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Abbreviated Executive Summary 
Alberta Health initiated the Nurse Practitioner Demonstration Project(s) (NPDP) in 2016 to support 
access to and further integration of NPs into Alberta’s primary health care system. Funding was 
provided (based on diverse program plans) to the Boyle McCauley Health Centre (BMHC), The Alex 
Community Health Centre (The Alex), the Calgary Urban Project Society (CUPS), and the Seniors 
Association of Greater Edmonton (Sage).i The Institute of Health Economics (IHE) was requested to 
develop and conduct an evaluation of the projects. 

Objectives 
The purpose of the final evaluation report was to: 1) provide qualitative descriptions of the key 
structures and processes found within each of the NPDP sites; 2) provide findings related to access, 
continuity, patient-centredness, comprehensiveness of care and quality, responsiveness, and system 
sustainability; and 3) make recommendations regarding opportunities for the improvement and spread 
of successful demonstration site practices. 

Methods 
The design used a mixed method approach, which leveraged existing provincial administrative health 
datasets and data from electronic medical records (EMRs), and included focus groups and semi-
structured interviews at each of the demonstration sites, surveys with Nurse Practitioners (NPs), and 
patient feedback surveys. 

Evaluation Results 
Overall, there was increased access to services with the additional resources provided through the 
NPDP. In three of the four sites, the NPDP funding was used to expand well-established models of 
interdisciplinary team service delivery to target populations with complex health needs. Services at Sage 
commenced in March 2018, and limited evaluative data were available at the time of data collection. 
The funding was used to bring services closer to where the patients are already accessing community 
social services. Direct patient feedback indicates patients have positive experiences with the NPs at 
BMHC, The Alex, and CUPS. The NPs in each site had a patient panel. Panel variation related to the 
lower full-time equivalent (FTE) levels of some of the NPs. 

All NPs involved in the project indicated they are working to their full clinical scope, are using 
evidence-informed practice and consistently apply relevant research, best practice guidelines, and 
theory in the delivery of care, and are involved in the development, analysis, and evaluation of 
processes within the practice setting to ensure patients receive high-quality services. None of the NPs 
reported using this funding to conduct or support research. Overall, the NPs reported varying degrees 
of involvement in quality improvement. 

Based on the short evaluation timelines, the evaluation was unable to assess the value to the health 
system based on the data pertaining to utilization, improved health, and overall system value. 

                                              
i The project began with four sites: BMHC, The Alex, CUPS, and Pure North S’Energy. During the course 
of the evaluation, an additional clinic was added (Sage), and one was removed (Pure North S’Energy) 
due to termination of their grant. 
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Considerations for Spread 
When considering further spread of NPs to target high-need, vulnerable populations, there are a 
number of important learnings from the NPDP. These learnings will increase the likeliness of ensuring 
increased assess, relational continuity, and the delivery of comprehensive, patient-centred care. 

Considerations for Scaling NPs in Community Health Centres 
There is an opportunity to learn from the Sage project in an effort to inform further scaling of NPs by 
expanding the delivery of primary health care within existing social service/community-based 
organizations throughout the province. 

Future Evaluation Considerations 
In order to understand the full value of NPs in community health centres, future evaluations need to 
consider defining measures that assess the functioning of the team delivering care in these settings 
rather than a single practitioner. Evaluations should focus on the inherent value of NPs to the overall 
health system, not on comparing NPs to other health professionals such as medical doctors. 
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Executive Summary 
Nurse Practitioners (NPs) are highly trained 
healthcare providers who play a critical role in 
meeting the needs of Albertans. Alberta has worked 
to integrate NPs along the continuum of care for 
over a decade. Alberta Health initiated the NP 
Demonstration Project(s) (NPDP) in 2016 to 
support access to and further integration of NPs 
into Alberta’s primary health care system. The 
Institute of Health Economics (IHE) was requested 
to develop and conduct an evaluation of the 
projects. 

The NPDP has developed an evaluation framework 
to assess the impact of the NP role as part of the 
primary healthcare team, to determine if and how 
they help meet population health needs, improve 
outcomes, and contribute to system sustainability. 
Findings from the evaluation will be used to inform 
decision-making about further utilization and 
sustainable funding for the program. It is important 
to note that the specialized nature of these 
community health centre models and the 
heterogeneity of the programs each site provided 
make these findings not readily comparable across 
participating sites or to other specific primary care 
settings. There was direction to evaluate at the level 
of the individual NP; future evaluations should 
consider defining measures that assess the 
functioning of the team delivering care in these 
settings rather than a single practitioner. 

Objectives 
The purpose of this final evaluation report was to: 
1) provide qualitative descriptions of the key 
structures and processes found within each of the 
NPDP sites; 2) provide findings related to access, 
continuity, patient-centredness, comprehensiveness 
of care and quality, responsiveness, and system 
sustainability; and 3) make recommendations 
regarding opportunities for the improvement and spread of successful demonstration site practices. 

Methods 
The evaluation design was primarily formative in nature. This was due both to the heterogeneity of 
the sites in terms of the populations served and the ways in which each site used the NPDP funding 

KEY RESULTS 

Access 
• Increased as a result of the NPDP. 
• NPDP funding was used to bring 

services closer to where the patients 
are already accessing community 
social services.  

Patient Experience 
• Direct patient feedback indicates 

patients have positive experiences 
with the NPs at BMHC, The Alex, and 
CUPS. 

Continuity 
• NPs in each site had a patient panel. 

Panel variation related to the lower 
FTE levels of some of the NPs. 

Program Delivery/Scope 
• NPDP funding was used to expand 

well-established models of 
interdisciplinary team service delivery 
to target populations with complex 
health needs at three of the four sites. 

• All NPs involved in the project 
indicated they are working to their full 
clinical scope. 

• Services at Sage commenced in March 
2018, and limited evaluative data was 
available at the time of data collection. 

Future Evaluation Considerations 
• There was direction to evaluate at the 

level of the individual NP; future 
evaluations should consider defining 
measures that assess the functioning 
of the team delivering care in these 
settings rather than a single 
practitioner. 
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provided, as well as the recent initiation of the program, the small sample size of four sites,ii and the 
total evaluation timeframe being only 18 months. The design used a mixed method approach, which 
leveraged existing provincial administrative health datasets and data from electronic medical records 
(EMRs), and included focus groups and semi-structured interviews at each of the demonstration 
sites, surveys with the NPs, and patient feedback surveys. 

Evaluation Results 
Overall, there was increased access to services with the additional resources, and strong satisfaction 
from the patients who received the services. All the NPs indicated working to their full scope of 
practice in the project sites. Continuity with individual NPs was very difficult to measure due to the 
wide variance in how they were employed and deployed. The performance of the teams in terms of 
access and continuity is also important, and it would be interesting to measure this in future 
evaluation work. A greater time period is required to assess the impact on system utilization and 
improvements in health. 

Program Descriptions 
Three of the four sites used the NPDP funding to expand well-established models of service 
delivery that utilize interdisciplinary teams to target specific populations with complex health needs. 
NPs have been integral members of these teams for over 20 years. In each of these sites, the NPs 
are primary care practitioners who have a population-based practice focus, provide team-based care, 
and practice autonomously to their full clinical scope of practice. They all report to a physician/ 
medical director. 

The funding at the Seniors Association of Greater Edmonton (Sage) was used to initiate an NP 
primary healthcare clinic within an existing social service. This model of service delivery is intended 
to bring primary healthcare services to where vulnerable seniors are accessing social support 
services. Similar to the other sites, the NPs at Sage are primary care practitioners who have a 
population-based practice focus, provide team-based care, and practice autonomously to their full 
clinical scope of practice. They also all report to a medical director. 

