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Main Messages 
 
The 2012 survey of Nurse Practitioners (NPs) was conducted by the Centre for Rural and Northern 
Health Research (CRaNHR) as part of the second phase of the NP Workforce Study commissioned by the 
Ontario Ministry of Health and Long-term Care (MOHLTC). In addition to core questions about 
employment and practice characteristics that are asked annually, this survey included new questions on 
practice organization, professional liability, NPs’ unique contributions to interprofessional care, and the 
impact and benefits of new authorizations for NP practice.   
 
The key results support indication of NPs’ successes in the following areas: 

New authorizations for NP practice. For almost 80% of the NPs the new authorizations for prescribing 
medications and ordering lab tests had a strong impact on their practice. Most NPs indicated that the 
new authorizations resulted in more autonomous and independent practice that stimulated them “to 
assume responsibility for what is prescribed;” raised awareness of knowledge gaps; and, revealed areas 
in clinical skills and competencies that needed improvement.  

Improved access to primary care, particularly for vulnerable populations. More than 40% of the NPs in 
primary care were the main care provider for 350 clients, on average. NPs provided care to vulnerable 
populations with otherwise limited access to healthcare: more than 70% of NPs worked with low income 
earners and the unemployed; 50% worked with cultural minorities and people with permanent physical 
disabilities; 40% worked with Aboriginal people and recent immigrants. 
 
NPs’ unique contributions to interprofessional care. Respondents emphasized that NPs contributed to 
consistency and continuity of care, provided comprehensive care that is patient/family centered, 
holistic, and focused on health promotion.  
 
The survey data reveals the following challenges for NP practice:  

Sub-optimal time available for research and scholarly activities. About 65% of the NPs had protected 
time for professional development but only 33% had the protected time for leadership activities and 
only 22% had time protected for research and scholarly work. Another 29% did not have any protected 
time for professional activities. Actual time spent on education and research/scholarly activities per 
month (8%) was almost two times lower than the estimated optimal time (15%). 

 
Salary satisfaction was low among NPs in primary care. About 60% of the NPs in primary care earned 
between $80,000 and $90,000. More than 50% of NPs in acute care had an annual income of more than 
$100,000. Almost 65% of NPs in primary care were dissatisfied with their salary and only 16% were 
satisfied.   
 
Referrals to physician specialists. More than 80% of the NPs made referrals to physician specialists and 
about 70% indicated that these referrals involved participation of family physicians in one or another 
way. 

 
The 2013 NP survey will focus on challenges that NP graduates face when they enter practice with an 
expanded scope under new authorizations for practice including open prescribing and laboratory testing 
appropriate for client care, providing client care orders to be implemented by RNs and RPNs, admission 
of persons to hospital and patient discharges privileges.  
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Summary 
 
This summary provides current employment and practice characteristics of Nurse Practitioners (NPs) 
practising in Ontario. The data was obtained from a survey conducted in February to May 2012. 
 
The survey questionnaire was developed by the CRaNHR team in consultation with the MOHLTC Nursing 
Secretariat. In addition a focus group and key informant interviews with NPs, NP employers and other 
stakeholders were conducted to obtain perspectives on current issues in NP practice. The questionnaire 
was tested with a few NPs for readability. The study was approved by the Research Ethics Board at 
Laurentian University.  

 
The survey package, including a letter of invitation, the questionnaire and a study information sheet, 
was sent to 1,441 NPs who gave consent to the College of Nurses of Ontario (CNO) to be contacted for 
participation in research. A total of 693 returned a completed questionnaire for a response rate of 48%.  
Of the completed surveys, 12 were from NPs practicing outside of the province and 68 were from NPs 
who were no longer practising, leaving 613 completed surveys eligible for analysis. This sample 
represented 29% of 2,082 NPs entitled to practise in Ontario as of August 2012. 
  
Demographics, Education and Nursing experience 

• The average age of NPs in the study was 47 years (Ontario average age of 46 years).  
• 94% of respondents were women.  
• Almost 60% had completed the Primary Health Care (PHC) NP Programme offered by the 

Council of Ontario University Programs in Nursing (COUPN) consortium. 
• 60% had a Master’s degree (50% in nursing and 10% in another discipline).  
• About 15% planned to enrol in a Master’s degree program in the next five years. 
• On average, respondents had worked as an RN for 17 years and six years as an RN in the 

Extended Class. 
    
 Certification, Areas of Practice and Professional Liability  

• Of the specialty certificates that the CNO registers NPs in, the majority of respondents (74%) had 
the NP-PHC certificate, 20% had the NP-Adult certificate and 7% had the NP-Paediatrics 
certificate. 

• Most of the respondents (80%) practiced in primary or acute care 
• Almost 80% held professional liability insurance from the Canadian Nurses Protective Society. 

 
Practice location 

• Respondents practiced in all 14 Local Health Integration Network (LHIN) regions of the province. 
The largest proportions practiced in the Toronto-Central (14%), the North East (11%), and the 
Hamilton- Niagara Haldimand-Brant and South West LHINs(10% each). 

• 57% practiced in metropolitan areas or in large or mid-sized cities and 27% practiced in 
communities with a population less than 30,000. 

 
Employment, funding and remuneration 

• The majority of respondents (71%) had an annual income of $80,000 to $100,000. 
• Almost 60% of NPs in primary care earned between $80,000 and $90,000, while more than 50% 

of NPs in acute care had an annual income of more than $100,000.  
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• Dissatisfaction with salary was high among NPs in primary care: almost 65% of them were 
dissatisfied with their salary and only 16% were completely satisfied.  

