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Executive Summary
The changing nature of health services in Canada is reflected in the evolving roles for nurses,
other health care providers and the relationships between health professionals. An appreciation
for the interdependency of the health care system has led to a growing consensus that no single
provider or service can adequately address the complex health needs of the public. New
approaches to health care delivery emphasize multidisciplinary, collaborative team approaches to
care in primary health care settings (Offredy, 2002; Health Services Restructuring Commission,
1999; Alberta Health & Wellness, 2001). A key agreement at the 2003 First Ministers’ Accord
on Health Care Renewal was to “immediately accelerate primary health care initiatives to make
significant annual progress so that citizens routinely receive needed care from multidisciplinary
primary health care organizations or teams” (Health Canada in CNA, 2003). In this environment,
the nurse practitioner (NP) is emerging as a service provider that is innovative, accessible and
appears to be able to respond to the health care needs of specific populations (O’Keefe &
Gardner, 2003).
The purpose of this work was to review and synthesize the current literature on health human
resource planning and modeling activities specific to primary health care nurse practitioners
(PHCNP) and analyze these findings for the purpose of informing key recommendations. Grey
and empirical literature findings from international as well as Canadian jurisdictional and federal
governments, professional associations, and unions were considered. This analysis was guided
by the HHR Conceptual Framework developed by O’Brien-Pallas, Tomblin Murphy, Birch, and
Baumann (2001).
Summary of Findings:
There is an abundance of quality evidence beginning in 1970 that clearly demonstrates the
positive impact of NPs on both system and health outcomes. Research consistently demonstrates
NPs can provide care that is safe, effective and comparable to physicians in a wide range of
situations and circumstances (CHSRF, 2002). It is apparent that both jurisdictional, regional,
national, and international governments and policy-makers are interested in making PHCNPs a
key part of the reform process as primary health care systems are transformed and reformed.
Overall, the literature appraised for this report emphasized the both the commitment and notion
that the PHCNP role may be part of the solution to resolve some of the most prevalent current
health care delivery issues including access, wait times, efficiency and effectiveness of systems,
and costs. Health human resource (HHR) planning for NPs in most Canadian jurisdictions and
countries is limited by data availability, data quality, and timeliness of data collection. There are
major gaps in all data related to PHCNPs and this is a concern as communities, governments,
health services researchers, professional associations, and unions move forward with HHR
planning exercises that are outcome driven and are based on the needs of populations. One of
the key challenges for PHCNP planning is the immediate need for information and evidence to
support NP HHR related policy. Grey literature consistently emphasize that data must be
adequately resourced, both human and financially, so that the reliability, comparability, and
comprehensiveness of HHR related data are enhanced. Governments, researchers, and health
services executives often presume that the data which form the basis of resource planning are
currently available and of good quality. Regrettably, there is very little data which pertains to
NPs. Presently an examination of the gaps in data in all Canadian jurisdictions is being carried
out by the CNA (Little, 2004) as part of the Canadian Primary NP Initiative funded through the
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Primary Health Care Transition Fund.
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1. INTRODUCTION
Tomblin Murphy Consulting Inc. was retained by the Canadian Nurse Practitioner Initiative
(CPNI) to conduct a literature review related to health human resource planning for primary
health care nurse practitioners (PHCNPs).
The purpose of this project is to review, synthesize and analyze current literature on health
human resource planning related to primary health care nurse practitioner (PHCNP) practice to
inform recommendations to effectively recruit and retain PHCNPs in Canada. This is one of two
literature reviews that will guide the next phase of the work.
Changes in health care have led to evolving roles for nurses and other health care providers. An
appreciation for the interdependency of the health care system has led to a growing consensus
that no single provider or service can adequately address the complex health needs of the public.
New approaches to health care delivery emphasize multidisciplinary, collaborative team
approaches to care in primary health care settings (Offredy, 2002; Health Services Restructuring
Commission, 1999; Alberta Health & Wellness, 2001). A key agreement at the 2003 First
Ministers’ Accord on Health Care Renewal was to accelerate primary health care initiatives so
that citizens receive needed care from multidisciplinary primary health care organizations or
teams (Health Canada in CNA, 2003). In this environment, the PHCNP is emerging as an
innovative accessible choice of health care provider who has the required knowledge and skills
to respond to the health care needs of specific populations (O’Keefe & Gardner, 2003).
According to the Canadian Nurses Association (CNA) NP practice is defined as “a nursing role
with an increased emphasis on health assessment, health promotion and illness prevention”
(CNA, 2004). The definition from the Nurse Practitioners Association of Ontario (2004) states
that primary health care nurse practitioners (PHCNPs) are:
“registered nurses, who are specialists in primary health care, who provide
accessible, comprehensive and effective care to clients of all ages. They
are experienced nurses with additional nursing education which enables
them to provide individuals, families, groups and communities with health
services in health promotion, disease and injury prevention, cure,
rehabilitation and support. The NP is an advanced practice nurse,
functioning within the full scope of nursing practice and as such is not a
second level physician nor a doctor's assistant.”
The term “advanced nursing practice” is an umbrella phrase that encompasses any advanced
learning and skill development achieved beyond the registered nurse role. It is important to note
that often the literature reviewed used the terms advanced practice nurses, expanded role nurses,
clinical nurse specialists or acute care nurse practitioners interchangeably. For the purpose of
clarification, it must be recognized that only literature and evidence pertaining specifically to the
PHCNP role is described and analyzed in this work.
A PHCNP is an advanced practice nurse whose practice is focused on providing services to
manage the health needs of individuals, families, groups and communities. The role is grounded
in the nursing profession’s values, knowledge, theories and practice and is a position that
complements, rather than replaces, the role other health care providers. PHCNPs have the
potential to contribute significantly to new models of health care delivery based on the principles
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of primary health care. PHCNPs work both autonomously and collaboratively with other health
care providers, most often physicians. In Canada, as well as internationally, NPs are currently
practicing in a variety of settings including the community, acute care and long term care settings
(CNA, 2002). However, while PHCNPs are currently working in most provinces and territories,
Canadians are more likely to be treated by a PHCNP if they live in geographical areas that have
difficulty in attracting physicians, such as rural and remote communities (CHSRF, 2002).
Canadian provincial and territorial governments are beginning to place emphasis on the
integration of this advanced nursing role in primary health care as they engage in health system
reform. However, such integration of PHCNPs will require adequate planning to determine the
supply of NPs required to meet future population health needs.
Health Human Resource Planning and Management for Primary Health Care Nurse
Practitioners:
Health human resources are recognized to be of fundamental importance in Canada. Health
human resource (HHR) planning and management is an important issue for policy makers, health
care administrators, professional associations, unions and health services and policy researchers.
In fact, HHR has become one of the top priorities and has been the subject of federal,
provincial/territorial and sub-provincial/territorial reports, health commissions and reviews, and
considerable media attention. There have been two major national reviews of the health care
system to date: the Senate Committee on Social Affairs, Science and Technology (Kirby, 2002),
and the Royal Commission on the Future of Health Care in Canada (Romanow, 2002). Several
jurisdictional governments have conducted reviews of their health care systems and many of
these reports consist of strategies for HHR planning and management. Furthermore, in the 2003
First Minister’s Accord on Health Care Renewal the jurisdictional and federal government made
a commitment to work together to enhance HHR planning and management. While each
jurisdiction will continue to be responsible for service delivery and educational preparation of
health care providers, all have come together to respond to common issues that benefit from a
collaborative approach.
At their meeting in 2004, the first ministers outlined the focus of activities to enhance access to
care and to reduce waiting lists and waiting times. They agreed to both continue and accelerate
their work on health human resources action plans and initiatives to ensure an adequate supply
and appropriate mix of health care professionals and to foster closer collaboration among health,
post-secondary education and labour market sector (Health Accord, 2004). The federal and
jurisdictional governments agreed to increase the supply of health professionals, based on their
assessment of the gaps and, by December 31, 2005 to make public their action plans (including
targets for training, recruiting and retaining health professionals) (Health Accord, 2004).
The 2003 and 2004 first ministers’ accords reinforce that appropriate planning and management
of health human resources is key to ensuring that Canadians have access to the health providers
they need now and in the future. This includes plans for ensuring the supply of needed health
providers, including PHCNPs (CNA, 2003). The provision of quality health care services is
dependent on the availability of trained health care providers in adequate numbers (Tomblin
Murphy & O’Brien Pallas, 2004). However, there has been little emphasis on HHR planning or
modeling as it relates to NPs or PHCNPs. The HHR planning work that has been carried out to
date has typically been based on health care system utilization patterns, changing demographics
of the health care workforce and/or the general populations, and/or fiscal commitment (Tomblin
Murphy & O’Brien-Pallas, 2002). There is a growing recognition that such approaches to HHRP
HEALTH HUMAN RESOURCE PLANNING / MODELING ACTIVITIES FOR PRIMARY HEALTH CARE NURSE PRACTITIONERS

5

are limited. To ensure health care system efficiency and effectiveness, health human resource
planning activities should be based on research evidence and be needs-based, responsive to a
changing system, and outcome-directed (Tomblin Murphy & O’Brien-Pallas, 2002).

2. Methodology
In preparing this review, peer-reviewed published literature was appraised from both national
and international sources pertaining to the following content areas: role and utilization barriers
and facilitators of NPs in primary health care; policy changes for nurses in advanced roles; health
human resource planning/modeling; and health human resource planning specific to PHCNPs.
This literature was accessed through major health databases including CINAHL, PubMed and
Cochrane Library. In addition to searching in professional journals, websites of Canadian and
international nurse practitioner bodies were accessed and appropriate and relevant publications
such as unpublished reports, presentations and position statements were identified and reviewed.
Furthermore, key documents relating to primary health care from the various provinces,
territories and health authorities were reviewed and analyzed. Other grey literature was appraised
including published and unpublished articles, reports, working papers, and discussion papers
from a variety of government levels and health care jurisdictions, Canadian and international in
scope.