In all sites, the funding was used to bring services closer to where the patients are already accessing 
community social services. As a result, primary healthcare services were provided in mobile units, in 
community-based organizations, or in community health centres. 

All sites reported that the NPs are actively involved in mentoring and coaching, updating policies 
and procedures within the clinic, developing new programs, and designing services/interventions for 
health promotion, health protection, and the prevention of illness, injury, disease, and complications. 
Participation in research is limited in each of the sites; however, all sites reported that processes are 
in place to support ongoing professional development of the NPs. 

Access 
Access increased as a result of the NPDP. The NPDP funding was used to bring services closer to 
the patients. EMR results indicate that, at the NPDP at the Boyle McCauley Health Centre (BMHC), 

                                              
ii The project began with four sites: Boyle McCauley Health Centre (BMHC), The Alex Community Health 
Centre (The Alex), Calgary Urban Project Society (CUPS), and Pure North S’Energy. During the course of 
the evaluation, an additional clinic was added (Seniors Association of Greater Edmonton [Sage]), and one 
was removed (Pure North S’Energy) due to termination of their grant. 
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the total number of patients seen by the NPs from April 2016 to March 2018 was 1,121, with an 
average of 140 new patients each quarter. At the Alex Community Health Centre (The Alex), the total 
number of patients seen by the NPs from October 2016 to March 2018 was 2,082, with an average 
of 347 new patients each quarter. At the Calgary Urban Project Society (CUPS), the total number of 
patients seen by the NPs from October 2016 to March 2018 was 2,532, with an average of 422 new 
patients each quarter. It should be emphasized that this indicator represents patients seen by any NP 
and not the activity of those patients (that is, volume of appointments). Additionally, the data 
suggest there is significant variability across the three sites with regard to the third next available 
appointment; one site reported two days, and another reported a mean of 21 days. 

Continuity 
Assessing the continuity of care for patients assigned to NPs should be cautiously interpreted in this 
demonstration project. The evaluation utilized the number of interactions that patients had with 
NPs using appointment counts in the EMR. For BMHC, The Alex, and CUPS, considering all 
patients that were seen by NPs, most had a single visit in one quarter. This pattern of visit frequency 
remained stable through the duration of the demonstration project. 

While all the NPs across the three sites had a patient panel, there were considerable size variances 
(from 46 patients to 379), presumably relating to the lower full-time equivalent (FTE) levels of some 
of the NPs. Further, the service delivery model in each of the respective sites also impacted the 
panel sizes. NPs not only see their own patients but also provide service to the overall clinic panel, 
which is reflective of the team-based/shared care model. 

Types of Services Delivered 
All the NPs involved in the project indicated they are working to their full clinical scope within their 
area of focus, including advanced health assessment and diagnosis, ordering, and interpreting 
laboratory and other diagnostic tests, prescribing pharmacotherapy, conducting treatment and 
advanced interventions, monitoring patient outcomes, and consultation with and referral to 
physicians and other healthcare providers. Detailed findings related to each of these categories 
indicate that the services NPs are providing are aligned with the program descriptions and foci of 
each of the NPDP sites. 

The NPs reported that they are using evidence-informed practice and consistently apply relevant 
research, best practice guidelines, and theory in the delivery of care, and are involved in the 
development, analysis, and evaluation of processes within the practice setting to ensure patients 
receive high-quality services. 

Most of the NPs indicated they are continuously identifying and implementing research-based 
innovations for improving patient care, and some reported involvement in the development of 
practice guidelines and policies. However, none of the NPs reported using this funding to conduct 
or support research. 

Assessment of the NPs’ involvement in leadership activities was difficult. One NP involved in the 
project reported having a part-time clinical assignment associated with the grant. 

Responsiveness to Patient Needs, Wants, and Preferences 
Overall, results suggest that patients have positive experiences with the NPs at BMHC, The Alex, 
and CUPS. Ninety-eight percent or greater of all BMHC patients, 91% or greater of all The Alex 
patients, and 89% or greater of all CUPS patients strongly agreed or agreed the NPs listened to 
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them, treated them with respect, gave them helpful information and answered their questions, 
explained their condition well, involved them in decisions related to their care, helped them 
understand how to manage their symptoms, provided information regarding next steps in their care, 
and told them what to do if their symptoms persisted. 

Involvement in Quality Improvement 
Overall, the NPs reported varying degrees of involvement in quality improvement. The NPs in 
leadership roles within their clinics reported having additional responsibilities related to quality 
improvement compared to NPs not in leadership positions. 

Value to the Health System 
Assessing the value to the health system is a long-term outcome, which will require tracking the NP-
panelled patients and fluid NP patients over time in order to draw conclusions related to value, 
decreased system utilization, and improved health. The data available at the time of the final 
evaluation to report on these long-term outcomes represent less than a year of NP services. As such, 
drawing conclusions related to utilization, improved health, and overall system value are considered 
premature. 

Considerations for Spread 
When considering further spread of NPs to target high-need, vulnerable populations, these sites 
provide evidence that building on existing infrastructure provides rapid expansion to targeted 
populations. When reviewing the results of the evaluation, how the NPs were integrated into the 
community health centres, and their existing service delivery models, the following learnings arose, 
and should be considered: 

• Provide services where social services are already being accessed in the community. 
• A team-based service delivery model improves access, relational continuity, and the delivery 

of comprehensive care. 
• Essential elements of effective team-based service delivery include trust and respect among 

members of the team, consistent practice philosophies, all team members working to their 
full scope of practice, and shared working spaces, tools, and processes, which enable two-
way dialogue between team members. 

• An approach to patient-centred care that is informed by social determinants of health and 
trauma takes time. 

• Strong partnerships with community partners enable continuity and access to social services. 
• Consistent compensation models among members of the team is an important factor 

influencing the implementation of team-based service delivery approaches. 

Considerations for Scaling NPs in Community Health Centres 
A further understanding of the evolution of the NPDP clinic at Sage can provide some significant 
findings to inform further scaling of NPs into community-based social service agencies. Successfully 
delivering health services within an existing social service agency can provide a model for integrating 
health services into other community-based organizations throughout the province. As such, it is 
recommended that Alberta Health request that Sage submit the answers they received to the 
questions used in the focus group and interviews with NPs in one of their upcoming project reports. 
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This information can be used to understand the facilitators and barriers encountered as Sage has 
developed and implemented the Collaborative Community Care (C3) for Seniors model. 

Future Evaluation Considerations 
The evaluation for the NPDP was designed to understand the impact and value of NPs delivering 
primary health care to high-need, vulnerable populations. The qualitative results from the final 
evaluation suggest that using quantitative data from one member of a team does not sufficiently 
demonstrate the impact and/or value of the NPDP funding. The NPs in each of the sites have been 
deeply integrated into a team-based model of care; the qualitative data suggest that this team-based, 
collaborative approach supports the delivery of comprehensive, patient-centred care and results in 
improved access and relational continuity for patients. As such, future evaluations should consider 
defining measures that assess the functioning of the team delivering care in these settings rather than 
a single practitioner such as an NP. 

Also, the content of each particular NP visit is important, and therefore future evaluations should 
include reporting on whether patients are seeing the “right” health or social care professional at the 
“right” time, and consideration should be given on how information related to the 
comprehensiveness of services provided within individual appointments might be routinely gathered 
and made accessible. Further, it is important that referrals and transfers to emergency departments 
are linked with appropriateness criteria, to avoid misinterpretation of results. These are just a few 
examples of evaluative areas that may assist in further explaining the value these health professionals 
bring to the primary health care system and the teams they work in. 
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All abbreviations that have been used in this report are listed here unless the abbreviation is well-
known or has been used only once, or has been used only in figures or tables, in which case the 
abbreviation is defined in the figure legend or in the notes at the end of the table. 