• Most NPs (65%) thought that funding for their position was secure and about 9% stated that 
funding was not secure. 

• 70% indicated that all funded NP positions are filled in their organizations, while 23% indicated 
that some funded NP positions were not filled.  

 
Practice organization 

• Most NPs (85%) indicated their position allowed them to provide health care services to the full 
legal scope of NP practice.  

• About 65% had protected time for professional development, only 33% had protected time for 
leadership activities, and 22% had protected time for research and scholarly work. 

• About 80% had a private phone, clerical support and exam rooms available in their practice 
setting. 

• Less than 70% had clinical support from RNs or RPNs in their practice setting.  
• About 82% had written job descriptions for their NP position.  
• Less than half (45%) indicated that NP practice outcomes are being tracked in their practice 

setting.  
 

Client population and time spent on clinical and other activities 
• In terms of age groups, on average, 73% of the NP clientele was composed of seniors and adults.   

• 53% of NP clinical activities involved curative care (for example, acute episodic or minor illness 
or injury) and maintenance activities (e.g., therapeutic management of chronic disease).    
Approximately 25% of the time was spent on health promotion and disease prevention.   

• On average, respondents spent 72% of their time in a typical month on direct patient care.  
• According to respondents, the actual time spent per month on education and research/scholarly 

work was almost two times lower (8%) than the estimated optimal time (15%). 
 

Practice in primary care  
• Almost 70% of respondents practiced in primary care. 
• Almost all of them (96%) had an NP-PHC specialty certificate. 
• 42% indicated they are the main primary care provider for 350 clients, on average. 
• Almost 80% worked with “general primary care population”, 72% worked with low income 

earners, about 70% worked with the unemployed, about 40% worked with Aboriginal people 
and 40% worked with recent immigrants.   

• NPs provided, on average, 12 face-to-face appointments per day (range 3 to 50 appointments). 
• On average, three issues were addressed during a face-to-face appointment (range 1 to 8 

issues).  
• A typical client appointment lasted 30 minutes (range 10 minutes to 2 hours). 
• Almost 50% provided home visits and 44% provided, on average, four after-hours clinics per 

month. 
 
Practice in acute care  

• More than 30% of respondents practiced in acute care.  
• 44% had an NP-Adult specialty certificate, 31% had an NP-PHC certificate and 18% had an NP-

Paediatrics certificate.   
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• NPs in acute care practiced in a variety of speciality areas including cardiology (12%), emergency 
care (12%), geriatrics (11%), neonatal intensive care (9%), oncology (8%) and paediatrics (7%).  

• Most NPs in acute care practiced in an inpatient unit or service (50%), followed by ambulatory 
or outpatient unit/service (29%) and emergency department (12%). 

• More than 60% provided care for inpatients, of which 40% were clients at high risk for negative 
outcomes.  

• 45% of respondents in acute care indicated NPs were included on hospital advisory committees 
in their workplaces. 
 

Interprofessional care  
• According to respondents, NPs uniquely contribute to the consistency and continuity of care, 

patient and family centeredness, and comprehensiveness of care.  
• The majority of respondents worked with registered nurses (86%), dietitians (76%), social 

workers (71%), family physicians (71%), NPs (70%) and pharmacists (57%). 
• 62% considered their practice with physicians to be either collaborative or shared and only a 

small portion (10%) described their practice as parallel.   
• 82% of NPs made referrals to physician specialists and 66% indicated their referrals to physician 

specialists involved participation of family physicians in one or another way. 
• 79% referred to allied health care professionals, 63% referred to social workers, 45% referred to 

family physicians and 43% referred to mental health workers.  
• 46% of NPs received referrals from family physicians, 23% from allied health care professionals, 

21% from social workers, 19% from physician specialists and 12% from mental health workers.  
• On average, respondents were required to consult with other health care professionals for 

about 30% of their clients and spent about 4 hours per week on consultations.  
 
Impact of new authorizations for NP practice 

• New authorizations for prescribing medications and ordering lab tests had a “strong impact” on 
NP practice according to 80% of respondents.  

• About 40% of respondents estimated that new authorizations for NPs providing care orders to 
RNs and RPNs would have a “strong impact” on their practice.  

• Sixty percent of respondents estimated that hospital admission and discharge authorizations 
would have “no impact” on their practice.  
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The 2012 Survey Results: Full Report 

1. Introduction 
Nurse Practitioners (NPs) are advanced practice nurses who have acquired expert knowledge, complex 
decision-making skills and clinical competencies for expanded nursing practice (International Council of 
Nurses, 2008).  Introduced into the Canadian health system about 50 years ago, most Canadian 
provinces and territories now have legislation and regulations in place to integrate the NP role within 
the health system (Edwards, Rowan and Grinspun, 2011). NPs work with diverse client populations 
across the health-illness continuum and in a variety of context and practice settings (College of Nurses of 
Ontario, 2011).   
 
As the number of NPs increases steadily, the Nursing Secretariat of the Ontario Ministry of Health and 
Long Term Care (MOHLTC) commissioned the Centre for Rural and Northern Health Research (CRaNHR) 
to conduct annual tracking surveys of NPs to maintain current employment and practice information, 
and to obtain information to assist in policy development.  This report details findings from the second 
phase of the study or the fifth survey of NPs conducted since 2006.  
 
The questionnaire contains a set of core questions about employment and practice characteristics that 
are asked annually and questions that change from survey to survey.  The 2012 survey included new 
questions on practice organization (NP job descriptions, workplace provisions and supports, protection 
for professional activities); professional liability, NP contributions to interprofessional care, and impact 
and benefits of new authorizations for NP practice.   