3. Background
There has been a growing concern in Canada that without a conscious effort to integrate planning
for health human resources, the health care system will not be able to function at its optimum
level and that patient care and the health of workers in the system will both suffer (CHSRF,
2003). It is well documented that health care providers working in the Canadian health care
system are the greatest cost to the system. It is estimated that between 60 and 80 cents of every
health care dollar in Canada is spent on human resources (CIHI, 2004). In fact, this cost to the
system is of such concern that Romanow reinforced the need for a national effort to address
challenges in the supply, distribution and mix of skills of health care providers (Commission on
the Future of Health Care in Canada, 2002). However, despite the recognized importance of
HHR planning, current work in this area is intermittent, and there is little evidence that current
planning practices consider trends in society, determinants of health, needs of consumers, and the
unique and shared knowledge and skills of all providers (Tomblin Murphy & O’Brien Pallas,
2002).
Changes in the epidemiological profiles of populations over time, combined with changes in the
configuration of the health services and settings associated with the needs of populations have
created new challenges for HHR planning (O’Brien-Pallas et al., 2001). There is no
unambiguous “right” number and mix of health professionals. The need to plan for innovative
health services to meet the needs of Canadians in both rural and urban locations demands new
roles and different scopes of practice for health care providers including PHCNPs. This change
in emphasis demands different partnerships and creative solutions to address the challenges in
the health care system. These initiatives require committed partnerships between education and
health sectors and between the federal and jurisdictional governments involving a variety of key
stakeholders. Health provider requirements will be determined by broad societal decisions about
the level of commitment of resources to health care, organization of the delivery and funding of
health care services and programs, and the level and mix of health care services provided
HEALTH HUMAN RESOURCE PLANNING / MODELING ACTIVITIES FOR PRIMARY HEALTH CARE NURSE PRACTITIONERS
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(Tomblin Murphy & O’Brien-Pallas, 2002; O’Brien-Pallas, 2002).
The HHR planning process involves three major and inter-related steps that include planning,
production and management (Hall in O’Brien-Pallas et al., 2001). The focus on one component
at the expense of the others will contribute little to ensuring an effective and efficient health
system. Health human resource planning models attempt to provide solid evidence for health
human resource allocation decisions by approximating future planning requirements based on a
variety of factors specific to the model being employed (O’Brien-Pallas, 2002; Tomblin Murphy
& O’Brien-Pallas, 2002).
There is a growing consensus that integrated health human resource planning could lead to
improved productivity, effectiveness and flexibility in the health care system (CHSRF, 2003).
Integrated HHR planning involves determining the numbers, mix, and distribution of health
providers that will be required to meet population health needs at some identified future point in
time (O’Brien-Pallas et al., 2001). Furthermore, integrated planning replaces single discipline
approaches to hiring and training with collaboration among different professions and different
sectors in the health care system (CHSRF, 2003). This type of planning is concerned with
aggregate level resource planning processes that occur over the longer term and it should involve
estimating the future requirements for health human resources by provider type and identifying
efficient ways of providing for those requirements (O’Brien-Pallas et al., 2001). Successful
integration requires a supportive environment and demands fundamental changes in legislation,
regulation, education, and work performance systems (CHSRF, 2003).
Government planners have used various approaches to forecast supply and demand related to
health human resources. However, the broad choice of methods, a lack of comprehensive
databases and inaccurate projections of population growth have not improved the precision of
forecasting (O’Brien-Pallas et al., 1998). HHR planning to date in most countries has been
poorly conceptualized, sporadic, varying in quality, profession-specific in nature, and lacks
adequate vision or data upon which to base sound decisions (O’Brien-Pallas et al., 1999; Pong,
1997; O’Brien-Pallas et al, 1998; Hacon in O’Brien-Pallas et al., 2001). A comparative review of
planning health human resources in Australia, France, Germany, Sweden and the United States
reported that all countries ignore relationships between professions and that planning is carried
out in silos using supply-based information systems with major gaps (Bloor & Maynard, 2003).
In Canada, the majority of HHR planning continues to rely on outdated approaches. Though
there have been several new initiatives in the various jurisdictions to develop effective planning
methods, most jurisdictions rely on approaches based primarily on supply due to the fact that in
most cases such data is readily available, or they use rates of past service utilization (Tomblin
Murphy & O’Brien-Pallas, 2002). These approaches have led to repeated cycles of shortage and
surplus of health providers (Tomblin Murphy & O’Brien-Pallas, 2002).
In terms of HHR planning specific to PHCNPs, there is interest from governments, educational
institutions, nursing regulatory bodies, PHCNPs, and other health care providers to better
understand the ways in which the PHCNP role can be more fully implemented and integrated
into the health care delivery system. Despite the growing interest in the integration of PHCNPs
into the health care system, there have only been a few jurisdictions in Canada that have
developed plans for the education, employment and deployment of PHCNPs. The goal for
provinces such as Ontario has been to develop PHCNP initiatives with the aim of improving
access to primary health care. However, a report from the federal/provincial/territorial Advisory
Committee on Health Delivery and Health Human Resources indicates that the full
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implementation of extended roles by registered nurses remains unrealized despite consistent
empirical support for the positive impact on the accessibility, availability and comprehensiveness
of health care services, consumers acceptance of and satisfaction with this nursing role, cost
containment, and positive health outcomes (Advisory Committee on Health Delivery and Human
Resources, 2001). The role of the PHCNP is evolving in Canada and other countries and has the
potential to increase public access to quality care while reducing costs to the health care system
(CIHI, 2002).
NPs have existed in the U.S.A. since the 1960s, as opposed to Canada and the U.K. where, in
general, the role only came into existence in the 1980s. Other countries such as New Zealand and
Australia have only begun to introduce PHCNPs more recently (IBM, 2003). Historically, the
implementation of NPs in Canada came about as a result of an undersupply of physicians
(Advisory Committee on Health Delivery and Human Resources, 2001). The implementation of
NPs was seen to be a substitute for physicians in rural and remote areas of the country. However,
more recently, the role of the PHCNP has been expanded and is more valued in the primary care
setting (IBM, 2003). An increased demand for primary care services, as well as several factors
such as reduced funding allocations throughout the health care system, decreased admissions to
medical schools, and the shortage of nursing, medical and other health care providers has
influenced jurisdictional governments to re-evaluate how to best utilize health professionals
(Advisory Committee on Health Delivery and Human Resources, 2001). The notion of the
PHCNP role as substitution for physicians’ services has been contentious in discussions related
to HHRP and discussions of how the role potentially impacts on the practice of other
professionals, especially that of generalist physicians has been the topic of ongoing debate.
However, numerous studies confirm that both systems and patients benefit from the
collaboration between PHCNPs and physicians and the combination of their complementary skill
sets (Flanagan in CNA 2003).
A challenge to comprehensive and effective HHR planning for PHCNPs in Canada may also be
related to the fact that there is a lack of consistency in the role expectations, education, medicolegal issues and scope of practice of PHCNPs across provinces. Problems that arise from this
lack of consistency are confusion of the public and the professionals regarding the advanced
nursing role. There are no national standards to guide the development of core competencies
across health care settings (Advisory Committee on Health Delivery and Human Resources,
2001). Experiences of PHCNPs in Canada vary from one jurisdiction to the next. In some
provinces, the role has been specifically legislated while in others, PHCNPs function within
existing nursing legislation. Even the titling of PHCNPs has proven to be complex and varied, as
across Canada different official titles exist for nurses who work within a broader scope of
practice. Further, the isolated way in which HHR planning has traditionally been carried out does
not lend itself to adequate or meaningful health human resource planning for PHCNPs and other
health care providers.
There is a need to carry out integrated planning across health provider groups with an emphasis
on the impact of geography and skill mix. Although future demand for physicians is often
considered, most planning is carried out in silos using supply based information systems with
major gaps. In a report prepared by the Canadian Medical Association (CMA, 2002), physician
workforce issues are identified as being of paramount importance to the Canadian Medical
Association. The CMA has been involved in a number of physician workforce related initiatives
resulting in a series of formal policies addressing physician resource planning; rural and remote
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practice issues; physician health and well-being; and physician compensation. Similar to nurses
and physicians, allied health care providers report having difficulty recruiting students, aging
workforces, and experiencing high levels of fatigue and burnout. In addition, they are predicting
nation-wide shortages in the next five to 15 years (The Standing Senate Committee on Social
Affairs, Science & Technology, 2002). According to the World Health Organization (WHO),
integrated, multidisciplinary, collaborative and cooperative models are required for effective
workforce planning (WHO, 2001). Governments are currently establishing action plans to deal
with workforce issues. Common features of these plans include both a more effective utilization
and distribution of health care providers and an increased cooperation between providers. Such
plans have resulted, in part, because of the mounting concerns regarding wait times for health
care services, and growing evidence that many people do not have adequate access to primary
health care providers. In fact, it is reported that 16.4% Canadians do not have access to primary
health care services (Statistics Canada, Health Services Access Survey, 2001).
HHR forecasting is limited by the availability of reliable and valid databases for examining
supply and use of PHCNPs and other nursing personnel across sectors (O’Brien-Pallas et al.,
2000). Although the data required for estimating and describing the supply of nurses are often
more accurate than that for physicians (Turner et al. in O’Brien-Pallas et al., 2000), labour force
participation patterns tend to be less predictable, demonstrating considerable variation both
within and across age cohorts. Therefore, long-term estimates based on nurse supply in general
are more susceptible to inaccuracy (O’Brien-Pallas et al, 2000). As with the physician
population, failure to recognize the considerable substitution potential across all allied health
professions can further reduce the accuracy of the supply side forecasting (Pong, 1997; Turner et
al., in O’Brien-Pallas et al., 2000). As O’Brien-Pallas et al. (2000) indicate, the best example of
failure to recognize substitution potential is the slow adoption of the PHCNP role in Canada even
though research to date has clearly demonstrated that the health and system outcomes associated
with care provided by PHCNPs are comparable to those associated with care provided by general
practitioners. Furthermore, studies in the United States have demonstrated that in primary health
care settings, collaborative practice between PHCNPs and physicians has improved the
organization and efficiency of care in community health centres and in the practice settings of
both general and specialty physician practices (IBM, 2003).
Increasing the scope of practice for nurses to include roles traditionally held by physicians has
implications for workforce planning. Where there is a shortage of registered nurses, the
utilization of advanced practice roles in nursing may only be shifting the problem further down
the line. To take account of how new roles will affect the broader context of care delivery,
workforce planning needs to be integrated across all disciplines The opportunity to engage in
nursing practice at an advanced level offers new opportunities and career paths for nurses in
general, and the new roles for nurses may have a positive long-term impact on recruitment and
retention.
The Primary Health Care Approach
In 1978, WHO adopted a primary health care (PHC) approach as the basis for the effective
delivery of health services. This PHC approach incorporates both a philosophy of health care and
an approach to providing health services. This type of care is based on a holistic definition of
health that recognizes the influence of social, economic, and environmental factors on an the
well-being of people (Howard Research Inc., Monograph, in Alberta Health & Wellness, 2001).
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PHC embraces five types of care including: health promotion, disease prevention; curative care;
rehabilitative care; and supportive/palliative care (Saskatchewan Department of Health, 2004).
The overall focus of PHC is on preventing illness and promoting health. It is well documented
that the PHC is effective in responding to the needs of various client groups from individuals
through families and communities to populations. The principles of primary health care include:
accessibility, public participation, health promotion, appropriate technology and intersectoral
cooperation (CNA, 2000). Accessibility means that the various types of health care are
universally available to all clients regardless of geographic location, i.e., clients will receive
appropriate care from the appropriate health care provider, within an appropriate time frame. The
principle of accessibility can best be operationalized by having communities define and manage
necessary health care services. The distribution of health professionals in rural, remote and urban
communities is key to the principle of accessibility. PHCNPs have an important role in a system
based on the principles of primary health care and through the full integration of their role it is
suggested that PHCNPs can facilitate the preservation of the health care system which is founded
on the Canada Health Act, and is the envy of many countries.

