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Executive Summary
In over 60 countries worldwide, Nurse Practitioners (NPs) increase access in specialty1 care and improve both
patient and system outcomes across the continuum of care. NPs in specialty settings- acute, ambulatory,
and residential-have demonstrated not only improved patient health outcomes and continuity of care, but
also improvements in team functioning and resource utilization (AANP, 2016; Hiza, Gottschalk, Umpierrez,
Bush & Reisman, 2015; Collins et al., 2014; Kapu, Kleinpell & Pilon, 2014; Watters, Aaronson, Sobolyeva, &
Galte, 2014; AANP, 2013; Forster, 2012; Goldie, Prodan-Bhalla, & MacKay, 2012; Fry, 2011; & Kilpatrick et al.,
2010). Despite this, broad utilization of these NP clinical leaders in specialty settings in British Columbia
(B.C.) has been hampered by numerous barriers including inconsistent implementation processes, a lack of
understanding and/or availability of specialty education requirements, role clarity issues and a focus on
utilizing NPs to strengthen the delivery of primary care rather than specialty care (Sangster-Gormley, 2012;
Bauer, 2010).
Specialized Services: Nurse Practitioners Collaborating to Improve the Continuum of Care and the
accompanying Toolkit are companion documents to Primary Care Transformation in BC: A New Model to
Integrate Nurse Practitioners (BCNPA, 2016). This paper outlines recommendations for optimizing and
sustaining existing NP roles in specialty care settings, and provides guidance for the development of a
provincial strategy to take full advantage of the NP provider clinical skillset and expertise in advanced nursing
leadership, transitional care, and transformational policy development. NPs provide comprehensive care to
patients while in hospital, incorporating health promotion and prevention and health management care in
relation to specific diseases/chronic conditions. This approach is shown to improve coordination of
appropriate discharge planning and to collaboratively facilitate follow-up care with community providers – in
effect enacting an often unrecognized but important transitional model of care through the promotion of a
dynamic and responsive mode of health care delivery for the patient (Bryant-Lukosius et al., 2016).
The British Columbia Nurse Practitioner Association (BCNPA) agrees with and supports the Ministry of
Health’s (MOH) emphasis and focus on promoting the integration of NPs to improve access to primary care
for all British Columbians. However, health care provision has become increasingly challenging as patients
today are living longer with chronic, often complex diseases and are frequently moving in and out of
specialized programs as their health status changes. Nurse Practitioners are experts at seamless and safe
transitions across health care services and settings along the care continuum and are integral to ensuring
optimum patient experiences and a robust and effective health care system in all sectors.
Today, approximately 40 percent of NPs in B.C. provide services in specialized settings as outlined in Table 1.
This is a surprisingly large number considering the provincial strategy for implementation since 2005 has
focused on utilizing NPs to increase access to primary care. The interest in NP providers and employment
opportunities for NPs in specialized roles has continued to grow, despite logistical challenges. Given the
number of creative and responsive NP roles in specialty settings currently demonstrating meaningful
outcomes, there is an impetus to consider improved ways to strategically plan for and support a more
deliberate and structured implementation of NPs in these settings as a complement to their colleagues in
primary care.
B.C. has an opportunity to deploy more NPs into primary care settings under a new strategy as outlined in
Primary Care Transformation in BC: A New Model to Integrate Nurse Practitioners (BCNPA, 2016), while also
fully utilizing NPs in specialty care, thereby increasing access to care across the health care continuum. The
______________________________________________________________________________________________
1 For the purposes of this paper, the term specialty will be used to describe NPs working in Acute, Ambulatory and Residential settings providing

secondary, tertiary and quaternary care as opposed to Primary Care settings.
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BCNPA agrees with and supports the MOH triple aims of improved health care outcomes, improved
patient/provider experience and efficient cost-effective care as outlined in the 2016 Service Plan (B.C. MOH,
2016). This includes a focus on multidisciplinary teams, collaborative practice and care that is developed with
and ‘wrapped around’ the patient. Incorporated within this discussion paper are fundamental principles to
ensure successful NP implementation/integration throughout specialty care that will place the NP workforce
in a strong position to support team based care and the MOH’s goals within a revitalized, coordinated health
care system.
With this discussion paper, the BCNPA has provided innovative collaborative solutions and the foundational
elements required to address the persistent barriers to effective NP implementation/integration in specialty
settings, and recommends the development of a robust provincial vision and strategy. The BCNPA
recommends the MOH work with the Health Authority (HA)-Chief Nursing Officers (CNO), the HA-NP Leads,
the College of Registered Nurses of British Columbia (CRNBC), the Nurses and Nurse Practitioners of BC
(NNPBC), the Ministry of Advanced Education and Skills Development and other key stakeholders to develop
a sustainable strategy that will support complementary and alternative roles for NPs within specialized
interdisciplinary teams within both community and acute care systems, such that there is a clear vision for
effective NP roles now, and in the future.

Key Recommendations
1. Develop a Sustainable Salary-Based NP Funding Framework
2. Develop, Adopt and Implement a Quality Assurance Framework
3. Develop a Working Group to Review and Update NP Remuneration
4. Develop a Health Human Resources Strategy to NP Deployment
5. Employ NPs and Increase Educational Seats According to the Health Human Resources Strategy
6. Review and Update NP Education in B.C. to Reflect Population Needs
7. Develop NP Postgraduate Fellowship Programs
8. Adopt a NP Professional Practice Framework to Enable a Standardized Approach
9. Develop and Implement an NP Role Clarity Campaign
10. Remove Legislative, Regulatory and Organizational Barriers
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Key Messages
•

A vision, based on population health needs, is required for all NP roles in specialty settings.

•

Approximately 40 percent of NPs working in British Columbia are practicing in specialty roles.

•

NPs are an underutilized provider group that can support increased access to high quality specialized
care for British Columbians by supporting the MOH Triple Aim goals - “improve outcomes, enhance
patient experience and reduce costs.”

•

Health care is a continuum and NPs have enormous impact when they are enabled to provide
seamless transitions across that continuum and between sectors.

•

NP roles in specialty settings contribute to positive health outcomes, improving the responsiveness
and function of interdisciplinary teams and complement existing physician and nursing roles.

•

Transforming the current health care system to achieve the triple aims should focus on models that
are patient-centred, interdisciplinary and collaborative, and appropriately utilize the skills of all
providers including the NP.

•

A robust standardized framework and strategy for NP implementation in all roles, including
specialized practice, is essential for the sustainability of the NP role in B.C.

•

Policymakers must implement an appropriate funding model for all NPs working in B.C. (A full
discussion of this model can be found in the BCNPA Discussion Paper: Primary Care Transformation
in British Columbia: A New Model to Integrate Nurse Practitioners, 2016).

•

Funding models must recognize the value of the full package of services that the NP role brings to a
team.

•

NP remuneration must recognize and reflect the educational preparation, scope of practice and the
NPs role as clinical leaders with autonomous responsibility for patient care.
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Introduction
Canadian NP Context (CNA, 2017)
Nurse Practitioners in British Columbia
can be found across the health care
• Approximately 4,500 NPs are currently practicing in
system today in a variety of roles in
Canada
acute, ambulatory, and residential care
o 35% of Canadian NPs work in primary care
at secondary, tertiary and quaternary
o 40% of Canadian NPs work in specialty settings
levels of care across all Health
o 3% of Canadian NPs work in residential care
Authorities. In addition, there are also
NPs in B.C. working in industry and the
non-profit sector. These roles place the
British Columbia NP Context (BCNPA, 2017)
NP outside of primary care, caring for
• Approximately 402 NPs are currently practicing in B.C.
patient populations with specialized
diseases/conditions/needs who have
o 60% work in primary care (50% work with
increasing levels of complexity, such as
specialized populations)
patients living with mental illness,
o 40% work in specialty settings
substance use disorder, chronic disease,
and cancer along with populations who
are marginalized and vulnerable. NP
roles outside of primary care support several of the goals laid out in the Setting Priorities for the B.C. Health
System (B.C. MOH, 2014b) policy papers, and should be better understood and utilized to support the MOH
goals and objectives. NPs in specialty care are working in complementary roles, enhancing the existing
interdisciplinary team model and improving team functioning. Many of these NPs bring extensive advanced
practice specialty or sub-specialty knowledge and expertise that supports and augments the existing care
model, increases/improves access to specialty care, improves the acute care trajectory and the patient
experience of care received and fosters seamless transitions back into the community.
Addressing system pressures in specialty care through the utilization of the NP workforce requires thoughtful
planning and collaboration among all stakeholders including government, health authorities, academic
programs, NPs, physicians and other members of the health care team. Despite the considerable work
completed related to health care reform and the implementation of NPs in British Columbia since 2005,
several barriers to full utilization of the NP role persist. Focusing NP funding on primary care delivery has
denied the challenges and transitions that patients with complex health issues face and does not enable a
seamless system of care. The siloed divisions between primary, secondary, tertiary and quaternary care has
become arbitrary and is not reflective of today’s health care continuum, which is reflected in an objective
restated in the 2015 Primary and Community Health policy document to support seniors to remain
independent and at home for as long as possible (B.C. MOH, 2015a).
In 2006, the Canadian Nurse Practitioner Initiative (CNPI) published a report
with 13 recommendations for sustainable implementation of the NP in Canada.
Since that time, the number of NPs in the country has grown by 300 percent
indicating that NPs are in high demand (CNPI, 2016). The CNPI: A 10 Year
Retrospective recognizes the numerous improvements that have been achieved
over the last decade including title protection, and a common role description
(CNPI, 2016). However, it also highlights the need for further work in
sustainable funding strategies, removing legislative barriers to practice,
expanding team-based models that include NPs, and developing a standard
approach to health human resources planning and recruitment (CNPI, 2016).
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Guiding Principles
Patient Centred
Interprofessional
NP Representation

The barriers outlined in The CNPI: A 10 Year Retrospective (CNPI, 2016) are certainly reflected in the B.C.
context. In addition, NPs in B.C have faced unique barriers to practice including a disconnect between NP
educational programs and employment settings, and even more detrimentally, a lack of a clear vision and
plan for the implementation of the NP role in both primary and specialty settings. This document outlines a
set of recommendations to ensure a robust sustainable plan for existing NP roles in specialty care settings,
and sets the stage for the development of a viable provincial strategy and vision as stakeholders anticipate
the future and move forward with NPs in specialty care. BCNPA recognizes that the recommendations
outlined in Primary Care Transformation in British Columbia: A New Model to Integrate Nurse Practitioners
(BCNPA, 2016) are a priority however, as health care planning is not stagnant, the recommendations
outlined in this discussion paper are complementary and promote a responsive, robust, fulsome health care
system.

Camera Van Breeman, NP (F), Pediatric Palliative Care, Non Profit Sector- Vancouver, B.C.
“As a member of the interdisciplinary team of professionals– physicians, registered nurses, care aids, social workers, counsellors,
spiritual care, expressive and recreational therapists, I provide in-person consultations at the hospice, outpatient clinics, in-patient units,
and provide home visits in the lower mainland. Visits to other pediatric wards, community agencies and to children’s homes outside the
lower mainland are also available so that care planning and assessment can be done if the child/family’s wish is to die in their home
community. I provide treatment and care related to complex symptom management, care planning, advanced directives and care
coordination across settings. In addition, in my NP role I provide pediatric palliative care education and consultative support to health
care providers such as pediatricians, general providers, nursing support services and contracted nursing services. This translation of
specialized knowledge related to pediatric palliative care is necessary to ensure that children and families receive appropriate care.”
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Background
Economic analyses have demonstrated that when NPs work autonomously in a variety of clinical settings the
entire health care system is reformed (Bauer, 2010). The population is aging in B.C., the demand for skilled
medical practitioners in acute care is on the rise and the economic benefit of the NP role in specialty settings
is well established (RNAO, 2015; Kapu, Kleinpell & Pilon, 2014). NPs are primary facilitators in improving
communication between specialty care and primary care leading to significant improvements in continuity,
care coordination and transitions across the spectrum of services needed.