2. Methodology 
 
Questionnaire  
The survey questionnaire was developed by the CRaNHR team in consultation with the MOHLTC Nursing 
Secretariat. In addition, a focus group and key informant interviews with NPs, NP employers and other 
stakeholders were conducted to obtain perspectives on current issues in NP practice. The questionnaire 
was tested with a few NPs for readability. The study was approved by the Research Ethics Board at 
Laurentian University.   
 
Study Population  
The study population was comprised of NPs registered with the College of Nurses of Ontario (CNO) in 
2011 (ie., Registered Nurse Extended Class [RN[EC]). To be eligible for inclusion the NP had to be 
practising in Ontario.  Home addresses were obtained for RN[EC]s who gave consent to the CNO to be 
contacted for participation in research. Of the 1,441 RN[EC]s who were contacted, 693 returned a 
completed questionnaire for a response rate of 48%.  Of the completed surveys, 12 were from NPs 
practicing outside of the province and 68 were from NPs who were no longer practising. This left 613 
surveys eligible for analysis. This sample represented 29% of 2082 NPs who were entitled to practise in 
Ontario as of August 20121.  
 
 
 

                                                           
1 Membership Totals at a glance, CNO, 2012. Accessed 20 August 2012: http://www.cno.org/en/what-is-
cno/nursing-demographics/membership-totals-at-a-glance/ 
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Data Collection and Analysis 
Data were collected 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.  Incoming surveys 
were tracked to make sure that second and third mailings of the study package were sent only to those 
NPs who had not returned a questionnaire prior to the start of the next mailing.  Data were collected 
from February through May 20122.  The data entry was completed by three data entry assistants and 
verified by double data entry method. The data analysis was performed in SPSS PC, version 20.  
 
Data Suppression 
To maintain participant confidentiality, cell counts fewer than five have been suppressed in tables and 
the suppressed value replaced with an asterisk (*). The next smallest cell count was also suppressed to 
ensure that values cannot be derived and this value was replaced with two asterisks (**) to note that 
the value was not suppressed due to a low cell count.  When there were multiple values with cell counts 
fewer than five in a table, only those values were suppressed. If the low cell count was in the “not 
specified” category, it was not suppressed because this category did not provide any information.    

                                                           
2 95% of responses arrived before May 30, 2012; the last survey arrived in July 2012.   
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3. NP Characteristics     

3.1 Demographics, education and nursing experience  
Almost all respondents (94.1%) were women. The average age of NPs in the study was 46.8 years and 
ranged from 26 to 71 years. It was higher than the average age of all NPs in Ontario (45.8 years).  The 
largest proportion of NPs was between 46 and 55 years (36.4%) (Figure 1).   
 
Figure 1. Distribution by age groups 

 
The majority (70%) had a baccalaureate degree in nursing and 36% had an RN diploma. Almost 60% of 
the respondents had completed the Primary Health Care Nurse Practitioner certificate program offered 
by the Council of Ontario University Programs in Nursing (COUPN). Most (77%) had attained graduate 
level credentials (Table 1).  
 
Table 1.   Education  

 n* % 
Diploma RN 219 35.7 
Bachelor of Science in Nursing (BScN)  431 70.3 
COUPN Nurse Practitioner Certificate Program** 370 60.4 
Master’s degree in Nursing 309 50.4 
Post Master’s NP certificate or diploma 96 15.7 
Master’s degree in other discipline 62 10.1 
Earned Doctorate in Nursing 7 1.1 

 * Respondents were asked to indicate all degrees obtained, so the total number exceeds 613 (100%). 

** Include COUPN Transition Program or CNO Prior Learning Assessment (n=17) 

 
One half of the respondents had a Master’s degree in nursing and 10% had a Master’s degree in another 
discipline.  In addition, 15% planned to enrol in a Master’s degree program in the next five years and 
13% indicated intent to enrol in a PhD or doctoral program.  
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On average, respondents had worked as an RN for 17 years and as an RN[EC] for six years (Table 2).   
 
Table 2.   Nursing experience  
 Mean SD Minimum Maximum 
Total years worked as an RN (n=605) 17.0 9.4 2   53  
Total years worked as an RN(EC) (n=598)  6.2        4.3            1*         15  
* Include respondents who worked less than one year (n=28). 
 
3.2 Certification, areas of practice and professional liability  
The majority of respondents (74 %) were registered with the CNO as an NP-Primary Health Care (NP-
PHC) (Table 3).  
 
Table 3.  CNO Specialty certificate   
 n % 
NP-Primary Health Care 455 74.2 
NP-Adult 126 20.6 
NP-Paediatrics 40 6.5 
Total 621* 101.3 

* Eight respondents had two certificates from the CNO. 
 
Most of the respondents practiced either in primary care (57%) or acute care (20%) (Table 4). Other 
areas of practice included education, occupational health, chronic pain, chronic disease management, 
women’s health, sexual health and sports medicine. Among those practicing in primary care, the 
majority (74%) had the NP-PHC certificate and among those in acute care, the majority (55%) had an NP-
Adult certificate (data not shown).   
 