ACE adverse childhood experience 

ADHD attention deficit hyperactive disorder 

AHS Alberta Health Services 

Alberta AIM Alberta Access Improvement Measures 

The Alex The Alex Community Health Centre 

BMHC Boyle McCauley Health Centre 

C3 Collaborative Community Care 

CARNA College and Association of Registered Nurses of Alberta 

CHC community health centre 

COPD chronic obstructive pulmonary disease 

COWS Clinical Opioid Withdrawal Scale 

CT computer tomography 

CUPS Calgary Urban Project Society  

ED emergency department 

EMR electronic medical record 

ENHC Edmonton Native Healing Centre 

FIT fecal immunochemical test 

FTE full-time equivalent 

HIV human immunodeficiency virus 

IUD intrauterine device 

LPN Licensed Practical Nurse 

MD Medical Doctor 

MOA medical office assistant 

MRI magnetic resonance imaging 

NP Nurse Practitioner 

NPDP Nurse Practitioner Demonstration Project 

NSAID nonsteroidal anti-inflammatory drug 

OAT opioid agonist treatment 
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PCN Primary Care Network 

RN Registered Nurse 

Sage Seniors Association of Greater Edmonton 

STI sexually transmitted infection  

TNA third next available 
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1. Introduction 
Nurse Practitioners (NPs) are highly trained healthcare providers who play a critical role in meeting 
the needs of Albertans. Alberta has worked to integrate NPs along the continuum of care for over a 
decade. NPs have been a self-governing health profession under the Health Professions Act since 2005. 
They are licensed to practice by the College and Association of Registered Nurses of Alberta 
(CARNA). As of 30 June 2016, 502 NPs were registered in Alberta. Forty-three NPs graduated in 
2016 from the University of Alberta, University of Calgary, and Athabasca University. 

While Albertan NPs work along all parts of the continuum of care (that is, public health, primary care, 
long-term care), the majority are employed by Alberta Health Services (AHS) and work in acute care 
and specialty outpatient clinics. Alberta Health initiated the NP Demonstration Project (NPDP) to 
support access to and further integration of NPs into Alberta’s primary health care system. The NPDP 
is rooted in the values of collaborative, team-based care, optimal utilization of NPs and other 
providers, and enhanced system sustainability. 

The NPDP has developed a strong evaluation framework to assess the impact of the NP role as part 
of a primary healthcare team to determine if and how they help meet population health needs, improve 
outcomes, and contribute to system sustainability. Findings from the evaluation will be used to inform 
decision-making about further utilization and sustainable funding for the role. 

1.1. Demonstration Project Objectives 
The key objectives of the NPDP are to: 

• understand how to optimize NPs and other providers to meet health needs for high-need, 
vulnerable populations; 

• develop recommendations for optimization of NPs using a system perspective; 
• identify lessons learned for integrating NPs into a collaborative team; 
• identify lessons learned for using a salary compensation model to fund NPs providing 

primary care services to vulnerable populations; 
• develop recommendations as appropriate for scale and spread of NPs in the province as part 

of primary healthcare teams;  
• capture impact on patient attachment (assessed through self-report), experience, and 

satisfaction; and 
• identify and document impact on health outcomes. 

1.2. Purpose of the Evaluation 
The purpose of this final evaluation report is to: 1) provide qualitative descriptions of the key 
structures and processes found within each of the NPDP sites; 2) provide findings related to access, 
continuity, patient-centredness, comprehensiveness of care and quality, responsiveness, and system 
sustainability; and 3) make recommendations regarding opportunities for the improvement and 
spread of successful demonstration site practices. The results are intended to inform further 
development of funding models in primary care. 
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The final evaluation was guided by the following evaluation questions: 
1. How are the NP services delivered in each of the demonstration projects? 
2. What were the facilitators and/or barriers to ensuring timely access, quality, 

comprehensiveness, patient-centredness, collaborative care, and continuity in each of the 
demonstration projects? 

3. How did access to primary care services improve as a result of the NPDP? 
4. What is the impact on continuity of care considering NPs are facilitators of 

relationships/transitions between care settings? 
5. What are the types of services provided? 
6. What is the impact on the NPs’ and team’s responsiveness to patient needs, wants, and 

preferences? 
7. How have NPs been involved in quality improvement? 
8. What value to the health system has been realized through the pilot projects? 

1.3. Study Limitations 
Due both to the heterogeneity of the sites in terms of the complex populations served and the ways 
in which each site used the NPDP funding, as well as the recent initiation of the program, the small 
sample size of four sites, and the total evaluation timeframe being only 18 months, the evaluation 
design is primarily formative in nature, and comparisons within or between NPDP sites or 
comparisons to control sites was deemed inappropriate for this study design. Additionally, 
generalizability of the findings to broader primary care populations is cautioned due to the focus on 
complex patient populations facing significant and multiple health and social issues. 

The evaluation design was built recognizing resource constraints (for example, time, budget, team 
capacity) and only included the most essential indicators (as advised by the experts) in demonstrating 
the impact of NPs within the demonstration project. As such, a mixed method approach was 
employed, which leveraged existing provincial administrative health datasets and data from electronic 
medical records (EMRs), and included focus groups, semi-structured interviews, and surveys of patient 
experience at each of the demonstration sites. Additionally, the development of the data analysis on 
the health system sustainability indicators, the data analysis, and content included in the report was 
completed by Alberta Health directly. This content has been inserted verbatim as received into the 
report. 

The following limitations of extracting data from the sites’ EMRs should be considered when 
reviewing the key findings: 

• Due to the idiosyncratic nature in which data can be recorded and reported in the EMR, 
there are unique challenges in extracting certain data points. EMR reporting is designed to be 
more functional to individual patient care, applicable to current clinic practices, and is often 
limited to predetermined output. 

• Some indicators are not available through EMR reporting (number of patients able to get 
same-day appointments, third next available appointments). 

• Unless historically recorded, some EMR indicators can be difficult to report longitudinal 
changes in numbers (panel sizes, changes in the number of patients seen). 
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The final evaluation report includes limited data from the Seniors Association of Greater Edmonton 
(Sage). They completed their renovations and initiated health service delivery in early April. Data 
collection for the final evaluation was completed during April, and it was determined to be too early in 
the project to gather data from this site. Sage is committed to the requirements of the project 
evaluation, and additional measures are recommended to ensure this information is gathered and 
submitted to Alberta Health in future project reporting submissions. 

1.4. Final Evaluation Methods 
Evaluation planning was led by the Evaluation Committee, comprised of key individuals from 
Alberta Health. This committee was supported by an external Expert Advisory Group who met 
quarterly throughout the evaluation planning, via teleconference, to provide insight and guidance. 
This group was integral in the support and development of a robust evaluation framework and plan. 
The Expert Advisory Group reviewed drafts of the evaluation framework and provided input and 
examples to help develop the data collection methods outlined below (a copy of the evaluation 
framework is available in Appendix A). 

The following data collection methods were used for the final evaluation (copies of the data collection 
methods, interview and focus group questions, project description template, and patient and NP 
surveys are available in Appendix B): 

• Focus group sessions with NPDP sites – Qualitative data were collected through semi-
structured focus group sessions with the site administrative and medical staff, the NPs 
involved in the NPDP, as well as supporting team members (such as Registered Nurses 
[RNs], Licensed Practical Nurses [LPNs], social workers, mental health workers, and clinic 
coordinators). Sites were given the flexibility to determine which of their staff would 
participate in the focus group sessions. Focus group sessions were 90 minutes in length, and 
participants were provided copies of the questions in advance. All sessions were digitally 
recorded, and detailed notes were taken upon the completion of each session. 

