Nursing and Health 
Care, 1992, 13(5). 
 
United States 

Lack of legislative authority 
for reimbursement of NPs has 
been an impediment to their 
utilization in the health care 
system. 

Examine justifications of 
NPs by third-party 
payers using a case 
analysis format. 

Reasons for payment reform outlined by 
review of literature, and 3 case studies 
derived from information from NPs. 

Why payment reforms are important: 
1. Reflect worth of services. 
2. Affect willingness and 

ability of patients to obtain 
services. 

3. Play a major role for 
salaried workers. 

4. Determine ability of some 
NPs to act independently. 

5. Reflect changing attitudes 
of lawmakers. 

6. Policies critical for 
government’s trend setting 
role. 

Senate mandating reimbursement for 
services provided by NPs at 97% of 
physician payment. 
Case studies show elderly and poorer 
populations cannot access health 
services of NPs because Medicare 

Intentions are for the cases to be useful to 
support changes in patterns of NPs 
reimbursement. 
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Author, Date, 
Country Background Objective Study design/limitations Findings Conclusions 

does not reimburse. 
Torn, Allison, McNichol, 
Elaine, “A qualitative 
study utilizing a focus 
group to explore the role 
and concept of the NP”, 
Journal of Advanced 
Nursing, 1998, 27. 
 
United Kingdom 

The study can be separated 
into two parts.  
This paper outlines the first 
section. 
The second section 
investigates the potential for 
transferring the role into other 
areas of nursing.  

Explore the concept of 
the NP through the 
clarification of skills, 
knowledge and qualities 
encompassed in the 
role. 

Qualitative approach using focus group 
interviews using ‘snowballing’ techniques 
to identify group members. 
The transcribed interviews are examined 
for themes, and validity of content was 
achieved. 
  
 

Themes:  
Role recognition- non-recognition 
was main concern. 
Features of NP role divided into 
clinical and consultant. 
Clinical issues: getting to the root of 
the problem, had difficulties 
describing the process that underlies 
their problem solving skills. 
Consultant issues: autonomy buried 
within text, guided more by 
boundaries than protocols. 
Nurse/patient relationship: Patient 
satisfaction, better service when it 
came to length of time spent with the 
patient; communication, speaking the 
way the patients speak; empowering 
the patient, engaging the patients in 
decisions about treatments. 
Doctor-patient relationship: status of 
doctor impedes relationship with 
patients, patients apprehensive about 
taking certain complaints to doctors.   

In order to validate the focus group data 
and establish a degree of correlation 
validity, the analysis of the focus group 
was used in the development of a semi-
structured questionnaire to be distributed 
to remaining NPs to initiate stage 2 of the 
study.  

Wright, Stephen, “The 
role of the nurse: 
extended or expanded?”, 
Nursing Standard, 1995, 
9(33). 
 
United Kingdom 

Nurses are ideal for role 
extension because they work 
in every healthcare setting 
and have 24-hour contact 
with patients. 

Document recent trends 
and look at the different 
concepts of role 
extension and role 
expansion and how 
nursing can adapt these 
roles to meet patients’ 
needs. 

Literature review discussing the role 
extension or expansion of the NP. 

Role extension is coming from the 
government and medical profession. 
Argument that nursing offers 
alternative professional paradigm 
based on partnership, where patients 
retains empowerment over their 
health. 
Technical instrumental role of NP is 
built on ‘softer’ skills of caring. 
Technical tasks expand nursing role 
to make care more personal, effective 
and holistic. 
Balance shifted when nurses began 
to assert their autonomy. 

‘Mega-nurse’ roles can be turned into a 
career structure based on expanding 
knowledge and skills in patient care. 

Zammuto, Raymond, 
Turner, Irene, Miller, 
Stephen, Shannon, Iris, 
Christian, Joseph, 
“Effect of clinical settings 

Most settings in which 
research has taken place 
were not representative of the 
health care delivery system.  

Examine whether role 
implementation could be 
realized in a typical 
health care setting. 

119 pediatric nurse associates and 72 
medical nurse associates and 79 agencies 
supported the practitioners. 
5 classifications of data were collected in 
questionnaires to analyze, and identify the 

Certain types of settings are able to 
utilize nurse associates more 
effectively than others. 
Institutional agencies formalized the 
role at a significantly faster rate than 

Agencies, which formalized and 
implemented the role at a faster pace, 
were more likely to retain their NPs than 
were agencies, which were slower to do 
so. 
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on the utilization of NPs”, 
Nursing Research, 1979, 
28(2). 
 
United States 

cluster of variables best representing role 
formalization and role implementation. 

did non-institutional agencies. 
The effect of the type of sponsoring 
agency was not significant. 
Rate of implementation appears to be 
more strongly influenced by he 
structural characteristics of each 
individual agency than by generic 
type of agency. 
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Throughout this survey, we are using the terms “NP” for those licensed as a RN (EC). 
 
Section I – Demographics 
 

1. What is your educational background? (Check ALL that apply) 

] Diploma ] Baccalaureate (other)  ] Master of (Other) 
] B.Sc.N ] Master of Nursing ] PhD  

 
2. How many years have you practiced as a registered nurse, in total?         ______(years) 

 

3. How did you obtain your Nurse Practitioner education? (Check ALL that apply) 

] COUPN certificate program  ] Non-COUPN certificate program  
] COUPN integrated program  ] Non-COUPN degree program  

] COUPN transition program  ] Other (please describe) ____________________ 
 
4. How did you become licensed as an RN (EC)? (Check ALL that apply) 

] Completed COUPN program  ] Wrote CNO registration exam  
] Completed Non-COUPN program  

] Completed the CNO three step process (Portfolio, 
OSCE, registration exam) 

] Other (please describe) 
_______________________ 

 

5. What is your age in years?        ______(years) 

 

6. Are you currently practising as an NP ] Yes → go to 6a & b ] No → go to 8 

6a. If yes, please indicate where you are working      
 ] Ontario ] Another Canadian province (specify) ___________________    
 ] Outside of Canada (specify country) ____________________ 

 
6b. If yes, are you currently practising      ] Full-time       ] Casual       ] Part-time       ] Contract (term)  

 

7. How many months have you practiced as a licensed NP?         ______(months) → go to 14 

 
Section II - For Non-practising NPs 
 

8. Have you ever practiced as an NP?               ] Yes → go to 9           ] No → go to 10  

 

9. Why did you leave practice? (Check ALL that apply) 

] Salary was too low ] Too much travel as a job requirement 

] Benefits  ] Limitations imposed by employer 

] On-call requirements  ] Limitations imposed by workplace 

] Setting is too far from home ] Did not like role or relationship with other providers  

] Spousal factors e.g. spouse cannot work in area 

] Workload (describe) _____________________ 

] Other (please describe) 
_________________________ 
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10. What is the reason that you are not currently practising as a NP?   
(For each category, check (+) ONE Primary and ONE Secondary reason) 

Primary  

(Check ONE) 

Secondary  

(Check ONE) 
   Can’t find employment as a NP ] ] 

   Can find employment, but salary is too low ] ] 

   Can find employment, but it is a contract position ] ] 

   Can find employment, but don’t like the setting ] ] 

   Can find employment, but too much travel as job requirement ] ] 

   Spousal factors i.e. spouse cannot find work in area ] ] 

   Can find employment, but setting is too far from home ] ] 

   Can’t find employment that allows me to work within my full scope of practice ] ] 

   Other (please describe)_________________________________________________ ] ] 

 
11. Would you consider relocating to a rural/remote area in order to gain employment as 

an NP?              
] Yes → go to 11a 
] No → go to 13 

  
11a.  If yes, on a temporary basis (less than one year) or a long-term basis?      ]Temporary       ] Long-term 

 
12. If you would consider relocating, what factors would you consider in the decision?  (Check ALL that apply)   

] Spousal factors (i.e. can spouse find work in area) ] Availability of physician support 

] Housing ] Lifestyle issues/social factors 

] Salary and relocation packaging ] Location remoteness 
] Educational/continuing education opportunities  ] Career mobility/future opportunities  

] Networking opportunities / support of colleagues  ] Availability of locum /vacation relief 

] Ability to work fully within scope of practise 
] Ability to work more independently 

] Other (please specify) 
__________________________ 

 
13.  Please indicate where you are currently living.  
                ] Ontario            ] Another Canadian province (specify) ___________________    
                ] Outside of Canada (specify country) ____________________ 

 
13a.  May we contact you to follow up on any of the information provided?      ] No        ] Yes → go to 13b 
13b.  Contact Information 
 
 Name: ____________________________  

 Address: ___________________________________________________________________________ 

 Telephone Number: ____________________    E-mail:_____________________________________            

 
 
Thank-you for completing this survey 
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Section III - For those practising as a NP 

 

14.  With respect to your role, which of the following best describes how you spend the majority (more than 50%) of 

your time?  (Check ONE only )  
] Working as a primary health care NP (i.e. in a CHC, long-term care facility, HSO etc.) 
] Working as an acute care NP 

] Other (specify)  _________________________________________ 

   
15. In what type(s) of organization are you currently practicing (i.e the organization in which you work, not the 

agency sponsoring your position)?  Please fill out the following chart as applicable. 
 
Organization (Check ALL that apply) 

Hours Per 
Week/per 

site 

Number of  
Facilities/Offices 

you work in 

Number of 
Physicians in 
this setting 

Number of 
Physicians you 

work with in 
this setting 

] Community Health Centre     

] Aboriginal Health Access Centre      

] Family Health Network/Primary Care 
Network 

    

] Health Service Organization     

] Fee for Service physician office     

] Outpost/Nursing station setting     

] Long term care centre     

] CCAC     

] Community Nursing Agency such as VON     

] Emergency Department     

] Other (describe type) ________________     

 
16. Have you changed practice settings (e.g. gone from a CHC to a Fee-for-Service 

Practice) in the past 3 years as a NP? 
] Yes → go to 16a & b 
] No → go to 17 

 
16a.  If yes, how often have you changed practice settings in the past 3 years?   ________ 
 
16b.  If yes, why have you changed practice settings? _______________________________________________ 
 
 
17. Have you changed employers in the past 3 years as a NP (e.g. moved from one 

Primary Care Network to another? 
] Yes → go to 17a & b 
] No → go to 18 

 
17a.  If yes, how often have you changed employers in the past 3 years? _______ 

 
17b.  If yes, why have you changed employers? ____________________________________________________ 
 
 
Section IV - Funding and Employment Details 
 

18. Through which of the following mechanisms are you paid?    

] Direct employer (i.e. CHC, physician employer) ] Don’t know 

] Transfer payment agency (e.g. municipality) ] Other (specify) ____________________________  
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19. What are the sources of funds for your salary?               Percentage 
] MOHLTC    
] Physician practice     
] Other__________________    
] Don’t know 

__________% 
__________% 
__________% 
__________ 
100% 

 

20. What are the sources of funds for your direct/indirect overhead?              Percentage 

] MOHLTC       
] Physician practice     
] Other__________________    
] Don’t know  

__________% 
__________% 
__________% 
__________ 
100% 

     

21. Do you contribute directly to your overhead expenses? 
] Yes → go to 21a & b 
] No → go to 22      

 
21a.  Please indicate the amount that you contribute to your overhead expenses per month  $_______per month  
 
21b.  Please specify what overhead expenses you contribute to: _______________________________________ 
 
_______________________________________________________________________________ 

 

22. Do you travel to see patients? ] Yes → go to 22a                 ] No → go to 23  

 
22a. If yes, why do you travel to see patients?  
 ] Different practice locations               ] Home visit        ] Other (specify) ___________________ 

 

23. Are there any travel costs associated with your role (e.g. travel for home visits)? 
] Yes → go to 23a & b 
] No → go to 24    

 
23a. What is the estimated travel costs per week? ___________ 
 
23b. Who pays these costs? ] I pay and am reimbursed by my employer/ or the employer pays  
     ] I pay and do not get reimbursed by my employer      

 
24. Did you pay a fee for medical or computer equipment to establish your current practice?   
  

] Yes → go to 24a   
] No → go to 25   

 24a. Please specify what you had to pay a fee for? _________________________________________________  

 

25. Do you pay a fee for use of support staff? 
] Yes → go to 25a  
] No → go to 26                       

 
25a.  Please specify the amount you pay  $_________per month  

 
26. Do you pay a fee for use of office space? 
 

] Yes → go to 26a   
] No → go to 27                   

26a.  Please specify the amount you pay $__________ per month 
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27. Were you or another NP involved in developing your position/job description? 
] Yes     ] No     
] Don’t know 

Comments: 
 
 

 

 
28. Was there any orientation of the physician and health care team to your 

role prior to or upon your arrival? 
] Yes  ] No 
] Don’t know ] Not applicable  

 
29. If your position was created in response to a Ministry of Health and Long-

Term Care Request for Proposal, were you involved in developing the 
proposal(s) for your NP Position(s)?  