Michelle Bech, NP (A), Orthopedics- Surgical- Vancouver, B.C.
“As a member of the Orthopedic multi-disciplinary team since 2005, I was hired to complement the existing team structure, I am
responsible for the care of fracture patients from admissionà pre-opà post- opà outpatient follow-up. Since adding the NP to
this specialized team 17 years ago, ongoing research has continued to demonstrate this model is yielding a significant decrease in
length of stay for hip fracture patients by over 30 days.
Our program recently received exemplary status (American College of Surgeons National Surgical Quality Improvement Program,
2017), placing in the top 10 percent of 300-400 bed teaching hospitals, demonstrating low rates in the areas of Venous
Thromboembolism, readmissions, return to OR and mortality. The consensus is that the “NP role has added to the effectiveness of
this surgical team and is positively contributing to the ongoing improved outcomes for surgical patients”.

Studies have shown that the specialized NP role is cost effective, particularly in decreasing length of stay, and
ensuring timely discharge, which indirectly decreases hospital costs (RNAO, 2015; Kapu, Kleinpell & Pilon,
2014). Decreased hospital costs have also been reported due to cost savings secondary to the utilization of
fewer resources by NPs (Jennings, Clifford, Fox, O’Connell & Gardner, 2015; McDonnell et al., 2015; Kleinpell,
2005). Multi-disciplinary and interprofessional teams that include NPs have improved patient outcomes,
improved patient experience, improved provider satisfaction/team functioning, increased coordination and
are cost efficient (Li et al., 2017; Hiza, Gottschalk, Umpierrez, Bush & Reisman, 2015; Jennings, Clifford, Fox,
O’Connell & Gardner, 2015; McDonnell et al., 2015; Kapu, Kleinpell & Pilon, 2014; Collins et al., 2014; Fry,
2011; Kilpatrick et al., 2010;). McDonnell et al., (2015), demonstrated that NPs working in acute care also
contribute to the achievement of organizational priorities, targets and policy development.
There is a new frontier in health care in BC; one that emphasizes the need for patients to stay in their homes
and communities longer, rather than in hospital, often resulting in further illness and readmission (Lax &
Gilbert, 2015). Nurse Practitioners working in specialized settings are well positioned to work in collaboration
with professionals in primary care settings to ensure smooth transitions across the spectrum of health care
from home to community, acute care, ambulatory, residential, palliative, and more as outlined in Figure 1.
NPs are mobile, agile and adaptive to meet the needs of the population as health care needs and systems
change. The broad skill set of the NP includes expertise in clinical care, organizational leadership, policy
development, and change management, which provides a strong foundation for navigating complex systems
and complex patient needs. Whether the NP is providing services in cardiac surgery, orthopedics, trauma, or
cancer care, the role of the NP ensures high quality, efficient care that provides a smooth transition back into
the community (CNA, 2016; Martin-Misener et al., 2015).
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Bringing a holistic nursing science
lens to practice, specialized NPs
NP Role in Specialty Care: A Full Package of Services
consider the primary health care
needs of patients while the
• Works as member of an interdisciplinary team,
patient is in an acute care setting.
complementing other team member roles.
For example, an NP working in
• Brings a holistic nursing science lens (specialized knowledge,
inpatient mental health will
skills/experience) to medical care expanding the
identify vulnerabilities such as
interventions available to patients.
engaging in high-risk sexual
behaviours or identifying risk
• Provides independent evidence informed assessment/clinical
factors for heart disease and
practice consultation & care coordination pre-admission,
during admission & post discharge as outlined in Figure 2.
ensuring appropriate screening
and health promotion
• Collaborates with patient/family, interdisciplinary team and
interventions are undertaken or
other support systems during admission coordinating
the health condition is also
discharge planning needs including support required at home
addressed while in hospital,
• Considers primary care needs including health promotion
issues that a psychiatrist, or
and disease prevention while focusing on specialized illness.
addictions medicine physician
may not include as part of their
• Maintains a focus on transitions between sectors of the
practice. An NP working in the
health care system and keeping patients out of hospital
emergency room will discuss
• Acts as point of contact to facilitate communication across
prevention and health promotion
system sectors including specialty care àprimary
strategies with patients to keep
careàcommunity/home care.
them from returning to the ED for
routine care and an NP working in
• Identifies service gaps & strategies to improve team care and
functioning working to ensure team responsiveness.
trauma will support the patient
from the time of injury,
throughout the acute hospital stay
and ensure an appropriate discharge
and transition, providing the patient/family with the education they require to manage their health issues
back into the community.
Disappointingly, despite efforts to date, NPs continue to face challenges in fully integrating into the broader
system and significant barriers to NP practice remain. A 2012 survey of NPs working in B.C. found many
employed NPs experience problems working to full scope of practice due to persisting legislative barriers and
restrictive organizational structures. Some other barriers identified included lack of planning, role clarity, a
restrictive salary model that does not acknowledge the scope of clinical NP care, and lack of physician and
administrative support (Contandriopoulos et al., 2015, Sangster-Gormley, 2012). It is time to develop a
strategy with a clear vision and implementation plan to remove these barriers for NPs delivering both
primary and specialized care.

Steven Hashimoto, NP (F), Mental Health – Burnaby, B.C.
Improving Transitions: I work at a large in-patient facility that provides psychiatric treatment and addiction management to adults
(19+) who have concurrent disorders (including both psychiatric and addiction issues). As a member of the multi-disciplinary mental
health team, I provide the needed primary care services for clients while they are admitted, managing multiple acute as well as chronic
conditions such as cellulitis, STIs, hepatitis C, COPD, diabetes and its complications in the presence of the substance use disorder.
Addiction medicine care is primarily a responsibility for general practitioners (GPs) on the team, however the NP provides locum
coverage and manages acute withdrawal symptoms from alcohol or opioids and continues to prescribe opioids for non-cancer chronic
pain and Suboxone as a part of addiction treatment.”
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Figure 1. Nurse Practitioners as Members of Interdisciplinary Teams. BCNPA (2017).
Please Note: The NP will be working within interdisciplinary teams at all of these transition points
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Understanding Specialty Roles in B.C.
Many NPs practicing in B.C. today are members of highly specialized multi-disciplinary teams such as
cardiology, nephrology, trauma, haematology and oncology and are providing care in acute care hospital
units, specialty ambulatory care programs and residential care settings in programs serving adults, seniors,
children/youth and neonates. As described above, NPs as members of specialized teams, are most often
complementing other provider roles within existing team based models of care adding value to the existing
interdisciplinary team by positively contributing to improving access to specialty care, facilitating connections
across sectors and improving patient health outcomes, team functioning and responsiveness. More
recently, there are some examples in BC of NPs working as an alternative provider to a MD. These roles have
been implemented where appropriate, to address specific population needs and as one strategy to address
provider shortages. In all situations, NPs are proving to bring value to the patient/family, the health care
team and the system of care through the full package of services the NP scope of practice affords.

NP Employment Breakdown
Specialized

Primary Care

Acute Care

Ambulatory

Residential

Primary Care for
Specific Populations

Primary
Care

Total

Fraser Health
Authority

18

11

3

26

22

80

Island Health
Authority

3

11

2

28

15

59

Vancouver Coastal
Health Authority

9

5

4

34

2

54

Providence Health
Care

10

4

0

5

0

19

Interior Health
Authority

7

3

2

0

44

56

Northern Health
Authority

0

0

0

0

29

29

Provincial Health
Services Authority

13

28

0

19

0

60

Total

60

62

11

112

112

357

133

224

Table 1: NP Employment Breakdown (BCNPA, personal communication, July 20, 2017)
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Acute Care
In acute care inpatient settings, NPs as members of the health care team, provide a full range of services
that includes the delivery of expert clinical care and medical management in areas such as cardiology,
orthopedics, neurosurgery, trauma, NICU and multi-organ transplant. Specialty NPs in these settings, work
collaboratively, managing the day-to-day medical care, building discharge plans and providing health selfmanagement education for the patients on the unit. NPs provide stability and consistency for the patient as
well as the other health care professionals, and often provide the cohesive pieces needed for relational
team based approaches. This group of NPs has developed specialized clinical expertise beyond that of a
general practitioner or NP working in primary care. In addition to providing direct comprehensive clinical
care and management, the NP provides organizational value through enacting all the elements of the NP
scope of practice including promoting education/knowledge translation, contributing to evidence informed
practice/research, recognizing system gaps, and initiating quality assurance strategies to improve the
system of care.
In Canada, NPs began working in acute care settings (e.g., neurology, nephrology) in the late 1980s
(Kaasalainen et al., 2010). Several landmark studies have consistently demonstrated positive outcomes
including decreased length of stay, readmission rates and co-morbidities (Hiza, Gottschalk, Umpierrez, Bush
& Reisman, 2015; Collins et al., 2014; Kapu, Kleinpell & Pilon, 2014; Fry, 2011; Kilpatrick et al., 2010).

Jen Watters, NP (A), Cardiac Surgery- New Westminster, B.C.
Mr. S. is awaiting surgery on the cardiac ward. I assume responsibility for his management; ensuring his multiple chronic
conditions are stable and will not interfere with his recovery from surgery. I review with him and his family what to expect
during and after surgery and how to start preparing for his return home. After he is stabilized from his complex heart
surgery, he returns to the surgical unit. I reassume daily responsibility for his postoperative care, ensuring his recovery is
smooth and his chronic conditions are considered, thereby helping to achieve his target length of stay. Preparing for
discharge, I work with the multi-disciplinary team to ensure he has the supports at home and appropriate follow up with
his community nurse practitioner and cardiologist. Safe discharge includes completing a thorough discharge summary,
which provides a clear follow up plan which is communicated to his primary care provider, referring him to the outpatient
cardiac rehabilitation program, ensuring his medications are optimized and stable at discharge, ensuring completeness of
his transitional information from acute care to primary care and providing him and his family with tailored education
designed to prevent further hospitalization.”
In B.C., there are 60 NPs practicing in acute care settings in interdisciplinary teams. A few have been
evaluated demonstrating improved patient outcomes and significant cost savings to the health care system:
•

Regionally, within the Fraser Health Authority, a formal evaluation of the specialized NP role added
to the cardiac surgery program at Royal Columbian Hospital was completed. Key findings
demonstrated successful NP role integration and sustainability, high levels of patient satisfaction as
well as effective and efficient high-quality care including decreased length of stay, decreased
transfers to higher acuity units, decreased post-admission comorbidities, decreased 30-day
readmission rates and increased number of disease-specific indicated medications initiated or
recommended at discharge (Watters, Aaronson, Sobolyeva & Galte, 2014).

•

A study evaluating the effectiveness of the role of the NP in the cardiac surgery program at St.
Paul’s Hospital in Vancouver, also demonstrated that even though NPs provided care for more
complicated cardiac surgical patients, levels of patient satisfaction and satisfaction with pain
management were higher in patients in the NP group (Goldie, Prodan-Bhalla, & MacKay, 2012).
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•

At St. Paul’s Hospital in Vancouver, the NP role added to the orthopedic surgery team was
evaluated, and demonstrated a significant decrease in length of stay for hip fracture patients by
over 30 days after the implementation of the NP role (Forster, 2012).

