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Key messages

Survey:
Responses were obtained from 162 NPs of which 104 (64%) had graduated from the COUPN PHCNP
education program from 2008-2012.
Upon completion of the COUPN PHCNP program:


Just over half (52%) of all respondents felt they were well prepared for NP practice “almost
always” or “at all times”. The remainder (48%) felt well prepared for NP practice “some of the
time” or “almost never”. There was no significant difference between COUPN graduates and
graduates from other NP education programs.

Differences in self-assessment of preparedness for practice in specific areas:


Graduates of the COUPN PHCNP program felt well prepared “to a large extent” in health
assessment (78%), management of acute concerns (62%) and differential diagnoses (53%).



The graduates felt less prepared for management of patients with complex health concerns,
pharmacotherapy and ordering procedures.



A majority of COUPN graduates felt the education program prepared them to at least a moderate
extent for ordering tests for health assessment and diagnosis (58%) and communicating diagnoses
based on their assessments (56%).



About one-third (34%) felt the education program prepared them for dispensing medication in
accordance with legislation only to a “small/very small” extent.



More than half of COUPN graduates (58%) felt the program prepared them for prescribing
medications in accordance with legislation only to a “moderate” to “small/very small” extent.

COUPN graduate assessment of the education program structure:


Almost all COUPN graduates agreed that the program encouraged independent learning (99%)
and facilitated successful completion of the NP-PHC specialty certification examination (86%).



Clinical experiences in the program: a majority agreed that clinical preceptors provided
constructive feedback about student performance in the clinical setting (86%); the clinical
experiences supported inter-professional collaboration (76%) and met the course expectations
(72%).



Tutors in the program: 76% agreed that tutors had appropriate skills, attributes and subject matter
expertise; encouraged active construction of knowledge (75%); and created an atmosphere of
collaborative learning (70%).
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Curriculum and integrative practicum: 58% agreed that the curriculum is responsive to changes in
clinical practice; 53% agreed the program curriculum is adequate for preparing NPs for practice in
primary care. Most agreed that the program should include a longer integrative practicum (30%
“strongly agreed” and 35% “agreed”; less than one-fifth (18%) disagreed). The majority either
disagreed (44%) or were either not sure (14%) that the clinical hours in the program were
adequate to develop clinical competence.



Distance delivery: 59% agreed that the distance delivery methods in the program support a
graduate level learning community. However, 54% disagreed or were not sure that distance
delivery is a real strength of the program.



Meeting individual student’s needs: A majority of COUPN graduates disagreed (37%) or were not
sure (32%) that the program is readily adjusted to individual student needs; 52% agreed that the
fit between the preceptor expertise and the learning needs of an individual student is considered.

COUPN graduate reflection on the first year of NP practice:


Most respondents agreed or strongly agreed they had access to consultation with other providers
about diagnostic and treatment decisions (90%); were satisfied with the support from team
members (71%); were provided with adequate resources to care for patients (76%); and were
prepared for entry level practice as an NP (72%).



Most however, disagreed (43%) or were not sure (18%) that they were prepared for the
complexity of patients they saw. The same overall proportion did not agree (38%) or were not
sure (23%) that they were confident about being prepared for practice.

Time needed to feel confident in specific areas of NP practice:


A majority of COUPN graduates felt confident in practice in less than six months in health
promotion (78%), collaborative practice (69%) and consulting with other health care providers
(56%).



It took nine months or more for most COUPN graduates to feel confident in clinical management
leadership (66%) and clinical practice (54%) and between three to nine months to feel confident in
communicating diagnoses based on own assessments (60%), collaboration with other sectors
(58%) and referral to other health care providers (54%).



Time needed to feel confident in chronic disease management varied among COUPN graduates.

Mentorship during the first year of NP practice:



Most COUPN graduates (81%) had one or more mentor(s) during the first year of NP practice. The
mentorship was formal for about one in five graduates.

 About three-quarters (74%) of the respondents who had mentorship were able to consult with the
mentor(s) on a daily basis or several times a week.
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Most respondents strongly agreed (43%) or agreed (25%) and only 4% disagreed that there is a
need for a formal program, like the New Graduate Initiative for RNs, to support the development
of clinical competence in the first year of practice as an NP.



Most respondents indicated the formal mentorship should be available for six months (49%) or
three months (26%).

Impact of experience as an RN and community of NP practice


There was no significant difference in the self-perceived level of preparedness for NP practice
between COUPN graduates who had less than 5 years RN experience and those who had 5 years
or more RN experience before entering the PHCNP program.



There were no significant differences in the self-perceived level of preparedness for NP practice
between COUPN graduates who practice in communities of less than 30,000 people and those
who practice in larger communities or between graduates who practice in northern communities
and those who practice in the south.

Focus Groups:
The results are based on two focus groups with a total of ten participants. Many themes arising from the
focus groups support the findings from the survey.


Overall participants felt prepared for NP practice but there were areas they felt less confident. In
particular they did not feel confident in their preparation to manage the care of patients with
multiple health concerns.



