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The Value of Nurse Practitioner Roles in Interprofessional 
Practice 

Presenter: Dr. Tina Hurlock-Chorostecki, LHSC/University of Western Ontario 
Co-Authors: Dr. M. van Soeren, Dr. S. Reeves, Dr. K. MacMillan, Dr. S. Sidani, Dr. F. Donald 
 
Background:  
Interprofessional care is accepted globally as a strategy to enhance high quality, seamless, 
cost-effective healthcare. As healthcare professionals begin to work interprofessionally, 
rather than in silos of care, interactions improve, duplication of work is reduced, 
satisfaction is enhanced, and clinical outcomes improve. While it is known that key 
elements necessary to deliver interprofessional care include respectful professional 
relationships, clear role understanding, shared decision-making, and interdependent care 
delivery activities, there is not a clear understanding of whether health professionals are 
engaging in these activities in providing care to patients. Nurse practitioners employed in 
acute hospital and long term care settings are centrally positioned within groups of 
professionals. While nurse practitioners are increasingly employed in acute and long-term 
care settings, there is not a clear understanding of how they enact interprofessional care. 
 
Objectives:  
The aim of this study was to foster greater understanding of nurse practitioner practices 
that contribute to interprofessional care. The objectives were to 1) explore the day to day 
practice of nurse practitioners working in acute hospital and long term care settings from 
the perspectives of the nurse practitioner, healthcare professionals who work closely wih a 
nurse practitioner, and observing nurse practitioners in their everyday practice. 2) 
consider the value and impact nurse practitioner practitioner has on interprofessional 
collaboration and care. 
 
Methods:  
A mixed methods approach was used for the study. A self-assessment tool was designed to 
describe activities of interprofessional care. The tool was validated for use with nurse 
practitioners. An ethnographic approach was employed to gather in-depth interviews and 
observations through listening to healthcare professional accounts of nurse practitioner 
practice and observing nurse practitioner interactions in their everyday practice. 
 
 
 



Findings: 
The self-assessment tool identified that 50% of nurse practitioners identify they enact all 
essential elements of interprofessional care although the frequency of performing varied. 
Heathcare professionals interviewed described the nurse practitioners as engaging in most 
aspects of interprofessional care and felt this enhanced timely and safe care provision. 
Observations of nurse practitioner highlighted a complex process of communication and 
coordination of interdependent interprofessional activities that augmented 
interprofessional collaboration and care. 
 
Conclusion:  
Nurse practitioners employed in acute hospital and long term care settings are augmenting 
interprofessional collaboaration that results in interprofessional care. These nurse 
practitioners are playing an integral role in enabling interprofessional collaboration 
through improved communication within the healthcare team and with patients. In 
addition the nurse practitioners play a pivotal role in coordinating complex interdependent 
activities that support medical error reduction, more timely care, and reduced duplication 
of care. 
 
Take Home Messages:  

1) The self assessment provided validation that nurse practitioners are engaged in 
essential elements of interprofessional care. The results are valuable for nurse 
practitioners and educators to reflect on current practice. 
 

2) Nurse practitioners integrated into acute hospital and long term care teams of 
healthcare professionals provide value that fosters interprofessional care. It is 
important for policy makers who fund these positions and healthcare decision-
makers who hire them, to know this and act in a fiscally responsible manner. 

 
3) Nurse practitioners, when appropriately integrated and enabled to full scope of 

practice, are fostering interprofessional care thus enabling quality, safe patient care 
and good working environments. 

 

Optimal Deployment of the Scopes of Practice of Nursing: 
Levers for Policymakers 

Presenter: Dr. Johanne Déry, 
Co-Authors: Justine Giosa, Danielle Bender, Sandra Tudge, Wendy Gifford 
 
Background:  
The optimal deployment of the scope of nursing practice, which reflects the 
implementation of the professional role, is essential for accessibility, continuity, quality and 
the safety of care, including care for children and their families. Now it seems that nurses 
have difficulty in fully deploy their scope of practice, which could also affect job 
satisfaction, a major challenge for staff retention in health care organizations. 



Objectives:  
Present the results of a doctoral study aimed to measure the SPN, its determinants and its 
influence on job satisfaction. 
 
Methods:  
Frame of reference: Original model who’s build on the theory of job characteristics, the 
voltage-independence model, the theory of the role and the recent work of D'Amour et al. 
(2012) specific to the SPN. It puts in relation work characteristics and individual 
characteristics of potential influence on the deployment of the SPN. Methodology: Quote 
descriptive correlational. A questionnaire survey of nurses (N = 544, response rate 85%) of 
a university pediatric hospital in Quebec was performed. Associations between variables 
were examined using bivariate and multivariate structural equation model. 
 
Findings: 
Analyzes show a good agreement of the model developed. The model explains 32.5% of the 
variance of the scope of nursing practice and 11.3% of the variance in satisfaction 
professional. The results show a non-optimal deployment of the scope of nursing practice 
(3.21 / 6; É.T = 707). Significantly variables associated with the deployment of the scope of 
nursing practice include: decision latitude, role ambiguity (β = 297; p 
 
Conclusion:  
This study breaks new ground by presenting a reference model that has the potential to 
generate significant nursing knowledge related to the optimal deployment of the scope of 
nursing practice. Building on this innovative model, the results reveal the characteristics of 
the work on which it is urgent to take action to increase the deployment of the scope of 
nursing practice and the job satisfaction in the same time. 
 