4. Components for Consideration in Health Human Resource Planning and
Management
As identified by O’Brien-Pallas et al., (2002) there are a number of key components, data
elements and influencing factors relevant to HHR planning. In the next section of this paper,
these factors will be explored in-depth as they relate to health human resource planning for
PHCNPs.
4.1 Approaches to Health Human Resource Planning
Birch et al. (1994) identify three conceptual approaches for HHRP: utilization-based, needsbased and effective demand-based approaches. While the unit of analysis remains unchanged
from one approach to another, the underlying “driver” of this measure differs among
approaches, reflecting the different ways societies think about the delivery of health care, the
provision of services, the population’s needs and the commitment of society’s scarce resources
(O’Brien-Pallas et al., 2004). The variables for consideration in these planning approaches have
been primarily supply related. In utilization based models the quantity, mix and population
distribution of current health care resources are adopted as a baseline for estimates of future
requirements. As shifts are predicted in the basic demographic characteristics of the population,
these are compared to current baseline factors in order to obtain predictions about future
requirements. However, as identified by Lavis and Birch (1997), this approach is limited by the
fact that utilization rates are dramatically affected by factors other than the population
characteristics typically included in utilization-based models. Needs-based planning models
attempt to approximate future health provider requirements based on an empirical assessment of
the levels of health needs in a population. Unlike utilization-based approaches, however, needsbased planning begins from the premise that the current distribution of health care providers and
services are not necessarily optimal for addressing population health needs, and that health
human resources must be redistributed if health needs are to be met (Markham & Birch, 1997;
Tomblin Murphy, 2002). Effective demand-based approaches to HHR planning attempt to
incorporate economic considerations into the epidemiological principles of the needs-based
approach. The beginning point is the estimation of the future size of the economy from which
health providers will be funded, which allows for an estimation of the proportion of total
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resources that might be afforded to health care, and that the share of this health care allocation
that is estimated will be dedicated to health provider services (Lavis & Birch, in Tomblin
Murphy, 2002). Birch et al., (2003) identified that HHR planning has traditionally been an
exercise in demography based on implicit assumptions that population structure alone determines
the service needs of the population and that the age of providers determines the quantity of care
provided. The main limitation of such approaches is the failure to reflect the complex nature of
the processes underlying the needs for services and the delivery of services as well as the effects
of HHR planning on population, provider and system outcomes (Birch et al., 2003).
Modeling efforts in Canada have primarily focused on forecasting the future supply of health
care providers required to deliver care. Over the past five years, numerous reports at the
provincial/territorial level and sub-provincial/territorial levels have reinforced the importance of
HHR planning and management. However, it is clear that there is variation in HHR modeling
between, across, and even within jurisdictions and the federal government in Canada. Most
jurisdictions seem to be using supply, demand, and utilization models with a commitment to
better understanding ways to incorporate population health needs and other indicators. However,
it is important to stress that the plans are not easily accessed on government websites or from
journals. For instance, the B.C. government implemented the COPS Demand Model, which is
described as being macroeconomic in scope and uses econometric forecasts and factors related to
demand and attrition. Similarly, Alberta has forecasted physician and inpatient demand adjusting
for the impact of demographics and morbidity in their Physician Inpatient Demand Model.
Health Economists at McMaster University have developed System for Health Area Resource
Planning (SHARP) which is a demand-based model that considers factors such as changing
demographics, attrition, migration patterns, practice patterns, production and changes in
specialties (Denton & Spencer, 1993). In Quebec, payroll data is used to estimate demand for all
non-physician health service providers considering factors such as supply, demographics,
technology and service delivery.
Historically, HHR planning in Canada has been carried out by individual jurisdictions, each one
working independently to produce/recruit the right number and mix of health care providers to
achieve self-sufficiency in health human resources. Through an innovative partnership, the
Atlantic Provinces (Nova Scotia, Newfoundland and Labrador, Prince Edward Island and New
Brunswick) are working together to develop a common HHR plan for the region. Through the
Atlantic Advisory Committee on Health Human Resources (AACHHR), stakeholders
responsible for both health and education are assessing the adequacy of health education/training
programs in the region in relation to the demand. Each Atlantic province has completed a labour
market analysis and all are now involved in a study to forecast the Atlantic region's future need
for health care providers in 30 major occupations and the resulting implications for
education/training programs. This simulation work goes beyond the traditional HHR models
based on supply and population to provider ratios by integrating key factors such as indicators of
the population’s health status as well as in-migration, productivity, and attrition. Regional
collaboration has enhanced the region’s ability to predict future health education and training
needs and has offered opportunities for jurisdictions to share information, and strengthened the
region’s capacity to collectively address health human resource issues (ACHDR, 2004). Both
Saskatchewan and Manitoba have considered the needs of their population, the geographic
distribution of people and providers as well as other factors related to supply and demand in their
HHR planning. Numerous reports pertaining to physician planning have been available for the
past decade (Black et al., 1995; Saskatchewan Department of Health, 2004).
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Federal Initiatives: In the 2003 federal budget, $90 million was allocated to enhance national
HHR management and planning with a focus on: strengthening the evidence base for national
planning; promotion of interdisciplinary provider education; and enhancement of recruitment and
retention, indicating strong federal commitment to HHR (CIHI, 2004). The Treasury Board has
approved $20 million per year for HHR initiatives. HHR studies to examine the health workforce
in Canada from a variety of perspectives including profession specific, sector specific and
disease specific have been undertaken. An example of this is the Nursing Labour Market Sector
Study (Building the Future, Nursing Labour Market Study, 2004) in which a simulation model
was developed that facilitated a better understanding of the impact of various factors affecting
future supply in both the short and long-term for registered nurses, licensed practical nurses, and
registered psychiatric nurses. This study not only provided valuable insights on the reasons for
the current crisis but also allowed for the modeling of alternative policy options to deal with the
shortages. The simulation model that was developed explored the short and long term impact of
differences in age distributions and of recruitment and retention rates on future supply.
Health Human Resource Planning Conceptual Framework (O’Brien-Pallas, Tomblin
Murphy, Birch, & Baumann, 2001)
As identified earlier, many approaches have been developed and tested to estimate the
requirements for health human resources. Very few plans have been driven by a conceptual
framework for HHR. To date, HHR planning has been supply-driven with very little attention
being paid to demand factors and needs of the population (O’Brien-Pallas et al, 2002; Tomblin
Murphy et al., 2004). Demand factors impact the future demand for health resources and include
population demographics, innovations or technology, availability of treatment and options,
patient attributes, wait lists, access to services, service utilization, incidence of disease which
drives utilization, and health providers’ work patterns (Tomblin Murphy et al., 2004). A
comprehensive HHR framework/model needs to identify the precise nature of each of these
characteristics and the relationships between them. The following conceptual model has been
developed by O’Brien-Pallas, Tomblin Murphy, Birch & Baumann (2001) to guide HHR
planning and management and may be relevant to HHR planning and management of PHCNPs:
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Figure 1: Health Human Resources Conceptual Framework: O’Brien-Pallas, Tomblin
Murphy, Birch, Baumann, 2001 (adapted from O’Brien-Pallas & Baumann, 1997)
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Recently, it was well established that simulation models are a powerful technique for forecasting.
Hall, in O’Brien Pallas et al., (2001) identified that simulation models allow planners to explore
the consequences of alternative policies, facilitate input and output sensitivity analysis, and make
it easier to involve stakeholders throughout the process. Personnel to population ratios,
population based rates and utilization based rates have been used as the basis for computerized
simulations (Deane, Denton et al., Trivedi et al., in O’Brien-Pallas et al., 2001). These are not
considered to be typical simulation models. Instead, they are static models that lack the capacity
to examine the dynamic relationships among inputs/outcomes (O’Brien-Pallas et al., 2001).
The HHR Conceptual Framework for HHR planning (O’Brien-Pallas et al., 2001) is designed to
include the essential elements of HHR planning in a way that captures the dynamic relationship
among several factors that have previously been conceptualized in isolation of one another. The
framework is designed to provide researchers and HHR planners with a guide to decisionmaking that takes into account current circumstances as well as those factors that need to be
accounted for in making predictions about future requirements. These factors include social,
political, geographic, economic, and technological factors. At the core of the framework is the
recognition that health human resources must be matched as closely as possible to the health care
needs of the population (O’Brien-Pallas, 2002). There are several key elements and influencing
factors relevant to this work and they are as follows.
Population health needs reflects the multiple characteristics of individuals in the population that
create demand for curative and preventive health services. Population characteristics related to
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health levels and risks reflect the varied characteristics of individuals in the population that
create the demand for curative and preventative health services (O’Brien-Pallas, 2002). Health
need is directly and/or indirectly influenced by determinants of health including social, cultural,
political, contextual, geographical, environmental and financial factors (O’Brien-Pallas, 2002).
Addressing the health needs of the population provides the motive, context and justification for
HHR planning practices.
Provider supply is an element that reflects the actual number, type and geographic distribution
of regulated and unregulated providers delivering health services at a given point in time. Supply
is fluid in nature and is influenced by several factors such as provider-to-population ratios,
participation rates, employment sector, etc. The role undertaken by any regulated provider is
determined by licensing/regulation standards of practice and the role of unregulated workers is
excluded from licensure/regulation and is generally employer determined (O’Brien-Pallas,
2002). To meet the requirements for supply of health care providers, the role of physician
assistants (PAs) in addition to PHCNPs is the focus of discussion in some jurisdictions as well as
in the Department of National Defence.
Production factors involve the education and training of future health providers. The number of
formal positions an educational institution will offer is influenced by financial resources and the
designated number of funded seats (O’Brien-Pallas, 2002). The link between population health
needs and future capacity to meet those needs ought to be considered in setting production
targets for seats in any health discipline (O’Brien-Pallas, 2002). The shortcoming in HHR
planning to date has been the emphasis on increasing the capacity for health care providers
through the increase in educational seats. Recent studies support that the focus on increasing
seats without acknowledging issues of recruitment and retention has contributed to cycles of
surpluses and shortages of health care providers (Kephart et al., 2004).
Financial resource factors provide an economic context for HHR planning decisions and
involve estimation of the future size of the economy from which the particular health human
resource and competing services will be funded (O’Brien-Pallas, 2002). Financial indicators
relevant to HHR planning include: expenditure on each provider group by source; size of the
jurisdictional economy; Ministry of Health expenditure on health care by program; Ministry of
Health expenditure on providers by type of provider for each program; salaries/average earnings
per provider by type of provider and program/sector; average household disposable income;
prevalence of private insurance by coverage; and expenditure of workers compensation boards or
equivalent (Birch, 2004; Tomblin Murphy et al., 2004). These indicators need to be collected for
the past decade in order to establish trends, together with any future plans, and as Tomblin
Murphy et al. (2004) identified, it is critical to determine whether governments are willing or
able to allocate or reallocate sufficient funds to support health human resource plans. Funding
models for physicians, PHCNPs and other health care providers need to be realigned to
acknowledge changing and expanded scopes of practice.
Management, organization and delivery of health services influence how care is delivered
across the continuum. Management and organizational characteristics influence the amount and
quality of care provided, provider health and satisfaction, and costs associated with delivery of
services (O’Brien-Pallas, 2002). Influencing the way work gets done, and impacts on outcomes
are organizational characteristics such as structural arrangements, the degree of formalization
and centralization, environmental complexity, and culture (O’Brien-Pallas in Tomblin Murphy et
al., 2004).
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Resource deployment and utilization reflects the amount and nature of the resources deployed
to provide health services to the population at large. Utilization reflects the nature and type of
resources utilized by the population to meet health needs (O’Brien-Pallas, 2002). The efficiency
and effectiveness of service delivery depends to a great extent on the efficient and effective
deployment and use of health providers. As O’Brien-Pallas (2002) determined, decisions made
about the deployment and use of personnel across all sectors of the system influence access to
services and utilization by the population, and outcomes. The challenges associated with
changing distribution and utilization of PHCNPs, general/family practitioners and other health
care providers are vast. Strategies to alleviate these barriers need to be carefully designed and
evaluated to determine the overall impact on system and health outcomes.
Population health outcomes focus on individual health and the health of populations or
communities. These may include population health surveys, vital statistics mortality data, cancer
registry data, hospital discharge diagnoses and the diagnosis submitted on claims form
physicians’ visits (O’Brien-Pallas, 2002). These indicators capture various dimensions of
community health.
Provider outcomes include the health status of providers, retention rates, turnover rates, sick
time, work satisfaction, levels of burnout and other affective responses to the work and work
environment (O’Brien-Pallas, 2002).
System outcomes include the cost associated with the resources dedicated to health services.
Some examples include rates of hospitalization, home visits, case intensity, discharge efficiency,
etc. (O’Brien-Pallas, 2002). Governments, professional associations, unions and other key
stakeholders are considering the important indicators and benchmarks in evaluating the impact of
PHCNPs, general/family practitioners and other health care providers on system outcomes. For
example, the consideration of health care provider to population ratios is apparent. However,
linking changing acuity of patients and other system inputs, as well as the unique needs of people
living in rural and under-serviced communities, is not always part of the discussions as they
relate to ratios.
Efficient and effective mix of human resources is determined by the interaction of the several
elements of the HHR conceptual framework. This provides an evidence base for exploring the
implication of policies for planning future health human resources and this includes policies
associated with education, certification, licensure and scope of practice (O’Brien-Pallas, 2002).
Influencing Factors: HHR planning must consider the impact of several related factors such as
social, political, geographical, technological and economic and how these generally influence
resource allocations. Social factors may include consideration of the determinants of health and
value choices that underpin macro-level resource allocations (Kenny, in Tomblin Murphy et al.,
2004). Political factors and the issue of political will are important as HHR planning decisions
are also influenced by the presence or absence of political will to incur the costs of promoting
health care system reform among competing priorities (O’Brien-Pallas, 2002). Geographic
factors (urban and rural) influence access to health services including human resources (Tomblin
Murphy et al., 2004). The introduction of new technologies combined with the expectation that
such advances create, impact the production, supply and efficiency of providers (O’Brien-Pallas,