Ambulatory Care
Ambulatory care is defined as medical care or acute care that is provided on an outpatient basis in
specialized outpatient settings or clinics. Ambulatory care may include diagnosis, management,
consultation, advanced medical interventions, procedures or surgery, observation, rehabilitation, palliation
and telephone consultation services. The NP in this role provides secondary level specialty services on an
outpatient basis in areas such as heart function, atrial fibrillation, nephrology, asthma, diabetes, or
oncology for both adults and children.
The literature supports the utilization of NPs in Ambulatory Care in both complementary (adding an NP to
an existing team) and in some cases as alternative providers to specialists. Martin-Misener et al., (2015)
report that there is emerging evidence indicating that NPs in a complementary provider role within a
specialized ambulatory care program improve patient outcomes, and NPs in alternative provider roles have
equivalent or better patient outcomes than comparators and are potentially cost-saving. Another study
examined the performance of NPs working in a specialty dermatology ambulatory care program and found
that the level of care provided by an NP in terms of improvements in symptom severity and quality of life
outcomes was comparable with that provided by a dermatologist. In addition, the parents were more
satisfied with the care that was provided by an NP, which were attributed to the “structure” of the NP
interventions and the NP consultation time (Schuttelaar, Vermeulen, Drukker, & Coenraads, 2010).

Belinda-Ann Furlan, NP (F), Atrial Fibrillation Clinic- Vancouver, B.C.
“I enjoy empowering patients by improving their understanding of Atrial Fibrillation including all of their specific related comorbidities
and how each disease or condition affects each other linking the patient as a whole person (hypertension, heart failure, obstructive
sleep apnea, stroke/bleeding risk, diabetes, obesity). When a patient and their family understands their health diagnosis, the role of
pharmacology/non-pharmacology treatment and lifestyle within a health promotion and prevention lens they are empowered and
motivated to create change and work collaboratively with their family and their health care team. This results in better health,
wellbeing and quality of life for each patient as well as a reduction of health care dollars spent and burden on our overloaded
healthcare system.”

Currently, there are 62 NPs working in ambulatory settings in B.C. in adult, older adult, and pediatric
programs, making this the largest group of specialty NPs as outlined in Table 1. Ambulatory NPs provide
disease specific expertise to a wide array of British Columbians as part of highly specialized multidisciplinary
teams. These NPs are often the specialty team’s point of contact for follow-up ambulatory visits, freeing up
specialist resources for patients that require sub-specialist expertise. Overall, Martin-Misener et al., (2015)
reported that NPs in specialized ambulatory care settings have equivalent or better patient outcomes than

Minna Miller, NP (F), Pediatric Ambulatory Care Clinic: Asthma – Vancouver, B.C.
“As a member of the multi-disciplinary team, I provide initial consultations and follow up care to children with asthma, and their
families. My scope of practice includes diagnosis and management of asthma, ordering and interpreting diagnostic tests, prescribing
medications, referring patients to subspecialists and collaborating with other clinicians and service providers. Patient and family
education is an important part of each client encounter. My caseload is equal to my physician counterparts (approximately 600
patients/ year), freeing sub-specialists to focus their time on more complex cases. In addition to clinic appointments, I provide
telephone consultation as needed. I have contributed to the development and dissemination of the BC Guidelines for Children with
Asthma, and initiated research/quality improvement projects at the clinic related to interdisciplinary teams and patient outcomes. I
serve on the hospital’s asthma advisory committee, and have contributed to the development of internal, agency specific policies on
pediatric asthma care.”
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their physician colleagues.

Residential Care
The NP in residential care works collaboratively within the multidisciplinary team to provide regular
assessment, diagnosis and treatment of medical conditions as part of holistic advanced practice nursing
care with a goal to decreasing the frequency of urgent health crises. This is a unique role, which provides
both primary and specialized secondary care while trying to keep geriatric patients out of hospital.
Incorporating a palliative philosophy of care with a frail elderly population contributes to less hospital
transfers/admissions, reduced polypharmacy, and improved quality of life and end-of-life care for residents
and their families (McAiney et al., 2008). This is an enhanced primary care model for a specialized
population with a focus on illness prevention, improved quality of life and ongoing comprehensive
management of frail residents with complex health concerns.

Barbara Radons, NP (F), Residential Care – Surrey, B.C.
“I recently cared for a frail 90-year-old woman, living in one of the residential care centre I provide PHC services in, and assisted her
family to prepare for their mother’s declining health and her imminent death at the center. This patient suffered from advanced
dementia and multiple chronic health conditions. Her family expressed gratitude for the relationship I had developed with their
mother, the time that I was able to spend with them, explaining changes in her condition, closely monitoring her changing health
status, managing her symptoms promptly and facilitating a palliative care approach at the end of her life. They stated that “their
mother had had the best possible care and a very peaceful death.”

Nurse Practitioners have provided services in long-term care/residential (LTC) care homes in the United
States since the 1970s and in Canada since 2000 (McCainey et al., 2008; Stolee et al., 2006; Futrell et al.,
2005). This trend has helped address critical issues in residential facilities such as the increasing proportion
of frail residents with complex medical issues, limited physician services, inadequate quality of care and
escalating health care costs (Ploeg et al., 2013; Jehan & Nelson, 2006; Stolee et al., 2006). Systematic
reviews of the literature suggest that the NP approach improves the health status and quality of life of older
adults residing in residential care settings and that their families are more satisfied with the care residents
receive (Donald et al., 2013). A survey of all physician members of the American Medical Directors
Associations found a high level of satisfaction with the NP role in LTC among physicians (90%), residents
(87%) and families (85%) (Rosenfeld et al., 2007).
There are currently 27,000 seniors in B.C. living in residential care settings (Seniors Advocate of British
Columbia, 2017), and only 11 NPs working in residential care in the province (BCNPA, 2017). The integration
of NPs in residential care settings in B.C. has been limited despite this being an obvious setting where NP
care can improve patient health outcomes, fill system wide gaps in care for a vulnerable population,
improve transitions across the system of care, improve timely access to care and provide an consistent,
stable, patient/family centred approach for a very frail specialized population. A recent report, Every Voice
Counts, emphasized the need for increased access to quality health care and the implementation of NPs
within residential settings (Seniors Advocate of British Columbia, 2017).
To date, the few NPs in B.C. working in residential care or with the homebound frail elderly have been
leaders in setting up comprehensive programs in seniors/elder care, along with programs to assess and
deliver Medical Assistance in Dying (MAID) since it was introduced in 2016. NPs are a viable choice for the
MOH, as B.C. plans for the future and works to address the significant and growing service inadequacies
related to seniors’ care. Strategic deployment of NPs in residential and long-term care settings makes sense.
It will situate their expert knowledge, skills and approach where seniors live, bringing needed relationship
based services to this highly complex, specialized population creating a more positive care experience for
residents and families. Immediate benefits and improved access to care is within reach in the B.C. health
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care context, and there are many NPs actively searching for employment opportunities today within these
settings.
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Clarifying System Challenges
Steps Toward a Strategy for NPs Working in Specialty Settings
Building on the recommendations put forth in the BCNPA’s discussion paper Primary Care Transformation
in British Columbia: A New Model to Integrate Nurse Practitioners (BCNPA, 2016), developing an effective
and long-term strategy for the fulsome inclusion of the NP role across specialty settings should be the next
step in the reach for long-term system wide improvements, increasing access to health and end-of-life care
for all British Columbians.
After more than a decade, NPs have emerged as well-placed providers throughout the health care system,
complementing existing models of care, and improving transitional care across the system. With sustainable
funding and cohesive, well-planned implementation/integration processes, primary care and specialized NP
roles not only complement each other, but complement other interdisciplinary team and physician provider
roles supporting a synergistic approach across the integral transitions in patient’s lives focusing on
improving wellness/outcomes, supporting the appropriate and effective utilization of specialized acute
services and working to improve patient quality of life.

Figure 2. Nurse Practitioner Service Model: Acute Illness Trajectory (Galte, C., 2015)

Clarifying System Priorities
Across British Columbia, a recent environmental scan revealed 182 strategies outlined in HA service plans to
address identified service gaps and population needs, yet only three speak to the inclusion of NP providers,
including acute, ambulatory or residential care. Recent MOH policy papers make mention of NP providers in
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a general sense, however these papers continue to present a focus on physician providers, rather than
interdisciplinary teams and complementary provider skill mix, and a distinct, concrete provincial strategy or
framework related to the utilization of NPs is missing. Furthermore, NPs, as advanced practice nurses are
seldom serving on leadership groups engaged in these processes, and as a result the potential of the impact
of NP role is often not captured.
Regrettably, while there have been many very successful NP roles created in B.C. without consultation with
NPs, there have also been many unsuccessful ones, damaging credibility for the role. This has resulted in
frustration and operational challenges for all involved, from the patient, to the NP, to team members, to
the HA leadership. The absence of tangible strategies reflects the landscape of competing priorities in which
NP integration exists and the lack of NP representation at key policy and decision-making tables severely
limits the contribution this provider group could make in addressing many HA priorities.
The BCNPA recommends the development of a strategy and systematic approach to the integration of NPs,
which are outlined below. Given the complex nature of the work required for the successful integration of
NPs, a clear consistent strategy is the most effective way to ensure the NP workforce can support the MOH
and health authorities’ strategic objectives. Increasingly across large-scale change initiatives, there is
evidence of the benefit of structured project management approaches (Locatelli, Mikic, Kovacevic, Brookes,
& Ivanisevic, 2017) that include project coordination, implementation, monitoring and evaluation. These
have largely been applied to capital projects such as the Clinical Systems Transformation project in the
lower mainland, but are increasingly seen as an opportunity for other types of large-scale change.

Lack of a Sustainable Funding & Remuneration Model
The lack of long-term, fair, flexible and sustainable NP funding model remains the most significant barrier to
integrating and sustaining NP roles across the health care system in British Columbia, including within
specialty care settings (Sangster-Gormley, 2012; Sangster-Gormley, Martin-Misener, Downe-Wamboldt, &
DiCenso, 2011; Kilpatrick et al., 2010). The approach to NP funding to date has been block funding
delivered through a health authority, with a goal to fund NPs in primary care. These blocks have come
primarily in two waves and the BCNPA has been advocating, for some time, for the MOH to move away
from this restrictive funding approach, its burdensome reporting mechanisms with delivery solely via HA,
and move toward the implementation of sustainable system wide funding solutions for NP roles, no matter
where they are introduced.
The current approach has led to several challenges both for HA’s and communities. Firstly, when funding
comes in waves, it risks inappropriate and unsuccessful role implementation, as there is often not enough
time for comprehensive role development amid the urgency to secure the funding opportunity before the
application deadline and in some cases, implementation occurs when another provider role (Registered
Nurse, Clinical Nurse Specialist or Physician) may have been more appropriate. Secondly, gaps in funding
waves (the last wave of funding ended in early 2015) make it challenging for HAs to build on successful NP
roles, to implement complementary NP providers within exiting teams or to create new models of
interdisciplinary care to address service gaps. Thirdly, this funding structure has limited flexibility, in that it
places the NPs to be solely employed within Health Authorities with no options for part-time or contracted
work. As well, the employee relationship in most instances (reporting through Program Managers) leaves
the NP with limited influence in program planning to address identified service gaps and limited flexibility to
meet the changing needs of the patient populations in the most suitable locations. Furthermore,
communities needing service must go through a HA to secure NP funding which is often logistically
challenging.
A sustainable NP funding model cannot be realized without a commitment from the MOH, and BCNPA is
recommending an “invest to save” approach and the development of a simple, consistent, sustainable
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provincial NP funding strategy that would allow HA’s and/or communities, whether primary, acute,
ambulatory or residential care to be nimble and responsive to changing population and service needs when
they arise enabling the utilization of the NP’s complete basket of services to contribute to improved access
to care and system wide responsiveness.