Participants were in strong agreement that the clinical time in the NP program was not long
enough to prepare them to manage complex clinical situations.
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Introduction
The purpose of this study was to inform COUPN’s PHCNP program evaluation by examining the graduates’
perception of how well the program prepared them for advanced professional practice. The evaluation
considered the graduates’ perception of the educational experience in the PHCNP program; level of
preparedness for practice upon completion of the program, and confidence in the first year of NP practice.
The study builds on more than a decade of research on NP education and practice conducted by the
Centre of Rural and Northern Health Research (CRaNHR) (Caty, Michel, Pong and Stewart, 1997, 1998,
2000, 2001a, 2001b, 2002a, 2002b; Koren, Mian & Rukholm, 2010; and Mian, Koren & Rukholm, 2012).
Specific aims:
a) Explore how Ontario’s PHCNP graduates assess their preparedness for advanced nursing practice
in terms of the PHCNP Program Competencies (COUPN, 2012) and capability to apply these
competencies in practice (Watson, Stimpson, Topping, & Porock, 2002).
b) Obtain PHCNP graduates’ assessment of the adequacy of the overall program design and
importance of specific curriculum content to their preparation for practice in different practice
models and inter-professional collaboration (community and hospital based models, NP-led
clinics, family health teams, and others).
c)

Develop an efficient, inexpensive survey method of measuring the program outcomes by
documenting graduates’ assessment of how well the formal education program prepares them for
practice.

d) Explore the level of preparedness for practice of new NPs who practice in the north compared to
those who practice in the southern parts of the province.
e) Explore the level of preparedness for practice of new NPs who practice in rural areas compared to
those who practice in urban areas.
Background and significance
As of November 2012, the number of licensed NPs in Ontario had grown to 2,135 (College of Nurses of
Ontario [CNO], 2012). The majority (71%) hold the PHC specialty certificate (CNO, 2012) and
approximately 60% are graduates of Ontario’s PHCNP Consortium (Mian, Lacarte & Koren, 2012).
Since the fall of 1995 the Consortium of Ontario University Programs in Nursing (COUPN) has prepared
NPs for practice in primary care. The program was extensively evaluated soon after it started (Caty et al.,
1997, 1998, 2000, 2001a, 2001b, 2002a, 2002b; DiCenso et al., 1997; DiCenso et al., 1998; van Soeren et
al., 2000). In the decades since the program’s inception significant changes have occurred in NP role
development, i.e., expanded authorizations for NP practice, new models of PHC delivery, and increasing
diversity and complexity of care populations. Of significance, changes in legislation in Ontario have
resulted in the removal of the drug and lab list and augmented the scope of practice of the NP (CNO,
2011). In addition to these changes to practice, the PHCNP education program has evolved from a postbaccalaureate certificate to graduate level education.
Ontario’s PHCNP program is designed to educate and prepare up to 200 nurses a year for advanced
practice. NPs entering practice are expected by employers and the CNO to meet all the competencies and
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practice standards of the nurse practitioner (Canadian Nurses Association [CNA], 2010; CNO, 2011). There
is little formal recognition in practice of a transition from novice to expert NP (Benner, 1984). Also, there is
no designated mentorship, or extended orientation program available for new NPs such as the ‘New Grad
Initiative’ for novice registered nurses (Health Force Ontario, 2012).
COUPN graduates’ perception of their educational experiences in the program; level of preparedness for
practice upon completion of the program and confidence in the first year of practice informs the
evaluation of the PHCNP education program strengths and gaps.
Literature review and theoretical/conceptual framework
Preparedness for practice
A national survey of NPs in the United States found a majority of respondents indicated formal NP
education was not preparing them to feel ready for practice (Hart and Macnee, 2007). More clinically
relevant content, more clinically experienced faculty and a possible clinical residency were NP education
factors identified as having an impact on the graduates’ level of competency and preparedness. In the
context of overwhelming success of NPs in practice however, the authors suggested the finding that
formal NP education was not adequate could, in part be a result of difficulties experienced during the
transition from new graduate to competent NP. In other words, a lack of support in the beginning of the
NP career could be a strong factor (that is beyond the control of the education program), which may
influence the confidence of a novice NP. This and other contextual factors, for example, previous nursing
experience, must be accounted for and disentangled from the perception of NP practice preparedness
itself.
Northern, Rural and Urban
Ontario is a vast province. Northern Ontario covers a large geographical area and is characterized by a low
population density and relatively few major urban centers in comparison to the south. For the purpose of
this study northern Ontario is defined as the territory within the North East and North West Local Health
Integration Networks (LHINs) (MOHLTC, 2010). Further geographical classification differentiates between
urban and rural communities. Rural communities in Ontario have a population of less than 30,000 and
greater than 30 minutes commuting time from a community with a population of more than 30,000
(MOHLTC, 2010 p.8). The number of NPs in northern Ontario is proportionately high compared to the
population of the province. NPs working in the North East and North West LHINs constitute 21% of the
total number of PHC NPs, but the population of the two LHINs combined is only 6.5% of the total
population of Ontario (Koren, Mian, & Rukholm, 2010; Statistics Canada, 2012). Additionally, a study of
282 NPs in Ontario revealed 48.6% worked in communities of less than 100,000 people. Of those, 31%
worked in communities with populations less than 25,000 and 14% worked in communities of less than
5,000 people (Heale, 2012).
NP practice in Ontario is quite varied and each practice location has its unique hurdles. Legislative
changes have added pressures to new NPs. NP education programs are challenged to ensure that novice
NPs are prepared to work in a comprehensive role from the point of graduation. An exploration of the
unique issues of new NPs in rural/urban and northern/southern settings has the potential to provide the
COUPN NP program with information required to meet the diverse needs of its NP students.
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Competence and capability
Gardner et al. (2006) suggested a two-layered model for advanced nursing education which includes the
competency framework that describes knowledge, attitudes and skills for extended practice and the
concept of capability which defines the features of performance of these competencies. According to the
capability framework, becoming capable requires different learning experiences from becoming
competent. In this regard, when evaluating the educational preparation of NPs it is important to
disentangle these two dimensions of preparedness for practice.
A CNPI model for NP practice in Canada (Vollman and Martin-Misener, 2005) was adapted for the
purposes of our study to account for contexts of NP practice and to guide the study design. The model
describes commonplaces that are used to organize thinking about NP practice. Four commonplaces (NP,
discipline, client and context) are organized around the concept of health and situated within the context
of Canadian health care system. Specific to this study, NP commonplace (graduates’ demographic and
educational background), discipline commonplace (graduates’ competencies in terms of meeting NP
practice standards, their knowledge base and skills) and context commonplace (geographical location) are
examined (Figure A1., Appendix A).
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Part I. Survey
1. Method and survey response
Questionnaire: The questionnaire was developed by the research team using the Nurse Practitioner
Tracking Study surveys (CRaNHR, 2006-1012) and adapting six questions from the New Nurse
Practitioners’ Preparedness for Practice questionnaire (Hart and Macnee, 2007). The final version of the
questionnaire was confirmed with the COUPN PHCNP Program Provincial Manager. The questionnaire was
pilot tested with a few PHC NPs.
Ethical approval: The study was approved by the Research Ethics Board at Laurentian University.
Study population: The target population included NPs registered in Ontario in the Extended Class (EC)
with a speciality certificate in primary health care. Home mailing addresses were obtained from the CNO
for 459 NP-PHCs who were registered in 2008-2013 and gave consent to CNO to release their home
mailing address.
Data collection: Data were collected from December through March 2014 by means of a mail survey using
a modified Dillman approach. The survey package contained a cover letter, consent form, business reply
envelope and questionnaire. Surveys were tracked. Second and third mailings of the study package were
sent to those on the mailing list who had not returned a questionnaire prior to the start of the next
mailing. Two draws for a Kindle e-reader were conducted among respondents to the first and second mail
rounds. An online version of the questionnaire was also developed using Remark Web Survey© software
and offered as an alternative to the paper-based questionnaire.
Survey responses: Of the 459 study packages that were sent by mail, 4 packages were returned due to a
wrong address (Figure B1., Appendix B). Out of 172 completed questionnaires, 19 had been completed
online and 10 were not eligible for the study. Of the 162 questionnaires eligible for analysis, 104 (64.2%)
were from graduates of the COUPN PHCNP program. A detailed profile of the survey respondents’
including demographics, nursing experience prior to the NP program, PHCNP education profile, and
current NP practice are described in Appendix C.
Data analysis: SPSS PC version 20 was used to perform quantitative analysis.