2002). Economic factors both contribute to the health status of the population and to the degree
to which health care needs can reasonably be met (O’Brien-Pallas, 2002).
In addition to these contextual factors, HHR planners need to consider the possibility of
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unanticipated “shocks” to the system, which happen from time to time and may influence the
health human resource process (O’Brien-Pallas et al., 2002). An example of such a surge would
be the severe acute respiratory syndrome (SARS) outbreak that occurred in the Ontario health
system in 2003.
As discussed, in the past planners have used various approaches to forecast health human
resource supply and demand. However, the use of these traditional methodologies has not
improved the accuracy of forecasting (Pong, 1997). The main limitation of such approaches is
the failure to reflect the complex nature of the process underlying the needs for service and the
delivery of services, as well as the effects of health human resource planning on population,
provider and system outcomes (Birch, et al., 2002 in Tomblin Murphy & O’Brien Pallas, 2002).
4.2 Utilization of NPs Nationally and Internationally
The contribution of PHCNP services to population and public health is being recognized in a
growing number of countries. PHCNPs provide quality health services in a range of settings and
the integration of their role into health care systems can lead to improvements in access for
people and communities to health services (CNA. 2002).
In an OECD survey conducted recently, it was indicated that eight OECD countries experienced
some current level of use of nurses in advanced practice roles, and a further three countries
reported pilot studies either being considered or underway (OECD, 2004). In relation to the
capacity of NPs to prescribe, eight countries reported that nurses had been given limited
authority to prescribe. Australia, Canada, England, Korea, New Zealand, Spain, Sweden and the
United State all reported that nurses in advanced roles had some form of limited prescribing
authority (OECD, 2004). Six countries reported that nurses in some advanced or specific roles
had been granted capacity to bill patients for their services and seven countries reported that
nurses in advanced roles could refer patients to specialists in a gatekeeper system (OECD, 2004).
In the United States the projected number of NPs is more than 100,000 by 2005 (Alpert et al.,
2002) while physicians are expected to increase only about 10% from current numbers, to about
700,000, according to a study published in Journal of the American Medical Association (Cooper
et. al, in CNA, 2002). The numbers of NPs and physician assistants (PAs) in general are
increasing in the United States. In fact, in March 2002 there were 102,829 nurses with formal NP
education and of these 58,512 were employed as NPs. Similarly, by 2001, 52,716 PAs graduated
from accredited programs and 45,120 were employed as PAs (Hooker & Berlin, 2002). The
underutilization of both NPs and PAs is apparent in the United States as well as in Canada. It is
evident that the planning for NPs and PAs is linked to financial factors and physician shortages
in the United States, whereas in Canada, the increased number of PHCNPs is linked to physician
shortages, increased commitment to primary health care services and financial and access
factors.
In the United States, NPs under state regulations provide many services including diagnosing and
treating acute and chronic health care problems; performing prenatal, well-child, well-woman
and adult care check-ups; diagnosing and managing minor trauma including suturing and
splinting; prescribing medications; and teaching health promotion and disease prevention to
patients. Currently NPs have a presence in all 50 states (Alpert et al., 2002). While NPs in the
United States are legislated by the Nurse Practice Act in each state, they may also be
credentialed nationally in their area of practice. In over half the states, NPs may now practise
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without any requirement for physician supervision or collaboration and in all states, NPs have
some level of independent authority to prescribe drugs (Alpert et al., 2002). In addition, NPs are
now eligible for direct Medicaid reimbursement in every state (Mundiger, et al. 2000) and in
many states, NPs practice in collaborative relationships with physicians. The educational
requirements for NPS in the United States include four years of college with a Bachelor of
Science in Nursing, with an additional two years of graduate school to obtain a master’s degree
as a NP (Greene in CNA, 2002).
In Australia, the Government of New South Wales (NSW) has enacted the Nurses Amendment
(Nurse Practitioners) Act 1998 that provides for recognition and accreditation of NPs in NSW.
The legislation provides for NPs to be given limited prescribing privileges (CNA, 2002). Current
legislative restrictions relating to the initiation of medications and diagnostic services are being
reduced providing that adequate education and professional standards are maintained. The NP
role is currently being considered for implementation in South Australia, the Northern Territory,
Queensland and Western Australia. Further, a coalition of national nursing organizations
endorsed a National Consensus Statement on the Recognition of NPs in Australia (ANF in CNA,
2002). The statement proposes a definition of the role of NPs, scope of practice, educational
preparation, career structure, remuneration, protection of the title, authorization to practice and
legislative support (ANF in CNA, 2002).
England, Scotland, Wales and Northern Ireland have each produced a white paper addressing
primary care and the role for nurses in a PHC system. All papers acknowledge that NPs will be
an important resource for full implementation of primary care (White in CNA, 2002).
In New Zealand, a 1998 ministerial taskforce supported the development of a role for NPs. The
taskforce recommended that the Minister of Health direct the Nursing Council to develop and
validate specialist competencies linking to nationally consistent titles (Ministerial Taskforce on
Nursing, in CNA, 2002). Current legislation governing the regulation of nurses is the Nurses Act
of 1977. The Nursing Council of New Zealand has developed a framework, including guiding
principles for scope of practice for NPs, education requirements, accountability, transition needs
and spheres of responsibility (Nursing Council of New Zealand, in CNA, 2002).
In the U.K., in some states in the Pacific, Taiwan, West Africa, and in Canada, the advanced
practice nurse is not a registerable role, although the titles of nurse specialist/nurse practitioner
are used (Buchan & Edwards, 2000; World Health Organization, Chen, Madubuka, and Busing,
in OECD, 2004). This situation makes it difficult to compare the roles, level of education or
competency of nurses with this title either between these countries or with other countries
internationally. Australia, Canada, England and South Korea all reported on the introduction or
extension of the use of nurses in advanced roles to improve efficiency, as a response to physician
shortages and/or to improve access to services in rural and remote areas. Furthermore, six
countries reported specifically on the existence and deployment of NPs (OECD, 2004).
Arguably, the United States is at a more advanced stage of the implementation of nurses in
advanced roles than Canada or England. In the United States advanced practice generally refers
to competence in five separate areas–clinical, research, teaching, consultancy and leadership
(Pearson & Peels, 2002).
In the United States, the pursuit of value for money was seen as a leading driver of the spread of
advanced practice nurses and the role was strongly advocated for by the nursing profession. In
the U.K., the development of new health delivery services was reported as a leading driver for
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the emerging role and the growth of advanced practice nurses was led by government policy; and
with more positive support from the medical profession than was reported in the United States
(OECD, 2004). In the United States, federal and state government policy and legislation from the
late 1960s onwards have been seen as helpful to the development of advanced practice roles for
nurses. In contrast, such roles have not yet been defined under legislation in the U.K. (OECD,
2004).
The scope of practice for PHCNPs varies across Canada, and tends to be driven by the specific
needs of the practice setting and differing legislation which may contribute to the significant
variation in the PHCNP scope of practice (IBM, 2003). With respect to the primary care setting,
legislation in Ontario sets out controlled acts, which are to be performed by registered nurses
with an extended class designation. In primary care settings in Ontario, many PHCNPs conduct
primary health care services and patient education (IBM, 2003). In Ontario, most PHCNPs
choose to practice in primary care (Beitz, 2000) in any of a number of primary care practice
settings including general and family practices, pediatric services, and community health centres.
Although there is little data available regarding the overall actual number of PHCNPs practising
in Canada (van Soeren & Micevski, 2001), we do know that in the United States the number of
NP students rose from less than 4,000 in the early 1990s to over 21,000 in 1999 (Philips, 2002).
With the exception of perhaps Ontario, understanding where and how PHCNPs work in Canada
is a challenge due to a lack of data, inconsistent definitions, and the quality of self reported data.
It is known that since 1998, 402 NP positions in Ontario have been funded by the Ministry in
community health centres, the Under Serviced Area Program, long-term care facilities,
Aboriginal Health Access Centres, Primary Care Networks, and Public Health Units (IBM,
2003). The ministry intends to create an additional 348 positions during the period of 2001–
2005. Primary care is the area in which most PHCNPs choose to practice. In a descriptive study
by Sidani et al., (2000), it was reported that almost all NPs surveyed offered wellness care, care
of minor acute illness, and monitoring of chronic illness and that over 60% offered care of major
acute illness and palliative care. Approximately, 25% offered other services for specific
populations such as the homeless, aboriginal people, pregnant women, or those with
psychosocial problems.
4.3 Supply
4.3.1 Issues related to supply and distribution of NPs
Supply refers to the actual number and geographic distribution of PHCNPs delivering health
services at any given point in time. As previously noted, current data regarding the number and
type of PHCNPs is limited in Canada (van Soeren & Micevski, 2001). However, in the report
entitled Workforce Trends of Registered Nurses in Canada (CIHI 2003) it is explained that the
colection of data on NPs in Canada was initiated in response to requests from the research
community. Presently, CIHI defines the role of NP as a job description as opposed to a regulated
role which makes the definition incomplete. To illustrate this point, in Alberta, CIHI obtained
year 2002 Extended Practice information from the Alberta Association of Registered Nurses
(AARN). According to AARN data, there were 58 RNs on the Extended Practice Roster in 2002;
according to CIHI data, there were 42 RNs employed in “nurse practitioner” positions in Alberta
in 2002.
Currently, new or amended provincial/territorial legislation allows for an expanded role for RNs
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as NPs in several jurisdictions in Canada, and those who do not have legislation are working on
implementing similar legislation. It is also widely recognized that we are in the midst of a
growing nursing shortage in North America and that by the year 2020, the demand for RNs could
exceed the available supply by 20% (Health Resources and Services Administration, in Cramer
et al., 2004). As PHCNPs are RNs, this shortage will inevitably affect the supply of these
advanced practice nurses in the years to come. It has been identified that increasing the scope of
practice of nurses to include roles traditionally held by doctors also has implications for work
force planning. Where there is a shortage of RNs, the utilization of nurses in advanced practice
roles may only be shifting the problem further down the line with nurses offloading tasks to
unqualified staff (OECD, 2004).
In 2003, the registered nursing workforce was made up of 241,342 RNs working in nursing in
Canada. Between 2002 and 2003, the number of registrations increased in 10 of 13 jurisdictions
of Canada. Furthermore, in 2003, 82.5% of the RN workforce (excluding Quebec) lived in urban
areas of Canada and a total of 5,366 RNs lived and/or worked outside of Canada in 2003. Of
these, 81.5% (4,371) were employed in the United States (CIHI, 2003). Concerns for a global
shortage of RNs are aggravated by the increasing size and proportion of elderly populations,
health care system restructuring, changing work environments and competition from other career
opportunities for potential nursing school applicants (O’Brien-Pallas et al., 2003).
There are many dimensions that impact on the supply and distribution of health providers
including: participation rates; provider to population ratios; demographic and educational
characteristics of individual providers; full and part time work hours; employment sector;
underemployment; unemployment; and inactivity (O’Brien-Pallas, 2002). In the case of
PHCNPs, the supply and distribution of general/family practitioners will have a direct impact on
demand for PHCNP services. However, it is important to recognize that when the PHCNP role
was first being introduced two decades ago, physician shortages and gaps in service in and of
themselves would have been insufficient to develop and create an advanced practice nursing role.
In all situations in which PHCNPs and other advanced practice nursing roles have evolved, there
has been a welcoming political climate at the time. This acceptance of the role at various levels
of influence can foster and facilitate the development and implementation of the roles
(MacDonald et al., 2004). In 2004, CIHI counted more than 29,283 generalist physicians in
Canada. The data collected by the OECD (2004) shows that there are both significant variations
between OECD countries in the ratio of physicians to nurses, and that these ratios have been
changing in countries over time. The interpretation of any ratios must be carefully considered, as
they do not always adjust for the acuity of patients, supply of beds, access to services, population
health needs, etc.
According to IBM (2003), in a study on the barriers and facilitators related to integrating the
PHCNP role in Ontario there were varying degrees of satisfaction with the supply and the
deployment of PHCNPs. According to this work, approximately 27% of PHCNPs in Ontario are
currently not practising or are unable to find employment within their scope of practice, even
though they indicated that they would like to full-time employment as a PHCNP. Among those
PHCNP survey respondents who indicated they were not working, 29% would consider
relocating to a rural or remote area for either a temporary or long-term position (IBM, 2003).
It is reported that the Ontario Ministry of Health and Long Term Care is creating an additional
348 PHCNP positions from 2003 to 2006 (IBM, 2003). With the creation of these positions and
an investment of $1.7 million annually for PHCNP education programs, it anticipated that
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PHCNPs will play a role in enhancing access to primary health care services in small, rural and
under-serviced communities (IBM, 2003). The MOHLTC has reinforced in numerous reports
that PHCNPs have an important role in both addressing physician shortages and in enhancing
primary health care across the province (IBM, 2003).
The distribution and mix of health care providers and the way that they are deployed varies. For
example, in a study by the College of Family Physicians of Canada, it was reported that 25% of
family physicians worked in "solo" practices as opposed to group practices. This number is
decreased since 1997 when 31% reported practising in silo practices as opposed to in
collaborative practices (College of Family Physicians of Canada, 2001). In primary health care
reform initiatives, there seems to be a growing interest in having physicians, PHCNPs, and other
health providers work together to deliver services. In the U.S., it has been reported that although
at least 20% of the population lives in rural areas, less than 11% of the nation’s physicians are
practising in non-metropolitan areas (National Rural Health Association, 1998). This poor
distribution of physicians may be the encouragement for medical students to take on specialist as
opposed to generalist roles.
4.3.2 Trends in Legislation and Regulation of NPs in Canada
The legislation governing PHCNP practice is varied across Canada. The provinces and territories
are at various stages in their consideration and integration of the role of the PHCNP in health
care delivery (CNA, 2003). This indicates that the PHCNP role has been evolving without a
consistent national legislative framework. In a review of this area, the CNA (2003) reported that
the titles used across the country for PHCNP roles are defined differently between and across
jurisdictions. In addition, the PHCNP title itself is not a protected title in many jurisdictions. An
unprotected PHCNP title means that nurses who have not met the specific criteria to be regulated
in extended/expanded practice may use the PHCNP title. While jurisdictions such as Nova
Scotia, Newfoundland and Labrador, and Northwest Territories have protected title in their
legislations, the PHCNP title is not protected in other jurisdictions like Ontario and Alberta
(CNA, 2003). The scope of what PHCNPs do varies across the country, tending to be driven by
the specific needs of the practice setting. Furthermore, differing legislation may contribute to the
significant variation in scope of practice for PHCNP (IBM, 2003). There is no consistent
definition of scope of practice for PHCNP roles across and within jurisdictions in Canada
(Advisory Council on Health Delivery and Human Resources, 2001). The following is a brief
synopsis of the current state of NP legislation and regulation across Canada by jurisdiction.
Ontario
Legislated scope of practice relates to primary care functions only. Controlled acts are to be
performed by RNs with an extended class designation via amendments to the Registered Nurses
Act 1991.
British Columbia
Extended/expanded practice has historically been undertaken by delegated acts, which are