] Yes  ] No 
] Don’t know ] Not applicable  

 

30. How are the physician(s) you work with paid? (check ALL that apply) 

] Fee-for-service ] Salary ] Combination (e.g. FFS & other) 

] Capitation ] Don’t know ] Other (specify) _____________ 
  

31. How many hours per week do you get paid to work as a NP? 
Regular hours per week __________ 
Overtime hours per week__________ 

     
32. How many overtime hours per week do you work as a NP for which 

you are not paid? 
 Overtime hours per week__________                               

       

33. Are you a member of a union?  ] No           ] Yes (specify) ______________________                           

 

34. Is your position: 
] Permanent → go to 35      ] Contract → go to 34a     ]  Other (specify)________________ 
] Don’t know                        

34a. If your position is contract, what is the total length of your contract? _______________(months) 

 

35. What is your base and overtime gross annual income or hourly wage?                          

Gross base annual income $ _____________ or 
Gross overtime annual income $ _____________ or 
Total Income ________________ 
 

Hourly wage       $  _____________ 
Hourly wage       $  _____________ 
      
 

 
36. How satisfied are you with your salary?   
] Very Satisfied ] Satisfied ] Minimally  

Satisfied 
] Minimally 

Dissatisfied 
] Dissatisfied ] Very Dissatisfied  
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37. How do you think that NPs should be remunerated (please indicate your level of agreement)? 

Please check (+) the one best answer for each 
question below 

1 
Strongly 
Disagree 

2 
Disagree 

3 
Neutral 

4 
Agree 

5 
Strongly 

Agree 

Salary with funding provided by the MOHLTC to a 
transfer payment agency such as a municipality 

] ] ] ] ] 

Salary with funding provided by the MOHLTC to a 
physician employer 

] ] ] ] ] 

Salary with funding paid by the MOHTLC to an 
organization employer (i.e. long term care facility, CHC) 

] ] ] ] ] 

Salary with funding paid by the MOHLTC to a central 
incorporated agency that would manage all NP salaries 
and benefits.  

] ] ] ] ] 

NP directly bills OHIP for services rendered ] ] ] ] ] 

NP directly bills private insurer for services rendered ] ] ] ] ] 

NP bills patient for services rendered ] ] ] ] ] 

 

38. How many days per year of paid vacation do you have?   ____________ (days)                  

 

39. How many days per year of paid education do you have?   ____________ (days)                    

  

40. Are your educational expenses reimbursed?  ] Yes           ] No          ] Some but not others  

 
Section V - Job Satisfaction 
 

41. Is your current role clearly defined? ] Yes     ] No         ] Don’t know 

 
42. Please indicate your level of satisfaction in your current job as a NP.  There may be items that do not pertain to 

you; however, please answer them based on the employer’s policy, i.e., if you needed it, would it be there?   
 
Please check (+) the one best answer for 
each question below  

6 
Very 

Satisfied  

5 
Satisfied 

 

4 
Minimally 
Satisfied 

3 
Minimally 

Dissatisfied 

2 
Dissatisfied    

1 
Very 

Dissatisfied   
Vacation/Leave policy ] ] ] ] ] ] 

Benefit package ] ] ] ] ] ] 
Retirement plan ] ] ] ] ] ] 

Time allotted for answering messages  ] ] ] ] ] ] 

Time allotted for review of lab and other test 
results  

] ] ] ] ] ] 

Your immediate supervisor ] ] ] ] ] ] 

Percentage of time spent in direct patient care ] ] ] ] ] ] 

Time allocation for seeing patients (e.g. amount 
of time allocated to see patients) 

] ] ] ] ] ] 

Amount of administrative support ] ] ] ] ] ] 
Quality of assistive personnel ] ] ] ] ] ] 

Patient scheduling policies and practices (e.g. 
practices regarding scheduling of patients) 

] ] ] ] ] ] 

Patient mix ] ] ] ] ] ] 
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42. Please indicate your level of satisfaction in your current job as a NP.  There may be items that do not pertain to 
you; however, please answer them based on the employer’s policy, i.e., if you needed it, would it be there?   

 
Please check (+) the one best answer for 
each question below  

6 
Very 

Satisfied  

5 
Satisfied 

 

4 
Minimally 
Satisfied 

3 
Minimally 

Dissatisfied 

2 
Dissatisfied    

1 
Very 

Dissatisfied   
Sense of accomplishment ] ] ] ] ] ] 
Social contact at work ] ] ] ] ] ] 

Status in the community ] ] ] ] ] ] 
Social contact with your colleagues after work ] ] ] ] ] ] 

Professional interaction with other 
disciplines/other providers  

] ] ] ] ] ] 

Support for continuing education (time & $$) ] ] ] ] ] ] 

Opportunity for professional growth ] ] ] ] ] ] 
Time off to serve on professional committees  ] ] ] ] ] ] 

Amount of involvement in research ] ] ] ] ] ] 

Opportunity to expand your scope of practice ] ] ] ] ] ] 
Interaction with other NPs, including faculty ] ] ] ] ] ] 

Consideration given to your opinion and 
suggestions for change in the work setting or 
office practice 

] ] ] ] ] ] 

Input into organizational policy ] ] ] ] ] ] 

Freedom to question decisions and practices  ] ] ] ] ] ] 
Expanding skill level/procedures within your 
scope of practice 

] ] ] ] ] ] 

Ability to deliver quality care ] ] ] ] ] ] 

Opportunities to expand your scope of practice 
and time to seek advanced education 

] ] ] ] ] ] 

Recognition of your work from superiors  ] ] ] ] ] ] 

Recognition of your work from peers  ] ] ] ] ] ] 

Level of autonomy ] ] ] ] ] ] 

Evaluation process and policy ] ] ] ] ] ] 
Reward dis tribution ] ] ] ] ] ] 

Sense of value for what you do ] ] ] ] ] ] 

Challenge in work ] ] ] ] ] ] 
Opportunity to develop and implement ideas  ] ] ] ] ] ] 

Process used in conflict resolution ] ] ] ] ] ] 

Amount of consideration given to your personal 
needs  

] ] ] ] ] ] 

Flexibility in practice protocols  ] ] ] ] ] ] 
Monetary bonuses that are available in addition 
to your salary 

] ] ] ] ] ] 

Opportunity to receive compensation for 
services performed outside of your normal 
duties  

] ] ] ] ] ] 

Respect for your opinion ] ] ] ] ] ] 

Acceptance and attitudes of physicians outside 
of your practice (such as specialist you refer 
patients to) 

] ] ] ] ] ] 

Copyright 2000 by Terry R. Misener, Ph.D. All rights reserved. Used with permission from T.R. Misener 
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Section VI - Practice Patterns and Patient Care 
 
43. In an average week, please allocate what percentage of your time is spent on each of the following categories of 
duties: 
 Percentage of Time   

] Clinical __________   

] Non-clinical __________   

] Clerical __________   

] Travel (i.e. to see patients)  __________   

     Total 100%   
 

44. What percentage of time do you spend providing the following types 
of services to your clients?  (Check all that apply) 

Percentage  
of Time                        

] Wellness care/Health Promotion          
] Care of minor acute illness               
] Monitoring of chronic illness         
] Care of major acute illness    
] Care of palliative patients  
] Other (specify) __________________________ 

   Total 

______          
______               
______         
______    
______ 
______ 
100% 

 

45. Please provide an estimate of the breakdown of the patient population that you (not the practice) serve . 

Age of patient Percentage 

Children  (0-12 years) _________ 

Adolescents  (13-18 years) ____________ 

Adults  (19-64 years) _________ 

Elderly  (65+ years) _________ 

Total 100% 

 

46. Please estimate the number of patients you see individually in an average day (i.e., 8 hours), EXCLUDING 
patients seen after hours.  

Average number of patients seen per day _____________ 

 

47. Please estimate the number of patients you see individually after hours (i.e. evening, weekends)  

Average number of patients seen after hours _____________ per week 

 

48. For what percentage of your patients are you their primary care provider?         _______________ 

 
49. Do you care for a specific population of clients (e.g., Aboriginal, immigrants, abused 

women, diabetics)? 
] Yes → go to 49a   
] No → go to 50                      

49a. Which groups do you care for? (Check ALL that apply) 
 ] Aboriginal ] Abused women ] Immigrants  
 ] Senior ] Children ] Babies/newborns    
 ] Mental Health ] Women’s health  ] Patients with specific condition or disease (e.g. 
 ] Other (specify)________________________  diabetes, hypertension)  

 
50. Do you find using clinical practice guidelines better enables you to 

work with your physician partner? 
] Yes       ] No       ] Do not use   
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51. Do you participate in on-call activities? 
] Yes → go to 51a & b                       
] No → go to 52                       

51a.  What is the average number of hours per month on call?  ______  
 
51b. Please describe your on-call activities (i.e. what do you do, how do you work with your physician, how are you 

backed up): _______________________________________________________________________ 
 

         

52. Do you do home visits? ] Yes → go to 52a & b          ] No → go to 53                        

 
52a.  How many home visits do you do per month?  ______   
 
52b.  Please describe the nature of visits: ________________________________________________________ 
____________________________________________________________________________________________ 
 

 
53. How are the patients assigned to your care? (Check ALL that apply) 

] Patient books appointment specifically with me ] Triage 
] Referral from another setting ] Receptionist assigns patients  

] Referral from a colleague within the setting  

] Referral from physician out in the community 

] Other (please describe) ______________________ 

 

54. Is the physician with whom you collaborate located… ] On-site → go to 54a       ] Off-site → go to 54b & c   

  
54a.  If on-site, how often is the physician available to you?: 
 ] Rarely          ] Sometimes           ] Often            ] As needed  

 
54b. If off-site, how do you primary connect with this physician? 
 ] Phone      ] In person       ] Fax          ] E-mail     ] Combination       ] Other (specify)________________ 
 
54c. If off-site, how often do you connect? 

 ] Once a day  ] More than once a day ] A few times per week       
 ] Once per week  ] Once per month  ] Other(specify)  ______________________ 

 
55. How satisfied are you with the physician’s availability?   
 ] Very Satisfied ] Satisfied ] Minimally 

Satisfied 

] Minimally 

Dissatisfied 
] Dissatisfied ] Very 

Dissatisfied  
 

56. From whom do you receive referrals? (Check ALL that apply) 

] Physicians  ] Mental Health 
] Nurses  ] Social Worker 

] Nutritionist ] No referral – patients walk in 
] Other (please specify) ________________ ] Patients refer themselves  
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57. Do you make referrals to specialists? 
] Yes → go to 57a  
] No → go to 58   

57a.  If yes, how?  
] I refer the patient to the physician who sees the patient, and writes the consult note 

] I write the consult note, and the physician signs the note 
] The physician writes the consult note after discussing the matter with me  

] Other (specify) _________________________________________________  

 

  
58. In a given week, what percentage of patients do you: (Check All that apply)  Percentage  

Refer to the physician for referral to a specialist ] _________ 

Refer to the physician because patient care needs are outside the scope of your practice ] _________ 
Refer to the physician because the patient care needs are within the scope of your practice 
but you are not comfortable handling the case ] _________ 
Refer to the physician due to a pre-set arrangement with the physician (i.e. you refer all 
cardiac patients to the physician ] _________ 

Refer to a specialist directly ] __________ 

 

59. Do you have full access to the patient’s chart? ] Yes → go to 60 ] No → go to 59a    

59a.  If no, please explain  
 

 

 

60. Are you able to deliver care in the way you would like? ] Yes → go to 61 ] No → go to 60a  

60a.  If no, please explain  
 
 
 
Section VII - Practice Models 
 
61. Please indicate which of, and how many, of the following practitioners you 

practice with in your practice setting?  (Check All that apply) 
 Number 

RNs ] _____ 
RPNs. ] _____ 
Midwives ] _____ 
Physiotherapists  ] _____ 
Dieticians  ] _____ 
Occupational Therapists  ] _____ 
Social Workers  ] _____ 
Mental Health ] _____ 
Don’t practice with other practitioners in my practice setting ] _____ 
Other ___________________________ ] _____ 
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Measure of Current Collaboration   
  

62. Consider your current experience of collaborative practice between you and the family physician(s) and rate 
your degree of agreement or disagreement with each statement.  If this statement does not apply to your current 
situation, select 6 (not applicable)  

Please check (+) the one best answer for each 
question below 
The family physician(s) and I:  

1 
Strongly 
Disagree 

2 
Disagree 

3 
Neutral 

4 
Agree 

5 
Strongly 

Agree 

6 
Not 

applicable 
Plan together to make decisions about the care for 
the patients  

] ] ] ] ] ] 

Communicate openly as decisions are made about 
patient care  

] ] ] ] ] ] 

Share responsibility for decisions made about patient 
care 

] ] ] ] ] ] 

Co-operate in making decisions about patient care ] ] ] ] ] ] 

Consider both nursing and medical concerns in 
making decisions about patient care 

] ] ] ] ] ] 

Co-ordinate implementation of a shared plan for 
patient care 

] ] ] ] ] ] 

Demonstrate trust in the other’s decision making 
ability in making shared decisions about patient care 

] ] ] ] ] ] 

Respect the other’s knowledge and skills in making 
shared decisions about patient care 

] ] ] ] ] ] 

Fully collaborate in making shared decisions about 
patient care 

] ] ] ] ] ] 

[Copyright 2001 by Jones, Way and Associates, All rights reserved. Used with permission from Jones, Way and Associates] 
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Satisfaction with Current Collaboration 
 

63. Consider your current experience of collaboration between nurse practitioners and family physicians. For each of 
the following questions, please circle the number that represents your current level of satisfaction or 
dissatisfaction.  If this statement does not apply to your current situation, select 6 (not applicable). 