Table 4.   Practice area  
 n % 
Primary care 349 56.9 
Acute care 124 20.2 
Geriatrics 39 6.4 
Paediatrics 29 4.7 
Mental health and addictions 14 2.3 
Public health 10 1.6 
Rehabilitation 10 1.6 
Maternal/newborn  7 1.1 
Palliative care 7 1.1 
Other  21 3.6 
Not specified 3 0.5 
Total 613 100 

 
Seventy-seven percent held professional liability insurance from the Canadian Nurses Protective Society  
and 20% did not. Some NPs indicated they have professional liability coverage from other organizations, 
such as the Academy of Nurse Practitioners Association (ANPA), the Nurse Practitioners of Ontario 
(NPAO) and the Registered Nurses of Ontario (RNAO)(n=46). Few NPs indicated their professional 
liability is covered by their employers (n=12). 



THE 2012 SURVEY RESULTS: FULL REPORT 

5 
 

 4.   NP Practice Setting 
 
4.1 Practice location 
Respondents practiced in all 14 Local Health Integration Network (LHIN) regions of the province. The 
largest proportions practiced in the Toronto-Central (14%), the North East (10.6%), and the Hamilton-
Niagara Haldimand-Brant, and South West (both 9.6%) LHINs (Table 5). Overall, the distribution of 
respondents was similar to the distribution of NPs in Ontario. However, NPs who practice in the North 
Simcoe Muskoka, Waterloo Wellington, and Central West LHINS were slightly over represented and NPs 
who practice in the Toronto Central and Champlain LHINs were under represented among the survey 
respondents.  
 
Table 5.   NP practice locations by LHIN region  
 
 NPs in the study 

 
NPs in Ontario* 

 
LHIN Region n % n % 
Central 27 4.4 82 3.9 
Central East 37 6.0 134 6.4 
Central West 12 2.0 35 1.7 
Champlain 43 7.0 204 9.7 
Erie St. Clair 40 6.5 121 5.7 
Hamilton Niagara Haldimand Brant 59 9.6 230 10.9 
Mississauga Halton 19 3.1 70 3.3 
North East  65 10.6 201 9.5 
North Simcoe Muskoka 29 4.7 80 3.8 
North West 27 4.4 112 5.3 
South East 30 4.9 121 5.7 
South West 59 9.6 178 8.4 
Toronto Central 86 14.0 401 19.0 
Waterloo Wellington 46 7.5 130 6.2 
Not specified 34 5.5 9 0.4 
Total 613 100 2,108 100 
* Membership Statistics Report 2011, College of Nurses of Ontario, p.39 
 
More than half of the respondents (57%) practiced in metropolitan areas or large or mid-size cities 
(Table 6). Over one quarter (27%) practiced in communities with a population less than 30,000.  
 
Table 6. Community size (population) 

 
n % 

Metropolitan area (500,000+) 159 25.9 
Large city (100,000-499,999) 193 31.5 
Mid-sized city (30,000-99,999) 70 11.4 
Small city/town (10,000-29,999) 70 11.4 
Town/small community (1,000-9,999) 75 12.2 
Rural area (less than 1,000) 23 3.8 
Not specified 23 3.8 
Total 613 100 
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4.2 Employment, funding and remuneration 
The top three employers of NPs who responded to the survey were family health teams (24%), acute 
care hospitals (23%), and Community Health Centres (17%) (Table 7). The “other community employer” 
category included community mental health programs, college/university health services, and 
community care access centres. The “other hospital employer” category included the complex/ 
continuing care/rehabilitation hospitals and addiction, mental health centre/psychiatric hospital. “Other 
employers” included self-employment, work for the government, and college/university faculty. 
 
 Table 7.  NPs’ Main Practice Employers 
 n % 
Family health team  149 24.3 
Acute care teaching hospital 139 22.7 
Community health centre 105 17.1 
Community hospital 53 8.6 

     Other community employer 41 6.8 
Physician’s office / Family practice unit 25 4.1 
NP-led clinic 24 3.9 
Other hospital employer                         22 3.6 
Public health unit 17 2.8 
Aboriginal health access centre 15 2.4 
Other employers  12 1.9 
Long-term care 10 1.6 
Not specified 1 0.2 
Total 613 100 
 
Most respondents (80%) were employed full-time (Table 8). About one-quarter (27%) belonged to a 
union. Most NPs had workplace benefits including dental and extended health coverage (78%) and a 
pension plan (72%). Almost half of the respondents indicated intent to remain in their current position 
for the next five years.  
 
Table 8.   Employment and union status, workplace benefits and intent to stay in current position 
 n % 
Employment status (n=613) 100 
     Full-time (permanent or contract) 488 79.6 
     Other (includes part-time, casual, self-employed, etc.) 95 15.5 
     Not specified 30 4.9 
Main position unionized (n=613) 100 

Yes 165 26.9 
No 439 71.6 
Not specified 9 1.5 

Workplace Benefits (n=613) 100 
     Dental benefits 480 78.3 
     Extended health benefits 476 77.7 
     Pension plan 440 71.8 
     Other benefits 120 19.6 
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Table 8, continued   
Length of time intended to stay in current position (n=613) 100 

1-5 years 286 46.7 
6-10 years    146 23.8 
More than 10 years 116 18.9 
Other intentions 47 7.7 
Not specified 18 2.9 

 
The majority of respondents (77%) were in positions that were fully funded by the MOHLTC either 
indirectly through the employer (58%) or directly (18%)(Table 9). Another 4% indicated that the 
MOHLTC co-funded their positions through hospitals, universities, LHINs, municipalities, and other 
agencies.  Relatively few NPs were funded by physicians, the municipal government, or federal 
government.  Most NPs (65%) were certain that funding for their position was secure but 9% stated that 
funding was not secure (data not shown). 
 