established by working arrangements according to location, organization and training. RNABC
has guidelines for Delegated Medical Functions. Legislation to formalize the NP role is presently
in draft and is expected to be approved in the spring of 2005.
Alberta
NPs are legislated through the 1999 Health Professions Act which was amended in 2002 under
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the NP Regulations of the Public Health Amendment Act.
Saskatchewan
NP scope of practice had been defined by province-wide clinical practice guidelines and NPs
have been governed through an amendment in 2000 to the RN Act. The government approved NP
regulations in May 2004.
Manitoba
Under the new legislation regarding extended practice regulation, which was anticipated to be
passed at the end of 2004, regulations will be developed for required competencies in extended/
expanded nursing practice. The Manitoba Association of Registered Nurses has established
standards of practice, which apply to all practising registered nurses in the province regardless of
their roles or practice settings.
Quebec
No legislation is currently in place to regulate PHCNPs. However, a recently released report to
the Quebec government suggested a new category of NP be established to accommodate broad
scope of responsibilities and services that nurses in northern and isolated areas provide. The
province is also moving towards adopting umbrella legislation (Bill 90) for health professionals
to expand the scope of practice of each profession and encourage collaborative practice.
Currently, delegated medical functions are not necessarily supported by protocols and concerns
have been raised by nurses about situations where they could be exposed to liability and have no
protection.
New Brunswick
NP legislation was approved in May 2002. However, at this time, only PHCNPs are eligible for
registration/licensure.
Prince Edward Island
On December 16, 2004 Bill 13 was passed through an amendment of the Registered Nurses Act
that allowed for the hiring of NPs for pilot projects only.
Nova Scotia
NPs are regulated through the RN Act, which was amended to include NP practice in 2002.
Scope of practice has been defined by delegation of medical functions under guidelines
negotiated between the College of Physicians and Surgeons of Nova Scotia and the College of
Registered Nurses of Nova Scotia. A Diagnostic and Therapeutics Committee establishes and
authorizes practice schedules for NPs. The NS Department of Health has recently put forward a
proposal for legislative change to introduce omnibus/umbrella legislation via a Regulated Health
Professions Act.
Newfoundland and Labrador
In 1998 an NP Act was introduced with a number of subsequent amendments. The Association of
Registered Nurses of Newfoundland and Labrador approves standards of practice and
competencies for primary health care NPs.
Yukon
There is no distinct legislation for NPs at this time. Employers have adopted the Medical
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Services Branch (MSB) Scope of Practice guidelines for community health nurses, nursing
stations and health care treatment facilities. The government approved a new Health Professions
Act in 2003, which governs the practice of nurses.
Northwest Territories and Nunavut
In June 2002 an amendment was made to the Nursing and Pharmacy Act to establish a separate
register for NPs and registration for NPs who are parties in collaborative practice. The act was
amended again in 2003.
(Source: Advisory Committee on Health Delivery and Human Resources in IBM, 2003; various
provincial websites).
For a more comprehensive description of the various issues and factors related to NP practice in
each of the provinces and territories in Canada, please refer to Table 1 in Appendix A.
Provincial/territorial nursing regulatory bodies are responsible for the regulation of all RNs
including PHCNPs. Regulations define the scope of practice; set standards for education;
identify the ethical components of practice; and establish systems for accountability. As IBM
(2003) suggests, the process, which determines exactly how the legislation is operationalized,
varies across jurisdictions. As such, there are neither national nor consistent guidelines and
criteria regarding scope of practice for PHCNPs (IBM, 2003).
The scope of nursing practice refers to the activities nurses are educated and authorized to
perform. It is established through legislated definitions of nursing practice complemented by
standards, guidelines and policy position issued by nursing regulatory bodies (IBM, 2003). When
the activities are outside the legislated scope of nursing practice, nurses require additional
regulatory authority. While the jurisdictional laws provide guidance on functions and activities
that constitute the scope of nursing practice, as previously identified, it has been found that no
consistent definition of PHCNP scope of practice across Canada (Jardali, 2003; IBM, 2003).
In regards to the regulatory component, there are many laws in Canada that require PHCNPs to
practice in “collaboration” with physicians, but do not clearly delineate what this term means.
One study (IBM, 2003) suggested that regulatory variations across jurisdictions create more
confusion about what independent practice by PHCNPs means and leads to questions about
whether, in fact, PHCNPs should practice autonomously. According to the Canadian Medical
Protective Association (IBM, 2003), physicians, as a result of the regulatory variation and the
different interpretations of the term “collaboration” are uncertain about what it means to practise
collaboratively. A clear definition of the PHCNP role and a clear understanding of the terms of a
collaborative agreement between PHCNPs and physicians are required.
Competent practice is also determined by regulation (IBM, 2003). Due to the fact that there is no
national regulatory framework currently in existence in Canada, Jardali (2003) suggested that
physicians would face challenges in the verification of competency levels when they receive
referrals from PHCNPs. It is suggested that a national licensing exam for PHCNPs may help to
enhance the credibility of the PHCNP role.
4.4 Population Health Related to Health Human Resource Planning and Modeling
There are more than 30 regulated health professions in this country, and their roles, while often
perceived to be unique, often overlap (Commission on the Future of Health Care in Canada in
Tomblin Murphy & O’Brien-Pallas, 2002). Changing scopes of practice based on the needs of
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the population is a challenge as there are tensions between and among health professions that are
complicated by factors such as union contract and issues of self-regulation (Tomblin Murphy &
O’Brien-Pallas, 2002).
In their discussion paper presented to the Commission on Health Care Reform in 2002, Tomblin
Murphy & O’Brien Pallas advocate an approach to health human resource planning that begins
by examining the dynamic nature of population health needs. Population characteristics related
to health levels and risks reflect the varied characteristics of individuals in the population that
create the demand for curative and preventative health services. As these researchers indicate,
consideration must be given to individuals’ responses to their environment, the economy and the
accessibility and quality of their health care system (Tomblin Murphy & O’Brien-Pallas, 2002).
The health human resource planning process must be driven by outcomes; these outcomes of
interest are related to the system, providers, and the health of Canadians.
As indicated earlier in this paper, HHR planning has been supply-driven in general with scant
attention given to demand factors and needs of the population. Demand factors are varied and
may impact on the future demand for health resources (Tomblin Murphy & O’Brien-Pallas,
2002). A comprehensive HHR planning model, such as the conceptual framework developed by
O’Brien-Pallas et al. (2001), will be needed to address as many of these factors as possible.
PHCNPs, as part of a collaborative practice team, deliver comprehensive, primary health care to
meet the needs of a particular practice population, through the effective application of knowledge
and skills (Way et al., 2001). PHCNPs make contributions to both population and individual
health promotion through their unique knowledge and skills. Based on the review of the
literature, a common emphasis in the primary health care initiative reports is the goal of
increasing access to primary health care through the integration of PHCNPs into collaborative
practice (Way et al., 2001). Based on the PHCNP’s role in approaching primary health care from
a population health perspective, the role of population health will be a key driver in the planning
for the supply and distribution of PHCNPs in Canada. There is a need to evaluate the impact of
the role of PHCNPs on population health outcomes, an area where there is presently very little
evidence to date.
4.5 Productivity
Productivity indicators provide an understanding of the efficiency of PHCNPs in the delivery of
services. There is evidence, both nationally and internationally that the PHCNP role has the
potential to significantly contribute to the resolution of current health care issues through the
provision of quality patient care and the reduction of costs (Kinnersley et al., 2000; Mundinger et
al., 2000; Shum et al., 2000; Mundinger, 1994; Feldman et al., in CNA, 2003). It has been
reported on numerous occasions that care provided by PHCNPs, in comparison to care provided
by general/family physicians can result in comparable health outcomes and that patients are more
satisfied with the care provided by PHCNPs (Laurant et al., 2004). Furthermore, research
reinforces that PHCNPs enhances the public’s access to quality care at cost savings to the system
(Mundinger, 1994; Mundinger et al., 2000; Kinnersley et al., 2000; Shum et al., 2000). In a study
carried out by the Council of Ontario Universities in 1985, it was estimated that 40 to 90 % of
primary care physician visits could be handled by PHCNPs (Way in CNA, 2002). Similarly,
research carried out in the United States also reported that PHCNPs carry workloads consisting
of 80 – 90% of the workloads of primary care physicians, without the need for consultation or
referral (Hummel & Pirzada, 1994). To examine issues of productivity related to PHCNPs, it is
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important to have comparable, consistent data of good quality related to the supply of PHCNPs
in Canada.
4.6 Distribution
This key factor examines the distribution of PHCNPs based on both the geographical setting and
the sector of health care. It is well documented that the majority of PHCNPS in Ontario chose to
practice in primary health care settings. In a study by Sidani et al. (2000), it was reported that
73% of the 227 NPs certified by the CNO as Extended Class chose to work in primary care
settings, 90% were working in either community health centres or physician practices, while
10% were working in outpost settings. In Ontario, Community Health Centres are typically
established in medically under serviced areas in rural communities or inner city urban areas
(IBM, 2003). Community Health Centres provide a comprehensive range of health care, health
education, community development and social services. These communities have high-risk
populations which do not have ready access to primary care services. As of 2000, there were
approximately 55 Community Health Centres in operation across Ontario (IBM, 2003).
Understanding where and how PHCNPs work is a challenge related to variety of factors,
including a lack of data. It is estimated that as many as one-third of PHCNPs are employed in
activities other than patient care as a result of their advanced education. They are recruited to
roles in management, research, education, and consulting. Approximately 85% of PHCNPs in the
United States are providing primary care (Hooker & Berlin, 2002) with many of these providing
care in rural and/or under serviced areas. It was also cited that approximately 21% of physicians
in the United States are working with PHCNPs. There is a need to recognize, value, and utilize
PHCNPs and other health care providers to create and sustain a collaborative health care work
force designed to meets the needs of the populations that they serve.
4.7 Funding
According to Birch et al. (2004), financial indicators relevant to health human resource planning
include: 1) expenditure on each provider group by source; 2) size of jurisdictional economy;
3) Ministry of Health expenditure on health care by program; 4) Ministry of Health expenditure
on providers by type of provider for each program; 5) salaries/average earnings per provider by
type of provider and program/sector; 6) average household disposable income; 7) prevalence of
private insurance coverage; and 8) expenditure of workers compensation boards or equivalent.
In terms of funding models for PHCNPs, they are compensated through a number of different
mechanisms. The CNA (2002) outlined five approaches to compensation for PHCNP services.
1. Budget/request-based funding specifies the cost of delivering services. The advantages of
this approach are that it is built on administrative and historical information. Also, it
focuses on group services to highlight roles of nurse practitioners and other professionals.
The disadvantages of this approach are that this approach is not tied to the health status of
the population being served; additionally, outcomes are not captured and linked to a
particular profession.
2. Utilization-based approaches allocate funding according to past use of particular services.
The advantages of this approach are that the data is available, and there is comparability
among regions. The disadvantages of this approach is that it is not linked to assessment of
health needs; it is also difficult to introduce new services.
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3. In capitation/population-based approaches, funding is allocated for health services based
on population demographics. Advantages to this approach are that it groups services and
providers, and encourages appropriate health human resource use. The main disadvantage
is that administration is complex.
4. Need-based approaches allocate funding among provider agencies based on assessment
of relative health status and outcomes of populations served. The significant advantage is
that this approach targets resources and services to maximize population health. The main
disadvantage of this approach is the absence of data.
5. The fee for service approach is described as direct billing to a client’s health
insurance plan for insured health services. Although it does promote focus on the volume
of interventions, it is not recommended as it distracts from the comprehensive, case
management care of NPs (CNA, 2002).
In Nova Scotia, the government has provided the funding to pay the salaries of several PHCNPs
who have participated in pilot initiatives in selected sites through the Nova Scotia Primary
Health Care Nurse Practitioner project (Martin-Meisner, 2004). It is reported that in Ontario,
services provided by PHCNPs are not insured benefits under provincial health insurance plans
(IBM, 2003). In Ontario, physicians cannot claim for services if they have been assigned or
delegated to work with a PHCNP. However they can claim for common office procedures that
have historically been delegated to an RN in a physician’s private office. In these circumstances,
the PHCNP must be an employee of the physician (IBM, 2003). Two major studies in Canada
have also recommended that new funding methods be implemented for physicians so that they
will be adequately compensated for working with a PHCNP, as many speculate that this funding
issue has posed significant problems in integrating the PHCNP role into primary health care
settings (Way et al., 2001; Advisory Committee on Health Delivery and Human Resources,
2001). In the United States, NPs are able to bill at 85% of the physician rate when they
collaborate with physicians.
In Canada there is currently no public policy to support a strategy for funding NP services over
the long term (CNA, 2003). As previously identified, there is also considerable variation in
remuneration and funding models for PHCNP practice throughout the country. Funding models
must reflect the varied responsibilities and legal liabilities of the role of the nurse practitioner
(CNA, 2002).
Financial competition, especially within the fee-for-service environment and concerns regarding
job security has been outlined as barriers to effective collaborative relationships. In Ontario, 31%
percent of NPs identified “limitations of funding” as a barrier to the integration of their role in
primary health care (IBM, 2003). Further, 46% of physicians working with NP have agreed that
inadequate funding for NP salary is a barrier to integration (IBM, 2003). Almost one-third of
NPs identified lack of remuneration as the most negative aspect of their role (IBM, 2003). In
regards to funding the integration of NPs into primary care in Ontario, key issues were outlined.
These issues included: inequity of salaries for NPs across the province for similar Ministry of
Health and Long Term Care (MOHLTC) positions; requirement for NPs to pay additional funds
other than those from MOHLTC for overhead and other operating expenses; lack of yearly cost
of living or other adjustments; lack of incentives and relocation costs to recruit NPs to under
serviced areas; and new NP positions funded at a different level than the current positions (IBM,
2003). These issues will need to be addressed by governments across Canada if they are indeed
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serious about recruiting and retaining NP’s into primary health care.
In terms of funding for health human resource modeling and data requirements, the funding
factor provides an economic context for health human resource decisions and involves the
estimation of the future size of the economy from which PHCNPs will be funded (Tomblin
Murphy et al., 2004). Funding also incorporates questions about financing health human resource
modeling initiatives and the data requirements needed to produce meaningful planning outcomes.
There must be a significant investment in creating and maintaining readily accessible data bases
that allow planners to compare differences between and across jurisdictions, to understand the
needs, and to determine whether the system is working in effective and efficient ways to meet
those needs (Tomblin Murphy & O’Brien-Pallas, 2002). Governments will need to determine
their capacity and political willingness to engage in the funding of such databases, and to see it
as a long-term investment.
4.8