1. Recommendation: Develop a Sustainable Salary-based Funding Framework
Government and health system planners must consider how to best maximize the NP workforce beyond
primary care and include strategies that acknowledge the potential of NP care in specialty practice areas
within specialty teams. As outlined in Primary Care Transformation in British Columbia: A New Model to
Integrate Nurse Practitioners (BCNPA, 2016), a sustainable source of funding for NPs is critical to ensure
British Columbians and interdisciplinary teams can realize the full benefits of the NP role.
A simple, consistent salary or blended and values based funding framework for NPs would support the
inclusion of NPs across the continuum of care, no matter where employment occurs, and this would include
NPs working in acute specialty care, ambulatory and residential care, and would also provide options for
innovative cost-effective care models in the non-profit health sector. Multidisciplinary team-based salaried
models are attractive to new graduates across disciplines, as they offer a stable and predictable income, an
opportunity to work collaboratively with other health care professionals and positive work/life balance.
Funding sources could include:
•

Funding within an existing health authority-operating budget.

•

Funding external to the health authority utilizing the APP.

•

Funding external to the health authority utilizing an APP-like NP model.

BCNPA recognizes that funding is not unlimited. Realigning scarce health care funding dollar priorities
within existing MOH budgets, while challenging, must be undertaken to better reflect the health care needs
of patients today. Discussion of budgets and cost considerations can be found in detail in Primary Health
Care Transformation: A New Model for Nurse Practitioners (BCNPA, 2016); these have been updated and
included in Appendix A and B. NP funding options include:
•

Option A: HA - Employed

•

Option B: HA - Affiliated

It is BCNPA’s position that these approaches would provide stable, sustainable funding for NPs in specialty
care settings, would not be challenging to administer and would position the NP workforce as a viable
complementary or in some situations alternative provider to physicians with the potential to yield system
wide efficiencies and cost savings in addition to improving health care outcomes, today and in the future.

Lack of a Quality Assurance Framework
High quality health care is the overarching goal of all health care policy, planning and system delivery.
Evaluation and performance measurement have become familiar vocabulary in most health care settings.
The Canadian Institute for Health information (CIHI) suggests that performance measurement frameworks
must meet the information needs of the general public, policy-makers and health system managers (CIHI,
2013). The pressing question today is how do health care leaders and planners ensure value outcomes given
the substantial public resources spent delivering health care today (Kleinpell, 2005).
Evaluation and continuous quality improvement activities are in place across HAs today, and are designed
to provide data that supports the efficient, effective use of available health care dollars and to demonstrate
that the overall goals of the MOH, the HA, the community and of course the patients who are recipients of
the services delivered are achieved. However, evaluation frameworks too often capture the low hanging
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fruit, in that it is easy to understand the number of patient visits, patients seen, procedures completed,
infection rates, births, deaths, beds available, surgical waitlists – but do these numbers provide enough
information to ensure good value and high-quality care?
BCNPA understands the need to bring continuous critical reflection to all practice settings, evaluating not
only numerical statistics and services utilization, but to look more broadly at patient specific
outcomes/experiences, health equity, social determinants of health indicators, human resources allocation,
system gaps, system waste, and potential solutions or changes to address those gaps with a fiscal and
patient lens. Several evaluation frameworks exist today that will be useful in understanding the impact of
NP practice on patient health outcomes, organizational priorities, multidisciplinary team functioning, and
system responsiveness. Bryant-Lukosius et al. (2016) developed an evaluation framework that holds
promise as a fulsome evaluation framework with NP sensitive outcomes in particular as shown in Figure 3.

Figure 3. Framework for Evaluating the Impact of Advanced Practice Nursing Roles (Bryant-Lukosius et al., 2016)

This Framework for Evaluating the Impact of APN Roles (2016) coupled with the Canadian Institute of
Health Information’s New Health System Performance Measurement Framework (2013) would allow for the
measurement of NP specific outcomes within the context of broader health system outcome measures as
outlined in Figure 4. These are just two quality assurance frameworks that can provide a useful starting
point as the province looks to ensure that NPs are adding value to the broader system of care including
specialty and subspecialty programs (CIHI, 2013).
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Figure 4. CIHI’s New Health System Performance Measurement Framework (CIHI, 2013)

Expanding the NP workforce in specialty settings or in the provision of care for specialized populations
(vulnerable/marginalized) is an excellent opportunity for the MOH to obtain broader innovative health
outcome data, to better support improved decision making and workforce deployment based on patient
need and populaton health outcomes.

2. Recommendation: Develop, Adopt and Implement Quality Assurance Framework
Develop program/team logic models to measure NP specific outcomes as an effective means to support
consistency in evaluation and quality assurance activities specifically related to NP care and the value of
adding an NP to a specialized care team (See Toolkit).
Develop and implement a standard framework demonstrating alignment with agreed upon goals of care
and positive patient outcomes for every new model of service implemented. The quality assurance
framework could include broad health systems outcomes that are established provincially within
interdisciplinary teams along with additional NP specific and team-based outcomes.

Out-Dated NP Remuneration
NP remuneration is essentially unchanged since the initial MOH block of NP funding in 2005. The first
remuneration package was salary plus non-salary compensation that included administrative support, office
equipment and continuing education funds for a total of $146,000/NP position. The second block, NP4BC
(2012-2015), provided NP salary compensation per position at the same rate (based on 2005 levels), but did
not include the non-salary compensation required for successful implementation of an NP position, leaving
HAs with limited mechanisms to offer essential non-salary support, and in many instances effectively
decreasing the original non-salary support as these dollars were distributed between the originally funded
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NPs and the NP4BC funded NPs. This second round of targeted funding, earmarked to increase access to
primary care, had the unexpected outcome of improving access to specialized health care for many very
underserved populations, as NP employment opportunities were created to provide a range of specialized
health care services for medically complex, high needs populations both in primary care and acute care
specialized settings.
Since 2005, NP scope of practice and NP roles have expanded and broadened to include prescribing of
controlled drugs and substances, admitting and discharging patients, opioid agonist therapy and the
provision of MAiD, enabling NPs to fully participate as active members of highly specialized health care
teams. Since that time, much has been learned about the contributions that NPs in specialty care have
made and continue to make across the system. Despite this, NP remuneration, regardless of employment
setting remains essentially unchanged and has not kept up with 2017 compensation packages for similar
professional groups (e.g. Physician and Midwifery Master Agreements) nor does it reflect the complex
clinical work that NPs are providing today in specialty settings.
While the base rate of remuneration is important to consider when determining a more reflective salary for
NPs, it is not the only one. As the scope of practice of NPs has increased, so too has recognition of the
contributions the NP role has made to health care teams. Over the last several years there has been
discussion about the need for funding mechanisms that allow NPs to participate in call groups, work
weekends and evenings, and have locum coverage available when they are away on vacation. Determining
appropriate funding mechanisms and establishing the best approaches that consider all aspects of NP work
alongside employer needs will take a considerable amount of discussion and stakeholder involvement.
Approaches and funding mechanisms may look differently case-by-case depending on the NP and/or
employer.
Also problematic is the current Health Employers Association of B.C. (HEABC) noncontract salary grid, as it
exists. This grid does not align with the practice of a clinician group (NP or MD). Designed primarily for
health care management personnel, salaries are tied to performance measures that reflect
managerial/administrative performance rather than clinical work performance. As such, performance
measures do not align with typical NP practice and the contributions of the NP are largely invisible or are
challenging for the NP to articulate. This mismatch leads to misunderstanding among health care managers
and directors when trying to evaluate NP performance, contributes to role confusion, and adds to poor job
satisfaction. NPs also reach the top of the grid within a decade, leaving little room for advancement and no
recognition of additional expertise the NP may acquire. NPs are unique in that they provide a clinical
leadership role along with a clinical practice role and there is no mechanism within the current HEABC
salary grid to recognize and support this important aspect NPs contribute to the broader system.
Simply put, the issue of remuneration for NPs with specialized practices is threefold:
•

Base salary has not kept up with the increased responsibility or market competition and non-salary
related support funding is insufficient or missing for many NP positions.

•

The current remuneration does not include call or locum coverage or a mechanism to provide for
this if these services are required to meet patient needs.

•

Base salary grid as per HEABC is not applicable to clinician providers and does not reflect leadership
activities or additional formally acquired expertise.

3. Recommendation: Develop a Working Group to Review and Update NP Remuneration
Due to the complexity of this issue, BCNPA suggests the development of a Working Group to establish
appropriate values based remuneration that is more reflective of the current state and scope of NP
practice. The working group should include representatives of Adult, Pediatric and Family NPs working
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across varied settings, NP practice leaders in the health authorities, NNPBC, CNOs, MOH, the Chief Nursing
Secretariat, HEABC representatives and experts in clinical compensation packages. The BCNPA recommends
that the working group:
1. Revise base remuneration packages for NPs including salary, benefits, ongoing education funds,
and overhead costs, and establish a process for regular review of remuneration to ensure market
competitiveness.
2. Identify a realistic, fair remuneration mechanism for NPs providing services on call. Unlike other
clinicians who have dependent contracts with the health authorities, NPs are employees who do
not bill MSP, which makes fair compensation difficult to sort out. There are also different types of
call (covering labs vs. taking calls and attending to patients) and numerous ways to provide
compensation for call including an increase in base salary, time in lieu or overtime, which are
outlined in the Physician Master Agreement (B.C. MOH, 2014a) and in the MOCAP Redesign Panel
Report (B.C. MOH, 2013). Given that the NP is providing similar services as other clinicians such as
hospitalists and midwives, a master agreement for some NP roles may also be an option for
consideration.
3. Develop an HEABC Non-Contract Clinician Specific salary grid in collaboration with NPs that better
reflects the clinical work that the NP provides and would allow for improved performance based
compensation. This recommendation is not only about updating the base salary but strives to
ensure that HA operations have the necessary funding to fully maximize the utilization of the NP
group to meet organizational priorities. Health Authorities may also find the new salary grid
applicable to other employed non-contract clinicians.

Lack of a Health Human Resources Strategy
Health human resources (HHR) are one of the most important contributors to the functioning of the health
care system. Timely access to health care is dependent on the right mix and volume of health care
professionals in the right setting. This in turn ensures the right provider at the right time for the right cost, a
fiscally responsible approach given the limitations on health care budgets. HHR planning involves planning,
production and management processes. Planning is the most integral step to identifying current and future
need, the available supply to meet the need, and the demand on health professionals who are delivering
care (Dreesch et al., 2005). Once the gap between requirements and available supply are determined,
policies to support initiatives to bridge the divide can be implemented (Birch et al., 2007). Unfortunately,
this step was missed when NPs were first implemented in B.C. leaving a workforce that is not being utilized
to their full potential and unless a human resources strategy is implemented imminently, is at risk for
further inefficiencies.
Integrating strategic deployment of NPs within interdisciplinary forecasting models would provide a
complete picture of where NPs would be best situated as part of collaborative teams, ensuring successful
implementation in key priority areas. Planning should consider factors such as current waitlists, predictive
models of population health needs, patient complexity and provider competencies to ensure patient health
needs and system gaps are addressed. CIHI’s pan-Canadian NP data can contribute substantially to
forecasting NP HHR need in B.C. BCNPA recognizes that improved planning around the required NP
workforce and priority areas over the next decade is an integral step to the sustainability of the NP role in
B.C which will effectively contribute to a more fulsome, responsive health care system.
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In 2006, the CNPI developed a Health Human Resources Strategy to assist provinces in determining current
and future requirements for NPs, components of which would be useful in determining a provincial strategy
(CNPI, 2006). In addition to the CNPI HHR Strategy, two other models that hold promise for planning of the
NP workforce are outlined by Birch et al., (2007) and Dreesch et al., (2005). The Dreesch Model (Figure 5)
was developed as a response to the World Health Organization Millennium Development Goals and seeks
to align human resource planning with specific interventions and the health professional skill sets required
to achieve a specific health outcome. This model holds promise in that NP human resource planning could
be aligned with the required skills and services that are identified to achieve provincial goals for health care
reform. An example of this would be the development of an NP strategic health human resource plan
directed at management of mental health and substance use, dementia care or care of the frail elderly. The
graphic below describes the logic and interaction of this model:

Figure 5. An Approach to Estimating Human Resources Requirement to Achieve the Millennium Development Goals
(Dreesch et al., 2005)

4. Recommendation: Develop a HHR Strategy to NP Deployment
Given the predicted changes in both the demographics of health care providers and the population in B.C.
and Canada, a strategic health human resource approach for NP deployment should be undertaken in B.C.
The MOH should develop a clear vision of desired outcomes, determine the current supply of NPs and work
to anticipate the future demand to ensure appropriate resource allocation/utilization to meet MOH goals.