2. Survey results
Profile of COUPN graduates:


The average age of respondents was 40.4 years and 93% were female.



More than a third (35%) had completed their PHCNP education in northern Ontario (Lakehead
University or Laurentian University).



About one-quarter of (26%) practiced in northern Ontario at the time of the survey.
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2.1. Preparedness for practice upon completion of the PHCNP education program
Upon completion of their educational program, nearly half of the COUPN graduates felt they were well
prepared for the realities of NP practice only “some of the time” (41%) or “almost never” (7%). A similar
finding was obtained for graduates of other programs (Table 1).
Table 1. “Upon completion of your PHCNP educational program, how often did you feel well prepared
to face the realities of practice as an NP?”, %
Question 30
At all times
Almost always
A lot of the time
Some of the time
Almost never
Total

COUPN
graduates
(n=104)
0.0
15.4
36.5
41.3
6.7
100%

Other
(n=58)
3.4
20.7
29.3
34.5
12.1
100%

p=0.168

Level of preparedness in different areas
COUPN graduates’ self-assessment of preparedness varied in different areas (Table 2). Respondents felt
they were well prepared in health assessment (78%), management of acute concerns (62%) and
differential diagnoses (53%). In contrast, COUPN graduates felt less well prepared in the management of
patients with complex health concerns, pharmacotherapy, ordering procedures and management of
emergent concerns.
In comparison to COUPN graduates, a higher percentage of graduates from other programs felt well
prepared in health assessment, differential diagnoses, management of chronic concerns and
pharmacotherapy (Table 2). These differences were not statistically significant.
Table 2. “Upon completion of your PHCNP education program, how prepared were you in each of the
following areas?”, % of “large extent” responses*
Question 33
Health assessment
Management of acute concerns
Differential diagnoses
Pathophysiology
Management of chronic concerns
Management of emergent concerns
Ordering procedures
Pharmacotherapy
Management of patients with complex health
concerns

COUPN
graduates
(n=104)
77.5
61.5
53.4
42.3
38.5
32.7
30.8
27.9
13.5

*

Other**
(n=58)
84.2
65.5
58.6
43.9
50.9
32.8
34.5
37.9
15.5

Alternative responses included “not at all” and “some extent”. ** No significant differences compared to COUPN graduates,
all p-values >0.05
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2.2. Assessment of educational experience in the PHCNP program
Overall, COUPN graduates gave a moderate assessment of their educational preparation to perform
controlled acts (Table 3).
Prescribing medications was the controlled act that the highest percentage of graduates felt prepared to a
“great/very great” extent (42%). Dispensing medications in accordance with legislation was the controlled
act that the highest percentage of graduates felt prepared only to a “small/very small” extent (34%).
Most of the graduates felt prepared at least to a “moderate extent” for ordering tests for health
assessment and diagnosis (58%) and communicating diagnoses based on their own assessment (56%).
Table 3. “Thinking about the outcome of your educational experience in the PHCNP program, how
prepared were you to perform the following upon graduation?”, % (COUPN graduates, n=104)