Management, Organization & Delivery of Services

Management and organizational characteristics influence the amount and quality of care
provided, provider health and satisfaction, and costs associated with the delivery of services
(Tomblin Murphy et al., 2004). It is known that currently the PHCNP role has already been, or
soon will be, legislated in all 10 provinces and two territories (MacDonald et al., 2004).
However, there is very little literature that describes the various practice models. Practice
models, however, are described as either being either independent (autonomous) or collaborative
(IBM, 2003). Under the autonomous practice model, PHCNPs practice autonomously within
their defined scope, consult with the physician when necessary and do not provide substitution
for medical care. However, there are times when PHCNPs replace physician services in rural,
remote and under-serviced areas. In these circumstances, funds must be transferred from
physician compensation mechanisms to alternative compensation arrangements.
Collaborative practice, on the other hand, has been defined as an inter-professional process for
communication and decision making that enables the separate and shared knowledge and skills
of care providers to synergistically influence the client/patient care provided (Way et al., 2000).
Some Canadian literature suggests that the preferred practice method is that of a collaborative
practice model (Way et al., 2000; Advisory Committee on Health Delivery and Human
Resources, 2001). Furthermore, Way et al. (2000) found that the required elements for a
successful collaborative practice include: responsibility and accountability; coordination;
communication,; cooperation; assertiveness; autonomy; and mutual trust and respect. Regarding
the role and functions of the collaborative practice partners, Way et al., (2000) concluded that it
is necessary to identify the needs of the practice population and the specifics of the practice
setting. Based on that assessment, she suggests that clear decisions regarding the services that
need to be offered by the groups be made, along with decisions about the services to be offered
by individual health care providers. Arrangements within collaborative practices vary based upon
the practice structure and other behavioral elements. Jones and Way have constructed PHCNPphysician dyad guidelines to support the ability for providers to recognize and respect the others’
efforts to integrate their situation into responsible patient care, and to build mutuality of concern
(IBM, 2003).
HHR planning for PHCNPs for rural, remote or under-serviced areas of the country needs to be
undertaken and must consider the development of formal funding mechanisms to support
PHCNP-physician collaboration. Similarly HHR plans are necessary to increase the number of
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Aboriginal nurses practicing in Canada. Consistent with the First Ministers’ Health Accord
(2004), jurisdictional and federal governments are committed to PHCNPs playing a major role in
primary health care to enhance access to health services in rural and remote communities.
4.9