• Interviews with NPs – Qualitative data were collected through semi-structured phone 
interviews with the NPs funded in each demonstration site (n=7). Interviews were 
45 minutes in length, and participants were provided copies of the questions in advance. 
Detailed notes were taken during the interview. 

• Document review – Information regarding a detailed description of the service delivery 
model, the structures and processes in place at each of the sites, as well as the services 
provided by the NPs and how access has been maximized was gathered by asking each of 
the sites to complete a project description template. Sites were provided two weeks to 
complete the template. 

• Electronic medical records – EMR data were collected differently for the interim and final 
evaluations: 

o Interim evaluation methodology: Prior to the collection of quantitative data from the 
EMR, the IHE scientist and analyst held discussions with representatives from each 
site (for example, manager, NP, nurse) who had detailed knowledge about the local 
information management processes around the EMR. This was to prepare the clinic 
for the data extraction at a later date and determine the feasibility of the indicators as 
they related to the individual EMR platform being used. As clinics were measuring 
some of this information for their quarterly reports, the aggregate data were collected 
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during the site visit. This visit was arranged at a convenient time to work with the 
staff around the extraction of EMR data, as delineated by the Privacy Impact 
Assessment. A clinic staff member (affiliate) ran the EMR queries for each indicator 
with the guidance from the IHE. Prior to the visit, the IHE connected each site with 
Alberta Health, who provided the steps to upload the NP panels and any other 
relevant data. While at the site, the IHE assisted with any needs around the upload 
process. Alberta Health was then responsible for the de-identification of patient-
identifiable information and the transfer back to the IHE for further analysis. 

o Final evaluation methodology: As the IHE scientist and analyst would not be 
conducting site visits to collect the final EMR data, teleconferences were set up once 
again with a clinic staff member (affiliate) who ran the EMR queries at each of the 
three sites (Boyle McCauley Health Centre [BMHC], The Alex Community Health 
Centre [The Alex], and the Calgary Urban Project Society [CUPS]). However, in this 
case, the clinic member would be extracting the necessary reports alone without the 
supervision of the IHE and sending them to Alberta Health. Prior to the 
teleconference, the IHE analyst sent each site a standardized data extraction report 
template (that is, a spreadsheet with designated tabs for each reporting period) that 
contained detailed instructions on how to run the necessary reports for each EMR 
platform. The IHE scientist forwarded each respective clinic member’s name and 
contact information to Alberta Health, who in turn sent the upload instructions on 
how to forward the data securely. Alberta Health was then responsible for the de-
identification of patient-identifiable information and the transfer back to the IHE for 
further analysis. 

o System utilization: Panel data was extracted from the EMR in the period of 
September 2016 to October 2017 and linked with healthcare utilization information 
from Alberta Health 2015/16 and 2016/17 administrative data sources. The 
following data sources were used for the system utilization data: 
 Panel data from study clinics (BMHC, The Alex, and CUPS) 
 Alberta Health Care Insurance Plan (AHCIP) Physician Claims Database, 

Alberta Health 
 Alberta Hospital Discharge Abstract Database (DAD), Alberta Health 
 Ambulatory Care Data, Alberta Health 
 Clinical Risk Grouper (CRG) Application, Alberta Health 

 Stakeholder Registry File, Alberta Health 
• Patient surveys – Quantitative data were collected directly from the NP patients. Each site 

was asked to support the collection of 150 patient surveys between 1 November 2017 and 
31 March 2018. Surveys and envelopes were supplied to each of the sites. Administration of 
the surveys was the responsibility of the clinics, and sites were told that an administrative 
staff member could assist in completing the survey. A survey administration protocol was 
provided to each of the sites. Completed surveys were collected from BMHC, The Alex, and 
CUPS. The surveys were collated and analyzed using Survey Monkey software. 

• NP surveys – A survey was administered to each of the NPs funded through the project. 
The survey focused on understanding the types of services provided by the NPs, and was 
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intended to gather the frequency in which they deliver these services. The survey was open 
for a three-week period. 

2. Overview of Funding Utilization by Demonstration Site 
The following sections provide an overview of how the NPDP funding was utilized at each site. 

2.1. Boyle McCauley Health Centre (BMHC) 
The NPDP at BMHC has expanded NP services on-site and in the community, to increase access to 
primary healthcare services for subgroups of underserved populations, within the larger vulnerable 
population. The NPDP funding has resourced: 

• 2.0 full-time equivalent (FTE) NPs; and  
• 2.0 FTE LPNs. 

2.2. The Alex Community Health Centre (The Alex) 
The NPDP at The Alex works with patients of all ages, from young children to seniors experiencing 
poverty, and seeks to connect patients with complex health issues that impact their overall health 
and well-being with NPs. The NPDP funding has resourced: 

• 3.0 FTE NPs;  

• 1.0 FTE LPN; and  
• 1.0 FTE medical office assistant (MOA). 

2.3. Calgary Urban Project Society (CUPS) 
The NPDP at CUPS has retained existing NPs at CUPS health clinics and funded NP specialty roles 
within the CUPS health clinics at three emergency women’s shelters and the group diabetes 
program. The NPDP funding has resourced: 

• 2.3 FTE NPs in Year 1; in Years 2 and 3, an additional 0.5 FTE NP will be funded, bringing 
the total in Years 2 and 3 to a 2.8 FTE; and 

• 0.6 FTE LPN in Year 1; in Years 2 and 3, an additional 0.2 FTE LPN will be funded, 
bringing the total in Years 2 and 3 to a 0.8 FTE. 

2.4. Seniors Association of Greater Edmonton (Sage) 
At the time of writing, the NPDP at Sage was not fully staffed. At the time of writing, the program 
included: 

• 1.2 FTE NPs (full staffing will be realized when there are 4.0 FTE NPs); 
• 1.0 FTE NPDP team lead/manager; 
• 2.0 FTE MOAs;  

• 2.0 FTE social workers;  
• 1.0 FTE life enrichment specialist; and 

• 0.5 FTE receptionist. 
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3. Evaluation Results 
The following sections present the key findings related to each of the evaluation questions. They 
include content provided directly from the demonstration sites in their written submissions, as well 
as information gathered through the site focus group sessions, NP interviews, and data collected 
from the EMR. 

3.1. Evaluation Question 1: How are the NP services delivered in each 
of the demonstration projects? 

Summary of Findings 
Three of the four sites used the NPDP funding to expand well-established models of service delivery that 
utilize interdisciplinary teams to target specific populations with complex health needs. NPs have been 
integral members of these teams for over 20 years. In each of these sites, NPs are primary care 
practitioners who have a population-based practice focus, provide team-based care, and practice 
autonomously to their full clinical scope of practice. They all report to a physician/medical director. 
The funding at Sage was used to initiate an NP primary healthcare clinic within an existing social service. 
This model of service delivery is intended to bring primary healthcare services to where vulnerable 
seniors are accessing social support services. Similar to the other sites, NPs at Sage are primary care 
practitioners who have a population-based practice focus, provide team-based care, and practice 
autonomously to their full clinical scope of practice. They all report to a medical director. 
In all sites, the funding was used to bring services closer to the patients. As a result, primary healthcare 
services were provided in mobile units, in community-based organizations, or in community health 
centres. 
All sites reported that the NPs are actively involved in mentoring and coaching, updating policies and 
procedures within the clinic, developing new programs and the design of services/interventions for health 
promotion, health protection, and the prevention of illness, injury, disease, and complications. 
Participation in research is limited in each of the sites; however, all sites reported processes are in place 
to support ongoing professional development of the NPs. 

The following sections outline how NP services are delivered in each of the demonstration sites. 
This information has been drawn from the written program description submitted by each of the 
sites. Where possible, sections have been populated directly with the verbatim responses provided 
by the clinics. 