Question 36
Dispensing medications in accordance with
legislation
Prescribing medications in accordance with
legislation
Providing consultation to other health care
professionals
Ordering tests for health assessment and
diagnosis
Communicating diagnoses based on your
assessments

Total

To a very
small/
small
extent

To a
moderate
extent

To a great
extent

To a very
great
extent

34.0

39.0

23.0

4.0

100

21.3

36.9

36.9

4.9

100

20.2

50.0

26.0

3.8

100

12.6

58.3

23.3

5.8

100

12.5

55.8

26.0

5.8

100

Almost all COUPN graduates agreed that the program encouraged independent learning (99%) and
facilitated successful completion of the NP-PHC certification examination (86%) (Table 4).
Clinical experiences in the program: 86% agreed that preceptors provided constructive feedback about
students’ clinical performance; 76% agreed the clinical experiences support inter-professional
collaboration and meet the course expectations (72%).
Tutors in the program: A majority of COUPN graduates agreed that tutors had appropriate skills,
attributes and subject matter expertise (76%); encouraged active construction of knowledge (75%); and
created an atmosphere of collaborative learning (70%).
Curriculum and integrative practicum: Most agreed that the program curriculum is responsive to changes
in clinical practice (58%) and that the curriculum is adequate for preparing NPs for primary care practice
(53%). Most also agreed that the program should include a longer integrative practicum (30% “strongly
agreed” and 35% “agreed”). There majority either disagreed (44%) or were not sure (14%) that the clinical
hours in the program were adequate to develop clinical competence.
Distance delivery: Almost 60% agreed that the distance delivery methods of the program support
graduate level learning. However, more than half (53%) disagreed or were not sure that distance delivery
is a real strength of the program.
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Meeting individual student’s needs: A majority of COUPN graduates (69%) disagreed or were not sure
that the program is readily adjusted to an individual student’s needs. Just over half (52%) agreed that the
fit between preceptor expertise and the learning needs of an individual student is considered.
Table 4. “Looking back on your educational experience in the PHCNP program how strongly do you
agree or disagree with the following statements?”, % (COUPN graduates, n=104)
Question 37
The program encourages independent
learning
The program should include a longer
integrative practicum
The program facilitated successful
completion of the NPPHC specialty certification examination
Preceptors in the program provide
constructive feedback about student
performance in the clinical setting
Clinical experiences in the program
support inter-professional
collaboration
Tutors in the program are equipped
with an appropriate set of skills and
attributes in addition to subject matter
expertise
Clinical experiences in the program
meet the course expectations
Tutors in the program encourage
active construction of knowledge
Tutors in the program create an
atmosphere of collaborative learning
The program curriculum is responsive
to changes in clinical practice
The program is adequate for preparing
NPs for practice in primary care
The distance delivery methods in the
program support a graduate level
learning community
The fit between preceptor expertise
and the learning needs of an individual
student is considered
The clinical hours in the program are
adequate to develop a student’s
clinical competence
Distance delivery is a real strength of
the program
The program is readily adjusted to an
individual student’s needs

Strongly
disagree

Disagree

Not sure

Agree

Strongly
agree

Total

0.0

1.0

0.0

52.9

46.2

100

2.9

15.4

17.3

34.6

29.8

100

1.0

4.8

8.7

66.3

19.2

100

0

2.9

11.5

73.1

12.5

100

1.0

9.6

13.5

69.2

6.7

100

3.8

4.8

15.4

65.4

10.6

100

1.9

11.5

14.4

62.5

9.6

100

2.9

10.6

11.5

60.6

14.4

100

4.8

11.5

13.5

58.7

11.5

100

4.8

14.4

23.1

50.0

7.7

100

5.8

29.1

17.5

48.5

4.9

100

2.9

13.6

24.3

48.5

10.7

100

2.9

23.1

22.1

43.3

8.7

100

15.4

28.8

13.5

38.5

3.8

100

6.8

16.5

31.1

34.0

11.7

100

8.7

28.2

32.0

26.2

4.9

100

Gaps in preparation for practice: Respondents were asked to indicate areas where they felt particularly
unprepared for practice as a PHCNP. The most commonly indicated areas were prescribing and ordering
medication, ordering and interpreting diagnostic tests, management of chronic concerns, and
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management of patients with complex health concerns (Table 5). Other issues included matters relating to
scope of practice, professional liability concerns, and being the first NP in a practice setting.
Table 5. Please indicate areas where you felt particularly unprepared for practice as an NP PHC (n=102).
Practice areas unprepared for

Count

Prescribing and ordering medication
Ordering and interpreting test results
Management of chronic concerns
Management of patients with complex health concerns
(e.g., co-morbidities)
Management of patients with mental health concerns
Patient assessments and diagnoses
Pediatrics, obstetrics, and gynecology
Providing treatment to patients
Completing claim forms (e.g., WSIB and other
insurance, OHIP billing)
Musculoskeletal
Other issues
Clinical skills (e.g., suturing, wound care, IUD insertion)
Dermatology
Confidence in knowledge base
Referrals and consultations
Time management
Lack of acceptance and politics
Pathophysiology of disease

36
35
24
25
22
20
17
17
15
16
11
10
10
9
8
8
7
4

Strong points in preparation for practice: Respondents were also asked to indicate areas where they felt
particularly well prepared for practice as a PHCNP. The most commonly indicated areas were health
assessments and acute and episodic care (Table 6). Other areas included the care of non-complex patients
and stable adults, charting, and following guidelines.
Table 6. Please indicate areas where you felt particularly well prepared for practice as an NP-PHC
(n=101).
Practice areas prepared for
Health assessments
Acute and episodic care
Chronic disease management
Communication & collaboration skills
Health promotion and education
Other areas
Women’s health
Independent learning
Specific diagnosis
Pharmacology
Previous nursing experience
Mental health