Resource Deployment and Utilization

Utilization reflects the nature and type of resources utilized by the population to meet health
needs. The efficiency and effectiveness of service delivery depends greatly on the efficient and
effective deployment of and use of personnel (Tomblin Murphy et al., 2004). Decisions made
about the deployment and use of personnel across all sectors of the system influences access to
services and utilization by the population and outcomes (O’Brien-Pallas, 2002).
As the aforementioned section describes, there are various delivery models in which PHCNPS
can practise. In one survey conducted with 44 sites participating, it was found that RNs working
in advanced practice roles provided a wide array of services under similar, as well as disparate
collaborative practice arrangements (Advisory Committee on Health Delivery and Human
Resources, 2001). Despite observed variations, the norm was for nurses and physicians, as well
as other health professionals to engage in an interactive process of joint decision-making and
problem solving based on mutual respect and appreciation for each other’s knowledge, skills and
abilities. In many models PHCNPs invariably work collaboratively with at least one general/
family practitioner, one or more other nurses, and sometimes with other allied health care
providers. A multidisciplinary approach is often apparent when PHCNPS are working in larger
community health centers or clinics in which other health providers are deployed. In this type of
model, the deployment of PHCNPs is ideally based on the needs of the population and of the
community at large. The evidence has demonstrated over and over that PHCNPs influence both
system and health outcomes. In addition, PHCNPs make valuable contributions when deployed
in institutional settings provided that they are given both freedom and the resources to practice
within a primary health care framework. These institutional based settings could include: longterm care centres; ambulatory care or preventative service clinics in acute care settings;
community health clinics; and family clinics.
In considering the deployment of PHCNPs it is necessary to examine the level of autonomy
PHCNPS possess and how the frameworks and practice models impact on autonomy. According
to the CNA (2003), PHCNPs work both autonomously and collaboratively with other health care
providers. However, the trend in the United States is towards NP as independent practitioners,
which has introduced concerns about the capabilities of NPs in engaging in care independent of
physician involvement or collaboration (Alpert et al., 2002). The capacity of PHCNPs to work to
their full scope of practice must also be a consideration in planning for health care services. In
Ontario, some PHCNPs have the authority to practice independently from a physician, and to
operate their own practices (College of Nurses of Ontario in CHSRF, 2002). In provinces such as
Nova Scotia there are more rigid and specific requirements for consultations, prescribing
authority and ordering diagnostic tests.

4.10 System and Health Outcomes
This factor includes the costs associated with the resources dedicated to health services
(O’Brien-Pallas, 2002; Tomblin Murphy et al., 2004). There is already ample evidence both
nationally and internationally regarding the impact of the PHCNP role on health system
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outcomes. It has been demonstrated that PHCNPs provide quality care and are a cost-efficient
way to deliver services (Mundinger et al., 2000; Venning et al., 2000; Kinnersley et al., 2000;
Horrocks et al., 2002). There is a need, however, to further develop evaluation mechanisms and
processes to measure this dimension in terms of broader outcomes related to overall population
health. However, studies have consistently demonstrated that advanced practice nursing results
in enhanced health outcomes such as reduced rates of smoking and alcohol use (Green &
Simons-Morton, 1984), shorter hospital stays (Brooten et al., 1989; Cohen, 1991; Ethridge, 1991;
Ethridge & Lamb, 1999; Lamb & Huggins, 1990; Marchette & Holloman, 1986; McKenzie,
1989; Naylor, 1990), decreased hospital admissions, and more appropriate office visits (Prescott,
1993; Shamian & Chalmers, 1996). It has also been shown that better health outcomes occur
when the advanced practice nurse and physician work together (Schultz et al., 1997). Such
nursing interventions enable patients to maintain their health and thus reduce the costs associated
with more expensive medical and emergency services (Brown, 1984; Denton et al., 1993). More
recently, a systematic review of whether NPs working in primary health care can provide care
equivalent to physicians concluded that increasing the availability of NPs in primary health care
is likely to lead to high levels of patient satisfaction and high quality care (Horrocks et al., 2002).
Clinical and research data support the positive effects of expanded nursing practice in general
(Brown & Grimes; Chambers & West; Spitzer et al.; Feldman, et al., & Revely, in Advisory
Committee on Health Delivery and Human Resources, 2001) and research clearly and
consistently demonstrates that PHCNPs in particular can provide care that is safe, effective and
comparable to physicians in a range of situations (CHSRF, 2002). There is an ongoing need to
study the impact of the role of NPs on health and system outcomes.
4.11 Provider Outcomes
The need to monitor the nurse outcomes as the role of the PHCNP becomes further integrated in
the health system must continue to be a priority. Studying the impact of the role on the provider
outcomes such as nurse satisfaction, levels of burnout, and levels of productivity is critical.
4.12 Other Factors
Ongoing study of the contextual, political, economic, and technological and social factors
influencing HHR planning for PHCNPs needs to be an ongoing process in HHR. Presently
political and social factors, as opposed to the changing needs of the population seem to be
influencing HHR planning for NPs.
In addition to the changing needs of the population, HHR planning decisions for PHCNPs must
take into consideration the power and the role of physician groups in influencing decisions
regarding the supply and scope of practice of PHCNPs; the impact of increasing the role of
PHCNPs on health expenditures; whether technology will impact on the work of PHCNPs; and,
what role is played by socioeconomic factors of populations in various regions in planning for
and implementation of NPs.

5. Synthesis and Summary of Findings
There is an abundance of quality evidence beginning in 1970 that clearly demonstrates the
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positive impact of PHCNPs on both system and health outcomes. Research consistently
demonstrates that PHCNPs can provide care that is safe, effective and comparable to physicians
in a wide range of situations and circumstances (CHSRF, 2002). Most of the literature pertaining
to HHR planning for PHCNPs in located in the grey literature as opposed to the empirical
literature. It is apparent that jurisdictional, regional, national, and international governments and
policy makers are interested in making PHCNPs a key part of the reform process as primary
health care systems continue to transform and reform. Overall, the literature appraised for this
report emphasizes both the commitment and notion that the PHCNP role may be part of the
solution to resolve some of the most prevalent current health care delivery issues including
access, wait times, efficiency and effectiveness of systems, and costs.
As comprehensively outlined in the complementary paper on recruitment and retention of
PHCNPs, it is apparent that both NPs and the physicians with whom they collaborate have
identified several barriers and facilitators to engaging in collaborative practice. Remuneration
issues, clarity of scope of practice and a lack of understanding about the definition and nature of
collaborative practice have all presented barriers to the efficient deployment of PHCNP human
resources into the health care system.
Current health human resource planning practices, including the approaches that have attempted
to determine the appropriate number and deployments of PHCNPs, tend to be intermittent, based
on incorrect assumptions, focusing on single disciplines, and are often not linked to appropriate
analytical models (O’Brien-Pallas, 2002; Tomblin Murphy & O’Brien-Pallas, 2002). The
reliance on supply and utilization approaches and lack of conceptual frameworks and analytical
models has led to the continual cycle of shortages and surpluses in health care human resources
witnessed by Canadian jurisdictions and other countries.
Health human resource planning for PHCNPs in most Canadian jurisdictions and countries is
limited by data availability, data quality, and timeliness of data collection. HHR planning has
traditionally been based on supply and past service utilization. It has been argued that
governments have used these methods for HHR planning due to the fact that data for these
approaches is more easily accessed and they are less costly to implement. However, it appears
that there are major gaps in all data related to PHCNPs; this is a concern as communities,
governments, health services researchers, professional associations, and unions move forward
with HHR planning exercises that are outcome-driven and based on the needs of populations.
Furthermore, even supply data on PHCNPs is limited and this concern is well articulated in the
literature.
One of the key challenges for PHCNP planning is the immediate need for information and
evidence to support NP HHR-related policy. Most of the data available pertaining to PHCNPs is
self-reported and is accessed through either nursing registries and/or from the Canadian
Community Health Survey (CCHS) Supplemental Health Services Access Survey (2002). Grey
literature consistently emphasized that data must be adequately resourced, with both human and
financialresources, so that the reliability, comparability, and comprehensiveness of HHR related
data are enhanced. Governments, researchers, and health services executives often presume that
the data which form the basis of resource planning are currently available and of good quality.
Regrettably, there is very little data that pertains to PHCNPs. Presently an examination of the
gaps in data in all Canadian jurisdictions is being carried out by the CNA (2004) as part of the
Canadian Primary NP Initiative funded through the Primary Health Care Transition Fund.
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Needs-based approaches, in which resource requirements are based on estimated population
health needs, create greater data demands than those required for supply/utilization-based
planning (O’Brien-Pallas et al, 2001; Tomblin Murphy & O’Brien Pallas, 2002). The
requirement to link to outcomes to the deployment and utilization of resources will create even
greater data challenges. To plan services for PHCNPs and/or to model human resources
requirements without data of satisfactory quality will only continue to lead to unreliable
estimates of future human resource needs and flawed service planning models (O’Brien-Pallas
2002). HHR planning models based on the health needs of the population provide more
meaningful information regarding the effective deployment of human resources. To build a
workforce that is designed to meet the health needs of our communities means that HHR
planning must be predicated on comprehensive information that promotes sufficient numbers of
relevant health providers who can work together in ways that maximize health outcomes
(Tomblin Murphy & O’Brien-Pallas, 2002).

6. Overall Conclusion
The purpose of this project was to review, synthesize and analyze current literature on Health
Human Resource planning related to PHCNP practice to inform recommendations to effectively
carry out HHR planning and management for PHCNPs in Canada. Findings from both the grey
and empirical literature from Canadian jurisdictional and federal governments, professional
associations, and unions and were appraised guided by a HHR Conceptual Framework. It is
evident from the literature that there has been minimal planning for the education, employment
and deployment of PHCNPs internationally and in the various jurisdictions in Canada.
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Appendix A: Table 1
Comparison of Provincial and Territorial Issues related to Nurse Practitioners
Province

British Columbia
Registered Nurse
(RN). Unofficial use
of the title Nurse
Practitioner (NP) in
Community Health
Centres.

Legislation

May 2005

Regulation

Presently in draft

Scope of
Practice

Education

Independent NP
practice similar to
that provided by
family practitioners

Master’s of Nursing
or PLAR (Prior
Learning
Assessment &
Recognition) process

More reserved acts
than anywhere in the
country

Professional
development
through the
Professional and
Organizational
Development,
Evidence and
Evaluation strategy
funded by the Health
Transition fund

Practice
Models

Liability

Variety, although
NPs not integrated
into the system yet.
It is anticipated
there will be
interdisciplinary
models of care.
Use of Nurse First
Call since 1998

RNABC not
member of
CNPS. Have
own Captive
Insurance
Corporation
coverage

30 spaces per year at
UVic & UBC
15 seats at UNBC
program in
development

Compensation

Incentives/

Distribution

(salaries,
benefits,funding
models)

discentives

(urban vs
rural)

No unionized
agreement negotiated
at present.