Table 9.   Annual income, funding sources and remuneration  
 n % 
Funder(s) for all NP positions (n=613) 100 

MOH LTC funds through employer 358 58.4 
MOH LTC funds directly  113 18.4 
Other 63 10.3 
Physician 20 3.3 
MOH LTC co-funds 26 4.2 
Federal government 17 2.8 
Municipality        16 2.6 

Method of remuneration (n=613) 100 
Salary 377 61.5 
Hourly rate 218 35.6 
Other 15 2.4 

     Not specified 3 0.5 
Annual gross income (for NPs in full time positions) (n=488) 100 

Less than $80,000 13 2.7 
$80,001 to 100,000 341 71.0 
$100,001 and more 125 26.0 
Not specified 9 0.3 

 
Most of the NPs (62%) were paid on a salary basis. The majority (71%) had an annual income of $80,000 
to $100,000. Less than 3% of those employed in full time positions earned less than $80,000 (Table 8). 
 
NPs salary varied across areas of practice. Almost 60% of NPs in primary care earned between $80,000 
and $90,000, while more than 50% of NPs in acute care had an annual income of more than $100,000 
(Figure 2). 
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Figure 2.  Salary of NPs in primary and acute care (based on full-time employment) 

 
Dissatisfaction with salary was high among NPs in primary care: almost one-quarter were “not at all” 
satisfied and only 4% were “completely” satisfied. By comparison, only 4% of NPs in acute care indicated 
they were “not at all” satisfied with their salary and 12% were “completely” satisfied. Overall, 65% were 
dissatisfied with their salary and only 16% were satisfied (Figure 3).  
 
Figure 3.  Satisfaction with salary by NPs working in primary and acute care (based on full-time employment) 
 

 
In addition, respondents (n=37) voiced dissatisfaction with their salary in the comments section. One 
respondent commented: “Would be more satisfied if salary was representative of work and risk taken 
since Bill 179 was passed. Also, NPs in acute care settings have better wages and benefits”. Similarily, 
another wrote: “our salary is far too low for the amount of responsibility. The wage freeze that affected 
community NPs did not affect hospital based ONA NPS is very unfair.” Another wrote: “I find it 
unsettling and demoralizing that my scope of practice has increased and my salary remains the same as 
the RNs … I regularly put in extra hours to build my programs and see patients that doctors cannot see. I 
can only hope that this salary issue gets resolved!”  

4.3 Practice organization 
 
About 8% of respondents worked in practice settings that began employing NPs in the period between 
1970 and 1995 (Table 10). Almost 45% practiced in organizations that began employing NPs since 2005. 
The majority (71%) indicated that all funded positions in their organization were filled (Table 10).  
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Table 10.  Employment of NPs in practice setting 

 
n % 

% of valid 
responses 

(n=512) 
When a practice setting began employing NPs (n=613) 100 100 
    1970-1995 47 7.7 9.1 
    1996-2004 197 32.1 38.5 
    2005 and later 268 43.7 52.4 
    Not specified 101 16.5 - 
Funded and filled NP positions (n=613) 100  
    All funded positions are filled* 433 70.6  
    Some funded positions are not filled** 138 22.5  
    Some positions are not funded*** 17 2.8  
Not specified 25 4.1  

* The number of funded positions equals the number of filled positions. ** The number of funded positions is greater than the 
number of filled positions. *** The number of filled positions is greater than the number of funded positions.   
 
Twenty-three percent of respondents indicated that some funded NP positions were not filled in their 
organization and less than 3% indicated that some NP positions were not funded. Based on the 
comparison of numbers of positions funded and filled, 232 full-time equivalent (FTE) NP funded 
positions were not filled and about 20 FTE NP positions were not funded (data not shown).  
 
Almost all respondents (82%) had the use of a computer in their practice setting. Most had a private 
phone, clerical support and exam rooms available in their practices (Table 11). Fewer respondents had 
the clinical support of a registered nurse (RN) or registered practical nurse (RPN) (69%) or the use of a 
private office (64%).  
 
Table 11. Work provisions and support services 

 
n % 

Computer 599 97.7 
Use of a private telephone 505 82.4 
Clerical support  498 81.2 
Use of exam room 488 79.6 
Clinical support through RN/RPN 421 68.7 
Use of a private office 389 63.5 

 
 
About 82% of the respondents had a written job description for their NP position. The specifics of the 
job descriptions are shown in Table 12. The majority of the descriptions included employment 
requirements and main functions. Objectives of the role were defined in about half of the descriptions. 
Expected outcomes, reporting structure, and work conditions were included in few descriptions (Table 
12). Time reserved for professional development and education, and administration requirements, were 
among the other details included in some job descriptions. 
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Table 12.  Definitions included in job descriptions 

 
n % 

Employment requirements 448 73.1 
Main functions 436 71.1 
Individual responsibilities 360 58.7 
Objectives of the role 319 52.0 
Reporting structure 277 45.2 
Expected outcomes 205 33.4 
Working conditions 152 24.8 
Other details 20 3.3 

 
About 65% of the NPs had protected time for professional development, but only 33% had protected 
time for leadership activities and 22% had protected time for research and other scholarly work. 
Another 29% did not have any protected time for professional activities (Table 13). 
 
Table 13. Protected time for professional activities 

 
   n   % 

Professional development 396 64.6 
Research/scholarly work 132 21.5 
Leadership activities 200 32.6 
None of the above 180 29.4 

 
Competence in the areas of health assessment, diagnosis and therapeutics was primarily maintained 
through continuing education (98%) and critically reviewing relevant literature (87%) and teaching 
(87%)(Table 14). Other activities included consultations with physicians, case studies, continuing medical 
education, online research, participating in a journal club with other NPs, medical modules, or 
membership in professional associations (e.g., CNO peer assessor).  
 