5. Recommendation: Employ NPs and Increase Educational Seats According to the HHR Strategy
Based on a robust HHR plan (above) and the population health needs or system/service gap defined, system
leaders can identify the interdisciplinary mix of clinicians including NPs required to best meet patient need.
Appropriate numbers of Acute, Ambulatory and Residential NPs can be educated and employed in areas of
identified need accordingly. A corresponding increase in the number of NP graduates from B.C. programs
will likely be required, given the restricted number of NP educational seats and NP educational programs in
the province today.
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HHR Planning Example

Based on Dreesch Model (Dreesch et al., 2005)

Case Example- Downtown Eastside in Vancouver
Identify Need for Service- Comprehensive Mental Health and Substance Use Approach- goal to
decrease fentanyl overdoses
2017- 914 January-September 2017 which is 147% increase from 2016- if rates continue- a projected
2,285 will require service (Ministry of Public Safety and Solicitor General, 2017)
Identify Interventions Required
• Patient Medical Homes with wrap around services that are available and barrier free
• Housing and employment availability
• Substance Specialty Care linking both primary and acute care settings with focus on harm
reduction, prevention and building trusting relationships
• Mental Health Specialty Care linking both primary and acute care settings with focus on harm
reduction, prevention and building trusting relationships
• Transitional model of care.
Identify Tasks and Skills Required
• Primary Care Provider working in a non-FFS model with an equity based approach that will
include working with patients and their community on housing and employment
• Substance Use Specialists – trained in OAT
• Mental Health Specialists
Identify Time Requirements
NPs taking care of very complex populations will have a roster of 400-600 patients (Martin-Misener
et al., 2015). If working in a wrap-around team with social workers, GPs, addictions counsellors and
pharmacists, the number could be 600-800- on average- 600. The NP could follow patients from
primary health care into acute care and back into community within a specialized role.
Identify Overlap/Synergies
NPs and GPs have similar skill set and will overlap in both substance use and mental health
expertise- any HHR planning will include GPs and roles will be complementary.
Estimate NP FTE
4 FTE for 2285 patients (NPs integrated into interdisciplinary teams with roster of 600)
Estimated Cost
$774,976 (Appendix C)
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NP Educational Programs Not Reflective of Employment Opportunities
In B.C., there are three regulated NP streams of practice – Family, Adult and Pediatric (Figure 6). In the adult
and pediatric streams, NPs work with these respective populations allowing for a more focused area of
expertise. The Adult and Pediatric NPs’ in-depth education, skills and competencies prepare them to work
with specialty populations in acute care and/or specialty practice settings. However, in 2005, to support the
MOH focus on increasing access to primary care, the Ministry of Advanced Education and MOH committed
to funding Family NP programs only, offered at three B.C. universities: UBC, UVIC and UNBC. Candidates
wishing to access Masters NP education in Adult or Pediatrics must seek out programs in other provinces
such as the University of Alberta, University of Toronto or in the U.S. such as The University of Washington.

NPs in B.C. by Stream/Category
3%
7%
Family
Adult
Pediatric

90%

Figure 6. NPs in B.C. by Stream/Category (CRNBC, personal communication, March 9, 2017)

Since the initial implementation of the NP role in B.C., there have been inconsistencies between the
number of graduating Family NPs and the community/primary care employment opportunities available,
despite the number of British Columbians without consistent access to primary care. This lack of
opportunity to practice in primary/community based care, coupled with the gaps in acute and sub-specialty
care programs has led many Family NPs to seek roles offered in acute care settings. Interestingly, this
phenomenon is occurring nationally, where it is reported that the number of NPs working in community
settings has decreased since 2005 from 58 percent to 32 percent and those working in hospital/acute
settings has increased from 28 percent to 40 percent despite the focus on primary care as outlined in Figure
7 (CNPI, 2016). The BCNPA recognizes that this has occurred due to multiple factors, however, most notably
in B.C., NP funding was solely provided to HAs which are expert and mandated in the provision of acute and
specialty care services, rather than primary care services. Furthermore, the delivery of primary care in B.C.
today resides with family physician private practice, strongly supported through the General Practice
Services Committee (GPSC) with a goal to facilitate primary care transformation. NPs in the province are
excluded from this primary care initiative. In addition, it is disturbing that there has also been a reduction of
NPs working in rural areas over the last decade - from 29 percent to 18 percent further compromising
health care delivery in rural areas (CNPI, 2016).

27

Figure 7. Place of Work Among NPs in Canada, 2005 and 2014 (CNPI, 2016)

Of the NPs working in specialty roles in B.C. today, some are Adult or Pediatric NPs educated in other
jurisdictions, however, the majority are Family NP graduates of B.C. university programs. Many of these
Family NPs bring valuable clinical skills and registered nursing experience to those practice settings,
however some are new graduate NPs, without previous expertise, who must acquire additional education,
mentorship and clinical experience to develop the competencies required to provide fulsome clinical care in
a specialized NP role. For example, a Family NP graduate who has several years of orthopedic experience as
a RN, will likely possess the additional expert knowledge and competencies required for a specialized care
role as part of an orthopedic team, whereas a Family NP graduate lacking this specific RN experience will
need additional training to acquire specialized competencies. B.C. is missing an opportunity to improve
access to acute care services and to improve acute care service delivery by limiting the province to one
educational program - MN NP (Family).
An early attempt in 2002/2003 by the British Columbia Institute of Technology (BCIT) to address the
educational gap in terms of the Adult NP stream of practice was not sustainable. BCIT’s Specialty Nursing
Programs explored the need for an Adult acute care focused NP program in response to two key events:
The Ministry of Advanced Education granted BCIT the privilege of offering Applied Masters degrees in 2002,
and the government proposed legislation allowing NP practice in B.C. The faculty conducted an
environmental survey to determine the need for an Adult NP post-master’s program in B.C. over a two-year
span, revealing solid support from multiple stakeholders (health care agencies, student groups and
professional bodies) for the development of an Adult NP program preparing NPs to practice in specialized
settings. The program was developed and the first cohort of students was admitted in August 2005.
Unfortunately, the program faced many challenges, most notably a lack of funding due to a focus on Family
NP education programs in other institutions, that threatened its sustainability. This, along with lack of public
awareness about the BCIT program and Adult NP stream of practice led to low enrollment and subsequent
dismantling of the program.

6. Recommendation: Review and Update Education in B.C. to Reflect Population Needs
Reopen discussions regarding establishing Adult and Pediatric NP programs in the province as 40% of NPs
are practicing with these specialty populations. It is important to note that the BCIT curriculum is still
available for use by MOH and Ministry of Advanced Education and Skills Training and there is willingness for
engagement and participation by original faculty.
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Lack of Postgraduate NP Education
Due to the small number of Adult and Pediatric NPs licensed in B.C., a large number of graduating Family
NPs are being actively recruited and hired into positions supporting disease-specific specialized populations
in specialty settings, often without the additional expertise to provide the comprehensive care the role
demands as described above. Many NPs working in specialty roles have prior nursing experience in these
areas, however, this is not always the case. This is a concern raised regularly by the NPs hired into positions
as well as the HA employers as the NP seeks expertise in additional clinical skills. This issue impacts team
and organizational efficiency and ultimately has the potential to impact the efficient delivery of services to
the patient as well as damages the credibility of the NP role.
Additionally, there is a lack of standardization among HAs with respect to training/support/mentoring
programs for NPs working on specialty, acute, and multi-disciplinary teams (e.g., palliative, trauma, HIV,
ICU, etc.) and the CRNBC does not provide or recognize specialty practice certifications for NPs. This issue is
further complicated when the fully licensed novice NP who is provided advanced clinical training is
confused with medical residents or student trainees rather than recognized as a qualified provider seeking
additional expertise. The situation often contributes to a lack of support from other health professions (e.g.,
hospitalists, or other specialists) who might question an NPs competence to practice in a specialty care role.
Many U.S. authors point out that a fellowship model has been successful for physician colleagues new to a
specialized role (Andrade, 2015; Kells, Dunn, Melchiono & Burke, 2015; Wojner et al., 2009). Kells, Dunn,
Melchiono and Burke (2015) point out that while variable on-the-job training may be helpful to skilled NPs
entering specialised areas of practice, this approach lacks the in-depth structure that a formal fellowship
program with certification can provide.
Current provincial examples of standalone hospital-based specific NP Fellowship models for sub-specialty
practice exist; most notably for NPs working in the ICU setting at Abbotsford Regional Hospital and NPs
working in Cardiac Surgery at Royal Columbian Hospital. BC Women’s Hospital has also recently developed
a Neonatal NP fellowship, which will prepare Family and Pediatric NPs for clinical roles in the NICU.
However, these fellowships are locally based and do not provide NPs with the recognized credentials to
move from one HA to another. Ideally, fellowship models should be developed jointly between academic
institutions and affiliated health authority agencies ensuring standardized recognized credentialing as well
as portability.

7. Recommendation: Develop NP Postgraduate Fellowship Programs
Providing a consistent structured approach in the form of postgraduate fellowships will allow Family NP
graduates to successfully acquire the competencies to work in a specialty setting, effectively contributing to
improved health outcomes for the patients served. BCIT specialty programs could be developed to ensure
the development and maintenance of competencies for Family NPs.
Initially, practical clinical training competency acquisition may need to involve specialist physicians as
mentors/clinical resources, however, the ultimate goal of the NP Fellowship process must be to have
qualified NPs provide this advanced learning. HAs must take a leadership role in supporting this type of
postgraduate learning, with funding support from the MOH.
BCNPA recommends that postgraduate NP Fellowship programs be provincial, credentialed and provided in
affiliation with an accredited university. This type of model already exists in certain areas – such as the
Fellowship for NPs at the BC Centre for Substance Use, which is recognized provincially.
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Lack of a Standardized Professional Practice Framework
The absence of a Professional Practice Framework in B.C., that includes a standardized approach to NP role
development and integration has led to inconsistent implementation of NP roles across the province, role
confusion, uncertainty about priority areas for NP roles, failed roles, and sub-optimal outcome
measurement metrics. Schober, Gerrish and McDonnell (2015) examined policy development for NPs and
how policy translates into practice. They concluded that strategic planning utilizing a framework was
essential for full and seamless integration.
The American Nurses Credentialing Center Magnet Application Manual defines a professional practice
model as “the overarching conceptual framework for nurses, nursing care, and inter-professional patient
care. It is a schematic description of a system, theory, or phenomenon that depicts how nurses practice,
collaborate, communicate, and develop professionally to provide the highest-quality care for those served
by the organization” (Silverstein & Kowalski, 2017, “Professional Practice Model Defined”). The inability to
successfully integrate NPs into health care teams frequently occurs when there is ambiguity and no clear
vision of how the role should be integrated into existing systems (Elliott & Walden, 2014). Because of this,
magnet hospitals in the U.S. are required to have a professional practice framework (Silverstein & Kowalski,
2017).
A cursory literature review reveals numerous Professional Practice Frameworks that can be adapted to fit
the B.C. context (Elliott & Walden, 2014; DiCenso et al., 2007; CNPI, 2006; Byrant-Lekosius & DiCenso,
2004). Utilizing existing frameworks to establish a guide to a model of care for the NP role in B.C. will
improve consistency, role clarity and the ability to measure similar outcomes across the province. In
addition, it will facilitate organizational understanding about the value of the NP role, and will contribute to
appropriate utilization of the NP role in future planning. The Transformational Advanced Professional
Practice Model (TAPP) is just one example of a transformational NP practice model, which includes six
professional development domains and one patient care domain as shown in Figure 8 (Elliott & Walden,
2014). This framework could be coupled with project management approaches to realize the benefit of the
NP. Execution of such a framework must reflect the unique nature of regional and local communities’
characteristics, needs and goals, and should consider the integration of NPs across the continuum of care.
The BCNPA has developed a Toolkit as a companion piece to this document that will be a useful platform for
a provincial framework and a robust role development and implementation strategy (See Toolkit).