Take Home Messages:  
 
1) The present study demonstrates that nurses do not seem able to fully deploy their 

scope of practice: they realize just a part of care activities for which they have training 
and skills 

2) These activities are nevertheless essential to the quality and safety of care and the 
effectiveness and efficiency of the health system, both in terms of accessibility and 
continuity of care and the achievement of a financial balance. 

3) Building on the reference model developed, policy makers have the opportunity to 
identify the levers on which they can act to optimize the deployment of the scope of 
nursing practice 

 
 
 



A Cost-Effectiveness Analysis of Low Risk Deliveries: A 
Comparison of Midwives, Family Physicians and 
Obstetricians 

Presenter: Mr. Dylan Walters 
Co-Authors: Archna Narula, Austin Nam, Jennifer Lake, Frank Martino, Peter Coyte 
 
Background:  
Childbirth represents a significant share of total healthcare expenditures in Canada. In 
2011-2012, there were over 373,000 childbirths in hospitals across the country. The 
majority of newborns are delivered by obstetrician/gynecologists (OB) (69.6%), followed 
by family physicians/general practitioners (FP) (14.6%), midwives (MW) (4.3%), nurses or 
nurse practitioners (4.7%), and other (6.8%). Systematic reviews and cohort studies have 
shown that clinical effectiveness is comparable between these three groups. However, a 
cost-effectiveness analysis (CEA) comparing the costs and outcomes of childbirths by the 
different providers could offer new information for healthcare decision-makers regarding 
the optimal management of low risk obstetrical patients in the current fiscal climate. 
 
Objectives:  
To investigate the cost-effectiveness of obstetrical care by obstetricians, family physicians 
and midwives for delivery of low risk obstetrical patients. 
 
Methods:  
Cost-effectiveness analysis from the Ministry of Health perspective using a retrospective 
cohort study. The time horizon was from hospital admission of a low risk pregnant patient 
to the discharge of the mother and infant. Costing data included human resource, 
intervention, and hospital case-mix costs. Interventions measured were induction or 
augmentation of labour with oxytocin, epidural use, forceps or vacuum delivery and 
caesarean section. The outcome measured was avoidance of transfer to a neonatal 
intensive care unit (NICU). Model results were tested using various types of sensitivity 
analyses. 
 
Findings: 
The MW strategy was the most cost-effective in the current system. These findings support 
investments in MW. 
 
Conclusion:  
Patients admitted under MW care had lower costs and better outcomes than FP and OB 
care. FP also dominated OB. The differences in cost per delivery were small, but slightly 
lower in MW ($5,108) and FP ($5,126) than in OB ($5,198). Avoidance of transfer to a NICU 
was highest for MW at 94% (95% CI: 91.0 - 97.0) compared to 90% for FP (95% CI: 88.2-
92.2) and 89% for OB (95% CI: 88.6-90.6). Overall findings were robust; the MW strategy 
was sensitive to changes in compensation and the FP strategy was sensitive to changes in 
intervention rates and costs. 



Take Home Messages:  
 

1) Cost-Effectiveness Analysis is a useful method of economic evaluation that helps to 
compare the entirety of costs and outcomes between options of treatments, 
programs, or interventions. 

2) The data at Brampton Civic Hospital shows low-risk births delivered by Midwives 
result in fewer newborn transfers to NICU.  

3) Midwives may the most cost-effective strategy for low-risk deliveries, but 
differences in cost versus Obstetricians and Family Physicians alone are minimal. 

 

Who’s Doing What in Primary Care in Ontario: Identifying 
Physicians in Comprehensive Primary Care from 
Administrative Data (Policy) 

Presenter: Ms. Susan E. Schultz, ICES 
Co-Authors: Dr. Richard H. Glazier 
 
Background:  
Primary care (PC) physician roles are many. Research into these roles has either focused on 
settings such as office versus hospital, or scope such as whether the physician does 
obstetrical deliveries. In recent years there has been a well-documented exodus of PC 
physicians from many roles outside the PC office.  Along with this there has been a move 
towards PC reform, intended to increase access to PC services but also to ensure that the 
care provided is comprehensive, that is, that it includes a broad range of services. At the 
same time, there has been a growing sense that the proportion of PC physicians who limit 
their practice to focused services such as palliative care, care of the elderly, sports medicine 
or psychotherapy is substantial, but to date it has not been quantified. 
 
Objectives:  
To develop methods for defining and identifying physicians in comprehensive PC office 
practice and focused practice using administrative data. To quantify the number and 
proportion of PC physicians in Ontario providing in comprehensive or focused practice and 
how has this changed over time. 
 