Table 14. Maintaining professional competence 

 
   n   % 

Attending continuing education forums 598 97.6 
Critically reviewing relevant literature 532 86.8 
Teaching 413 67.4 
Taking academic courses 216 35.2 
Participating in clinical research activities 202 33.0 
Writing for publications related to practice 72 11.7 
Other activities 59 9.6 

 
The majority of NPs (85%) indicated that their position allowed them to provide health care services to 
the full legal scope of NP practice and maximum of their knowledge, skill and judgement (87%). 
 
Less than half of the respondents (45%) indicated that NP practice outcomes are being tracked in their 
practice setting. The most common tracked outcomes were numbers of patients seen/rostered, 
preventive screening, immunizations, and patient satisfaction.  Statistics for the MOH were mentioned 
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as tracked outcomes by NPs working in family health teams and NP-led clinics. Some respondents 
participated in the Nurse Practitioner Access Reporting (NPAR) pilot project.   

      5. NP Practice Profile 

5.1 Client population, practice focus and time spent on clinical and other activities 
 
Respondents treated clients of all ages (Figure 4). On average, the majority of the NPs’ clientele were 
seniors (32%) and adults (42%).   
 
Figure 4.   Client population, % by age 
 

 
 
Almost half of the respondents (47%) described their practice focus as a “general primary care 
population” (Table 15). Almost a quarter (24%) of respondents focused on a specific population, such as 
teenagers and women. Just over one-fifth (22%) focused on a specific health condition or illness, such as 
diabetes, mental health issues, or congestive heart failure. The “other” category included acute, 
emergency and surgical care. 
 
Table 15.  Practice focus 

 
n % 

General primary care population 285 46.5 
Specific population 147 23.9 
Specific health condition/illness 133 21.7 
Geographic area 15 2.5 
Other 30 4.9 
Not specified 3 0.5 
Total 613 100 

 
On average, respondents spent 72% of their time in a typical month on  on direct patient care (Table 16). 
They were most likely to spend another 25% of their time in a month on administration, consultation, 
collaboration, and education.  There was a wide variation in the distribution of time across different role 
components among respondents. Some NPs spent all their time on direct patient care, some spent up to 
75% of their time on education, while others spent half of their time on consultation and collaboration.  
 

31.6 

41.6 

10.7 

10.8 

5.3 

Seniors (65 yrs and older)

Adults (19-64 yrs)

Adolescents (13-18 yrs)

Infants/children (1 month - 12 yrs)

Neonates/premature infants
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NPs were asked to estimate how their time in an average month would be optimally distributed among 
different role components.  On average, the estimated optimal time spent on direct patient care was 
slightly lower than actual time (compare 66% and 72%, respectively). Respondents estimated that 
research/scholarly work should take about 8% compared to the actual 3% of their time.  
Education coupled with research/scholarly work should optimally take about 15% of the month, while 
actual time spent on these activities was almost two times lower (8%). Actual time spent on 
collaboration and consultation was close to the optimal estimated time (10% and 9%, respectively).  
 
Table 16.   Actual and optimal percentage of time spent on NP role components during a typical month 
 Actual (n=473) Optimal (n=333) 
Role Components  Mean SD (Min-Max) Mean SD (Min-Max) 
Direct patient care 71.8 16.7 (0-100) 66.2 13.5 (10-100) 
Administration3 6.3 7.4 (0-50) 5.6 5.4 (0-35) 
Consultation  5.1 5.2 (0-50) 4.6 4.6 (0-50) 
Education2 5.0 6.2 (0-75) 7.0 5.5 (0-50) 
Collaboration 5.0 5.1 (0-50) 4.7 4.2 (0-25) 
Research/Scholarly work1 3.0 4.2 (0-40) 7.5 5.5 (0-40) 
Leadership activities 4 3.0 4.7 (0-40) 4.0 3.7 (0-20) 
Other  0.8 3.9 (0-35) 0.4 2.5 (0-25) 
Total 100.0  100.0  
1Conducting studies, giving presentations, publishing, etc. 2Includes educating staff, preceptorships, teaching, etc. 3Budgets, 
filing, hiring, etc.  4Attending or leading committees, etc. 
 
On average, NPs spent more than a half of their clinical time in a typical week on curative care (eg., 
acute, episodic or minor illness or injury) and maintenance (e.g., therapeutic management of chronic 
disease).   Approximately 25% of the time was spent on health promotion and disease prevention.  The 
remainder of the time was spent on supportive counselling (12%), advocacy (4%) and other activities, 
such as reviewing results, referring and charting, attending meetings, and program planning (Figure 5).  
 
Figure 5. Clinical activities  
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   5.2 Practice in primary care  
 
Almost 70% of the respondents practiced in primary care (n=421). Almost all of them (96%) had an NP-
PHC specialty certificate from the CNO.  Forty-two percent (n=256) were the main primary care provider 
for their clients. On average, each NP had 350 clients (median=350, mean=374, SD=306.9, min=1, 
max=2000) under their care.  A majority of NPs worked with a “general primary care population”, low 
income earners, the unemployed and substance/drug abusers (Figure 6). 
 
Figure 6.   Client population* (n=421) 

   
 
The average number of face-to-face appointments per day was 12, with a range from a low of three to a 
high of 50 (Table 17). The respondents provided, on average, about four telephone appointments in a 
typical day ranging from a low of zero to a high of 16. Only 21 respondents (about 5%) indicated they 
provided on-line consultations in a typical day. The number of on-line contacts during a typical day 
ranged from one to five (data not shown).       