Please check (+) the one best answer for 
each question below 
 
What is your current level of satisfaction 
with: 

1 

Very 
satisfied 

2 

Satisfied 

3 

Neutral 

4 

Dissatisfied 

5 

Very 
dissatisfied 

6 

Not 
applicable 

The shared planning that occurs between 
you and the family phys ician(s) while making 
decisions about patient care  

] ] ] ] ] ] 

The open communication between you and 
family physician(s) that takes place as 
decisions are about patient care 

] ] ] ] ] ] 

The shared responsibility for decisions made 
between you and the family physician(s) 
about patient care 

] ] ] ] ] ] 

The co-operation between you and family 
physician(s) in making decisions about 
patient care 

] ] ] ] ] ] 

The consideration of both nursing and 
medical concerns as decisions are made 
about patient care 

] ] ] ] ] ] 

The co-ordination between the you and 
family physicians when implementing a 
shared plan for patient care 

] ] ] ] ] ] 

The trust shown by you and family 
physician(s) in one another’s decision 
making ability in making shared decisions 
about patient care 

] ] ] ] ] ] 

The respect shown by the you and family 
physician(s) in one and other’s knowledge 
and skills  

] ] ] ] ] ] 

The amount of collaboration between you 
and family physician(s) that occurs in 
making decisions about patient care 

] ] ] ] ] ] 

The way that decisions are made between 
you and the family physician(s) about patient 
care; (that is with the decision making 
process, not necessarily with the decisions) 

] ] ] ] ] ] 

The decisions that are made between you 
and the family physician(s) about patient 
care 

] ] ] ] ] ] 

[Copyright 2001 by Jones, Way and Associates, All rights reserved. Used with permission from Jones, Way and Associates] 
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Reporting and Responsibilities 
 
64. To whom are you accountable for your clinical activities? (Check ALL that apply)  

] Manager or administrator ] Physician  
] Medical director ] Not applicable, I work independently 

] Other (please specify) ____________________________ 
  

65. Do you have non-clinical responsibilities? (e.g. education, group facilitation, sitting 
on committees, supervising other staff, research)  

] Yes → go to 65a & b    
] No → go to 66   

 
65a. If yes, please describe your non-clinical responsibilities:  
___________________________________________________________________________________________ 
 
___________________________________________________________________________________________ 
 
65b. If yes, to whom are you accountable for your non-clinical activities  (Check all that apply) 

] Manager or administrator ] Physician  

] Nursing director ] Not applicable, I work independently 
] Medical director ] Other (specify) _________________________ 

 
66. Do you have clerical duties?  (faxing, filing, photocopying) 
 

] Yes → go to 66a  
] No → go to 67  

66a. If yes, please describe your duties ___________________________________________________________ 
 

 
67. Do the physicians in your practice have clerical duties? (faxing, 

filing, etc.)  
] Yes → go to 67a          ] No → go to 68 
] Don’t know→ go to 68                  

 
67a. If yes, please describe your duties  ___________________________________________________________ 
 
 

68. Do you have annual performance appraisal? 
] Yes → go to 68a                        
] No → go to 68b  

68a. If yes, who is responsible for your annual performance appraisal? (Check all that apply) 
] Manager or administrator ] Physician partner 

] Nursing director ] Not applicable, I work independently 
] Medical director ] Other (specify)_________________________________ 

  
68b.  If no, when was your last performance appraisal? __________________________________ 
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Section VIII – Education and Continuing Education 
 

69. Thinking back to when you first started practising as a NP, did you feel 
educationally prepared?    

] No → go to 69a, b & c  

] Yes → go to 69a  
 
69a.  Currently, do you feel educationally prepared for the role you have taken on?   

] No → go to 69b & c    

] Yes → go to 70  

 First Started 
Practising Currently  

69b.  If no, what are some of your concerns? (Check ALL that apply) ] ] 

Not prepared for the level of independence of the role  ] ] 

Lacking in some substantive knowledge (such as geriatric care etc.) ] ] 

 Not prepared for the complexity of health problems presented by patients ] ] 

 Other (specify) _____________________________________________________ ] ] 

   
69c. How can some of these concerns be addressed (Check ALL that apply)   

Longer educational program  ] ] 

Have an internship type of year ] ] 

Have a longer clinical practicum  ] ] 

Greater emphasis on continuing education ] ] 

Have a Masters level program  ] ] 

Make the program region specific ((i.e. special curricula to suit needs of the rural 
and remote areas versus urban needs) 

] ] 

Other (specify) _______________________________________________ ] ] 

 
70. Please indicate which of the following you have included as part of your on-going/continuing education in the 

past year? (Check ALL that apply)  
] Clinical practice guidelines  ] Chart audit with feedback on performance 

] Lectures, conferences and/or clinical presentations  ] Distance education courses or night courses  

]  Small group learning, traineeships or workshops  ] Other education materials (e.g., audio/video tapes, 
journal articles, etc) 

 

71. Please indicate the GREATEST barrier to participating in continuing education? (Check ONE only) 

] Financial ] Distance to learning venue 

] Time commitment ] Other (specify) ______________________________ 

 
Section IX - Integration 

 

72. Do you believe you are primarily a member of: (Check ONE only) 

] Medical group practice ] Nursing Team  

] Interdisciplinary health care team (includes  more 
than physician and nurse 

] Both medical group practice and nursing team  

] Other (please specify) ______________ 
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73.  Do you function within your full scope of practice? 
 

] Yes → go to 74        
] No → go to 73a    

73a.  If no, why not?  
 
 
74. Is your practice limited to seeing certain patients? (i.e. home care visits) 
 

] Yes → go to 74a   
] No → go to 75    

74a.  If yes, are your limitations due to: 
 ] Chosen area of speciality     ] At request of employer       ] Other (describe) _______________________     
 
 
75. What factors in your practice setting facilitate / create 

barriers to your ability to fulfil your NP role?          (Check 
All that apply and rank the top 3 barriers and top 3 
facilitators) 

 

Barriers 

Rank Top 
Three 

   Barriers 

 

 
Facilitators 

Rank Top 
Three 

Facilitators 

The personality and philosophy of physicians with whom I 
practice ] _________ ] _________ 
Orientation of the health care team to my role ] _________ ] _________ 
The nature of my employment relationship  (e.g. employed by 
organization, employed by physician practice) ] _________ ] _________ 
The practice model under which I operate (e.g. collaborative 
practice, consultative practice etc.) ] _________ ] _________ 
The way my role has been defined – too narrow ] _________ ] _________ 
The way my role has been defined – too broad ] _________ ] _________ 
My educational preparation through the NP program  ] _________ ] _________ 
Working relationships with other providers within the practice ] _________ ] _________ 
My work experience prior to entering the NP program  ] _________ ] _________ 
Health care financing (e.g. NP can’t refer directly to specialist 
and specialists can’t bill for referral from NP) ] _________ ] _________ 
Level of my own confidence to take on the responsibilities of 
this new role ] _________ ] _________ 
Resistance from other health care providers in the practice ] _________ ] _________ 
Resistance from health care providers outside the practice ] _________ ] _________ 
Resistance from patients  ] _________ ] _________ 
Resistance from the community ] _________ ] _________ 
Isolation in practice (e.g. hard to be the only NP in setting) ] _________ ] _________ 
Too few patients to practice in this role satisfactorily  ] _________ ] _________ 
Too many patients to practice in this role satisfactorily ] _________ ] _________ 
Limitations of space (e.g. not enough room in the office)  ] _________ ] _________ 
Limitations of funding (e.g. lack of money for health promotion, 
travel etc.) ] _________ ] _________ 
Legislation such as the Public Hospitals Act, Long Term Care 
Act, Nursing Homes  Act etc. ] _________ ] _________ 
Other ] _________ ] _________ 
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76. Has your physician partner expressed any concerns regarding your scope of 
practice and his or her liability? 

] Yes  → go to 77a & b   
] No → go to 78   

 
77a. If yes, how have these concerns been addressed?  

] We have discussed them and resolved the concerns  

] We are still discussing these concerns     
] These concerns have not been addressed       

 
77b. Do you view this issue as a barrier to your practice?              ] Yes         ] No      

 
  
78. Do you have any concerns regarding your own liability as a nurse practitioner? 
 

] Yes → go to 78a & b                      
] No → go to 79    

 
How Often 

Sometimes     Often 

78a.  If yes, what are some of the reasons for these concerns? (Check All that apply) 
] I feel that I am asked to practice outside of my scope 
] I feel that I am not given enough information to treat patients properly 
] I feel that I am not competent to perform some of the tasks I am asked to perform  
] I feel that my liability insurance is inadequate 
] Other (specify) ________________________________________ 

 
] 
] 
] 
] 
] 

 
] 
] 
] 
] 
] 

 
78b. Do you view this issue as a barrier to your practice?              ] Yes         ] No      
 
 
Section X - Innovation 
 

79. What new services/programs have you developed in this position (list and describe up to three)?   

 
a. ______________________________________________________________________________________ 
b. ______________________________________________________________________________________ 
c. ______________________________________________________________________________________ 

 
79b.  How many patients are receiving or have received services in these programs? 

a. ____________ 
b. ____________ 
c. ____________ 

 
 

80. Do you use any of the following in your practice? (Check ALL that apply)  

] Telemonitoring technology-distance monitoring of patient conditions  

] Telehealth programs for patient care and education 
] Continuing education workshops for nursing staff  

] Counsel patients relating to use of alternative health care products or services e.g. herbal medicines, massage 
therapy, traditional Chinese medicine 

] Other (specify) ____________________________________________ 
] Do not use any of the above 
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81. Do you use Information Technology for any of the following? 
(Check ALL that apply)  

Yes  

+  

Number of months you have 
used it  

Electronic patient records  ] ___________________ 

E-mail   ] ___________________ 

Patient management features (e.g., preventative alerts) ] ___________________ 

Generating statistical reports ] ___________________ 

Communicating with labs  ] ___________________ 

Referral letters ] ___________________ 

Clinical practice guidelines  ] ___________________ 

Tracking patient encounters  ] ___________________ 

Other (specify) ____________________________________ ] ___________________ 

 
Section XI – Conclusion 
 
In answering the following questions, please remember that all answers are anonymous and confidential. 
 

82. What are the 3 most positive aspects of your NP role? 

 
a. ________________________________________________________________________________ 
b. ________________________________________________________________________________ 
c. ________________________________________________________________________________ 

             
 

83. What are the 3 most negative aspects of your NP role?  

 
 a. _________________________________________________________________________________ 

b. ________________________________________________________________________________ 
c. ________________________________________________________________________________ 

 
 
84. If you could give the Ministry of Health and Long-Term Care one piece of advice to further the integration of 

nurse practitioners what would it be? 
 Comments:  
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85. Any other comments about your role that you would like us to know? 
  
Comments:  
 
 
 
 
 
 
 
 
86. May we contact you to follow up on any of the information provided?              ] Yes → go to 86a 

] No    
86a.  Contact Information 

 
Name: ________________________________ 

Address: _________________________________________________________________________________ 

Telephone Number: ______________________   E-mail:_____________________________            

 
 
 

THANK YOU FOR COMPLETING THIS SURVEY 
 
 

 
WE WILL DETACH THE COMPLETED CARD BELOW AND ENTER IT IN THE DRAW 

 

Nurse Practitioner Survey

Thank you for completing this survey. Your responses will be 
extremely valuable in planning for the ongoing implementation of

Nurse Practitioners in Ontario.

To show our appreciation, we invite you to complete this card.  Your card will be 
entered into a draw for a chance to win one of 10 subscriptions to a nursing journal 

of the winner’s choice.  The winner will be contacted by mail.

Name:

Mailing Address:

Nurse Practitioner Survey

Thank you for completing this survey. Your responses will be 
extremely valuable in planning for the ongoing implementation of

Nurse Practitioners in Ontario.

To show our appreciation, we invite you to complete this card.  Your card will be 
entered into a draw for a chance to win one of 10 subscriptions to a nursing journal 

of the winner’s choice.  The winner will be contacted by mail.