Methods:  
Using administrative databases held at ICES, including Ontario physician billings and 
various physician databases, a hierarchical algorithm was developed to determine if a 
physician was in comprehensive primary care practice, focused practice or some other 
category. Physicians who billed OHIP on fewer than 50 days during the year were 
automatically not comprehensive.  Physicians with a full-time affiliation to a patient 
enrolment model, which requires a broad scope of services, were automatically 
comprehensive. For all others, determination was based on the proportion of their services 
that were core primary care. We used an empirical approach to defining core primary care 
services. 



Findings: 
In 2010/11, 11,836 of 26,751 active physicians (44%) were part of the pool of primary 
care physicians. Of these, 7,163 or 60% were part of a patient enrolment model (PEM) and 
so were automatically considered comprehensive. Among the remainder, 1,583 (13%) 
worked fewer than 50 days, 1,306 (11%) were in focused practice, and 1,426 (12%) were 
found to be in comprehensive practice.  Three percent did not fit any category. Looking 
back over the past 20 years, the proportion of all active physicians that are in the PC pool 
has fallen from 52% to 44%.  Within the PC pool, the proportion working fewer than 50 
days per year fell from 23% to 13% between 1992/93 and 2010/11.  The proportion in 
comprehensive practice rose from 65% to 72%. The proportion of physicians in focused 
practice has been quite consistent, rising slightly from 9 to 11% over 20 years. There was 
no relationship between comprehensive practice and physician sex.  Physicians 60 years 
and older and those under age 40 were less likely to be in comprehensive practice and 
more likely to work fewer than 50 days per year. 
 
Conclusion:  
This study shows that it is possible to characterize physician practice using administrative 
data.  There is good news in that nearly three-quarters of primary care physicians are in 
comprehensive practice. Contrary to popular opinion, there is no evidence of a dramatic 
increase in the proportion of PC physicians in focused practice. 
 
Take Home Messages:  
 

1) Approximately three-quarters of primary care physicians in Ontario are providing 
comprehensive care. 
 

2) The proportion of primary care physicians who are in focused practice is quite 
stable at about 10%. 

 
3) The number of primary care physicians has been increasing at a much slower rate 

than the number of physicians overall. 
 

New Developments in Personal Support Worker Education 
in Ontario 

Presenter: Chrissy Kelly University of Ottawa and Simone Parniak, University of Ottawa 
Co-Authors: Dr. Richard H. Glazier 
 
Background:  
A Personal Support Worker (PSW) assists with a wide variety of tasks for older adults and 
people with disabilities in long-term care homes, retirement homes, and community 
settings (Kelly & Bourgeault, under review). Currently, there are approximately 90 000 
PSWs employed in Ontario alone (Ministry of Health and Long-term Care, 2011). A PSW in 
Ontario does not necessarily require formal training or examination; however, there are an 



array of PSW training programs offered in private colleges, public colleges, school boards, 
in-service training and online training. In 2013 the Ontario Ministry of Training, Colleges 
and Universities responded to a consultation conducted by the Ministry of Health and Long 
Term Care and announced a plan to develop a common educational standard for PSW 
training programs. While this standard may address the variability in available educational 
options, this study aims to explore the possible implications it will have on it working 
PSWs, current students, and employers. 
 
Objectives:  
The objectives of this study are to (a) document the process and goals of a common 
educational standard for PSWs, (b) identify possible issues and implications of the 
standardization and (c) use theoretically-informed analysis to evaluate whether the 
standard will effectively reflect and address issues of contemporary long-term care 
settings. 
 
Methods:  
These objectives are explored through two phases of qualitative research. Phase I was a 
public domain analysis of material by non-profit organizations, government press releases 
and mainstream media. Phase I was completed in January-March, 2014. Phase II, which is 
currently in progress, includes six focus group discussions with working PSWs of different 
educational backgrounds and PSW students, as well as 15 key informant interviews with 
instructors in the PSW programs, policy makers involved in creating the standard and 
employers of PSWs. Focus group discussions and key informant interviews are audio-
recorded, transcribed and analyzed with NVivo 8.0 qualitative data analysis software using 
both open and axial coding techniques 
 
Findings: 
This presentation shares the findings of Phase I and preliminary findings of Phase II. This 
study finds there may be unexpected outcomes to the implementation of a common 
education standard, ranging from potential economic effects for individual workers to 
more systematic oversights within the current educational options. PSW education rarely 
addresses the socially complex aspects of care work, including the gendered, racialized and 
globalized nature of the work force, or critiques of the field raised by disability activists. It 
is essential to prepare these workers for the complex nature of workplaces they will enter, 
which include a high propensity for abuse and even racialized, gendered violence. 
 
Conclusion:  
The education standard must be situated within a socio-political climate that devalues 
PSWs and the work that they do, a context that differs greatly from social valorization that 
accompanies and characterizes more professionalized, credentialed health care workers.   
 
 
 
 
 
 



Take Home Messages:  
 

1) Although there are many PSWs in Ontario, there is currently no common education 
standard for PSW training programs 

2) It is essential to prepare PSWs for the complex nature of workplaces they will enter 
which include a high propensity for abuse and even racialized, gendered violence 

3) An education standard must be situated in a socio-political climate that devalues 
PSWs, context that differs greatly from the social valorization that characterizes 
more professionalized, credentialed health care workers 

 