Table 17.   Average number of face-to-face and telephone appointments in a typical day 
 n (%) Median Mean SD Min Max 
Face-to-face appointments a 391 (100) 12.0 13.1 5.65 3 50 
Telephone appointments b 379 (100) 3.0 3.7 2.80 0 16 
a   29 respondents did not answer this survey question  
b   42 respondents did not answer this survey question.  

During a face-to-face appointment, NPs addressed, on average, three issues per client (median=3, 
mean=2.9, SD=0.99, min=1, max=8). On average, a typical client appointment lasted 30 minutes 
(median=30, mean=29, SD=11.99, min=10, max=120).  

About 16% of the respondents had on-call duties and 47% provided home visits. Forty-four percent of 
respondents provided, on average, four after-hours clinics per month.  

About a third (33%) worked in multiple sites (median=2, mean=2.5, SD=1.89, min=0.5, max=18) and 
traveled, on average, 2.6 hours per week between sites (median=1, mean=2.59, SD=6.94, min=0, 
max=45). 
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5.3 Practice in acute care  
 
More than 30% of NPs practiced in acute care (n=200)3. Fifty-four percent had an NP-Adult specialty 
certificate, 31% had an NP-PHC certificate and 18% had an NP-Paediatrics certificate.   
Cardiology (12%), emergency care (12%), geriatrics (11%), neonatal intensive care (9%), oncology (8%) 
and paediatrics (7%) were the most common specialty areas of practice. The most common practice 
setting was inpatient unit or service (Table 18).  
 
Table 18. Main practice setting 
 n % 
Inpatient unit/service 100 50.0 
Ambulatory or outpatient unit/service 58 29.0 
Emergency department 24 12.0 
Other 14 7.0 
Not specified 4 2.0 
Total 200 100 
 
There were multiple of ways that clients were assigned to NP care. Almost half of the respondents (48%) 
indicated clients were assigned to their care based on a collaborative decision with physician partners 
(Table 19).  
 
Table 19.  How clients are assigned to NP care  

 n % 
Decided collaboratively with physician partner(s) 95 47.5 
According to acuity and complexity of required care 68 34.0 
Through referral 46 23.0 
Geographically (assigned clients in a specific area or service) 34 17.0 
Decided collaboratively with a team of NPs/advanced practice nurses 32 16.0 
Clients self-select  5 2.5 
 
About half (48%) of the respondents provided care to ambulatory clients (Table 20). On average, they 
saw two patients in an hour, some seeing as many as 10 patients per hour (median=2, mean=2.4, 
SD=1.5, min=0.13, max=10).  Respondents estimated that 25% of their clients were at high risk for 
negative outcomes.  
 
Table 20.  Percentage of ambulatory clients at low, moderate and high risk for negative outcome (n=96) 
Risk for negative outcome Median Mean (S.D.) Min Max 
Low 25 32.3 27.3 0 100 
Moderate 30 35.6 27.7 0 90 
High 20 32.1 28.2 0 100 
  
 
More than 60% of respondents provided care for inpatients (Table 21). They saw an average of 11 
patients during a shift (median=9, mean=11.4, SD=9.1, min=0, max=46).  Respondents estimated that 
40% of their hospitalized clients were at high risk for negative outcome.  
 
 
                                                           
3 Eight out of 613 respondents practiced in both primary and acute care. 
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Table 21.  Percentage of hospitalized clients at low, moderate, and high risk for negative outcome (n=127) 
Risk for negative outcome  Median Mean (S.D.) Min Max 
Low 10 21.1 24.7 0 100 
Moderate 40 36.2 22.3 0 95 
High 40 42.8 30.2 0 100 
 
 
More than half of the respondents indicated their position emphasizes both nursing and medical 
functions, while 39% said their position emphasizes medical functions (Table 22). 
 
Table 22.   Nursing and medical function of NP position 
NP position emphasizes n % 
Nursing and medical functions 105 52.5 
Medical functions 77 38.5 
Other 11 5.5 
Not specified 7 3.5 
Total 200 100 
 
Forty five percent of respondents indicated that NPs were included on their hospital advisory committee 
(Table 23).  
 
Table 23.   Hospital advisory committee includes NPs 
 n % 
Yes 91 45.5 
No 80 40.0 
Not specified 29 14.5 
Total 200 100 
 

5.4 Interprofessional care  
More than three-quarters (78%) provided a response to an open-ended question about the unique 
contribution of the NP role to interprofessional care. These respondents emphasized that NPs 
contribute uniquely to consistency and continuity of care (n=169), patient and family centered care 
(n=152), comprehensive care that is holistic, includes both nursing and medical perspectives, and is 
focused on health promotion (n=132). In addition, NPs play a leadership role in interprofessional teams 
by leading, educating and coordinating nursing and other allied health care staff; collaborating with 
medical staff; coordinating interprofessional care; and communicating with families and patients 
(n=132).  
 
The majority of respondents worked with registered nurses, dietitians, social workers, family physicians, 
NPs and pharmacists (Table 24).  
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Table 24. Collaboration with other health care providers 
                          n           % 
Registered nurses 526 85.8 
Dietitians 464 75.7 
Social workers 434 70.8 
Family physicians 433 70.6 
Nurse practitioners 427 69.7 
Pharmacists 347 56.6 
Registered practical nurses 285 46.5 
Mental health workers 235 38.3 
Physiotherapists 222 36.2 
Occupational therapists 202 33.0 
Physician specialists 196 32.0 
Respiratory therapists 172 28.1 
Clinical nurse specialists 86 14.0 
Physician assistants 63 10.3 
Midwives 34 5.5 

 
Seventy-three percent of respondents consulted with family physicians. About 17% consulted with one 
family physician, 19% consulted with two family physicians and almost 40% (38%) consulted with more 
than two family physicians. Half of the family physicians (51%) were available for consultations on-site, 
14% were off- site and 34% were both on-site and off-site. 
 