3.1.1. Overview of the BMHC NPDP 
3.1.1.1. Needs addressed by the NPDP 
BMHC focuses on providing primary health care to individuals and populations who face multiple 
barriers to accessing health care. These barriers include poverty, homelessness, addictions, mental 
illness, racism, and multi-generational trauma. Within these populations, BMHC’s strategic plan has 
identified vulnerable youth, Indigenous and Métis populations, and women as three groups who are 
particularly underserved by the mainstream health system. 

3.1.1.2. Location of the NPDP 
The NPDP has resulted in BMHC opening two new clinics to increase access for these populations. 
Table 1 describes the clinics where NPs involved in the NPDP are practicing, as well as the physical 
space and location of these services. 



 

Nurse Practitioner Demonstration Project: Final evaluation report  7 

TABLE 1: Locations of the BMHC NPDP services 
Clinic name 

Clinic description 
Physical space Physical 

location(s) 

iHuman Youth Society 
“A non-profit organization that engages Edmonton’s 
traumatized youth w ho exhibit high-risk lifestyles – to foster 
positive personal development and social change. Founded in 
1997, w e develop and implement arts-based programming that 
functions as a positive engagement tool. We seek to re-
integrate youth into the community by developing skills, self-
esteem and a sense of w orth and ability through mentorship, 
crisis intervention and targeted programming. iHuman serves 
500 youth in Edmonton aged 12-24 years. Aboriginal youth 
make up a signif icant portion of our clients, but w e serve youth 
from every demographic and socio-economic group.” 1 

NPs’ delivery of care is 
integrated into the iHuman 
facility. There are tw o 
designated healthcare rooms 
and a large w aiting room for 
patients. While w orking in this 
facility, NPs attend iHuman’s 
w eekly staff meeting. 

10124-96 
Street, 
Edmonton 

Miyowayawin clinic 
Located at the Edmonton Native Healing Centre (ENHC). “The 
Edmonton Native Healing Centre empow ers individuals to grow  
stronger and creates vibrant community relationships w hile 
honoring our culture through Spiritual development centered in 
the heart of the Creator. In striving to fulf ill its Mission, ENHC 
serves: youth, parents, professionals, low  income people, street 
people, the church and traditional people, and the immediate 
community, the 124 Street corridor.” 2 

NPs deliver care in a small 
clinic on the second f loor that 
has tw o exam rooms, a 
treatment/off ice space, and a 
w aiting room. 
Foot care is provided to 
patients on a drop-in basis, 
and is located on the main 
f loor of the facility. 

101, 11813-
123 Street 
NW, Edmonton 

3.1.1.3. Existing organizational capacity 
These two clinics build on an existing model of service delivery that utilizes interdisciplinary teams. 
NPs have been a part of these interdisciplinary teams for 37 years. BMHC uses a “hub and spoke” 
model, which includes a main site with a broad range of services and a number of off-site locations 
that bring services closer to the populations that they serve. BMHC’s model focuses on attaching 
patients to a primary healthcare team that provides integrated primary health care, including: mental 
health and addictions, chronic disease management, STI testing and treatment, HIV/hepatitis C 
treatment, reproductive health, psychiatry, pediatrics, and health promotion. The main BMHC site 
has on-site laboratory and x-ray facilities. Strong partnerships with community-based organizations 
assist in ensuring that the services provided are relevant and responsive to the needs of the 
community that they serve. 

3.1.1.4. Team structure 
The BMHC main clinic consists of a program manager, medical director, NPs, medical doctors 
(MDs), LPNs, social workers, outreach workers, psychiatrists, pediatricians, and MOAs. This team is 
enhanced by volunteer optometrists, acupuncturists, and a chiropractor. The teams that provide care 
on-site at iHuman and Miyowayawin are comprised of an NP, LPN, and MOA. 

                                              
1 iHuman Youth Society [Internet]. About. [cited Oct 2018]. Available from: 
http://ihumanyouthsociety.org/about/. 
2 Edmonton Native Healing Centre [Internet]. Our mission. [cited Oct 2018]. Available from: http://e-
nhc.org/our-mission/. 

http://ihumanyouthsociety.org/about/
http://e-nhc.org/our-mission/
http://e-nhc.org/our-mission/
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3.1.1.5. NP service delivery model 
NPs at BMHC are primary care practitioners. They have a population-based practice focus and 
provide team-based care. The NPs practice autonomously, to their full clinical scope of practice 
(with some exception, such as when they first started prescribing Suboxone). 

In an effort to ensure all members of the team are working to their full scope of practice, it is clearly 
communicated to each patient who is attached to an NP that there are a number of members on the 
team who will assist in providing care. When an NP or MD has expertise or interest in a specific 
area (for example, geriatrics, addiction medicine) and patients need that expertise, patients may move 
from one practitioner to another, and/or a patient may request a different practitioner. 

3.1.1.6. Governance structure of the NPDP 

At BMHC, NPs are responsible to the medical director for clinical matters. Collaboration between 
the MDs and NPs occurs both on an ad hoc basis and through specific processes that all members 
of the team can participate in, such as HIV rounds, opioid rounds, and team meetings. Additionally, 
MDs and NPs conduct joint chart reviews on a regular basis as a component of their quality control 
processes. The NPs are part of teams that are coordinated by an LPN team leader and, for 
administrative matters, they are responsible to the program manager. 

3.1.1.7. Direct patient care practice 
The following section outlines how BMHC patients are assigned to the NPs, the NPs’ participation 
in on-call activities, and whether they do home visits. 

How patients are assigned 

• At the main clinic, new patients are assessed and assigned to an NP based on focus of the 
practitioner and the availability in their panel. 

• At the off-site clinics, patients are automatically assigned to the NP at that site. There are 
instances when the off-site patients are assigned to another primary care practitioner, for 
example if they are on methadone and need to be assigned to a physician. 

On-call and home visits 
• NPs do not currently participate in on-call activities, but are on the MD/NP rotation to 

cover clinic hours on Saturdays. 
• NPs do home visits when it is necessary to ensure good care for their patients. 

3.1.1.8. Organizational structures, processes, and supports 
Table 2 outlines the organizational structures, processes, and supports in place to support NPs. The 
Canadian Nurses Association has developed a core competency framework for NPs. These 
competency statements describe the integrated knowledge, skills, judgement, and attributes that 
guide NP practice. These competencies include: professional role, responsibility, and accountability; 
health assessment and diagnosis; therapeutic management; and health promotion and prevention of 
illness and injury. 
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TABLE 2: BMHC organizational structures, processes, and supports at the NPDP 
Core competency Key findings 

Mentor/coach to nursing colleagues or 
other members of the healthcare team 
and students. 

The NPs share off ice space w ith an NP colleague and at least one 
physician. They also oversee NP practicum students and participate 
w hen there are medical students or residents at BMHC. 

Provide leadership in the development 
and implementation of standards, 
practice guidelines, quality assurance, 
and education and research initiatives. 

No data provided by site, additional follow  up is necessary. 

Initiates or participates in the 
development of strategies to address 
population health implications. 

No data provided by site, additional follow  up is necessary. 

Initiates or participates in the design of 
services/interventions for health 
promotion, health protection, and the 
prevention of illness, injury, disease, 
and complications. 

The NPs meet every tw o months (in the months betw een, they have a 
joint meeting w ith the MDs). 
Initiatives that individual practitioners are interested in are supported 
and encouraged. For example, tw o of the NPs have done training to do 
IUD insertions and all of the NPs at BMHC are currently undertaking 
training to prepare to prescribe Suboxone. BMHC sees themselves as 
leaders in supporting and implementing scope changes for the NPs. 
The large team meets w eekly to discuss processes and initiatives as a 
w hole. This is done in an effort to improve the processes used w ithin 
the clinics and the outreach sites. 