Name:

Mailing Address:
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1 

Throughout this survey, we are using the terms “Nurse Practitioner” and “NP” for those nurses who have obtained 
their extended class (EC) certificate (certification by the College of Nurses of Ontario to function as an NP).   

 
Section I – Physician Profile 
 
1. Gender ] Male               ] Female 
 
2. What is your age in years?  ________ years 

 
3. Year of graduation from medical school  19 ________ 
 
Section II. Experience Working with an NP     
 
4a. Do you currently work with an NP or have you worked with an NP in the past? (Check both if apply) 
] Currently work with an NP  ] Worked with an NP in the past 

  
4b. How long have you worked with an NP in the past? (Total time) 
] < 1 year  ] 6-10 years 

] 1-2 years  
] 3-5 years 

] >10 years 
  

 
If you practice with more than one NP, please answer the following questions with respect to the NP 
with whom you work more closely.  Note: for ease of completion, all questions are worded as if you are 
currently working with an NP.  Although you may not be currently working with an NP, please respond 
to these questions for the time you did work with an NP.   
 
5. Please indicate in which of the following practice settings you work most closely with an NP.  (Check ONE 

only) 
] Family Health Network/Primary Care Network ] Public Health Department 
] Health Service Organization ] Nursing Home/Home for the Aged 
] Community Health Centre ] Aboriginal Health Access Centre 
] Solo Private Practice ] Emergency Department 
] Private Group Practice (excluding free-standing walk-in clinics) ] Hospital In-patient Unit/Ward 
] Free-standing Walk-in Clinics ] Other 

(specify)__________________________ 
 

 
6. Does education of health professional students (e.g. family medicine 

residents, NP students) occur in this setting?      
 

] Yes        ] No           ] Don’t know  

 
7. Is this practice setting in an officially designated UNDERSERVICED 

area?      
 

] Yes        ] No           ] Don’t know  

 
8a.  In a typical week, please estimate how much time do you spend working directly 
with the NP? 

 

________ hours per week  
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 2 

 
 
8b.  Please describe the ways you communicate/interact with the NP in your practice setting (Check ALL that 
apply) 
] Discussions on the telephone  
] Unplanned communication (e.g. meeting in the hallway) 
] As needed – e.g. the NP seeks me out when there are questions about a patient 
] Regular meetings  
] Work side by side with the NP 
] Review charts/orders (please provide number of hours per week) ______________  

 
 
 
 
 
 
 

 
9. How is the NP funded? (Check ALL that apply)  
] Designated funding from Ministry of Health and Long Term Care  
] Physician earnings 

] Other (please specify) 
____________________ 

 
10. In the past 12 months, approximately what proportion of your professional income did you receive from 
each of the following payment methods? (Excluding income for teaching, research, etc).  (TOTAL MUST 
EQUAL 100%) 
] Fee-for-service  

_______% ] Capitation 
_______
% 

] Salary ______% ] Other (please specify) 
_______
% 

] Sessional payments _______%   
 
11a.  Do you or your practice setting incur NP-related expenses for 

which funds are not provided?      
] No              ] Yes go to 11b 
]  Do not know 

11b.  If yes, what type of expenses are they?  (Check ALL that apply)    
Additional rent   ]   
Office expenses (e.g. supplies, telephone, printing, travel, etc.)  ]   
Capital costs (e.g. medical and office equipment, information technology, 
etc.)  

 ]   

Support services (e.g. administrative/ receptionist support)   ]   
Costs related to patient health education / promotion  ]   
Additional insurance costs  ]   
Costs related to NP continuing education   ]   
Other (please specify) 
__________________________________________________ 
 

 ]   

11c. Please estimate the total overhead costs related to the presence 
of the NP in your practice setting (excluding salary). (Provide a 
range if needed) 

 

$_____/yr to $_____/yr 
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12a. Below is a list of services that an NP may provide. Please indicate the services provided by the NP and 
rank the TOP 3 SERVICES (1 being the most valuable contribution that the NP makes to the practice) 
 
Services Check all that apply Rank the TOP 3 Service              

(1 = most valuable contribution) 
Prevention/wellness care/health promotion  ]  _________ 
Care of minor acute illness ]  _________ 
Care of major acute illness ]  _________ 
Monitoring of chronic illness  ]  _________ 
Care of palliative patients  ]  _________ 
Home visits to housebound patients ]  _________ 
Night and weekend on-call coverage ]  _________ 
Linkages to community organizations (e.g. CCACs) ]  _________ 
Psychosocial support and counselling  ]  _________ 
Other (specify) __________________________ ]  _________ 
   
12b. Are there any activities NOT currently 
undertaken by the NP that you believe s/he should 
be doing?        

] No 
] Yes, specify    

 
___________________________
_ 
 
___________________________
_ 

12c. Are there any activities currently undertaken 
by the NP which you believe s/he should not be 
doing do?   

] No 
] Yes, specify  

 
______________________ 
______________________ 

 
Section III. Nurse Practitioner-Physician Relationship 
 

13. Please check whether you agree or disagree with the following statements about how you and the NP 
provide patient care.  

Please check the one best answer for 
each statement below 

1 
Strongly 
Disagree 

2 
Disagree 

3 
Neutral 

4 
Agree 

5 
Strongly 

Agree 

6 
Not 

applicable 
Plan together to make decisions about the 
care for the patients  

]  ]  ]  ]  ]  ]  

Communicate openly as decisions are made 
about patient care  

]  ]  ]  ]  ]  ]  

Share responsibility for decisions made 
about patient care 

]  ]  ]  ]  ]  ]  

Co-operate in making decisions about 
patient care 

]  ]  ]  ]  ]  ]  

Consider both nursing and medical concerns 
in making decisions about patient care 

]  ]  ]  ]  ]  ]  

Co-ordinate implementation of a shared plan 
for patient care 

]  ]  ]  ]  ]  ]  

Demonstrate trust in the other’s decision 
making ability in making shared decisions 
about patient care 

]  ]  ]  ]  ]  ]  

Respect the other’s knowledge and skills in 
making shared decisions about patient care 

]  ]  ]  ]  ]  ]  

Fully collaborate in making shared decisions 
about patient care 

]  ]  ]  ]  ]  ]  

Copyright 2001 by Jones, Way and Associates, All rights reserved. Used with permission from Jones, Way and Associates 
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Section IV. Facilitators and Barriers to the Integration of the Nurse Practitioner role 
 
Facilitators 
 

14.  In your experience, what factors facilitate effective integration of NPs?  
(Check all that apply and rank the top 3 facilitators) 

 
 

Facilitators 

Rank Top 
Three 

Facilitators 

How the working relationship between the MD and NP is structured  ] _________ 
The nature of the NP employment relationship (e.g. employed by organization, 
employed by physician practice)  ] _________ 

Co-workers’ understanding of the role of the NP ] _________ 

Co-workers’ acceptance of the role of the NP  ] _________ 
Acceptance of the role of the NP by health care providers outside of the practice (e.g. 
specialist MDs) ] _________ 
Practice style of the NP  ] _________ 
Expertise of the NP  ] _________ 
Confidence of the NP  ] _________ 
Acceptance of NP role by patients ] _________ 
Acceptance of NP role by the Community  ] _________ 
Other (please specify) _____________________ 
                          ] _________ 
 
Barriers 
 

15. In your experience, what factors create barriers to effective integration of 
NPs?  (Check all that apply and rank the top 3 barriers) 

 
Barriers 

Rank Top 
Three 

Barriers 
How the working relationship between the MD and NP is structured  ] _________ 

The nature of the NP employment relationship (e.g. employed by organization, 
employed by physician practice)  ] _________ 
Co-workers’ level of understanding of the role of the NP ] _________ 

Co-workers’ level of acceptance of the role of the NP  ] _________ 
Level of acceptance of the role of the NP by health care providers outside of the practice 
(e.g. specialist MDs) ] _________ 
Practice style of the NP 

] _________ 
Expertise of the NP ] _________ 
Confidence of the NP  ] _________ 
Resistance of patients to the NP role  
 ] _________ 
Resistance of the community to the NP role  

] _________ 
Lack of space for NP 

] _________ 
Inadequate funding for NP salary 

] _________ 

Inadequate funding for NP-related expenses (e.g. travel, continuing education, NP 
practice overhead)  ] _________ 

Legislative barriers to NPs practicing within their scope of training  (e.g. Public Hospitals 
Act) ] _________ 
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15. In your experience, what factors create barriers to effective integration of 
NPs?  (Check all that apply and rank the top 3 barriers) 

 
Barriers 

Rank Top 
Three 

Barriers 
Other (Please specify) _______________________ 
                                         
 
 
16. Please indicate the extent to which you agree with each of the following statements regarding the 

benefit to you of working with an NP 
 
 

 
1 

Strongly 
Agree 

 

 
2 

Somewhat 
Agree 

 
3 

Somewhat 
Disagree 

 
4 

Strongly 
Disagree  

Reduces physician workload ]  ]  ]  ]  

Allows physicians to focus their skills in the care of 
more acute or complex patient problems 

]  ]  ]  ]  

Allows the practice settings to see more patients ]  ]  ]  ]  

NPs can focus time and expertise on specific patient 
populations (e.g. elderly, patient with diabetes)  

]  ]  ]  ]  

NPs can focus time and expertise on wellness and 
health promotion 

]  ]  ]  ]  

NPs can focus time and expertise on patient education 
about their health problems, treatment etc. 

]  ]  ]  ]  

NPs can apply knowledge and expertise in linking 
patients with community resources 

]  ]  ]  ]  

Other (please specify)_________________                     ]  ]  ]  ]  

 
Section V. Nurse Practitioner Funding 

 
17. How do you think that NPs should be remunerated (please indicate your level of agreement) 
 1 

Strongly 
Agree 

2 
Somewhat 

Agree 

3 
Somewhat 
Disagree 

4 
Strongly 
Disagree 

NP paid directly by MOHLTC or an intermediary (other 
than physician)  

]  ]  ]  ]  

Funding provided by the MOHLTC to a physician 
employer 

]  ]  ]  ]  

Funding paid by the MOHLTC to an organization 
employer (such as a long term care facility, CHC) 

]  ]  ]  ]  

NP paid out of physician(s) professional earnings  ]  ]  ]  ]  

NP directly bills OHIP for services rendered ]  ]  ]  ]  

Other (please specify) 
__________________________ 
 

]  ]  ]  ]  
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18. Who should be the NP employer? (Check ONE only) 
MOHLTC  ]     

MD or group practice ]     

Health centre or organization ]     

Self-employed  ]     

Municipality or regional authority ]     

Other (please specify)_________________________ 
 

]     

 
Section VI. Satisfaction with the Role of the Nurse Practitioner 

 
19. Please indicate your level of satisfaction with the NP by checking the one best response for each item 

below: 
 
 

 
1 

Very 
Dissatisfied 

 
2 

Somewhat 
Dissatisfie

d 

 
3 

Somewhat 
Satisfied 

 
4 

Very 
Satisfied 

Quality of care provided by NP ]  ]  ]  ]  
Length of time NP spends with each patient ]  ]  ]  ]  
Consultation with physician when appropriate  ]  ]  ]  ]  
Physician ability to access the services of the NP ]  ]  ]  ]  
Length of time NP spends completing documentation ]  ]  ]  ]  
The amount of time required to support the NP ]  ]  ]  ]  

 
20. How has your workload been affected by working with the NP? 
 
Increased ]  ___________ % increase      or ____ _hours per week 

Decreased ]  ___________% decrease     or  ____ _hours per week 

No change ]    

Not Applicable (e.g. have 
always worked with an NP) 

]    

 
21. Has working with an NP affected the number of patients receiving care in your practice setting? 
 
] Yes, increased number of patients     ] Yes, but decided not to increase number of patients 

] No                                                       ] Don’t know 

] Not Applicable (setting has always had an NP) 
 

22. Has working with an NP affected the nature of the patient population in your practice setting? 
 
] Yes (please briefly describe)  ___________________________________________________________ 

] No                                 ] Don’t know  

] Not Applicable (setting has always had an NP) 
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23. How has working with an NP affected your take home pay? 
]   Increased                      ] Decreased                ] No Change 

 
 
 

THANK YOU FOR COMPLETING THIS SURVEY. PLEASE RETURN IT IN THE STAMPED ADDRESSED 
ENVELOPE THAT IS ENCLOSED BY March 21, 2003. 
 
 
 

* * * * * * * * * * * * * * 
 
PLEASE PROVIDE US WITH YOUR NAME AND ADDRESS SO THAT WE CAN SEND YOU YOUR 
REMUNERATION FOR HELPING US COMPLETE THIS SURVEY 
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Throughout this survey, we are using the terms “Nurse Practitioner” and “NP” for those nurses who have obtained 
their extended class (EC) certificate (certification by the College of Nurses of Ontario to function as an NP).   
 