8. Recommendation: Adopt a Professional Practice Framework to Enable a Standardized
Approach
Develop or adopt a provincial NP professional practice framework ensuring successful consistent NP role
implementation or integration across the province. The adoption of a provincial framework would provide
HAs with a solid platform for NP role integration, and ensure role clarity that would incorporate the local
context and patient population needs. A clear framework will also improve recruitment and retention of
NPs over time (Robinson, Eck, Keck, & Wells, 2013).
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Figure 8. The Transformational Advanced Professional Practice Model (Elliot & Walden, 2014)

Persisting Issues with Role Clarity
Role confusion has been identified numerous times as one of the key barriers to the successful integration
of the NP provider (Sangster-Gormley, 2012; Bryant-Lukosius et al., 2010; DiCenso et al., 2010; Donald et
al., 2010; DiCenso et al., 2007). Despite available education, pamphlets, flyers, slide presentations and
formal advertising campaigns, (e.g., “It’s About Time” Campaign, CNA, 2013), there continues to be
misunderstanding and misinformation about the NP scope of practice both internally within nursing and
externally among other health care disciplines and the public. This contributes to increasing ambiguity and
continues to be a major barrier to effective integration of NPs in B.C.
Within the nursing community, there is a persistent lack of clarity about the two distinct Advanced Practice
Nursing roles, the NP role and the Clinical Nurse Specialist (CNS) role. These are complementary masters
prepared roles within nursing and while NP scope of practice, the broadest in the nursing profession, does
overlap with the practice of the CNS, the NP role focuses primarily on the delivery of clinical care while the
CNS provides a stronger emphasis on system changes and best practice. The NP and CNS roles are
complementary and work well together addressing gaps in patient care from the bedside to the broader
system as a whole (McNamara, Lepage, & Boileau, 2011; Carter et al., 2010). Unfortunately, these
complementary roles are often hampered by a lack of funding, and are often considered either/or by
planners, and consequently are not often found together in B.C. resulting in a detriment to the system.
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Within the broader health care community, NPs and Physician Assistants (PA) are often described as having
interchangeable roles with similar scopes of practice. However, this is incorrect. NPs are autonomous
providers, regulated by the CRNBC, who do not require physician supervision. NPs may work independently
with other NPs or as members of multidisciplinary teams providing full service medical care integrating a
nursing science lens to the clinical care for populations served and also provide a nursing leadership role
that PAs do not.
The Hospitalist role and the Clinical Associate (CA) role are two other roles within B.C. (usually funded
through the Physician Master Agreement) that are often not well understood, and which overlap with
specialty NP roles. In B.C., CAs are typically fully licensed physicians who are medical staff, but not the most
responsible provider (MRP). For example, a CA may support a surgical group by doing all in-hospital consults
or postoperative medical care or provide the day to day medical care of neonates in a NICU. In B.C., the role
of the Hospitalist is to provide general medical care to patients who are in the hospital. They generally work
alongside consultants to create a medical team and usually function as the MRP during the hospitalization.
Both the CA and Hospitalist role are currently filled by physicians and are therefore funded through the
physician master agreement. It is important to note that NPs in the U.S. function as Hospitalists and there
are some recent examples of NPs working in this capacity in B.C (Interior Health Authority). This is a good
example of identifying an organizational priority, patient need, and a service gap in care delivery and
aligning an appropriate provider to fill this function, regardless of professional designation to achieve the
goals of care and improve system responsiveness.

Linda Yearwood, NP (F), Hospitalist, Older Adults – Kelowna, B.C.
“As a member of a collaborative NP/Physician Hospitalist service delivery model, I provide direct care, including short-term and
long-term planning of patient care with members of the interdisciplinary team and coordinate the transitions in care including the
discharge from hospital. I look after a designated sub-set of unattached, sub-acute and alternate level of care (ALC) patients on the
Hospitalist Service census who do not have a family practitioner in the community, or their family practitioner does not have active
privileges in the hospital, or they are receiving tertiary care from out of town. NP care includes 7 day a week coverage for
approximately 15-18 patients/day, including weekend and statutory holidays. Common diagnoses of NP patients include: heart
failure, dementia, delirium, COPD, fractures, kidney injuries (acute on chronic) and palliative care. NP Hospitalists in IH have been
granted active medical privileges within the hospital. Evaluation expectations of the role of the NP Hospitalist include: improved
continuity of care; enhanced multi-disciplinary and inter-professional team planning; decreased length of stay, decreased
admissions and reduced hospital costs.”

The importance of role clarity cannot be overemphasized. Over the last decade, significant inroads have been
made and those professionals who work with or alongside NPs fully understand the clinical role NPs provide.
Shifting the focus to services delivered by a provider group like NPs is a key cultural change that must occur.
Doing away with out-dated healthcare hierarchy is key in creating and facilitating opportunities for
interdisciplinary teams to work collaboratively, experience complementary team member skillsets, and
benefit from the expertise of the NP with respect to the full range of services the NP provides including
expert clinical care, advanced knowledge/skills/decision-making, clinical service delivery - strategic
evaluation of unmet health care and health service needs; team functioning, system design and research.

9. Recommendation: Develop and Implement an NP Role Clarity Campaign
The MOH and the Nursing Policy Secretariat should establish a public role clarity campaign that could
include television advertising, bus stop advertising, pamphlets, flyers, posters, and a social media campaign.
Adopt role clarity recommendations as described by Donald et al., (2010) including:
•

Create a vision statement to articulate the role of NPs across all settings.
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•
•
•

Develop a communication strategy to educate health care professionals, the public and employers
about NP roles.
Attend to inter-professional team dynamics when introducing NP roles.
Address inter-professionalism in all health professional education program curricula.

Legislative, Regulatory and Organizational Restrictions to NP Practice
The BCNPA recognizes that many barriers to NPs practicing to full scope have been removed over the last
decade, however, numerous legislative, regulatory and organizational barriers remain in place, which
impact NPs ability to deliver full service patient care. Legislative barriers may still include the Change of
Gender Designation form for transgender patients undergoing gender-affirming therapies and
interventions, the Persons with Multiple Barriers form, even though this is a precursor to the Persons with
Disabilities form that has recently been changed to accept NP signatures. Some organizational barriers
include restrictions and limits on MRI ordering despite this being legislated and regulated as part of NP
scope of practice and the Medical Orders for Scope of Treatment (MOST) form which is accepted with an
MD signature but not an NP signature in some but not all HAs (depending on the legal advice provided)
even though the form itself accepts an NP signature.

10. Recommendation: Remove Legislative, Regulatory and Organizational Barriers
The MOH and HAs should work to remove all legislative, regulatory and organizational barriers by:
•
•
•
•

Compiling and maintaining an active list of existing legislative barriers with actions for removal with
this list available to all NPs.
Bundling the required legislative changes to enable several to go through the legislative process
when a bill that impacts (or should impact) NPs is being changed.
Reviewing and regularly updating the MSP list of services that an NP can order to ensure scope of
practice changes are current or removing it altogether.
Providing provincial direction for organizational barriers such as MRI ordering and the MOST forms
in collaboration with the Chief Nursing Officer leadership group.
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Guiding Principles
Any large-scale strategy that includes a clear vision and objectives requires guiding principles to enable a
foundational purpose and direction. The BCNPA feels the following are integral to the successful
implementation of the recommendations outlined above.

Patient-Centred
Health care services are delivered “around the individual, not the provider and administration” (B.C. MOH, 2015b, p.1).

The British Columbia Ministry of Health Patient-Centred Care Framework (2015) promotes the concept of
patients and families taking an active role in their own health in partnership with their health care
provider(s), and patients and family members are considered an integral part of the care and healing
process. Feinberg (2014) suggests that family members have traditionally been invisible to caregivers and
excluded from the care process. As the culture shifts to patient and family centred care, the therapeutic
relationships for all health care professionals will be redefined. For patients’ and family members this
simply means a respect for the whole person and the family’s values and choices for ensuring continuity of
care (Bisognano, 2009).
Grounded in a nursing science perspective, NP models of care place the focus of care on the patient’s
experience of their disease, condition or health concern within the context of their whole life, rather than
concentrating solely on the disease itself. NPs have an ethical obligation to ensure that the voices and
decisions of patients and families are reflected in the delivery of health care services and their care
perspective places the NP in a strong position to offer expertise and leadership as this new approach to
health care unfolds.

Interdisciplinary and Collaborative
“Acute care delivery models will support collaborative-relational inter-professional care and will be focused on driving
interprofessional teams and functions with better linkages to community health care” (B.C. MOH, 2014b, p. 5)

Multidisciplinary or interdisciplinary teams exist in many specialty settings in B.C. today, refocusing their
efforts on cost effective patient/person-centred care, and looking to improve access to specialized health
care services, creating environments to use the right provider skillset chosen from a variety of qualified
health professionals who can best meet patient care needs. Models offer improved access to specialty or
sub-specialty care for urgent concerns, appropriate specialized follow-up and monitoring, health
prevention/promotion, and partnerships with other service sectors. Maximizing the efficiencies that can be
found within a system that is inclusive of all health care providers such as registered nurses, pharmacists,
social workers, counsellors and psychologists all working to full scope of practice is an essential component
of interdisciplinary teams. Numerous providers are required to improve the health of a single patient across
their lifespan. A power-shift to a more egalitarian and democratic structure is critical to successful
transformation. All health care professionals involved in the delivery of health care should work to full
scope of practice to maximize efficiencies and be recognized for the care of that patient.
Moving away from patriarchal approaches and hierarchy, relational teams work to build relationships with
patients and within the team that furthers the understanding about individual and population needs.
Scholle, Torda, Peikes, Han, and Genevro, (2010) and others suggest that to truly be patient-centred, a care
team would not necessarily be physician-led, but would allow the leader to be selected by the team –
whether a physician, NP, social worker, psychologist or others. The patients are attached to the team,
rather than a single provider and the team views the patient/community through multiple lenses versus the
single lens that often is one-dimensional and not holistic. Attention to relational based care is foundational
to building highly effective teams that have a shared vision, purpose and mandate. Care does not rely on a
single provider to direct – rather on processes to ensure formal and informal collaboration.
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NP Representation
“As Advanced Practice Nurses, NPs possess competencies in change management, research, leadership, and
clinical care, therefore their expertise and input will be included at all levels of decision-making in order to further
effectively utilize the NP role in B.C. (CNPI, 2016, p. 39)

Nurse Practitioners are essential leaders within the current health care system and can effectively
contribute to health care reform and policy development. Opportunities for clinical leadership roles
including Directors of clinical programs and Department Head should be open to NPs. The absence of NPs in
leadership roles or at decision-making tables is a significant contributor to the lack of awareness of
advanced practice nursing roles within health care organizations and the public. This lack of understanding
acts as a barrier to successful implementation of NP role integration (Sangster-Gormley, Martin-Misener,
Downe-Wamboldt & DiCenso, 2011). Utilizing NP expertise at all levels (clinical care, leadership, education
and research) has great potential to positively impact health care system responsiveness, lead to improved
access to health care across the spectrum of care – contribute to improved continuity of care, healthier
patient populations and contribute to an improved patient experience of the system of care.