Participates in the development and 
implementation of evaluation 
processes, including the identif ication of 
indicators for the ongoing monitoring of 
strategies, services, and interventions. 

No data provided by site, additional follow  up is necessary. 

Participation in research activities. BMHC reported that the size of their organization limits their capacity 
for evaluation and research. 

Continuing education – w hat 
systems/structures are in place to 
support continuing education of the 
NPs? 

All staff are entitled to f ive days a year of professional development 
and, w ithin the budget, costs associated w ith courses and conferences 
are covered. For example, this year, BMHC covered the training costs 
associated w ith Suboxone training. 

3.1.1.9. Examples of collaborative care 
The following excerpts were provided by BMHC as examples of the types of patients seen by the 
NPs and the NPs’ role in supporting the delivery of collaborative care. The two vignettes quote 
directly from the materials provided by BMHC. 

Supporting a Youth Injured Doing Parkour 
“The following is an example of how collaborative care was provided for a 20-year-old homeless youth 
‘M.C.’ who returned to the iHuman clinic on a Tuesday afternoon mid-September. M.C. described doing 
‘parkour’ in a downtown park  Saturday night/Sunday morning when she fell six to eight feet off a rock, using 
her right hand to slow her fall. She also describes a friend stitching up the laceration she received to the 
left side of her forehead with thin copper wire. She didn’t present to hospital since she describes previously 
being held against her will and was denied by a walk -in clinic. A psychiatric consult on Netcare showed a 
history of anti-social and borderline personality traits. Fortunately, the patient felt comfortable enough for 
an assessment by myself, although she continued to appear anxious, which was suspected to be due to 
stimulant use which the patient had disclosed using in a previous visit. Based on my physical assessment 
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Supporting a Youth Injured Doing Parkour 
an x-ray to the hand was indicated and since we did not have the right equipment for the foreign body 
removal, the client was sent to the main clinic (BMHC) where she had an x-ray done, and was booked 
ahead with the doctor who was work ing the evening clinic for possible foreign object removal. Since I 
returned to the clinic just as the patient was being seen, I assisted the doctor with the removal of the copper 
wire, who then applied a splint to the patient’s hand. Two days later the radiology report confirmed a fracture 
in the right hand, which included the joint, so I called the on-call plastic surgeon who suggested a specific 
cast then follow up with him in one week. Since one of the outreach LPNs is trained to apply casts, she 
was asked to transport the patient back to the BMHC to apply the cast, then arrange the follow-up 
appointment with the plastic surgeon. Since the patient was homeless and the specialty appointment was 
at the Grey Nuns Hospital on the south side of the city at 8am the following week, the LPN team spoke with 
the iHuman staff to arrange transportation. One of their social workers agreed meet the patient at iHuman 
Youth Society at 7:15am to ensure she made it to the appointment. She did and was very pleased with the 
custom splint that was made for her using a 3-D printer. Her story is not uncommon, but one of many 
struggling youth who we’ve been able to help assess, treat, support and follow up with as a team.” 

 

Supporting Pregnancy Decision-Making 

“This patient was triaged as appropriate for ENHC clinic by LPN/MOA. Her initial visit this summer was 
focused on anxiety and a social services letter. She was in an abusive relationship with a very controlling 
boyfriend. During that first visit we discussed contraception and IUDs as a first-line contraceptive option 
were mentioned. 
The next visit occurred about two months later, she wanted to discuss her mental health again and find out 
more about IUDs. She agreed to proceed with insertion that day, but her pre-IUD pregnancy test was 
positive. She had already undergone two surgical abortions in the past and took Plan B several times. She 
is also taking antidepressants and takes injectable antipsychotics and she is not ready to have a child. 
All options were discussed with the patient and she chose to undergo a medical abortion. For this 
procedure, the patient needs a dating obstetric ultrasound, and blood work for hemoglobin and HCG levels. 
As we were pressed for time, these tests had to be booked as fast as possible, so our MOA managed to 
get an ultrasound the same day and our LPN was able to drive her there and do both the blood work and 
the ultrasound, and she was booked the next day at a different outreach clinic to see us and obtain the 
abortion medication, if the results indicate she qualifies for the abortion (up to 60 days of pregnancy). 
I contacted the BMHC Medical Director, to ask him to co-sign my prescription, because at this time, NPs in 
Alberta cannot order mifepristone. The next day the patient got her abortion medication at the WEAC Clinic 
and aborted successfully two days later, with no complications and minimal discomfort. 
Two weeks later she presented to the clinic, after doing her post abortion blood work , to confirm the abortion 
completion, and got an IUD. She also broke up with her controlling boyfriend and found an apartment she 
now shares with two roommates. 
Last time we saw her was last week, as she just came back from a trip, and she is also in the process of 
joining the military. She came to see us to share the good news. 
These successful interventions were possible because of efficient team work . Every person on the team 
had a distinctive role and played a part in the accomplishments of all of these time sensitive tasks. My role, 
as a Nurse Practitioner, was to assess the patient, to get a consent, to go through pros and cons, to know 
the medication, the guidelines, the preliminary tests needed, the side effects, to get the prescriptions and 
administer the first dose. The emotional support and the teaching regarding the contraception, the abortion 
and the side effects were provided by all team members. The MOA took care of the appointments, the LPN 
did the vital signs, test and she also drove the patient to the ultrasound and blood work . She also followed 
up with the patient and organized the second visit at the WEAC clinic, and call the patient for follow up two 
weeks post-abortion.” 
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3.1.2. Overview of The Alex NPDP 
3.1.2.1. Needs addressed by the NPDP 
The Alex is a non-profit community health centre (CHC) working with vulnerable Calgarians, the 
working poor, and individuals with complex social and medical needs. NPs have been an integral 
member of the medical team at The Alex for a number of years. The NPDP at The Alex is driven by 
a need to demonstrate the usefulness and cost-effectiveness of having NPs as part of the medical 
team, and to demonstrate the effectiveness of NPs in the community healthcare setting, with the 
potential for outreach, mobile services, and clinic work. 

The focus of the NPDP at The Alex is to increase access to care for marginalized populations using 
a comprehensive approach to meeting patient needs. These marginalized populations include 
seniors, the homeless or vulnerably housed, and high-risk youth – including pregnant young people, 
individuals with addictions, mental health issues, and other complex health needs. 

3.1.2.2. Location of the NPDP 
The NPDP NPs work at various locations, including the Family CHC, Youth CHC, Seniors CHC, 
Community Health Bus, and Youth Health Bus. Table 3 describes the clinics where NPs involved in 
the NPDP are practicing, as well as the physical space and location of these services. 

TABLE 3: Locations of The Alex NPDP services 
Clinic name 

Clinic description 
Physical space Physical 

location(s) 

Family and Youth CHCs The Alex’s clinic spaces are similar to any medical 
or health clinic in the city, w ith the exception of an 
extensive multidisciplinary team in-house: 
• The CHCs have a charting room for MDs, NPs, 

and nurses and separate exam rooms.  
• 20 exam rooms in the Family CHC w ith a large 

charting room. 
• 10 exam rooms in the Youth CHC, as w ell as a 

separate charting area for MDs, NPs, and nursing 
staff. 

• There is a drop-in social space for youth w here 
they can access food, social support, addiction 
counsellors, and a variety of classes and 
supports. 

• There is a breastfeeding clinic in the main site and 
a w ellness centre for patients and staff. 

Co-located at 
2840-2 Avenue 
SE, Calgary 

Seniors CHC The Seniors CHC is located in East Village and is 
housed in the Trinity building. It has seven exam 
rooms. 