 
Section I. Physician Profile 
 
1. Gender ] Male               ] Female 
 
2. What is your age in years  ________ years 

 
3. Year of graduation from medical school       19________ 
 
Section II. Practice Profile 
 
 
4. Please indicate the practice setting where you spend most of your time.  (Check ONE only) 
] Family Health Network/Primary Care Network ] Public Health Department 
] Health Service Organization ] Nursing Home/Home for the Aged 
] Community Health Centre ] Aboriginal Health Access Centre 
] Solo Private Practice ] Emergency Department 
] Private Group Practice (excluding free-standing walk-in clinics) ] Hospital In-patient Unit/Ward 
] Free-standing Walk-in Clinics Other (specify)__________________________ 
  
 

 
5. Is this practice setting/organization in an officially designated 

UNDERSERVICED area?      
  

] Yes        ] No           ] Don’t know  

 
Section III. History of Working with an NP 
 
6a. Have you worked with an NP in the past? 
] Yes, worked with an NP in the past  ] No (go to Q 8) 

  
6b. How long did you work with an NP in the past? (total time) 
] Less than one year  ] 25 months to 36 months 

] 12-24 months  ] More than three years  
 
7. Please indicate the reason(s) why you stopped working with an NP. (Check ALL that apply) 
] MD left the practice setting 

] Ineffective working relationship between NP and physicians 

] Other health care providers in the practice setting did not accept the NP in the practice setting 

] Lack of acceptance from health care providers outside of the practice 

] Lack of community acceptance 

] Lack of patient acceptance 

] Practice style of the NP 
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Section IV. Interest in Working with an NP  
 

8. Given the opportunity now, would you be 
interested in working with an NP?      

 

] Yes (go to Q10) ] No (go to Q9) ] Don’t know  (go to Q 11)  

 
 
9. Please indicate the reason(s) why you would not be interested in working with an NP. (Check ALL that apply then 

skip to Q 11) 
] Would not benefit from NP’s services 

] Other providers in my practice setting do not support the NP in the practice setting 

] Healthcare providers outside of this practice would not support an NP 

] Lack of patient support 

] Lack of community support 

] Limited availability of NPs 

] Lack of Funding for NP’s salary 

] Lack of Funding for overhead related to NPs 

] Lack of space 

] Patient volume too low 

] Other (please specify) _________________________________________________________________ 
 
 

10. The following is a list of services that an NP may provide. Please indicate the services you would see as most 
valuable to you or your practice. 

 
Services Check all that apply 

Prevention/Wellness care/Health Promotion  ]  
Care of episodic illness/minor acute ]  
Care of major acute illness ]  
Monitoring of chronic illness  ]  
Care of palliative patients  ]  
Home visits to housebound patients ]  
Night and weekend coverage ]  
Linkages to community organizations (e.g. CCACs) ]  
Psychosocial support and counselling  ]  
Other (specify) __________________________ ]  
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Section V. Facilitators to the Integration of the Nurse Practitioner role 
 
 

11.  In your view what factors facilitate effective integration of NPs?  (Check all that apply)  
 
 

Facilitators 
How the working relationship between the MD and NP is structured  ] 

The nature of the NP employment relationship (e.g. employed by organization, employed by physician 
practice)  ] 
Co-workers’ understanding of the role of the NP ] 

Co-workers’ acceptance of the role of the NP  ] 

Acceptance of the role of the NP by health care providers outside of the practice (e.g. specialist MDs) ] 

Practice style of the NP  ] 

Expertise of the NP  ] 

Confidence of the NP  ] 

Acceptance of NP role by patients ] 

Acceptance of NP role by the Community  ] 
Other (specify) _____________________ 
                          ] 

 
 
12. Who should be the NP employer? (Check ONE only) 
MOHLTC  ]      

MD or group practice ]      

Health centre or organization ]      

Self-employed  ]      

Municipality or regional authority ]      

Other (please specify)_________________________ 
 

]      

 
 

THANK YOU FOR COMPLETING THIS SURVEY. PLEASE RETURN IT IN THE STAMPED ADDRESSED ENVELOPE 
THAT IS ENCLOSED BY MARCH 21, 2003 
 
 

* * * * * * * * * * * * * * 
 
PLEASE PROVIDE US WITH YOUR NAME AND ADDRESS SO THAT WE CAN SEND YOU YOUR REMUNERATION 
FOR HELPING US COMPLETE THIS SURVEY 
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Collaboration and Team Dynamics

1 NP Collaboration/Team Dynamics 
Composite Score q24_26

Pay a fee for medical  or computer 
equipment, support staff, office space No/Yes

q4244_r
Satisfaction: Acceptance & attitudes of 
Physicians <value>

q50_r
Using clinical practice guidelines 
enables work with physician No/Yes

q51_r Participate in on-call activities No/Yes
q54_r Is the physician located on-site On-site/Off-site

q62a_r -q62i_r Jones and Way <value>
pers, prac, 

hltres, othres, 
isol, fewpt, 

manypt Facilitators/Barriers <value>

Outcome Variable(s) Unique Predictor Variables
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Introduction 
 

Thank you for agreeing to participate in a site visit from the IBM consulting team.  We are 

providing the attached information to assist you in understanding the rationale for the site visits 

and to provide you with some of the interview guides we will be using as we meet with members 

of your organization. 

 

This study is funded by the Ministry of Health and Long Term Care and is being conducted in 

partnership with McMaster University. There is a data and confidentiality agreement in place 

between the Ministry of Health and Long Term Care, McMaster University and IBM Business 

Consulting Services. In addition, this study has received ethics approval. 
 
The project is guided by a Steering Committee with representation from: 
 
McMaster University Faculty of Nursing 
OMA 
CNO 
RNAO 
COUPN 
NPAO 
OCFP 
 
Ministry of Health and Long Term Care representatives are from: 
 
Nursing Secretariat 
Underserviced Area Program 
Health Planning Branch 
Program Policy Branch 
Alternate Payment Programs Branch  
Aboriginal Health Office 
Long Term Care Redevelopment Project 

 

The primary focus of the study is - “to determine how best to integrate nurse practitioners into 

Ontario’s health care system and specifically into various settings”  

 

In addition, the project is structured to address the key study questions: 

 

1. To further integrate NPs into a specific practice setting, what barriers must be overcome and 
what facilitators must be encouraged; and 

 

2. What can be learned about the practice models in which NPs function - specifically which 
models do not work well and why and which models work best to support integration of NPs. 
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Practice setting, practice models, integration and barriers and facilitators are central themes to 

the study and as a result, undertaking site visits will provide rich information regarding these 

themes.  

 

The practice settings of interest to this study are:  

o Community Health Centres 
o Long-Term Care Facilities 
o Aboriginal Health Access Centres and Aboriginal Community Health Centres 
o Primary Care Networks 
o Health Service Organizations 
o ER, Hospital Outpatient and Other Clinics 
o Fee For Service Physician Practices 
o Public Health Units 
o VON 
o Community Care Access Centres 
o Other Community Agencies 

 

A project study working group defined a number of dimensions of practice models and the 

variables of interest associated with each practice model dimension. Practice model dimensions 

include: 

o Practice/setting characteristics 

o Client population 

o Scope of NP role/responsibilities 

o Team interaction 

o Organizational characteristics 

o External factors 

As a result, we will be asking questions related to these dimensions of practice models during the 
site visit interviews. 
 
Site visits are one of a number of activities for data collection. Other data and information sources 

include: 

• MoHLTC Program Data 

• Review of the literature and relevant reports 

• Survey of all RN (EC)s in the province 

• Survey of physicians who work with NPs 

• Survey of physicians who do not work with NPs 

• Survey of patients/residents/clients who see an NP 

• Survey of the general Ontario population regarding their knowledge and use of an NP 
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Site Selection 
 
Given the interest in practice setting, practice models, integration and barriers and facilitators as 

well as understanding the influence of the NP on access, quality and outcome, innovation and 

satisfaction, sites have been selected to the extent possible, to capture both the diversity and 

uniqueness of practice settings. As each practice setting reflects a wide range of characteristics, 

the focus of information collection will be on descriptive information that informs a broader 

understanding of practice models and barriers and facilitators to integration. 

 

Three key criteria were used for site selection: 

1. Representation from each of the types of sites of interest to the project 

 
2. Representation from sites by geographic location in the province considering locations that 

are: 
• Urban 
• Rural 
• Underserviced 
• Northern 

 

3. Representation from sites that have been identified as particularly unique or of special 

interest to the project and have not already been identified. This could include sites that have: 

• Unique practice models 

• Practice models that are particularly successful 

• Practice models that are particularly challenging 

 

NP Integration Study – Site Selections 
 

Setting Type 
Number of 

Sites  

Community Health Centre 6 

Fee-for-Service Physician Practice 4 

Primary Care Network 2 

Long Term Care Facility 3 

VON 2 

Public Health Unit 2 

Community Care Access Centre 2 

ER 3 

Aboriginal Health Access Centres 2 
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Information Collection  

 

Site visits will collect information where possible and appropriate from eight sources: 

1. Background and demographic information 

2. Meeting with site NP(s) 

3. Meetings with site MD(s) 

4. Meetings with other health care providers and support staff 

5. Meetings with the program sponsor 

6. Meetings with individuals who have clinical/administrative oversight responsibility  

7. Meetings/telephone calls with main community partner 

8. Patient surveys or focus groups  

 

The initial call with the site contact will help confirm the most appropriate people to speak with. 

Given the broad range of sites and settings, the specific approach for each site visit will be 

undertaken on a site-by-site basis. This approach will be planned in conjunction with the most 

appropriate person for each site. 

 

Background and Demographic Information 
  

To assist with developing a description of each site, we will be asking for information related to 

the following. The information required will come from currently available reports or summaries or 

may be provided verbally during the site visit. 

 

We understand that you may not have all of the information listed on the following pages. 
We are interested in collecting what you have readily available.  
 

Description of Information 

• Confirmation of: 

• The type of setting 

• Number of NPs in the practice  

• Number of MDs in the practice 

• Number and type of other health care professionals in the practice 

• Date when each position(s) was funded, is the position filled or vacant 

• Site leader/program sponsor (i.e. physician, administrator) etc.  
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Background Information 

• Any specific reports or submissions regarding the site 

 

Reports 

• Client utilization information 

• Data tracking forms used by the NP 

• Data bases developed by the NP 

• Any client satisfaction or other satisfaction surveys completed 

• Quarterly and yearly evaluation reports (by NP) including but not limited to the following NP 

data: 

o Number of patients seen  

o Number of patients seen by type of encounter 

o Number of patients on waiting list 

o Average length of time to appointment 

o Workshops/Seminars - number given 

o Workshops/Seminars - number of people attending 

o Immunizations 

o Screenings 

o Number of consultations with on-call GP/FP 

o Number of referrals from GP/FPs 

o Number of referrals to GP/FPs 

o Number of referrals to Physician Specialist 

o Number of referrals to rehabilitation professionals 

o Number of referrals from rehabilitation professionals 

o Number of referrals for tests (including labs) 

o Number of referrals to ER. 

o NP attendance at education sessions by hours and name of session 

• Details of any other evaluations currently underway or recently completed 

• Any financial information regarding: 

o NP salaries by position 

o Overhead allocation and spending 

o Summary by position and/or site/sponsoring agency 

o One time capital expenditures 

o Other relevant financial information 

o Budget 

o Sources of funds (including community contributions or in-kind contributions) 
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Interview Guides 
 
All physicians who work with NPs in MoHLTC funded positions will be sent a written survey. In 

addition, physicians are requested to take part in a short interview with the consulting team. 

 

The following guides will be used during interviews with members from each site.  
 

Nurse Practitioner Interview Guide 

 
Introduction 
1. Note to Interviewer: Clarify difference between this site visit and the NP survey 

 
Recruitment 
2. When did you begin working with the organization? 

 

Roles 
3. What are your main roles here? Do you work with all types of patients or do you have a focus 

on specific patient group(s)?  (if focus on a patient population) What is the impact of focusing 

on a specific patient group? Practice at full scope? 

4. How many locations do you work out of? Do you work with all of the physicians? If no, how 

many do you work with? How do the NP and MD work together? 

5. In terms of your role here what has worked well and why? What aspects would you change 

and why? 

 

Team 
6. How would you describe the functioning of the team? What contributes to the team working? 

Not working? Biggest stress points? Biggest achievements? 

 

NP Impact 

7. How is this practice different because the NP is here? What do you think are the benefits of 
having an NP here? 

8. Have you introduced any innovative practices? Please describe. 

9. How have patients responded to seeing an NP?  What feedback, if any, have you received 

from your patients? What are some of the hurdles they have had to overcome to use the 

services of a NP? 
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Community 
10. What is the nature of your interaction with the community? What is their reaction to having a 

NP? 

11. What is the level of understanding about the role of the NP in the community? 

 

Preliminary Impacts 
12. Thinking back to why you originally decided to practice here, have your expectations been 

met? 