Dr. Hal Siden, MD, Children’s Hospice Medical Director- Vancouver, B.C
“The Nurse Practitioner role in a pediatric palliative care program with provincial reach has been a foundational element in
developing an outreach program. Supporting families who move their care between an inpatient hospice unit, hospital and
community requires a high degree of skill in coordination. Furthermore, when we say community we really are referring to both
services that are distributed in communities across professionals and agencies, and to care provided by family directly in their home.
The matrix of care is highly complex.
The NP brings both a strong sense of developing a pathway for families in this complex environment, combined with the ability to
provide direct, hands-on care through assessment, treatment, counselling, problem-solving and support.”
It is not possible to imagine developing and expanding a strong outreach model without the NP role.”
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Summary of Recommendations
1. Develop a Sustainable Salary-Based NP Funding Framework
2. Develop, Adopt and Implement a Quality Assurance Framework
3. Develop a Working Group to Review and Update NP Remuneration
4. Develop a Health Human Resources Strategy to NP Deployment
5. Employ NPs and Increase Educational Seats According to the HHR Strategy
6. Review and Update NP Education in B.C. to Reflect Population Needs
7. Develop NP Postgraduate Fellowship Programs
8. Adopt a NP Professional Practice Framework to Enable a Standardized Approach
9. Develop and Implement an NP Role Clarity Campaign
10. Remove Legislative, Regulatory and Organizational Barriers

Elizabeth Leonardis, NP (F), Home Care- Vancouver, B.C.
“I am a member of an interdisciplinary specialized team, who provide home based health care for complex frail seniors who are
living at home. One of my patients is an 89-year-old man with moderate dementia (newly diagnosed), severe congestive heart
failure, significant coronary artery disease and chronic kidney disease has chosen to continue to living on his own, in his home. He
had numerous hospitalizations for symptomatic heart failure prior to our team’s involvement. The patient was very clear that he
wanted to stay in his home and did not want to go to residential care. I provided longitudinal primary care, managing this frail
seniors’ chronic diseases competently, while supporting his wishes to remain in his home until the end of his life thereby promoting
an enhanced quality of care. Working in partnership with his community home health team and family, myself along with the
support of my team, managed to keep the patient out of hospital for the last six months of his life, to institute palliative care and
caregivers in the home and eventually to support his transfer to hospice where he passed peacefully a week later.”
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Summary
In British Columbia today, 40 percent of NPs are practicing across the health care system in a wide range of
specialty roles. These NPs have demonstrated their value to the team, their patients and the system at
large, and yet they remain largely overlooked by health care decision-makers, and the planning
infrastructure of both the MOH and local Health Authorities. At the same time, the literature shows that
specialty NPs can provide enormous benefits in terms of improved access to care for patients, increased
efficiencies within the system and overall health care transformation (Lowe, Plummer, O’Brien & Boyd,
2012).
Decision makers in British Columbia are realizing the importance of integrating NPs more fully into primary
health care. This is an important step for the province, however, this focus denies the needs of the
increasing number of British Columbians who require on-going specialty or sub-specialty services, does not
address the gaps in patient transitions across health care sectors, does not anticipate the future needs of
our aging population or consider the 40 percent of NPs who are already improving both patient and health
care system outcomes in specialized roles with highly specialized populations.
Nurse Practitioners should be widely integrated across the whole health care system including in acute,
ambulatory and residential care specialty settings. This discussion paper, and its subsequent
recommendations, provide the foundational requirements that will ensure that specialty NP roles support
MOH goals and objectives and HA organizational priorities providing patients with high quality health care,
improved patient transitions and health outcomes, improved team functioning/efficiencies and will provide
added value for the system as a whole. These important NP roles are filling existing gaps in care and should
be supported and encouraged as fundamental to the continuum of care as well as important to the delivery
of specialized care/services within a transformed and integrated patient-centred health care system in
British Columbia.
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Glossary of Terms
Clinical Associate
The role of the clinical associate is not well defined, nor understood. A literature review demonstrated that
both locally and globally the term is used to describe a number of different arrangements that include a
professional (nurse, physician, physician assistant, occupational therapist, etc.) in a supportive role in the
clinical setting (Chittle et al., 2016; Doherty, Conco, Couper, & Fonn, 2013). The Canadian Medical
Association reports no singular definition of this role in the medical model, and indicates that this role may
be better understood by looking at the role of the physician assistant.
Nonetheless, the role of the clinical associate does exist in B.C., and is typically employed in the hospital
setting. Clinical associates are recognized as medical staff, and are guided by the medical bylaws. Clinical
Associates are fully licensed physicians who are not the most responsible MRP but who manage patient
care in consultation with or under the direction of the attending MRP.
Clinical Nurse Specialist
This advanced practice role involves analyzing, synthesizing and applying nursing knowledge, theory and
research evidence to foster system-wide changes and advance nursing care throughout the system. The
CNS is a registered nurse (RN) who holds a graduate degree in nursing and has a high level of expertise in
a clinical specialty. Areas of specialization may focus on expertise related to a specific population, a
practice setting, a disease or subspecialty, a type of care or a type of health problem.
The CNS improves client, population and health system outcomes by integrating knowledge, skills and
expertise in clinical care, research, leadership, consultation, education and collaboration. The CNS role
can change in response to the dynamic needs of clients, nursing staff and practice settings, the changing
strategic directions of the organization, and the economic and policy priorities of health-care funders and
ministries of health. Despite role variability, all CNS work is aimed at ensuring safety, quality of care and
positive health outcomes (CNA, 2008; CNA, 2009; CNA, 2014).
Comprehensive Care
Comprehensive care, is also known as integrated or seamless care, that focuses on coordinated care and
integrated forms of care provision. It is care designed to address fragmentation within the health and social
services systems. The WHO defines comprehensive or integrated care as a concept that " brings together
inputs, delivery, management and organization of services related to diagnosis, treatment, care,
rehabilitation and health promotion. Integration is a means to improve services in relation to access,
quality, user satisfaction and efficiency” (Grone et al., 2002).
Fellowship
A fellowship for the purposes of this paper, is defined as a postgraduate specialty or sub-specialty
educational program designed to provide the fully licensed NP with the appropriate theoretical and clinical
competencies to provide care for specialty populations or in specialized practice settings. These programs
offer opportunities for the NP to acquire additional expertise related to a specific disease/chronic condition
(e.g., cardiac disease, addictions medicine, palliative care, trauma, mental health, etc.) or a specialized
population of patients (e.g., frail elderly).
Hospitalist
The role of the hospitalist, typically a physician, is to provide general medical care to “orphaned”
hospitalized patients (McGowan & Nightingale, 2003). These patients are often without a health care
provider or have a primary care provider who does not have admitting privileges. Increasingly the
hospitalist role is replacing the previous doctor of the day program thus providing more consistent care for
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hospital in-patients. The hospitalist has a unique skill set in that they deal with both acute and chronic
illness and associated multi system involvement. With the ever-increasing number of inpatients, the
decreasing number of family physicians with admitting privileges, increased acuity of individuals and
decreasing health care budgets there are multi-factorial reasons to accentuate health care teams with these
highly skilled individuals.
Interdisciplinary Collaborative Teams
Interprofessional or interdisciplinary collaborative approaches in health care are known to improve access
to the most commonly needed health and social services. Collaborative practice occurs when health
workers from different professional backgrounds offer comprehensive services working with patients, their
families, caregivers and communities to deliver the highest quality of care across settings. Practice includes
both clinical and non-clinical health related work, such as diagnosis and treatment, surveillance, health
communications, management and service design.
Collaborative, interdisciplinary teams are patient, not provider centred, responsive and flexibly tailored to
meet the changing needs of patient panels or populations based on up-to-date needs assessments. Teams
or groups can be structured in many ways including a co-located or a centrally located team that respond to
health care needs for patients in shared clinical spaces, at outside health appointments or in the home or
community setting. Appointment structures are flexible and may include telephone, telehealth or virtual
appointments with team members, with the aim of providing patient-centred care utilizing the correct
provider, at the correct time, in the correct place. Care may be provided by one or more team members, to
individuals or groups, based on patient need. Leadership and governance supports optimal team
functioning and patient focus is non-hierarchical, safe, respectful and inclusive. Leadership responsibilities
are shared and rotated.
Patient-Centred Framework
Patient-centred care is the first of eight priorities outlined in the MOH’s strategic plan, Setting Priorities for
the BC Health System (B.C. MOH, 2014b). The framework outlines the elements of patient-centred care that
are built around the individual, rather than the service provider or administration/agency. The MOH intends
its Patient-Centred Framework to drive policy, service design, training and accountability.
Physician Assistant
Physician Assistants are health care providers with the knowledge, skills and attributes to undertake
delegated medical services and are identified as “a physician extender and not an independent practitioner;
they work under the direction of supervising physicians within the client/patient-centred care team”
(Canadian Association of Physician Assistants, 2011).
Population Health
Population health is defined as “an approach that aims to improve the health of the entire population and
to reduce health inequities, looking at and acting upon the broad range of factors and conditions that have
a strong influence on our health” (Government of Canada, 2012b). Population health approaches recognize
that health is a capacity or resource rather than a state, more in line with the notion of being able to pursue
one's goals, to acquire skills and education, and to grow. This broader notion of health recognizes the range
of social, economic and physical environmental factors that contribute to health. The best articulation of
this concept of health is "the capacity of people to adapt to, respond to, or control life's challenges and
changes” (Government of Canada, 2012b).
Quaternary Care
Quaternary care is sometimes an extension of tertiary care in reference to advanced levels of medicine,
which are highly specialized or “subspecialized” (e.g. Neonatologist, Developmental Pediatrician, Neuro39

Oncologist etc.) and not widely accessed. Experimental medicine and some types of
uncommon diagnostic or surgical procedures are considered quaternary care. These services are usually
only offered in a limited number of regional or national health care centres. A quaternary care hospital may
have virtually any procedure available, whereas a tertiary care facility may not offer a sub-specialist with
that training.
Relational Based Care
Relational based care is foundational to effective teams; it requires the commitment by all clinical team
members to recognize and respect each discipline’s unique scope of practice and contribution to the team
and the patient. Team members work to build relationships within the team that furthers understanding
about individual patients and population needs. The patient benefits as the team views the
patient/community through multiple lenses versus the single lens that is often one-dimensional and
perceived as well intentioned but not holistic. Innovation within the team is promoted. Attention to
relational based care can be foundational to building highly effective teams who have a shared vision,
purpose and mandate. Care does not rely on a single provider directing care; rather, there is a process to
ensure formal and informal collaboration exists (Creative Health Care Management, n.d).
Secondary Care
Necessary acute care treatment delivered for a short period of time for a brief but serious illness, injury or
other health condition, e.g. Post-surgical, or ED care. It also includes skilled attendance during childbirth
intensive care, and medical imaging services. The term "secondary care" is sometimes used synonymously
with "hospital care". However, many secondary care providers do not necessarily work in hospitals, such
as psychiatrists, clinical psychologists, occupational therapists, and dental specialists.
Tertiary Care
Tertiary level care is specialized consultative health care, usually for inpatients or ambulatory care patients
and provided on referral from a primary or secondary health professional, in a facility that has personnel
and facilities for advanced medical investigation and treatment, such as a tertiary referral hospital.
Examples of tertiary care services are cancer management, neurosurgery, cardiac surgery, plastic surgery
etc. treatment for severe burns, advanced neonatology care, palliative, and other complex medical and
surgical interventions.
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Appendix A – NP Funding Options
Option A - HA Employed
A Health Authority seeking to add new or additional NP staff to meet an identified need in acute,
ambulatory or residential care would complete the designated application process. Applications would
support NP roles that focus on increasing access to care and transitions back to the community.
Remuneration would include salary, funding for continuing education, benefits, locum relief, administrative
support and compensation for call if required. Funding would be attached to the NP position identified in
the application process, not the individual NP.
The funding package would be negotiated with each application.
Funding could be considered for:
•