Count
32
29
17
18
18
16
12
8
9
5
3
3
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2.3. First year of NP practice and time needed to feel confident in different practice areas
First year of NP practice: Respondents were asked to consider aspects of their first year of clinical practice
as a PHCNP (Table 7). Most agreed or strongly agreed they had access to consultation with other providers
about diagnostic and treatment decisions (90%); were satisfied with the support from team members
(71%); were provided with adequate resources to care for patients (76%); and were prepared for entry
level practice as an NP (72%).
Most however did not agree (43%) or were not sure (18%) that they were prepared for the complexity of
patients they saw. The same overall proportion (61%) disagreed or was not sure that they were confident
about being prepared for practice.
Table 7. “Looking back on your first year of clinical practice as an NP PHC how strongly do you agree or disagree
with the following statements?”, % (COUPN graduates, n=104)
Strongly
disagree

Disagree

Not sure

Agree

Strongly
agree

Total

2.9

5.8

1.9

63.5

26.0

100

1.9

13.5

13.5

51.0

20.2

100

2.9

14.4

6.7

59.6

16.3

100

I was prepared for entry level practice as an NP

3.9

14.6

9.7

65.0

6.8

100

I was provided adequate clinical support

7.7

17.3

14.4

52.9

7.7

100

I was prepared for the type of patients I saw

5.8

19.4

17.5

52.4

4.9

100

8.7

23.1

16.3

44.2

7.7

100

4.8

23.1

15.4

41.3

15.4

100

I was prepared for the complexity of patients I saw

10.7

32.0

17.5

36.9

2.9

100

I was confident that I was prepared for practice

2.8

35.6

22.5

34.6

4.8

100

Question 35
I had access to consultation with other providers
regarding diagnostic and treatment decisions
I was satisfied with the support I received from my
team members
I was provided with adequate resources to care for
my patients

I was provided adequate support for the transition
from NP student to practicing NP
I was satisfied with the support I received from
leadership in the organization

Time needed to feel confident in specific areas of NP practice: A majority of COUPN graduates felt
confident in less than six months in the following areas of NP practice: health promotion (78%),
collaborative practice (69%) and consulting with other health care providers (56%) (Figure 1, Table 8).
It took most COUPN graduates nine months or more to feel confident in clinical management leadership
(66%) and clinical practice (54%). It took three to nine months for most graduates to feel confident in
communicating diagnoses based on their own assessments (60%), collaboration with other sectors (58%)
and referral to other health care providers (54%) (Table 8).
Time needed to feel confident in chronic disease management varied among COUPN graduates without
revealing a consistent pattern.
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Figure 1. Time needed to feel confident in different areas of NP practice after completing the PHCNP
education, % (COUPN graduates, n=104)
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Table 8. “After completing your PHCNP education program, how long did it take for you to feel
confident in the following areas?”, % (COUPN graduates, n=104)

Question 34

Total

22.3

More
than 12
months
32

17.2

27.3

38.4

100

27.2

19.4

25.2

18.4

100

18.3

28.8

30.8

15.4

6.7

100

22.1

31.7

22.1

11.5

12.5

100

22.1

28.8

28.8

11.5

8.7

100

35.6

20.2

23.1

16.3

4.8

100

42.3
49.0

26.9
28.8

18.3
12.5

7.7
3.8

4.8
5.8

100
100

Less than 3
months

3 to 6
months

6 to 9
months

9 to 12
months

3.9

18.4

23.3

7.1

10.1

9.7

Clinical practice
Leadership in the management of clinical
practice
Chronic disease management
Communicating diagnoses based on your
assessments
Referral to other health care providers
Collaboration with other sectors and/or
community
Consulting with a network of health care
providers
Collaborative practice
Health promotion

Mentorship during the first year of NP practice:
During the first year of NP practice most COUPN graduates (81%) had one or more mentor(s). The
mentorship was formal for about one in five graduates.
Nearly three-quarters (74%) of graduates who had mentorship during the first year of NP practice
indicated that on average they consulted with their mentor(s) on a daily basis or several times a week
during the first three months of practice (Table 9).
Table 9. Frequency of consultations during the first three months of practice as an NP, % (n=102)
%
Daily

32.4

Several times a week

34.3

Once a week

5.9

Several times a month

6.9

Less than once a month

1.0

N/A, I did not have any mentors

19.6
100%

Most respondents (69%) agreed that there is a need for a formal program, like the New Graduate Initiative
for RNs, to support the development of clinical competence in the first year of practice as an NP, and only
to 4% disagreed (Table 10).
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Table 10. How strongly do you agree or disagree with the need for a formal program,
to support the development of clinical competence in the first year of practice as an NP? (n=104)
%
Strongly agree

43.3

Agree

25.0

Not sure

24.0

Disagree

1.0

Strongly disagree

2.9

No answer

3.8
100%

Approximately half of the respondents indicated formal mentorship should be available for graduates of
the PHCNP program for six months. More than one-quarter (26%) suggested the mentorship program
should be available for three months (Table 11).
Table 11. How long of a formal mentorship program should be available for graduates of the PHCNP
program? (n=104)
%
Less than 3 months