 
Additional Comments 
13. Do you have any additional comments? e.g. biggest barriers 

 

Optional Questions: 
 
Technology 
14. What technology do you use? Impact? Reporting? 

 

15. Why did you decide to join the organization, what attracted you to this position? Did you have 

any reservations about working here? How were you recruited? 

 

Physician Interview Guide 

 
1. How do you and the NP organize your work? (For sites with more than 1 MD, ask if all MDs 

work with the NP) 

2. How is this practice different because the NP is here - what has been the biggest impact of 

having an NP on you and on the practice? (note for interviewer - this is not intended to be a 

comparison of before the NP was here with now but a question of the NP influence, 

contributions etc.) 

3. In terms of the NP role here, what has worked well and why? What has not worked well and 

why? What aspects would you change and why? 

4. What contributes to the team working? Not working? Biggest stress points? Biggest 

achievements? 

5. Thinking back to why you originally decided to practice with an NP, have your expectations 

been met?  

6. What suggestions would you have for other physicians who are considering working with an 

NP? 
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Additional Comments 
7. Do you have any additional comments? 

 

Program Sponsor Interview Guide 

 

Role 
1. What is your role as PS?  
2. How did this start, why have you chosen to sponsor an NP? 
3. What are the challenges, accomplishments in relation to the NP role?  
4. What aspects would you change and why? 
5. How is the NP paid (i.e. out of MOHLTC PCR funds, other funds, your own funds)? 
6. Have you needed to make special accommodations to keep the NP? 
7. Is there a need for more NPs here? 
8. How has the NP benefited the community? 
 
Governance  
9. How is the practice/program organized? 
10. What is your role in relation to the site administrator – same/different? 
11. What are the toughest issues to deal with? 
 
Information/Reporting  
12. What information do you need/use/report in relation to the NP in this practice? 
13. What aspects of the Ministry reporting process are working well and why?  

14. What do you think should be changed? 

 
Linkages 
15. How does the program/practice link with the community? Do you have any specific 

relationships with other care organizations in your community (e.g. CCAC, LTC facilities, 

hospitals, public health, community agencies, DHC, housing, education)? 

 

Facilitators and Barriers 
 

16. What factors have facilitated the NP assuming this new role? 

17. What barriers have impeded the NP assuming the new role as it was envisioned? 

 

Impact 
 

18. How has the introduction of the NP influenced access to care? 
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19. How has the introduction of the NP influenced quality of care? 

20. What innovations, in any, has the NP facilitated? 

 
Additional Comments 
21. Do you have any additional comments? 

 

Administrator Interview Guide (Clinical and Non-Clinical) 

 

Role 
1. What is your role as administrator?  
2. What are the greatest challenges, accomplishments in relation to the NP role?  
3. What aspects would you change and why? 
4. How is the NP paid (i.e. out of MOHLTC PCR funds, other funds, your own funds)? 
 
Governance  
5. How is the practice/program organized? 
6. What is your role in relation to the program sponsor? 
7. What are the toughest issues to deal with? 
 
Teamwork and Collaboration  
8. Can you provide some examples of collaboration or coordination among the team members 

and the NP? 

9. What are the toughest issues to deal with? 

 
Information/Reporting  
10. What information do you need/use/report in relation to the NP in this practice? 
11. What aspects of the Ministry reporting process are working well and why?  
12. What do you think should be changed? 
 
Linkages 
13. How does the program/practice link with the community? Do you have any specific 

relationships with other care organizations in your community (e.g. CCAC, LTC facilities, 

hospitals, public health, community agencies, DHC, housing, education)? 

 
Facilitators and Barriers 

 

14. What factors have facilitated the NP assuming this new role? 

15. What barriers have impeded the NP assuming the new role as it was envisioned? 
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Impact 
 

16. How has the introduction of the NP influenced access to care? 

17. How has the introduction of the NP influenced quality of care? 

18. What innovations, in any, has the NP facilitated? 

 
Additional Comments 
19. Do you have any additional comments? 

 

Other Practice Staff or Support Staff Interview Guide 

 

Background 
1. What is your role here? 

2. Approximately how many hours do you work per week? 

3. What is the extent of your interaction with the NP? 

 

NP Impact 
4. What has been the biggest impact on your practice/work since the NP? (note for interviewer - 

this is not intended to be a comparison of before the NP was here with now but a question of 

the NP influence, contributions etc.) 

a. What are the major benefits of working with an NP? 

b. What are the major drawbacks of having the NP here? 

5. Ideally, what would you do differently in relation to the NP? 

6. How has the introduction of the NP influenced access to care? 

7. How has the introduction of the NP influenced quality of care? 

8. What innovations, in any, has the NP facilitated? 

 

Additional Comments 

9. Do you have any additional comments? 
 

 

Major Community Partner Interview Guide 

 

Role 
1. What is your working relationship with the NP? (note to interviewer – working relationship 

refers to how they interact – e.g. meet once a month, call each other as needed) 
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2. What is the NP role in relation to your (unit/ program/facility/organization)? (note to 
interviewer – this refers to the formal relationship e.g. NP makes referrals) 

3. How long has this been in place? 
4. How does this (unit/ program/facility/organization) link with the NP? 

 

Impact  
 

(note for interviewer - this is not intended to be a comparison of before the NP was here with now 

but a question of the NP influence, contributions etc.) 

5. How has the introduction of the NP influenced access to care? 

6. How has the introduction of the NP influenced quality of care? 

7. What innovations, in any, has the NP facilitated? 

 

Facilitators and Barriers 
 

8. What factors have facilitated the NP role in relation to your organization? 

9. What barriers have impeded the NP role? 

 
Additional Comments 
10. Do you have any additional comments? 

 

Patient Survey 
 
Recruitment 
• Patients, residents and/or families will be asked to participate in either a written survey or a 

focus group 

• We will be asking the assistance of the site administrator and/or the nurse practitioners at all 

sites to assist with identifying the most appropriate process for patient involvement 

• Written Surveys 

o Where written surveys are being conducted, we will ask secretarial staff to hand 

out the recruitment package. 

o The recruitment package will contain the following: 

• Information sheet and consent form  

• The patient survey 

• A stamped addressed envelope for return to IBM 

o Written surveys will be returned either in a drop box at the site or by return mail 

to IBM Consulting using a stamped addressed envelope 
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• We will ask that the surveys be distributed to all patients seen by the NP over 

a two-week period. We will be monitoring the returns and if there is a low 

response, we may ask that you continue to distribute surveys for another 

week. 

• Patients will be given a choice to either complete the survey at the time of the 

visit and return it to a drop box at the site (in a sealed envelope) or to take it 

home and return it by mail using a stamped addressed envelope;  

• Focus Groups 

o Where focus groups are being conducted, we will work with the site administrator 

and/or the nurse practitioner to develop the most appropriate focus group format 

and arrange for invitations to participants 

o We will assess with the administrator any requirements related to travel and 

expense re-imbursement for participants 

o To protect patient confidentiality, the administrator will arrange to contact 

potential participants and distribute an information letter on behalf of the project 
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Patient Survey 
 
For most questions below, you simply need to check the box or boxes that 
best match your answers.  Please answer every question.  
 

 
 Male   Female 

 
2. Your age: 

 
________Years 
 

3. Compared to other people your age, would you say that your health is  (Please check ONE only)   
 

  Excellent   Good   Fair    Poor 
 

4. How many times did you see the Nurse Practitioner from this practice for a health-related issue in the 
past 12 months?  

 
____________ times in the past 12 months 
 

5. Have you accompanied a family member or someone in your care to see the Nurse Practitioner in the 
past 12 months? 

 

 Yes   No 
 

6. Who first suggested you see the Nurse Practitioner?  
 Please check ONE only  
My doctor  
I decided to see a Nurse Practitioner myself  
The receptionist suggested I see the Nurse Practitioner  
Someone else in this office/clinic suggested I see the Nurse Practitioner (e.g. other 
health care professional, social worker, dietician) 

 

My family or friends recommended I see the Nurse Practitioner  
Other (specify) __________________________  
  

 

1. Your gender: 
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7. How did it happen that you saw the Nurse Practitioner today?  
 
 

Please check ONE 
main reason 

I wanted to see the Nurse Practitioner and made the appointment  
The doctor asked me to make this appointment to see the Nurse Practitioner  
Another health care provider suggested that I make this appointment to see the Nurse 
Practitioner 

 

The receptionist suggested I see the Nurse Practitioner  
The doctor was not available  
Other (specify) __________________________  
  

 
8. What was the main reason for your visit to the Nurse Practitioner today?  

Reason for visit today 
Please check ONE 
main reason 

General information about my health or to ask questions about my health   
Diet and lifestyle counselling  
Annual or general check up  
Care for a minor illness such as a cold or sore throat   
Monitor an ongoing condition such as diabetes or asthma   
Arrange to see another health care provider such as a dietician or psychologist   
Check or renew my prescription medication   
Pregnancy care  
Check-up for my baby  
Specific test such as a Pap test or prostate test  
Support or counselling   
Accompany a relative (e.g. a parent or child)  
Participate in a group activity  
Other (specify) __________________________  
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9. What do you like about seeing the Nurse Practitioner?  

 
Please Check ALL 
that apply 

The Nurse Practitioner gives support and information about how to look after my health 
condition or problem  

 

The Nurse Practitioner spends time with me to answer my questions or address my 
concerns 

 

The quality of care the Nurse Practitioner provides is excellent   
I am able to see the Nurse Practitioner quickly when I have a health problem   
I do not have to travel as far as I did in the past to see a health professional when I 
have a health problem 

 

The Nurse Practitioner makes home visits or provides care in the home  
The Nurse Practitioner is available after regular office hours  (e.g. after 5pm or on 
weekends) 

 

The Nurse Practitioner helps me find out where to get help from other services in the 
community  

 

The Nurse Practitioner is easy to talk to  
Other (specify) __________________________ __________________  
  

 

10. Is there anything that you do NOT like about seeing the Nurse Practitioner?   Please check ONE box  
 

 There are things I do not like about seeing the nurse practitioner. Please go to Question 11. 
 

 I have no concerns or problems with seeing the nurse practitioner. Please go to Question 12. 
 

 

11. What do you NOT like about seeing the Nurse Practitioner?  
 Please check ALL 

that apply 
I am not clear about the Nurse Practitioner’s role  
I am not clear about the Nurse Practitioner’s knowledge, education or training   
I do not feel that I can choose to see my doctor rather than the Nurse Practitioner  
I am concerned that my doctor will not be aware of everything about my health and 
about my concerns 

 

Other (specify) _________________________ _______________________________  
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12. For each statement below, please check the box that best matches your level of satisfaction: 
 1 

Very 
Satisfied 

2 
Somewhat 
Satisfied 

3 
Somewhat 
dissatisfied 

4 
Very 

Dissatisfied 
Care or advice you receive from the Nurse 
Practitioner 

    

The amount of time the Nurse Practitioner spends 

with you 

    

The availability of the Nurse Practitioner      
The waiting time to get an appointment to see the 

Nurse Practitioner 

    

The waiting time to get an appointment to see the 

Doctor 

    

How the professionals in this centre work together 

to help with your health problems  

    

The way the nurse practitioner speaks and listens 

to you 

    

     

 
Optional Questions 

 

13. What is the highest level of education that you have completed?  (Please check ONE only) 
 

 Less than grade 9       Grade 9 to 13  
 Some trade, vocational or community college     Some university  
 Diploma or certificate: trade, vocational/community college   University degree  

 
14. What was your total household income before taxes for 2002?  (Please check ONE only) 

 
 Less than $ 10,000   $10,000 to $ 19,999   $ 20,000 to $ 29,999 
 $ 30,000 to $ 39,999   $ 40,000 to $ 49,999   $ 50,000 to $ 59,999 
 $ 60,000 to $ 69,999   $ 70,000 to $ 79,999   $ 80,000 to $ 99,999 
 $100,000 to $124,999   $125,000 to $149,999  $150,000 and over 

 
 
THANK YOU FOR COMPLETING THIS SURVEY. PLEASE RETURN IT TO THE PERSON WHO GAVE THIS SURVEY 

TO YOU TODAY BEFORE YOU LEAVE OR SEND IT IN THE STAMPED ADDRESSED ENVELOPE THAT IS 

ENCLOSED WITHIN ONE WEEK 
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Sondage auprès des patients 
 
Dans la plupart des cas, vous n’avez qu’à cocher une ou plusieurs cases 
pour répondre.  Veuillez répondre à toutes les questions. 
 

 
 Masculin   Féminin 

 
2. Âge : 

 
________ ans 
 

3. Compte tenu de votre âge, comment qualifieriez-vous votre santé ? (SVP cocher UNE seule case) 
 

  Excellente   Bonne   Assez bonne   Mauvaise 
 

4. Combien de fois avez-vous rencontré une infirmière praticienne ici pour un problème de santé au cours 
des 12 derniers mois? 