Single NP added to an existing multidisciplinary team

•

HA specialty and sub-specialty teams of NP practice groups to provide continuity of care between
hospital and community such as urgent care centres

Foundational requirements:
1. The HA governance structure will include a Department of Nurse Practitioners that allows for a full
privileging and credentialing process, including the ability for the NP to be MRP (including admit
and discharge privileges) where it is in the best interest of that patient.
2. The NP Department Head will be an NP and situated within the organizational structure of nursing
with a direct relationship to the Chief Nursing Officer. This will ensure the strategic alignment of
NPs within nursing to promote a strong collective nursing voice.
3. All non-salary supports will be centralized under the NP Department Head.
4. A Professional Practice Framework will provide the foundation for role development,
implementation and evaluation and the NP Department Head will be included in all discussions
about introducing new NP roles (See Toolkit).
5. The HA NP reporting structure will reflect the scope of NP practice, level of responsibility and
education and at a minimum report to the Director level.
6. A standard job description with ability to individualize components to reflect the practice setting.
7. A standard remuneration approach for NPs that includes locum and call coverage will ensure pay
equity between both options. It will also ensure effective recruitment and retention of NPs working
in both options.
8. The NP in the role understands the budget for transparency and accountability.
9. A quality assurance strategy as outlined in this paper that includes outcomes to ensure
accountability for the funds.
10. NP encounter code and ICD-9 reporting will continue, be readily available for quality assurance and
become part of the ongoing evaluation of the role, augmenting other outcome measurements as
required.
11. Existing specialty teams must demonstrate practice readiness for the NP including an
understanding of the role as well as ensuring that appropriate supports are in place that may
include office space, an existing exam room or access to a Medical Office Assistant (MOA).
12. A formal mentor will be assigned.
13. An implementation consultant for all applications.
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Appendix B
Option B - HA Affiliated
This option would include ability for groups who work in the health care sector that are not a part of the
health authorities but affiliated through their specialist services to access funding for NP roles (e.g., private
residential care facilities, mental health and addictions treatment programs etc.). The “nurse-in- practice”
model is a good example of this occurring in primary care settings currently which could be adapted to
specialty care (Government of B.C., 2017).
Applications would support NP roles that focus on increasing access to care and improved transitions back
to the community or in the case of residential care NPs, keeping care in the community and out of hospital.
Remuneration would include salary, funding for continuing education, benefits, locum relief, administrative
support and compensation for call if required. Funding would be attached to the NP position identified in
the application process, not the individual NP.
The foundational requirements will position the NP to link back or be affiliated with the HA for professional
practice, continuity of care and accountability, ensuring a network of NPs rather than one NP working in
isolation. This model will also encourage standard role development, implementation and remuneration in
alignment to the HA Employed Model.
The funding package would be negotiated with each application.
Funding could be considered for:
•

NPs within Private Residential Facilities

•

NPs within Specialty Humanitarian/Non-Governmental Organizations

•

NPs within Specialty Community Organizations

•

NPs within Specialty Private Physician Offices

Foundational requirements:
1. A formal relationship for every HA affiliated NP position whereby the NP is included in the Department
of NP structure within the local HA that includes the requirements listed above.
2. A Professional Practice Framework will provide the foundation for role development, implementation
and evaluation and the NP Department Head will be included in all discussions about introducing new
NP roles (See Toolkit).
3. The NP reporting structure will reflect the scope of NP practice, level of responsibility and education.
4. A standard job description with ability to individualize components to reflect the practice setting.
5. A standard remuneration approach for NPs that includes locum and call coverage will ensure pay equity
between both options. It will also ensure effective recruitment and retention of NPs working in both
options.
6. The NP in the role understands the budget for transparency and accountability.
7. A quality assurance strategy as outlined in this paper that includes outcomes to ensure accountability
for the funds.
8. NP encounter code and ICD-9 reporting will be mandatory and become part of the ongoing evaluation of
the application, augmenting other outcome measurements as required.
9. Existing practices and/or communities must demonstrate practice readiness for the NP including an
understanding of the role as well as supports available that may include office space, an existing exam
room or access to a Medical Office Assistant (MOA). This would be negotiated with each application.
10. A formal mentor assigned. This could be established by the local Department of NPs or with the BCNPA.
11. An implementation consultant for each application.
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Appendix C – Estimated Budget

Please Note: ALL COSTING IS ESTIMATED. Proposed NP salary was a) determined based on a national environmental
scan following extensive consultation with BC NPs, b) recognizes the
function/responsibility/practice of the NP provider and c) promotes improved recruitment and retention.
This example estimates the funding required for a single NP at the average NP salary to be added to an existing
interdisciplinary team for either Option A or B. Each situation, region, community is unique and line items will
require adjusting accordingly with additional items added based on need.
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Appendix D – Quality Assurance Framework- Example
MOH Goals
(Aligned w/CIHI)

Current MOH
Objectives

HA Goals & Objectives
(VCHA Services PlanExample)

Program Performance
Measures

Outcomes/Indicators
Logic Model Based

Acceptability

Patient-centred

Embed patient-centred
practices in the delivery of
all care and services.

Program specific performance
measures:
Patients are included at case
conferences

Patient Satisfaction Survey
Team Satisfaction Survey
NP visit/pt #’s data

Accessibility

Access to a
range of care
when needed.

Expand partnerships with
First Nations Communities:
Knowledge exchange
Service linkages

Timely Access to Full Service
NP Specialty Care ! improved
team access.
Timely access to information
(PCP-SCP team)
Program specific performance
measures
Hours of operation
Outreach services
Telehealth

Referral data
Waitlist data
Pt. data related to home
community

Appropriateness

High quality
care

Shift to interdisciplinary
teams delivering
integrated care.

Program specific performance
measures
Best Practice Guidelines
NSQIP program

NP Encounter code/ICD-9
codes
Diagnostics utilization data

Safety

Safe Care

Provide quality surgical
outcomes
Enable the exchange of
patient information across
service areas.

Best Practice Guidelines

Prescriber data

Effectiveness

Improved
population
health

Improve the health
outcomes of the
populations we serve.
Embed best practices in
residential care.

Program specific performance
measures
Best Practice Guidelines

Patient health outcomes
Child developmental
outcomes
Pt. quality of life living with
chronic illness

Equity

Service
recognize
individuals

Services/information is
available in preferred
language.

Program specific performance
measures

Population demographic
data

Efficiency

Transitions are
seamless

Improve access for
surgical patients to
screening.

Program specific performance
Measures

Appointment wait times
Urgent appointment times

Best Practice Guidelines

Note: Adapted from BC MOH Goals and Objectives from the British Columbia Ministry of Health Service Plan
(2016) retrieved from http://bcbudget.gov.bc.ca/2017/sp/pdf/ministry/hlth.pdf and VCHA Services Plan
2016/2017. Retrieved from www.vch.ca/Documents/Service-Plan-2015-2016-Final-October-2015.pdf
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Appendix E – Case Study
Option A: HA Employed
Single NP Joins a HA Specialty Team: Cardiac Surgery
Gap in Care: The acute care cardiac surgery service is unable to meet the increasing routine care demands
for patients in hospital who require surgical intervention for complex cardiac disease. In addition, the
preoperative and postoperative care in hospital and the transition to community is disjointed and
uncoordinated contributing to prolonged discharge, or sub quality follow-up care.
Identified Population: Patients admitted for surgical intervention for complex cardiac disease.
Goal of Care: Improved patient experience of care while in hospital post cardiac surgery, improved
patients/family knowledge and self-management, improved team ability to respond to and manage
postoperative care needs in a timely manner. Improved transition to community primary care provider on
discharge, and consistent, timely routine follow up care and improved responsiveness to urgent concerns.
Identified Services Required: Preoperative acute care management of chronic conditions that impact cardiac
surgery recovery. Post-CCU management of acute care trajectory including other chronic conditions and the
oversight/coordination of discharge back to community primary care provider. Facilitating transitions from
acute to community to cardiac outpatient follow-up. Provide point of contact for acute care nursing staff and
other team members as well as point of contact for community providers.
The NP will also provide non-clinical leadership activities including education, quality assurance and research,
support of nursing staff and the implementation of best practice.
Requester Readiness for NP Provider:
•

There is a clear understanding of the NP role and scope of practice and team support of the role.

•

The requesting group will provide office/exam room space, clinical equipment, computer, required
software, printer, and phone.

Foundational Requirements: As per the foundational requirements listed in Appendix A.
Governance: As Health Authority (HA) employees the NP will report as per HA structures.
Evaluation: As per Appendix D (may include additional metrics as defined by the practice setting team, e.g.,
post-operative complications or access to care).
Budget Request: Estimated @$193,744 (NP hired at starting salary) as per Appendix C.
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Appendix F – Case Study
Option B: HA Affiliated
Single NP Joins a Private Sector Residential Care Facility
Gap in Care: Unmet health care needs for the frail elderly population living at a private residential care
home. Many residents face challenges accessing both primary and secondary health care services and have
significant mobility or cognitive issues such that leaving the facility is challenging. This is contributing to
significant overuse of pain medications, the local ED, poor quality of life and overall health outcomes for the
residents and poorly coordinated palliative and end of life care.
Identified Population: Unattached residents of the Care Center >85 years old, living with frailty, chronic
health and/or mental health conditions including dementia. There are currently 200 frail elderly living in 2
centers who do not have access to primary or secondary health care.
Goal of Care: Improved quality of life and health outcomes for residents including decrease the frequency of
urgent health crisis, and reduced polypharmacy through the provision of long term, regular assessment of
health status, diagnosis and treatment of health conditions and coordinated end of life care.
Identified Services Required: Enhanced primary and secondary health care for the identified geriatric
population, focusing on prevention/health promotion and ongoing care and management of frail residents
with complex health concerns. The NP in residential care will develop trusting relationships with both
residents and families and work collaboratively across health care sectors realizing effective resource
utilization, and ensuring transitions are seamless should they be required.
The NP will provide non-clinical leadership activities including education, support of nursing staff and
implementing best practice.
Requester Readiness for NP Provider:
•

There is a clear understanding of the NP role and scope of practice.

•

The requesting group will provide office/exam room space, and clinical equipment, computer and
required software, fax machine, printer, phone.

Foundational Requirements: As per the foundational requirements listed in Appendix B.
Governance: As per the employing agency in accordance with the foundational requirements listed in
Appendix B.
Evaluation: As per Appendix D (may include additional metrics, e.g., decreased calls to emergency services
(police/fire/ambulance), quality of life measures, patient/family satisfaction, and health status unique to
seniors/frail elderly).
Budget Request: Estimated @$193,744 (NP hired at starting salary) as per Appendix C.
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