Most respondents in this study (62%) would consider their practice with physicians to be either 
collaborative (the client is assigned to one of the health care providers regardless of the complexity of 
the problem) or shared (a physician and an NP see clients on alternating schedules and clients can see 
either the NP or physician) (Table 25).  
 
Only a small portion (10%) of respondents described their practice as parallel where an NP sees the 
most stable clients and a physician sees the medically complex cases; and an even smaller percentage of 
NPs (less than 4%) regarded their practice with physicians as sequential with the NP performing the 
initial assessment and the physician being responsible for the diagnoses and management of the client.  
 
Almost 25% of respondents selected the “other” category to describe their practice with physicians as 
their practice was a mix of shared and collaborative care with only the rare consult with a physician 
when needed. The majority of respondents who selected “other” reported that care they provide varies 
and is dependent on patient needs.   
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Table 25.  Physician-NP practice model (n=613)  
 

 
n % 

Collaborative 207 33.8 
Shared care 169 27.6 
Combination of above          150  24.5 
Parallel 62 10.1 
Sequential 22 3.6 
Unspecified 3 0.5 
Total 613 100 

 
Respondents estimated the average number of referrals made to or received from other health care 
professionals (Table 26).  
 
Table 26.  Referrals* between NP and other health care professionals   

 

n of 
respondents 

% Median Mean SD Range 

               Referrals NPs made to:       
Physician specialists 501 81.7 4.0 5.1 4.36 0.50-40.0 
Other allied health care professionals 

  
487 79.4 5.0 5.3 5.53 0.50-50.0 

Social workers 386 62.9 2.0 3.3 3.21 0.25-25.0 
Family physicians 273 44.5 2.0 4.2 6.32 0.25-60.0 
Mental health workers 261 42.6 2.0 2.6 3.26 0.05-30.0 
              Referrals NPs received from:       
Family physicians 280 45.7 3.0 5.2 6.75 0.25-60.0 
Other allied health care professionals 

  
142 23.2 2.0 3.3 2.34 0.50-20.0 

Social workers 131 21.4 2.0 3.0 3.15 0.25-20.0 
Physician specialists 117 19.0 4.0 8.2 14.17 0.25-100.0 
Mental health workers 74 12.1 1.5 2.3 2.20 0.50-10.0 

Referrals were considered as requiring separate appointments and consultations as not requiring separate appointments of the client with 
another health care professional.  
 
Most of NPs (66%) indicated that their referrals to physician specialists involved participation of family 
physicians in one or another way (Table 27).  

Table 27.  How do you make referrals to physician specialists?  
   n                       

 
          % 

I write and sign the referral note – a physician is not involved 246 40.1 
I consult with a physician who signs the referral note I wrote 193 31.5 
I write the referral note, and a physician signs it without consultation 
with me or seeing the client 

147 24.0 

I refer clients to a physician, who sees the client and writes the 
referral note 

35 5.7 

I consult with a physician who writes the referral note on my behalf 27 4.4 
Other  137 22.3 
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On average, respondents required to consult with other health care professionals for about 30% of their 
clients and spent about four hours per week on consultations (median=2.0, mean=3.89, SD=5.45, min=0, 
max=40). Almost 80% indicated they usually had enough time for consultation with other health care 
professionals.  

        6. Impact of New Authorizations for NP Practice 
 
According to almost 80% of respondents, new authorizations for prescribing medications and ordering 
lab tests had a “strong impact” on their practice (Figure 7).  
 
Figure 7. Impact of new authorizations for NP practice 

  
According to respondents, the new authorizations for NP practice were beneficial in many ways.  
For NPs, they  

• allowed more autonomous and independent practice that in turn stimulated NPs “to address 
each situation more holistically and independently,” to assume responsibility for what is 
prescribed, to be accountable “for things that we were doing all along,” to raise awareness of 
knowledge gaps, a need to improve clinical skills and competencies, to upgrade, read and learn 
more about pharmacology and laboratory interpretation;  

• promoted patient’s confidence in an NP as a care provider-NP is now seen as a primary care 
provider;  

• allowed acknowledgement of the NP full scope of practice by interprofessional teams, increased 
impact of the role, fostered ability to collaborate with other disciplines,  

• increased job satisfaction and ability to manage more conditions; and 
• improved efficiency and productivity - less wasted time for unnecessary consultations, freed 

more time for clients, can see more patients, and have more time for discussing complex 
patients. 
 

For clients, the new authorizations  
• improved access to more timely care, treatment, and discharge;  
• increased patient satisfaction; 
• promoted continuity and consistency of care; 
• improved patients’ outcomes by reducing wait times; and 
• increased quality of care, i.e., expanded and optimized care, complete, better management of 

chronic diseases, and total care for complex patients. 
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For the healthcare system and other healthcare professionals, the new authorizations  
• reduced ER wait times; 
• reduced ER visits for admission purposes; 
• decreased length of hospital stay; 
• improved flow of patient care; 
• improved collaborative practice and relationships with nursing colleagues; 
• facilitated effective utilization of the interdisciplinary model of practice; and 
• improved team provision of care and collaboration. 
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