 
____________ fois au cours des 12 derniers mois 
 

5. Avez-vous accompagné un membre de votre famille ou quelqu’un qui était sous votre garde à une 
rencontre avec une infirmière praticienne au cours des 12 derniers mois? 

 

 Oui  Non 
 

6. Qui vous a suggéré au départ de rencontrer une infirmière praticienne? 
 Cocher UNE seule case 

Mon médecin  

J’ai pris la décision moi-même  

La personne à la réception  

Quelqu’un d’autre dans le centre/la clinique (un autre professionnel de la santé, un 
travailleur social, une diététicienne, etc.) 

 

Quelqu’un dans ma famille ou un ami  

Autre (préciser) __________________________  

  
 

1. Sexe : 
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7. Comment se fait-il que vous rencontrez une infirmière praticienne aujourd’hui? 
 Cocher UNE seule case 

Je voulais rencontrer une infirmière praticienne et j’ai pris rendez-vous  

Le médecin m’a demandé de prendre rendez-vous avec une infirmière praticienne  

Un autre membre du personnel soignant m’a suggéré de prendre rendez-vous avec une 
infirmière praticienne 

 

La réceptionniste m’a suggéré de rencontrer une infirmière praticienne  

Le médecin n’était pas disponible  

Autre (préciser) __________________________  
  

 
8. Quelle est la principale raison de votre visite à l’infirmière praticienne aujourd’hui? 
Raison de la visite d’aujourd’hui Cocher UNE seule case 

Obtenir de l’information générale sur ma santé ou poser des questions sur ma santé  

Demander conseil concernant mon régime alimentaire et mon style de vie  

Bilan de santé annuel ou général  

Problème de santé mineur, comme un rhume ou un mal de gorge  

Suivi d’un problème de santé permanent, comme le diabète ou l’asthme  

Obtenir un rendez-vous avec un autre professionnel de la santé, comme une diététicienne 
ou une psychologue  

 

Vérifier ou renouveler une ordonnance de médicament  

Suivi de grossesse  

Bilan de santé de mon bébé  

Examen ou test, par exemple un frottis vaginal ou un examen de la prostate  

Obtenir du soutien ou des conseils  

J’accompagne un membre de ma famille (un parent ou un enfant)  

Je participe à une activité de groupe  

Autre (préciser) __________________________  
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9. Qu’est-ce que vous appréciez chez les infirmières praticiennes? 
 Cocher TOUTES les 

cases applicables 
L’infirmière praticienne me donne du soutien et de l’information sur la façon de me 
soigner 

 

L’infirmière praticienne prend le temps de répondre à mes questions et de comprendre 
mon problème 

 

La qualité des soins prodigués par les infirmières praticiennes est excellente  

Je peux rencontrer rapidement l’infirmière praticienne quand j’ai un problème de santé  

Je n’ai plus à parcourir une aussi longue distance qu’auparavant pour rencontrer une 
professionnelle de la santé quand j’ai un problème 

 

L’infirmière praticienne fait des visites à domicile, elle prodigue des soins à la maison  

L’infirmière praticienne est disponible après les heures d’ouverture habituelles (par 
exemple après 17 h ou la fin de semaine) 

 

L’infirmière praticienne m’aide à trouver des ressources dans d’autres services de mon 
secteur 

 

Je sens que je peux parler avec l’infirmière praticienne  

Autre (préciser) __________________________ __________________  
  

 

10. Y a-t-il quelque chose que vous n’appréciez PAS chez les infirmières praticiennes? Cocher UNE 
seule case 

 Il y a des choses que je n’apprécie pas chez les infirmières praticiennes. Passer à la question 11. 
 

 Je n’ai aucun problème avec les infirmières praticiennes. Passer à la question 12. 
 

 

11. Quelles sont les choses que vous n’appréciez PAS chez les infirmières praticiennes? 

 Cocher TOUTES les 
cases applicables 

Le rôle des infirmières praticiennes ne me paraît pas clair  

Je ne sais pas exactement quelles connaissances, quelle formation possèdent les 
infirmières praticiennes 

 

Je ne me sens pas libre de rencontrer mon médecin plutôt que l’infirmière praticienne  

Je crains que mon médecin ne soit pas informé de tous les détails sur ma santé  

Autre (préciser) _______________________________________________________  
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12. Pour chaque point ci-dessous, veuillez cocher la case qui reflète le mieux votre degré de satisfaction : 
 1 

Très 
satisfait 

2 
Plutôt 

satisfait 

3 
Plutôt 

insatisfait 

4 
Très 

insatisfait 
Soins ou conseils reçus de l’infirmière praticienne     

Temps que vous accorde l’infirmière praticienne     

Disponibilité de l’infirmière praticienne     

Temps d’attente pour obtenir un rendez-vous avec 
l’infirmière praticienne 

    

Temps d’attente pour obtenir un rendez-vous avec 
le médecin  

    

Façon dont les professionnels du centre de santé 
travaillent ensemble pour vous aider 

    

Façon dont l’infirmière praticienne vous parle et 
vous écoute 

    

     

 
Questions facultatives 

 

13. Quel est votre niveau d’études? (SVP cocher UNE seule case) 
 

 Moins que la 9e année  9e à la 13e année 
 Ai fréquenté un collège commercial, professionnel ou communautaire  Ai fréquenté 

l’université 
 Diplôme ou certificat d’un collège commercial, profess./communautaire   Diplôme universitaire  

 
14. Quel a été votre revenu familial total avant impôt en 2002? (SVP cocher UNE seule case) 

 
 Moins de 10 000 $   10 000 $ à 19 999 $   20 000 $ à 29 999 $ 
 30 000 $ à 39 999 $   40 000 $ à 49 999 $   50 000 $ à 59 999 $ 
 60 000 $ à 69 999 $   70 000 $ à 79 999 $   80 000 $ à 99 999 $ 
 100 000 $ à 124 999 $   125 000 $ à 149 999 $  150 000 $ et plus 

 
 
MERCI D’AVOIR RÉPONDU À CE SONDAGE. VEUILLEZ LE RENDRE À LA PERSONNE QUI VOUS L’A DONNÉ 

AVANT DE REPARTIR OU LE RETOURNER D’ICI UNE SEMAINE EN UTILISANT L’ENVELOPPE-RÉPONSE 
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Information for Survey Participants for  
the Nurse Practitioner Integration Study  

 
If you have any questions about this information package, please feel free to contact the project 
manager: 

Kathy Winter 
Project Manager 

Nurse Practitioner Integration Study 
1-866-793-8873 

 
Purpose of Research 
 
Nurse practitioners are nurses who provide specialized care.  They have taken additional training and are 
specially licensed to provide additional health care services.  For example, nurse practitioners can diagnose 
an illness, they can order certain lab tests and can prescribe certain medications.  They are an important part 
of the health care team. 
 
IBM Business Consulting Services is conducting a study on behalf of the Ontario Ministry of Health and 
Long-Term Care (MOHLTC) and McMaster University to look at how nurse practitioners are functioning 
in different health care settings.  As part of this study, we would like to survey patients who currently see 
nurse practitioners for health care services. 
 
A very important part of this study is to understand how satisfied you are with the care being provided by 
the nurse practitioner.  Your experiences are valuable.  Your answers to the survey questions will help 
make recommendations for improving the health care system.  Your efforts may make the system better for 
your family, community, and self 
 
Description of the Research 
 
1. Consent to Participate 
 
We are giving you a copy of this information sheet and a consent form.  
 
We are also giving you a copy of a survey.  The survey will ask questions about your experience with the 
nurse practitioner such as are you satisfied with the services she/he provides, are you satisfied with the care 
you have received from the nurse practitioner etc. 
 
You can fill out the survey now or at a later point in time.  The survey can be mailed back to us in the 
stamped and addressed envelope or you can seal it and drop it into the survey box. Ask one of the staff here 
to show you where the drop box is located. 
 
Your survey responses will be used for study purposes only.  At no time will we have access to or 
knowledge of your health card number.  At no time will we review your health record. 
 
2. Confidentiality 
 
Several steps have been taken to make sure that your personal information is kept confidential, and that the 
data itself is kept securely. 
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All researchers signed a confidentiality agreement with IBM Business Consulting Services.  This 
agreement ensures that all personal information about you will be held in the strictest of confidence.  If any 
researcher discloses this information, they will be removed from the project and can be fired. 
 
 
The information collected will be used for study purposes only.  You will not be identified in any 
publication of this research. 
 
3. Participation 
 
Participation in this survey is voluntary. Your physician or the nurse practitioner will not know whether 
you took part in this survey.  If you choose not to take part, your health care will not be affected in any 
way.  
 
We ask that you: 
• sign the enclosed consent form; 
• take the extra copy for your records;  
• complete the survey; 
• put all of these documents in the mail or drop them off at the drop box. 
 
 
4. Obtaining Results 
 
A final report of our study will be provided to the MOHLTC once complete.  You can contact the 
MOHLTC for further information about publication of results. 
 

Consent Form for the Nurse Practitioner Integration Study 
 
Consent to Participate in Survey 
 
I understand that as a patient of this health care practice, I have been invited to take part in a survey.  
 
I understand that this survey is being conducted as part of a Study of Nurse Practitioner Integration that has 
been commissioned by the Ontario Ministry of Health and Long Term Care and McMaster University. 
 
I acknowledge that I have read and understood the document entitled “Information for Survey 
Participants for the Nurse Practitioner Integration Study”. 
 
I have been informed of the alternatives to taking part in this survey, including the right not to take part and 
the right to withdraw from the survey at any time without compromising the quality of my health care. 
 
As well, the potential risks and inconveniences have been explained to me and I also understand the 
benefits of taking part in the survey.  I understand that I can contact researchers at the 1-866-793-8873, 
either now or in the future, with any questions I have about the survey or the research procedures. 
 
I understand that my survey responses will be used for study purposes only and will be kept confidential 
and that no information will be released or printed that would disclose my personal identity without my 
permission. 
 
� I hereby voluntarily consent to participate in the survey 
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Name of Patient   Patient’s Signature 

 
    

Name of Witness   Signature of Witness 
    
  

Date 
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Information à l’intention des participants au sondage  

pour l’étude sur l’intégration des infirmières praticiennes  
 
Si vous avez des questions, n’hésitez pas à communiquer avec la directrice de projet : 

Kathy Winter 
Directrice de projet 

Étude sur l’intégration des infirmières praticiennes 
1 866 793-8873 

 
Objet de la recherche 
 
Les infirmières praticiennes sont des infirmières autorisées qui ont reçu une formation poussée en 
médecine.  Elles diagnostiquent les maladies et les troubles et elles peuvent demander certains tests de 
laboratoire et prescrire certains médicaments. Elles jouent un rôle important dans l’équipe de soins de 
santé. 
 
Les services-conseils en affaires IBM mènent une étude pour le ministère de la Santé et des Soins de 
longue durée de l’Ontario (MSSLD) et l’Université McMaster pour mieux comprendre le travail des 
infirmières praticiennes dans différents environnements de soins de santé.  Dans le cadre de cette étude, 
nous aimerions connaître l’opinion des patients qui reçoivent actuellement des soins des infirmières 
praticiennes. 
 
Un des premiers objectifs de cette étude est de connaître votre degré de satisfaction concernant les soins 
donnés par les infirmières praticiennes.  Votre opinion est importante.  Vos réponses nous aideront à faire 
des recommandations pour l’amélioration du système de santé.  Elles contribueront à rendre le système plus 
efficace pour votre famille, votre collectivité et vous-même. 
 
Description de la recherche 
 
1. Consentement du patient 
 
Vous avez reçu la présente lettre et un formulaire de consentement. 
 
Vous avez également reçu le questionnaire du sondage.  Il contient des questions sur vos expériences avec 
les infirmières praticiennes, par exemple sur votre degré de satisfaction par rapport aux services qu’elles 
offrent et aux soins qu’elles donnent. 
 
Vous pouvez répondre maintenant, mettre les papiers dans l’enveloppe-réponse et déposer celle-ci dans la 
boîte du sondage.  Demandez à un membre du personnel de vous indiquer où se trouve la boîte.  Vous 
pouvez aussi nous retourner l’enveloppe-réponse plus tard par la poste.  
 
Vos réponses seront utilisées pour les besoins de l’étude seulement.  Nous n’aurons aucunement accès à 
votre numéro de carte de santé, ni à votre dossier médical. 
 
2. Confidentialité 
 
Nous avons pris toutes les mesures nécessaires pour que les renseignements personnels que vous fournirez 
demeurent confidentiels et que les données elles-mêmes soient conservées de façon sûre. 
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Tous les chercheurs ont signé une entente de confidentialité avec les services-conseils en affaires IBM.  
Cette entente stipule que tous vos renseignements personnels seront traités de façon strictement 
confidentielle.  Si un chercheur dévoilait un renseignement, il serait expulsé du projet et pourrait être 
renvoyé.  
 