3.8

3 months

26.0

6 months

49.0

12 months

18.3

Other, not specified/No answer

2.9
100%
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PART 2. FOCUS GROUPS
1. METHODOLOGY:
The Nurse Practitioners’ Association of Ontario (NPAO) was contacted by the research team to determine
the feasibility of conducting a focus group related to preparedness for NP practice at the annual NPAO
conference. Approval to proceed was granted by the NPAO Board of Directors. Ethical approval to
conduct the focus group was attained from the Research Ethics Board at Laurentian University. The focus
group was advertised in the NPAO conference information and in an NPAO newsletter. Focus group
registration was integrated in the conference registration process for those who expressed interest in
participation. Nine NPs registered for the focus group however only five attended the session held on
November 8, 2013. Prior to the start of the focus group the study information was reviewed and
participant consent was documented. Focus group participants completed a short demographic survey
and were given the list of semi-structured questions that would guide the discussion. The focus group
session was one hour in duration. The discussion was audio taped and later transcribed verbatim.
Prior to the NPAO conference, the researchers received email messages from NPs who were interested in
participating in the focus group but not planning to attend the NPAO annual conference. Approval for an
amendment to the focus group study was received from the Laurentian University Research Ethics Board
permitting the researchers to contact these NPs to offer a second focus group. An email with the study
information and consent form, the demographic survey and semi-structured interview questions was sent
to prospective participants. To be registered in the focus group a signed consent form had to be
submitted to R. Heale by email, fax or mail. The second focus group was conducted by telephone on
January 23, 2014 with participation from five NPs. This session was also one hour in length, audiotaped
and transcribed verbatim.
Study Population
To be eligible to participate in the focus groups the NPs had to be graduates of the COUPN PHCNP
program from 2008-2013.
Data Collection and Analysis
Audiotapes of the focus group discussions were transcribed by a research assistant and checked for
accuracy by R Heale. The researcher team analyzed the focus group transcripts using the process for
inductive content analysis outlined in Elo & Kyngas (2007). Latent content (e.g., pauses and sighs) was not
included in the analysis. The researchers individually reviewed each transcript several times and
independently created codes to label the data. In the next stage coded data was grouped and this was
followed by development of broad categories. Responses to an open-ended question on the survey were
also coded and compared to the broad categories that developed from the focus group analysis.

2. Focus Group Results
Overall level of preparedness for NP role
Participants expressed differing levels of preparedness for NP practice after completion of the COUPN
PHCNP program. There were common areas of concern for all participants and these have been
categorized in the following discussion. Overall the participants were appreciative of the study purpose,
indicating that exploration of NP preparedness for practice is an important endeavour.
I am glad you are doing this study. It is only after 3 years of being an NP that I begin to have
confidence in assessment and diagnosis.
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Structure of NP education program
Level of self direction and problem-based learning in the COUPN education program were identified as
factors contributing to preparedness for NP practice. Some students preferred the problem-based
approach but others preferred a lecture-style or guided discussion in seminars. The match of content
across courses was acknowledged as a benefit. However, the program structure separating assessment
and diagnosis from therapeutic intervention was viewed as a hindrance to learning if the corresponding
courses were not taken concurrently. The negative impact was felt most particularly in the clinical setting.
…the continuity of learning was affected by the course structure. Students who took AHAD and
THER together found congruency in the content, but those that did not found the courses and clinical
to be disconnected.
I think it’s challenging to separate the AHAD and therapeutic part more in the clinical setting …if you
have just a therapeutic clinical placement you’re not going to just walk in and talk about treatment
plan.
…but we still found that we were trying to engage in a conversation about a condition and we were
cut off because that was a discussion for therapeutics…it was totally disjointed learning.
Variation in instructor teaching styles affected the level of learning. In particular tutors that brought in
‘real world’ examples were valued more than those that did not expand on the seminar topics. The
practice of integrating clinical-based examples was considered a helpful way to facilitate comprehension
and retention of the course material and awareness of the realities of practice.
And often times I’ve found that the tutor doesn’t guide the conversation and…could actually bring
some clinical practice (examples) to the case scenario to… make it more realistic.
The length of the COUPN program was also identified as a factor that influenced learning and preparation
for the NP role. Completion of the NP program in 2 years or less was identified as ‘too intense’. The
required pace of learning in the program was an expressed concern. Added to this was a lack of
recognition that many students have to continue to work while taking the NP program.
I just feel like in general the learning is rushed. You’re essentially doing one system per week so
you’re trying to learn everything about the anatomy, physiology, pharmacology and the assessment
of cardiology in one week and it’s just way too fast in terms of retention.
…having it be so student-driven sometimes was not that great because the workload was so high
that often I felt maybe kind of the bare minimum was addressed. We didn’t get into the complexities
we talked about just the basics.
Participants felt confident on entry to NP practice in the assessment of common conditions that had
corresponding practice guidelines. However, management of patients with complex multiple conditions
posed concern. In addition, some areas of content were not covered well enough in the NP program. The
areas that were specifically identified were MSK (including an anatomy refresher), gerontology, pain
management and pediatrics. Another gap in the program content was NP practice management.
I think I was very prepared for episodic care and wellcare, but not so much patients with chronic
illnesses or complex patients.
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Participants indicated they never felt comfortable providing feedback about the COUPN program. Small
class size contributed to a feeling that they would be easily identified. Extensive travel to classes on
campus and/or to clinical placements was identified as an impediment to learning in the program.
Clinical
Participants felt their level of preparedness for NP practice was directly impacted by their clinical
experience as NP students. Exposure to complex health situations during clinical placements was a key
factor that led NPs to feel more prepared to handle similar situations in NP practice.
You felt prepared …in terms of …chronic, so asthma, COPD, depression or whatever, but when you
got into a complex clinical situation then that’s where you didn’t have as much exposure.
I felt prepared for the common conditions. You know, going through asthma and how to manage
that based on the guidelines, diabetes, hypertension, but…when I graduated … I only saw 30% of the
things I was taught.
…more full scope kind of placements. And in terms of the teaching, like maybe every condition we’re
talking about having something that kind of complicates every other disease that patient may have.
The comprehensive nature of the NP role also impacted the level of preparedness for NP practice.
Participants recommended an increase in the clinical hours in the NP program.
I just think that since …2011 the scope of practice has broadened and the program kind of stayed the
same length and we’re having to learn so much more that actually lengthening the program or
clinical hours, I think it would have been a lot greater
Clinical preceptor attributes and the interaction between the preceptor and NP student influenced
preparation for NP practice. Preceptors in specialized areas (e.g., cardiac) or those who focused
predominantly on episodic care did not prepare the student as well for the role of a PHCNP in comparison
to preceptors with a comprehensive practice. Constructive preceptor feedback about student
performance in clinical practice facilitated learning and increased preparedness for NP practice.
I was able to get awesome feedback and honestly he (preceptor) sat in on my visit and at the end
once the patient was gone he gave me feedback as if I were doing an OSCE.
With respect to the length of clinical placements several participants indicated they would have stayed in
the program longer for more relevant clinical exposure. Participants however were also aware of the
economic impact of a longer program, particularly in light of the current NP salary in primary health care.
Impact of experience as an RN
Work experience as an RN, prior to entering the COUPN program was another factor that influenced
learning and preparation for the NP role. Participants all felt RN experience in areas such as acute care and
outpost nursing was advantageous to success in the NP program. All participants also believed the years
of experience as an RN had an impact.
I strongly feel that 2 years full time nursing experience is not enough preparation for entry to the NP
program.