630-9 Avenue 
SE, Calgary  

Community Health Bus, travels to: 

Centre of Hope 
A men’s residential program that 
provides safe short-term emergency 
housing for homeless or transient men 
over the age of 18. 

The Community Health Bus has tw o exam rooms 
and a small w aiting and/or resource room w here 
patients are met. There is a computer in the w aiting 
room w here intake is done by a resource w orker. 

420-9 Avenue 
SE, Calgary  
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Clinic name 
Clinic description 

Physical space Physical 
location(s) 

Dream Centre 
A faith-based recovery organization 
w orking to change the lives of those 
most vulnerable by providing a multi-
phased process of recovery. The three 
phase process includes: addiction 
recovery, transitional housing, and long-
term affordable housing. 

4510 Macleod 
Trail S, 
Calgary 

Mustard Seed 
Provides a range of innovative programs 
and services, including education and 
employment programs, health and 
w ellness services, basic needs through a 
shelter for men and w omen, spiritual 
care, and housing. 

102-11 Avenue 
SE, Calgary 

Youth Health Bus, travels to: 

James Fowler High School The Youth Health Bus has tw o exam rooms and a 
small w aiting and/or resource room w here patients 
are met. There is a computer in the w aiting room 
w here intake is done by a resource w orker. 

4004-4 Street 
NW, Calgary 

Jack James High School 5105-8 Avenue 
SE, Calgary 

Central Memorial High School 5111-21 Street 
SW, Calgary 

Discovering Choices 
A high school outreach program located 
at four different locations. 

Bow ness 
Marlborough 
Dow ntow n  
Westbrook 

3.1.2.3. Existing organizational capacity 
The NPDP builds on an existing team model. The Alex has had NPs working on their teams for a 
number of years. 

3.1.2.4. Team structure 
The existing team model includes nursing staff (NPs, RNs, LPNs), receptionists, social workers, a 
chiropractor, a massage therapist, counsellors, a psychiatrist, physicians, a nutritionist, a behavioural 
health consultant, and client resource workers. There is a strong belief within this organization that 
the quality of the support offered to the patients is a direct result of two things: 1) the team 
environment; and 2) the strong external partnerships with community-based organizations who also 
serve these populations. 

3.1.2.5. NP service delivery model 

NPs at The Alex work within a team environment, but practice autonomously as primary care 
providers who can address and coordinate the care of the complex patient. There is no formal 
practice relationship between physicians and NPs, although team consultations may occur. In this 
location, it is common for NPs to consult physicians for a second opinion, and for physicians to 
consult with NPs. It is important to note that some NPs have special skills or experience and that 

https://calgarydreamcentre.com/programs/living-in-recovery/
https://calgarydreamcentre.com/programs/living-in-recovery/
https://calgarydreamcentre.com/programs/living-in-wellness/
https://calgarydreamcentre.com/programs/living-in-community/
https://calgarydreamcentre.com/programs/living-in-community/
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physicians may refer patients to them for ongoing care or for a specific intervention, such as: a 
capacity assessment, IUD insertion, prenatal care, education on Naloxone, or the prevention/ 
treatment of opioid overdose. 

Overall, NPs at The Alex have a broad population focus. However, based on their specific skills and 
interests, the NPs are often able to focus on a particular population such as seniors, youth, and/or 
those with addictions and mental health issues. 

3.1.2.6. Governance structure of the NPDP 

The NPs in the clinics and on the health buses report administratively to clinic coordinators to 
request time off, pursue clinic-related initiatives, ask administration questions, etc. They report to the 
senior director of operations for any issues related to professional activities and work with the MDs. 

3.1.2.7. Direct patient care practice 
The following section outlines how The Alex patients are assigned to the NPs, the NPs’ 
participation in on-call activities, and whether they do home visits. 

How patients are assigned 

• Individuals who want to become patients of The Alex in the Family and Seniors CHCs go 
through an intake process with The Alex staff. This process often includes a phone 
screening, followed by an in-person conversation to ensure a fit with The Alex’s criteria. 
After this is completed, the intake staff person assigns the new patient to a service provider, 
either an NP or MD. 

• For new patients on the health buses, patients may self-refer or be referred from staff from 
partner locations (such as a school or shelter staff). The main criterion is that they do not 
already have access to an appropriate primary care provider. 

• In some instances, due to the transient nature of the patients, patients are not panelled to the 
NPs. Also, some patients, especially in the Family CHC, will be panelled to an MD who 
would be the attending physician at the birth of their child. 

On-call and home visits 
• Neither NPs nor MDs at The Alex participate in on-call activities. The Primary Care 

Network (PCN) supports this for most of The Alex’s service providers. 
• The NPs at The Alex do home visits as required. They do outreach for a number of reasons; 

their patients need support at home for reasons such as mobility or mental health concerns. 
Transportation can also be an issue, and outreach allows the NPs to see patients where they 
stay or attend school. 

3.1.2.8. Organizational structures, processes, and supports 
Table 4 outlines the organizational structures, processes, and supports in place to support NPs. 
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TABLE 4: The Alex organizational structures, processes, and supports at the NPDP 
Core competency Key findings 

Mentor/coach to nursing colleagues or 
other members of the healthcare team and 
students. 

Mentoring nursing colleagues as w ell as other members of the team 
including physicians is an integral role of the NPs at The Alex. 
Shared w ork space supports opportunities to discuss cases and 
support each other in clinical decision making and care plans. The 
NPs precept NP students as w ell as medical students and residents, 
including completing their evaluations. 

Provide leadership in the development and 
implementation of standards, practice 
guidelines, quality assurance, and 
education and research initiatives. 

The NPs are given opportunities to update policies, procedures, and 
guidelines at The Alex. For example, one NP is currently updating 
the IUD insertion consent form, and another is updating the patient 
education handouts for the entire youth team. 

Initiates or participates in the development 
of strategies to address population health 
implications. 

Although no formal structures are in place, there is organizational 
support for NPs to get involved in the development of new  programs 
and strategies. For example, one NP has taken on the team lead 
role for The Alex’s new est initiative, the Complex Care Clinic, 
offering opioid replacement therapy. 

Initiates or participates in the design of 
services/interventions for health promotion, 
health protection, and the prevention of 
illness, injury, disease, and complications. 

Team meetings and rounds are used as processes to encourage the 
input of NPs in these areas. 

Participates in the development and 
implementation of evaluation processes, 
including the identif ication of indicators for 
the ongoing monitoring of strategies, 
services, and interventions. 

The Alex is in the process of hiring an evaluator w ho w ill be 
responsible for engaging NPs in the development and 
implementation of an evaluation process. Once this individual is 
hired, a more structured process w ill emerge. 

Participation in research activities. The Alex reported it has limited involvement in research projects; 
how ever, NPs have organizational support to participate in research 
opportunities if  they are appropriate and they have the capacity.  

Continuing education – w hat 
systems/structures are in place to support 
continuing education of the NPs? 

The Alex reported that NPs, similar to any other staff member, are 
w elcome to submit an application for support from The Alex to 
attend conferences/w orkshops, take courses, etc. 

3.1.2.9. Examples of collaborative care 
The following excerpts were provided by The Alex as examples of the types of patients seen by the 
NPs and the NPs’ role in supporting the delivery of collaborative care. The two vignettes quote 
directly from the materials provided by The Alex. 