Les renseignements recueillis seront utilisés pour les besoins de l’étude seulement.  Votre identité ne sera 
dévoilée dans aucun document relatif à la recherche. 
 
3. Participation 
 
La participation au sondage est volontaire.  Ni votre médecin ni l’infirmière praticienne ne sauront si vous 
y avez participé ou non.  Si vous préférez ne pas participer, votre décision n’aura aucune conséquence sur 
les soins que vous recevrez. 
 
Nous vous demandons de : 
• signer le formulaire de consentement; 
• conserver la copie pour vos dossiers; 
• répondre aux questions du sondage; 
• mettre tous les documents à la poste ou dans la boîte du sondage. 
 
4. Information sur les résultats du sondage 
 
Un rapport final sur notre étude sera remis au ministère de la Santé et des Soins de longue durée.  Vous 
pouvez contacter le ministère pour être informé de la publication des résultats. 
 

Formulaire de consentement pour l’étude sur l’intégration des infirmières praticiennes 
 
Consentement 
 
Je comprends qu’en tant que patient de ce centre de santé, j’ai été invité à participer à un sondage. 
 
Je comprends que ce sondage fait partie d’une étude sur l’intégration des infirmières praticiennes 
commanditée par le ministère de la Santé et des Soins de longue durée de l’Ontario et par l’Université 
McMaster. 
 
Je reconnais avoir lu et compris le document intitulé “Information à l’intention des participants au 
sondage pour l’étude sur l’intégration des infirmières praticiennes”. 
 
J’ai été informé du fait que j’ai le droit de ne pas participer à ce sondage et que j’ai également le droit de 
m’arrêter après avoir commencé à répondre, sans que la qualité des soins de santé que je reçois en soit 
compromise. 
 
On m’a également expliqué quels sont les risques et inconvénients potentiels aussi bien que les avantages 
qu’il y a à participer au sondage.  Je sais que je peux communiquer avec les chercheurs au 1 866 793-8873, 
maintenant ou plus tard, et poser des questions à propos du sondage ou des procédures de recherche. 
 
Je comprends que mes réponses seront utilisées pour les besoins de l’étude seulement et seront traitées de 
façon confidentielle, et qu’aucune information pouvant divulguer mon identité ne sera diffusée ni imprimée 
sans ma permission. 
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� Par la présente, je consens volontairement à participer au sondage. 
 
 
 
 
 
    

Nom du patient   Signature du patient 

 
    

Nom du témoin   Signature du témoin 
    
  

Date 
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March 2003 
 
Hello, 
 
The Ontario Ministry of Health and Long-Term Care and McMaster University are studying how 
best to add nurse practitioners to our health care system. The consulting group of IBM is 
conducting this study for the Ministry and McMaster University.  
 
We would very much appreciate your help with this study.  We would like to understand your 
views on nurse practitioners. You are being given this letter because you were seen by a nurse 
practitioner today.  
 
If you are willing to help us, please: 1) complete the consent form provided in this package 
to show your agreement to take part in the study; and, 2) complete the survey that 
includes 14 questions about nurse practitioners. You don’t have to sign your name to the 
survey.  
 
Your answers will be kept totally confidential and none of your health care providers will see your 
responses to the questions. 
 
You can return the completed survey and consent in two ways: 
 

1) If you complete the consent form and survey before you leave the office today, you 
can put them in the attached envelope, seal it, and drop it into the survey box. Ask 
someone here to show you where the survey box is located. 

 
2) If you prefer to take the forms home to complete, you can mail the completed 

survey and consent form to us in the enclosed self-addressed envelope. Please 
make sure you mail it back to us within one week of taking the survey home. 

 

Thank you for helping us with this important study.  If you have questions please call: 

 

Kathy Winter    Anna Cain 

Project Manager,    Ministry of Health and Long Term Care 

IBM Business Consulting Services  416-326-5178 

Toll Free 1-866-793-8873 

 

 

10 York Mills Road, Suite 400 
Toronto, Ontario 
M2P 2C9 

Business Consulting Services 
IBM Global Services 
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Sincerely, 
 

 
 
Alba DiCenso, RN, PhD,  
CHSRF/CIHR Nursing Chair in Advanced Practice Nursing 
Professor, Nursing and Clinical Epidemiology and Biostatistics, McMaster University  
Co-Chair, Nurse Practitioner Integration Study Steering Committee 
 

 
 
Gail Paech 
Assistant Deputy Minister, Ministry of Health and Long Term Care 
Co-Chair, Nurse Practitioner Integration Study Steering Committee 
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Avril 2003 
 
Madame, Monsieur, 
 
Le ministère de la Santé et des Soins de longue durée de l’Ontario et l’Université McMaster 
étudient la meilleure façon d’ajouter des infirmières praticiennes à notre système de santé.  Le 
ministère et l’Université McMaster ont confié cette étude au groupe de consultation d’IBM. 
 
Nous aimerions beaucoup obtenir votre aide dans cette étude.  Votre opinion sur les infirmières 
praticiennes est importante.  Vous avez reçu cette lettre parce que vous avez rencontré une 
infirmière praticienne aujourd’hui. 
 
Si vous êtes disposé(e) à nous aider, veuillez : 1) remplir le formulaire de consentement 
ci-inclus pour confirmer votre accord; 2) répondre aux 14 questions du sondage sur les 
infirmières praticiennes.  Vous n’avez pas à signer le sondage. 
 
Vos réponses seront traitées de façon strictement confidentielle et le personnel soignant qui 
s’occupe de vous n’y aura pas accès. 
 
Vous pouvez retourner le sondage et le formulaire de consentement de deux façons : 
 

1) Si vous remplissez le formulaire et le sondage ici même aujourd’hui, vous pouvez 
les mettre dans l’enveloppe ci-incluse, fermer l’enveloppe et la déposer dans la 
boîte du sondage.  Demandez à un membre du personnel du centre de vous 
indiquer où se trouve la boîte. 

 
2) Si vous préférez répondre chez vous, vous pouvez nous retourner le sondage et le 

formulaire par la poste en utilisant l’enveloppe-réponse. Veuillez retourner les 
documents d’ici une semaine au plus tard. 

 

Merci de nous aider dans cette importante étude.  Si vous avez des questions, vous pouvez 
communiquer avec : 
 

Kathy Winter    Anna Cain 

Directrice de projet,    Ministère de la Santé et des Soins de longue durée 

Services-conseils en affaires IBM  (416) 326-5178 

Numéro sans frais : 1 866 793-8873 

 

 

10 York Mills Road, Suite 400 
Toronto, Ontario 
M2P 2C9 
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Cordialement, 
 

 
 
Alba DiCenso, I.D., Ph.D. 
Chaire FCRSS/IRSC de sciences infirmières en pratique infirmière avancée,  
Professeure, département d'épidémiologie clinique et de biostatistique, Université McMaster 
Coprésidente du comité directeur pour l’étude sur l’intégration des infirmières praticiennes 
 

 
 
Gail Paech 
Sous-ministre adjointe, ministère de la Santé et des Soins de longue durée 
Coprésidente du comité directeur pour l’étude sur l’intégration des infirmières praticiennes 
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NP Practice Dimensions and Elements  
Practice/Setting 
Characteristics 

Client 
Population 

Scope of NP 
Role/ 
Responsibility 

Team Interaction (NP and Team, 
NP and MD) 

Organizational 
Characteristics 

External Factors 

• Location (e.g. urban, rural, 
remote, under-serviced 

• Type of setting (CHC, LTC 
etc.) 

• Size of practice 
• Number of other health 

professionals in the practice 
• Type of other health 

professionals in the practice 
• Level of internal support and 

resources to NP including 
technology 

• NP Payment source/route 
• NP Payment amount 
• MD payment source/route 
• Responsibility for overhead  
• Route for patient referral to 

NP 
• MD Practice Style e.g. 

preference for full spectrum 
of family care or preference 
for care for type/stage of 
illness/wellness 

• NP Practice preferences 
• MD practice style 
• NP practice style 
• NP experience 
• NP access to continuing 

education 
 
 

• Distribution 
of disease 
and illness in 
the client 
population 

• Impact of 
burden of 
illness on the 
practice 

• Age 
distribution 

• Gender 
distribution 

• Socio-
economic 
status 

• Cultural 
diversity 

 

• Practice 
within/out 
of scope 

• Type of 
activities 
performed 

• Extent of 
focus of 
NP on a 
specific 
sub-section 
of the 
practice 
population 

• Communication: 
o nature, mode, frequency  
o conflict resolution 

mechanisms, 
o feedback mechanisms 

• Decision making related to:  
o patient management, 
o use of protocols/practice 

guidelines,  
o practice management  

(e.g. triage) 
o role negotiation 

• Type of collaboration e.g. 
o Parallel care 
o Sequential 
o Shared care 
o Collaborative model 

• Accessibility of MD to NP 
• Accessibility of other health 

professionals to NP  
• NP interaction with other health 

professionals 
• Mutual MD/NP clarity of role and 

acceptance of practice specific 
role 

• NP and MD alignment with practice 
vision/focus and patient 
/community population 

 

• Organizational: 
o accountability 
o structures 

• goals in setting 
objectives for this 
position 

• Sponsor expectations 
• Employer expectations 
• Governance 
• Internal / external 

networking/ strength 
of relationships 

• Articulated vision- 
values, mission and 
desired outcomes 

 
 

• Accountability  
• Legislation 
• Regulation 
• Reform 

initiatives (e.g. 
PCR) 

• External 
support 
resources 
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NP Integration Study Steering Committee Membership 

 
 

Alba DiCenso, RN, PhD, Co-Chair 
CHSRF/CIHR Nursing Chair in Advanced Practice Nursing, 
Professor, Nursing and Clinical Epidemiology and Biostatistics  
McMaster University 
 

 

Gail Paech, Co-Chair 
Assistant Deputy Minister 
Long Term Care Redevelopment Project 
Ministry of Health and Long-Term Care 
 

 

Stakeholders 
 
Teresa Agnew, RN(EC), BScN, PHCNP, BA (SDS) 
Chair, Nurse Practitioners’ Association of Ontario 
 

 

Dr. Ted Boadway, Executive Director 
Health Policy Department 
Ontario Medical Association 
 

 

Linda Dacres RN(EC), PHCNP, BScN, MHSc Family and Community 
Medicine,  
RN(EC) Practice Consultant 
College of Nurses of Ontario 
 

 

Audrey Danaher, RN, MSc 
Policy Analyst  
Registered Nurses Association of Ontario 
 

 

Suzanne Doucette,RN, BScN, OPN, MHA 
Francophone and Curriculum Coordinator 
Council of Ontario Universities Programs in Nursing 
Ontario Primary Health Care Nurse Practitioner Educational Program 
 

 

Sharon Goodwin, RN(EC) 
Past Chair, Nurse Practitioners’  Association of Ontario 
 

 

Dr. Brian Hutchison, MD, MSc, FCFP 
Professor, Departments of Family Medicine and Clinical Epidemiology 
and Biostatistics 
Director, Centre for Health Economics and Policy Analysis 
McMaster University 
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Lianne Jeffs RN, BScN, MSc 
Director, Patient Safety Initiatives 
Faculty of Nursing, University of Toronto 
 

 

Jan Kasperski, RN, MHSc, CHE 
Executive Director and Chief Executive Officer 
Ontario College of Family Physicians 
 

 

Ontario Ministry of Health and Long-Term Care 
 

 

Peter Armstrong, Regional Director 
North Region 
Ministry of Health and Long-Term Care 
 

 

Anna Cain, Senior Policy Analyst 
Nursing Secretariat  
Ministry of Health and Long-Term Care 
 

 

Susan Davey, Senior Manager Community Health 
Community Health Division 
Ministry of Health and Long-Term Care 
 

 
 
 

Ray Hunt, Manager (A) 
Northern Health Programs 
Ministry of Health and Long-Term Care 
 

 

Robin Martin, Senior Policy Advisor 
Minister’s Office 
Ministry of Health and Long-Term Care 
 

 

Diane McArthur , Director 
Health Planning Branch  
Ministry of Health and Long-Term Care  
 

 

Ellen Nemetz, Provincial Planner 
Health Planning Branch 
Ministry of Health and Long-Term Care 
 

 

Laura Offord, Senior Program Consultant 
Alternate Payment Programs Branch 
Ministry of Health and Long-Term Care 
 

 

Nancy Sagmeister, Policy Analyst 
Aboriginal Health Office 
Ministry of Health and Long-Term Care 
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Margaret Snyder, RN(EC), BScN, PHCNP 
Coordinator, Nurse Practitioner Demonstration Project 
Nursing Secretariat 
Ministry of Health and Long-Term Care 
 

 

Gail Ure, Executive Director 
Acute Services Division 
Ministry of Health and Long-Term Care 
 

 

Marilyn Wang, Director 
Program Policy Branch 
Ministry of Health and Long-Term Care 
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