18

I think you need 5 years as an RN before you apply. I had 6 and I obviously struggled but I could see
my friends that had 2 struggling even more.
It makes the red flags much less scary when you have that acute background.
Transition to the role of NP
Lack of mentorship opportunities for new NP graduates was identified as a concern. All participants
agreed that a formal mentorship program like the New Graduate Initiative for BScN graduates would be an
extremely beneficial support for transition to NP practice.
Another difficulty with transition to practice was the lack of understanding of the NP role by the employer.
This was often compounded by the lack of other NPs, or experienced NPs, in the organization.
I actually spent time in the first few months doing formal education sessions for the staff (about the
role of the NP)
I was the only nurse practitioner. So that was, I think, a particularly challenging situation to enter
into as a new grad. It would have been nice entering a more established …(organization), maybe
with other NPs as mentors
To support the transition to practice participants felt the COUPN program should include content in the
program about NP practice management. This would include review of forms commonly seen in practice
(e.g., WSIB, disability forms etc.).
Difficult transitions to NP practice were highlighted by the expectation that many new graduates work
beyond novice level and are required to provide complex care that exceeds the learning in the NP
program. Isolation in the NP role and a corresponding lack of experienced NP mentors were additional
transition to practice issues. The participants indicated these factors resulted in tremendous stress during
the transition to the NP role. Participants also felt the COUPN program did not prepare NP students for
self care when they graduated. Given the stress related to entry to NP practice, this was seen as an
important issue.
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Appendix A
Figure A1. Conceptual model for NP practice in Canada
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Appendix B
Figure B1. Survey responses
Mailed questionnaires
N=459 (100%)

Wrong address
n=4 (0.8%)

Returned completed
questionnaires
n=172 (37.5%)
(includes 19 completed
on-line)

Eligible for analysis
n= 162 (35.3%)

Other graduates
n=58 (35.8%)

Not returned
n= 283 (61.7%)

Not eligible for analysis
n= 10 (2.2%)

COUPN graduates
n= 104 (64.2%)
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Appendix C
Survey respondents’ demographic and nursing experience profile
Demographic characteristics: The average age of all respondents was 40.4 years (range from 26 to 64,
STD=9.288). Most respondents were female (COUPN graduates, 92%; other graduates, 90%). No
difference in distribution by age or sex was found between COUPN graduates and other graduates.
Previous nursing experience: On average, COUPN graduates had 12 years of nursing experience (as an RN)
(range 2 to 39 years, STD=9.67) and other graduates had 13 years of nursing experience (2 to 38 years,
STD=8.14). This difference was not statistically significant (p=0.14).
Respondents were asked to indicate the type of nursing work they did for six months or more prior to
entering the PHCNP program (Table C1). The most common response was acute in-patient care (49%).
Other type of nursing work (35%) included primary care, rehabilitation, occupational health, other
community health centres, mental health, palliative care and nursing related research. Almost one in four
COUPN graduates (24%) had emergency care experience prior to entering the COUPN program.
Table C1. Types of nursing work employed in prior to the COUPN PHCNP program, % (n=104)*
%
Acute in-patient care

49.0

Other type of nursing work

34.6

Emergency care

24.0

Public health

15.5

Teaching/faculty member

10.6

Long-term care

10.6

Home health

9.6

Administration

5.8

Ambulatory

4.8

*The total is greater than 100% because respondents could select more than one response.