Lot of policy
and recruit and
retention efforts
focused on rural
physicians

Difficult
geography and
widely
dispersed
populations

Uncertain of current
salaries

(58 million).

In 2001 the
Ministry of
Education
funding ($1.32
million) for –
loanforgiveness
program for
new graduates
for underserviced areas
of the province

Investment in
telehealth

3 priorities for NP
education are PHC,
geriatrics, mental
health

Educational funding
has been equally
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Province

Legislation

Regulation

Scope of
Practice

Education

Practice
Models

Liability

Employed by
Regional Health
Authority or
Provincial Health
Board

CNPSoccurrence-based
and tail coverage

Most work in
Physician/Nurse

CNPS
occurrence-based

Compensation

Incentives/

Distribution

(salaries,
benefits,funding
models)

discentives

(urban vs
rural)

Legislation does not
currently support
unionization.

PHC pilot
projects have
short-term
project funding
and presents
challenges in
evaluating
outcomes,
recruiting
positions and
attaining and
maintaining
buy-in from
stakeholders
(Advancing
Primary Health
Care in Alberta)

Large rural
populations &

distributed across
communities to
cover the cost of
travel for remote
communities

Alberta
RN - EP (Expanded
Practice) officially,
but usually called
Community Nurse
Practitioners.

1999 under the
Health
Professions
Act, amended
in 2002 under
the NP
Regulations of
the Public
Health
Amendment
Act

To be an NP must
have:
4,500 hrs RN
experience,
completed a
baccalaureate in
nursing, completed an
approved NP program
(Masters level)

Beyond the RN scope
of practice, the NP
scope of practice
includes: diagnosing
medical conditions,
ordering and
interpreting
diagnostic tests and
prescribing
medications

Master’s prepared

(The Nurse
Practitioner, Capital
Health, March 2004)

Employer should
have primary
insurance
program

The Extended
Practice Roster
Regulation governs
registered nurses in

aboriginal
communities
therefore NP
will address
access issues

extended/expanded
roles.
AARN has developed
competencies and
guidelines to
govern nurses
providing extended
health services.

Saskatchewan

Registered
Nurses Act

4500 hrs as RN &
completion NP

Approved NP
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Nurses covered in
Collective

Large rural
populations &
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Province

Manitoba
Extended Practice

Legislation

Scope of
Practice

Education

1988,
Amended to
RN Act in
2000 for NPs.

program approved by
SRNA council.

program

Government
approved
legislation in
May 2004

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

Registered
Nurses Act &
the Registered
Nurses
Regulations,
2001

Extended
Practice
Regulation
anticipated to
be passed by
end of 2004

Regulation

Under the new
legislation, regulations
will be developed for
required competencies
in
extended/expanded
nursing practice.
CRNM has
established standards
of practice

RN
Complete a program
of nursing education
in advanced practice
approved by the
CRNM board

Practice
Models

Liability

Practitioner
Partnership

and tail coverage

Compensation

Incentives/

Distribution

(salaries,
benefits,funding
models)

discentives

(urban vs
rural)

Agreement

aboriginal
communities
therefore NP
will address
access issues

Those in unionized
positions start at

Bursaries available
for NPs as a
recruitment strategy
in exchange for
return for service
agreement.

$57,857 to $69, 498

Master’s of Nursing
advanced practice
program and/or NP
certification
(Position paper on
Advanced Practice
nursing in the
WRHA, 2001)

CNPS
occurrence-based
and tail coverage

Within unionized
settings proposed
salary range is $56,
825 to $71, 833 plus
benefits (2001)

CNPS
occurrence-based
and tail coverage

Provider
compensation
funding linked to
population

Large rural
populations &
Aboriginal
communities
therefore NP
will address
access issues

which apply to all
practicing registered
nurses in the province
regardless of their
roles
or practice settings.

OntarioRN- EC (Extended
Class) and other
titles, such as Nurse
Practitioner, used by
employing

Registered
Nurses Act,
1991 with
amendments

Legislated scope of
practice is relative to
primary care
functions only. These
controlled
acts are to be
performed by RNs
with an extended
class designation.

Formal education via
an approved NP
program

Education funding

Collaborative
practice
arrangements with
physicians

NPs to play a key
role in new Family
Health Teams ( to
be implemented in
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If not member of
RNAO not
covered by CNPS
(accounts for

Separate salary grid.
Negotiated at local

1999 document
appropriate
compensation,
continuing
education, work
life issues and
quality of life
indicators—
committed to

The community
sector has the
largest
percentage of
RN-ECs
64.9%
(CNO
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Province

Legislation

Regulation

Scope of
Practice

organizations.
598 RN-EC
registered with CNO

Education

through the RNAO
such as the Nursing
Education Initiative
and the Permanent
Education Fund.

More funding
allocated from the
Ontario government
so that the number of
seats would double
from 75 to 150 for
the COUPN program

Practice
Models

Liability

March 2005).

Commitment to
collaborative teams
includes Primary
care physicians and
NPs as the core
(1999)

NPAO in Action,
Volume 14, Issue 3

Health Canada
announced 1.5
million to be
administered by
COUPN to support
continuing education
programs for NPs

Compensation

Incentives/

Distribution

(salaries,
benefits,funding
models)

discentives

(urban vs
rural)

~5% of NPs)

agreement - $80,000
- $90,000

strategies aimed
at

NP agreements in
Ontario require
7$million
coverage, 5$
million comes
from CNPS if
RNAO member

Two groups:

Membership
stats report,
2004).

Primary Nurse
Practitioner and
Acute Nurse
Practitioners

Nurse Practitioners
in Hospital not
funded by Ministry
so if Nurse
Practitioner hired are
taken out of general
nursing budget.

15% of the
population live
in rural
communities
and are served
by less than 8%
of physicians.

3 million/year
from NP
Demonstration
project to
support
collaborative
practice in
underserviced
communities

Ontario is creating
300 Primary care NP
positions in rural and
under-serviced areas
to increase access.

Ontario government
commitment to

Additional 1.7

HEALTH HUMAN RESOURCE PLANNING / MODELING ACTIVITIES FOR PRIMARY HEALTH CARE NURSE PRACTITIONERS

47

Province

Legislation

Regulation

Scope of
Practice

Education

Practice
Models

Liability

Compensation

Incentives/

Distribution

(salaries,
benefits,funding
models)

discentives

(urban vs
rural)

million annually
from MOHLC which
offers an NP
program through
COUPN

Quebec
RN
(infirmiere/infirmier).

New Brunswick
NP

Looking at
adopting
umbrella
legislation
(Bill 90) for
health
professionals
to expand the
scope of
practice of
each
profession &
encourage
collaborative
practice.

Recently released a
report to government
PQ suggesting how
category of NP be
established to
accommodate broad
scope of responsibility
and services that the
northern and isolated
nurses provide (2004).

May 2002

At this time only
primary health care
NPs are eligible for
registration/licensure

Have mandatory
commercial
coverage through
Order of Nurses
of Quebec

95 more nursing
seats to be added; 40
more NP positions;
at least four more
collaborative
practice primary
health care clinics to
be added

Move towards
community-based,
collaborative
primary health care
delivery models

CNPS
occurrence-based
and tail coverage

As per Collective
Agreement.
$ 74, 470 to 83, 460
by July 2007

Master’s level at
UNB and Université
de Moncton

Education subsidy
program for student
NPs to cover tuition
and book costs
however must stay
in NB to practice
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Province

Nova Scotia
Primary Care Nurse
Practitioner

Now have 22
registered NPs

Legislation

Registered
Nurses
Regulations,
2002

Regulation

Diagnostic and
Therapeutics
Committee establish
and authorize practice
schedules for NPs

NS has put
forward a
propose for
legislation
change to
introduce
omnibus/

Scope of
Practice

Education

Defined by delegation
of medical functions
under guidelines
negotiated by the
College of Physicians
and Surgeons of NS
and the CRNNS

Approved advanced
nursing education
for PHC NPs

Practice
Models

Liability

Collaboration with
physicians is
mandated in
legislation

CNPS
occurrence-based
and tail coverage

one year post
baccalaureate
program

two year post
diploma program

Physicians
require proof of
adequate
coverage before
collaborative
practice
agreement signed

Compensation

Incentives/

Distribution

(salaries,
benefits,funding
models)

discentives

(urban vs
rural)

Not yet negotiated just been assigned to
our union. Not sure
what salaries or
benefits are at this
time. Each Nurse
Practitioner up until
now negotiated
his/her own salary.

Of the 22 NPs
in NS 11 work
in rural areas.
There are
currently 3
unfilled
positions

umbrella
legislation via
a regulated
health
professions act

PEI

Dec. 16, 2004
Bill #13
Amendment to
Registered
Nurses Act.

One of three nurse
practitioners working
a pilot project in
O’Leary.
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CNPS
occurrence-based
and tail coverage

As per the Collective
Agreement RN Level
3.
Starting at $49, 101
to $60, 411
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Province

Nunavut
NWT
Community Health
Nurse but also
referred to as
Primary Health
Care Nurse
Practitioner.

Legislation

Regulation

Scope of
Practice

Education

June 2002 Bill
8 amendment
to the Nursing
and Pharmacy
Act with a
separate
register for
NPs and
registration for
NPs who are
parties in
collaborative
practice

Community Nurse
Practitioner.

Newfoundland and
Labrador
NP and Regional
Nurse.

New Health
Professions
Act in 2003

1998 NP Act
with a number
of
amendments
each
subsequent
year. Last
amendment
2004

Liability

Integrated Service
Delivery models
focusing on
collaborative
approach

CNPS
occurrence-based
and tail coverage

Compensation

Incentives/

Distribution

(salaries,
benefits,funding
models)

discentives

(urban vs
rural)

Challenges:

80% of health
care has been
provided by
nurses in the
last fifty years
with the point
of care at the
community
health centers
in isolated
communities.

Funding
Supporting care
providers in
their work

Primary
Community Care
Task Teams:

Interest in
expanding and
clarifying the
role of the NP

Client/family
centered care

Needs based

Amended in
2003

Yukon

Practice
Models

Broad definition of
nursing practice. No
separate regulations
for nurses working in
expanded roles

Employers have
adopted the MSB
Scope o practice
guidelines for
community health
nurses

Employers accept a
variety of education
options

1999 first NP grads
from Centre for
Nursing Studies.

One year certificate
available to all
nurses with at least 3
years experience

Incentive for
nurses to attain
advanced
education as
NPs

CNPS
occurrence-based
and tail coverage

Collaborative
practice
arrangements with
physicians.

The NP may refer
patients to
specialist
physicians if GP
not available and
billing at same
amount as if
referred by GP
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CNPSoccurrencebased and tail
coverage

In collective
agreement.

Very large,
rural province

Starting at $49, 335
to $63, 375. Recent
comments suggest
we do not have
sufficient positions
for the number we
are graduating.

There are no
consistent
standards to
ensure
populations in
rural areas
receive primary
health care.
Highly
dispersed
populations
many of which
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Province

Legislation

Regulation

Scope of
Practice

Education

Practice
Models

Liability

Compensation

Incentives/

Distribution

(salaries,
benefits,funding
models)

discentives

(urban vs
rural)
are Aboriginal
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