Survey respondents’ PHCNP education profile:
More than a third of COUPN graduates (34%) completed their PHCNP education in northern Ontario at
either Lakehead University or Laurentian University (Table C2).
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Table C2. Site of PHC NP Education, %
University
Lakehead
Laurentian
McMaster
Ottawa
Queen’s
Ryerson
Western
Windsor
York
Other
Total
Other universities:

COUPN grads
Other grads
(n=103)
(n=55)
11.7
1.7
23.3
10.3
6.8
5.2
7.8
12.1
9.7
6.9
18.4
12.1
10.7
5.2
7.8
8.6
3.9
1.7
n/a
36.2
100
100
Athabasca; D'Youville College; London, UK; U of
North Florida; U of Toronto; U of Alberta, U of
Victoria

Approximately half of COUPN graduates were enrolled in the PHCNP program full-time, or mostly full-time
(53%) compared to 62% of other graduates. This difference was not statistically significant.
A majority of COUPN (97%) and other (94%) graduates completed the program in English.
On average, COUPN graduates spent 20.2 months in the PHCNP program (range 8 to 40 months,
STD=8.34) whereas graduates of other programs spent 26.8 months (range 11 to 61 months, STD=12.52).
This difference was statistically significant (p=0.00).
COUPN graduates worked in nursing on average 15.8 hours weekly (min=0, max=40, STD=14.54) and other
graduates worked 19.8 hours (min=0, max=40, STD=13.66) while in the PHCNP program (p=0.089).
To complete the PHCNP education program many graduates had to relocate or travel for more than an
hour to attend tutorials, clinical labs or clinical placements (Table C3).There was no significant difference
between COUPN and other graduates.
Table C3. Percentage of those who relocated or traveled for more than an hour

To attend tutorials
To attend clinical labs
To complete clinical placements

COUPN grads, %
(n=104)
44.2
46.2
59.6

Other grads,%
(n=58)
41.4
44.8
53.4

p-value
0.42
0.50
0.28

Survey respondents current NP practice profile
On average COUPN graduates had 2.9 years of NP practice since obtaining their license (range 0.5 to 5.75
years, STD=17.25) and other graduates had 2.2 years of practice (range 0.6 to 5.2 years, STD=15.63). The
difference was statistically significant (p=0.006).
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For COUPN graduates, 64% were still working in their first NP position since graduation and for other
program graduates, 36% were still working in their first position. The practice setting of the NPs is outlined
in Table C4.
Table C4. Practice setting, %
COUPN grads

Other grads

(n=103)

(n=55)

Family health team

35.6

32.8

Community health centre

24.0

25.9

NP-led clinic

10.6

6.9

Other community setting

11.5

8.6

Other hospital setting

5.8

6.9

Other practice setting

5.8

5.2

Ambulatory care clinic

3.8

3.4

Family practice unit/physician’s office

1.9

5.2

100%

100%

Total

Geographically, almost 26% of COUPN graduates practiced in northern Ontario compared to 10.3% of nonCOUPN graduates, of whom 26% practiced in South East and Champlain LHINs (Table C5).
Table C5. Geographical distribution by LHIN, %
COUPN grads (n=103)

Other grads (n=55)

NPs in Ontario n=2,641)*

1. Erie St. Clair

5.8

6.9

4.3

2. South West

5.8

5.2

6.6

3. Waterloo Wellington

3.8

12.1

1.9

4. Hamilton Niagara Haldimand Brant

6.7

8.6

9.5

5. Central West

1.9

3.4

6.1

6. Mississauga Halton

1.9

1.7

9.6

7. Toronto Central

6.7

8.6

3.6

8. Central

5.8

3.4

9.4

9. Central East

10.6

8.6

4.1

10. South East

4.8

13.8

5.7

11. Champlain

6.7

12.1

6.0

12. North Simcoe Muskoka

9.6

5.2

7.8

13. North East

16.3

10.3

18.6

14. North West

9.6

0.0

6.6

Unspecified

3.8

0.0

0.4

100%

100%

100%

Total

*College of Nurses of Ontario. (2013). Membership Statistics Highlights.
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COUPN graduates were more likely to practice in smaller and rural communities than other graduates:
37% of COUPN graduates practiced in communities with a population of less than 30,000, compared to
only 16% of other graduates (Table C6). Almost 40% of COUPN graduates (37%) and 21% of other
graduates practiced in rural communities (Table C7).
Table C6. Community size, %
Community Size

COUPN grads (n=101)

Other grads (n=57)

500,000 population or more

18.8

29.8

100,000 – 499,999 population

28.7

31.6

30,000 – 99,999 population

15.8

22.8

10,000 – 29,999 population

13.9

3.5

1,000 – 9,999 population

17.8

12.3

Less than 1,000 population

5.0

0.0

100.0

100.0

COUPN grads (n=102)

Other grads (n=58)

Urban

49.0

60.3

Sub-urban

13.7

19.0

Rural

37.3

20.7

Remote

0.0

0.0

100.0

100.0

*no significant differences were found

Table C7. Rurality status, %

About 20% of COUPN graduates practiced in communities located more than 50 km to specialist and
rehabilitation services and 10% had mental health services located more than 50 km away (Table C8).
Table C8. Distance to health care services (COUPN graduates only), %
0-49 km

50-99 km

100-299
km

300-499
km

500 or
more km

93.2

5.8

0.0

1.0

0.0

Distance to diagnostic services (n=102)
Distance to specialist practice (n=103)
Distance to home care (n=103)
Distance to mental health services
(n=105)
Distance to rehabilitation services
(n=102)

96.1
82.5
95.1

2.9
8.7
2.9

0.0
6.8
1.0

1.0
1.9
1.0

0.0
0.0
0.0

90.2

8.8

0.0

1.0

0.0

81.4

12.7

4.9

1.0

0.0

Distance to long-term care (n=102)

93.1

5.9

0.0

1.0

0.0

Health Care Service

Distance to hospital with emergency
service (n=103)
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