Chronic Disease Management 
“I first met Z on our community outreach health bus a couple of months ago. Z is a woman who had fled 
domestic violence in another province and had moved into a women’s shelter with her 10-month-old son. 
She immigrated to Canada two years ago from Sudan, and English was not her primary language. She 
brought her son onto the bus as she was concerned about his excessive crying. She was timid, avoided 
eye-contact, and carried little emotion across her face. 
As I was assessing her boy, she mentioned to me that she had been sick a few months ago. With a little 
more questioning, I realized that she had in fact been quite sick – she had been hospitalized for active 
pulmonary tuberculosis. She also mentioned that she had been on a medicine for her kidneys and also had 
hepatitis, although she didn’t know which kind. She had left all her medications behind when she fled her 
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Chronic Disease Management 
home. She was scared for her future in this new city where she didn’t know anyone and couldn’t speak the 
language very well. 
I finished my assessment of the baby, who aside from teething, appeared quite healthy. I made a plan with 
Z to contact her primary care provider in her last province and obtain her health records so we could make 
a plan for her care. I also did some screening blood work and an ultrasound to determine the source of her 
k idney issues and determine what kind of hepatitis she has. 
Since meeting with the Z that first time, I have followed up with her regularly every couple of weeks. She 
has since been able to move out of the women’s shelter and is living with her son in secondary housing. I 
have her connected with specialists to help manage her chronic illnesses and she is back on her 
medication. In conjunction with her social work team, we have set her up with income assistance and food 
bank referrals while she and her son get settled in their new home. 
I saw Z and her baby again yesterday and I am amazed at how far she has come in the last two months. 
She had a smile on her face, was wearing bright coloured clothing and maintained eye contact with me 
while we spoke. It is really a privilege to see how far she has come and to continue to be a part of her 
healthcare team going forward.” 

 

Supporting a Journey of Sobriety 

“A 25-year-old otherwise healthy male client staying at the Mustard Seed Foothills Shelter came onto the 
CHB. He had an extensive alcohol history. In the last 48 hours he had drank 40oz hard alcohol, a 12-pack 
of beer, and hand sanitizer. He is now detoxing, incredibly sick and look ing for help. He had a goal of 
sobriety. 
I performed a physical assessment and alcohol detox risk assessment. The result determined that he 
should be medically assisted in detox. As a result, I called the hospitalist on-call for direct admission into 
emergency department. We then discussed options for sobriety support and asked to follow up with NP. 
The client left incredibly grateful for help and support.  
Two weeks later the client returned, sober. He is accessing counselling services, working with an advocate 
to achieve housing and stable income, and preparing to return to work. He has booked outstanding dental 
surgery in November for required bone grafting. 
Will continue to follow up with NP, says this is the first time he has felt supported medically.” 

3.1.3. Overview of the CUPS NPDP 
3.1.3.1. Needs addressed by the NPDP 
CUPS is a non-profit organization that has over 27 years of experience building well-being and 
resiliency in Calgarians who are struggling with the adversity of poverty and trauma. During this 
time, CUPS has evolved to meet the needs of Calgarians living in poverty. They offer a broad set of 
programs and services that span health care, family and child development, housing, and supports 
for basic needs. 

The NPDP at CUPS was seeking to address the following needs: 
• Increased access to care for low-income Calgarians who are medically and socially complex 

that require a holistic, team-based approach to care. 
• Provision of chronic disease management care for diabetics in a group medical model that 

includes group education, diabetes assessment, treatment, and social activities. 
• Increased access to care in a women’s emergency shelter for women and their families who 

are fleeing trauma and abuse through an NP-led outreach clinic.  
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• Chronic pain assessment and treatment has been identified as a healthcare gap for patients 
who live in poverty due to significant socioeconomic and health-related barriers for 
accessing traditional chronic pain programs in Calgary. Wait lists are long and the programs 
are structured in a way that are not flexible enough to meet the needs of this patient 
population. A framework for chronic pain assessment and consultation is needed for CUPS 
patients, including chronic pain data refinement within the EMR. 

• Increased access to care for the treatment of opioid use disorder with opioid agonist 
treatment (OAT) in medically and socially complex patients in an integrated OAT-primary 
care model. This is in collaboration with family physicians, mental health services, and 
nursing services at CUPS. Several of the NPs have obtained their licenses to prescribe 
Suboxone (buprenorphine/naloxone) to help patients access OAT. Soon, NPs will have an 
added scope of practice to prescribe methadone, and there may be some NPs at CUPS who 
may consider obtaining a methadone exemption license, including associated training. 

• Women’s health care, including prenatal and postnatal care, health prevention and education, 
cervical cancer screening, testing for sexually transmitted infections, and contraception. 

• Pediatric health care, including well-baby and -child exams, screening for developmental and 
behavioural disorders, engagement with families, education about nutrition, development, 
and prevention of adverse childhood events (ACEs). 

• Assessment and treatment of attention deficit hyperactive disorder (ADHD), in 
collaboration with other primary care providers and the mental health team. 

3.1.3.2. Location of the NPDP 
The NPs work at various locations. Table 5 describes the clinics where NPs involved in the NPDP 
are practicing, as well as the physical space and location of these services. 

TABLE 5: Locations of the CUPS NPDP services 
Clinic name 

Clinic description 
Physical space Physical 

location(s) 

CUPS Main Health Clinic The NPs see patients in a medical exam room equipped 
w ith a desktop computer for EMR access, a printer, an exam 
table, a handw ashing station, and a countertop. 
Health team members chart medical information on desktop 
computers either in the exam rooms or in a common 
charting area. 

1001-10 
Avenue SW, 
Calgary 

Brenda’s House 
An emergency shelter for families. 
It is a community partner w ith 
CUPS. 

The NP sees patients in a medical exam room w ith a desk, 
an exam table, a computer, printer, and a cabinet. 

1921-28 
Street SW, 
Calgary 

Central United Church 
Offers a group diabetes program 

A meeting room is designated w ithin the church. 131-7 Avenue 
SW, Calgary 
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Clinic name 
Clinic description 

Physical space Physical 
location(s) 

Tw o permanent supportive 
housing buildings, w hich house 
previously homeless individuals in 
a harm reduction model of care. 

These houses are home to previously homeless individuals 
in a harm reduction model of care. The NP may see patients 
either in their apartments/rooms or in the medical exam 
room that has an exam table, a desk, and a computer. 
Various community locations for the group diabetes program 
including outside w alks, the zoo, grocery stores, or 
community kitchen space. 

Locations not 
provided 

Home visits 

Hospital visits 

3.1.3.3. Existing organizational capacity 
For almost 20 years, NPs have been an integral part of the CUPS team of primary healthcare 
providers. They play an important role in the fundamental services provided by CUPS, such as 
primary health care, women’s health, pediatrics, outreach, and group diabetes care. The 
interprofessional team in the health clinic works closely with other CUPS programs, including 
housing, childhood education, community supports, and systems navigation. The healthcare team 
also closely communicates and collaborates with community partners across different sectors 
(justice, health, social) for both direct patient care and for broader advocacy, population health, and 
policy planning. 

The NPDP is an expansion of the CUPS Main Health Clinic, which delivers holistic, comprehensive 
health care to low-income Calgarians who commonly struggle with complex medical problems, 
mental illness, substance use, and social barriers. This care is patient-centred, culturally competent, 
and is delivered through an interprofessional team of NPs, family physicians, RNs, LPNs, MOAs, 
mental health professionals, health advocates/social workers, and specialists. The specialists’ areas 
include: obstetrics, gynecology, pediatrics, infectious disease, psychiatry, internal medicine, 
cardiology, gastroenterology, neurology, rheumatology, renal health, dentistry, and optometry. The 
health care provided at CUPS follows a medical/health home model, and includes the following 
aspects: 

• care is patient-centred; 

• every patient has a personal primary healthcare provider; 
• services are carried out by an interprofessional team of providers; 
• timely access to appointments within the practice and advocacy for timely access to 

appointments outside the practice; 
• comprehensive scope of services that meets the public and population health needs; 
• provides continuity of care and relationships for patients; 
• maintenance of EMRs; 

• serve as a site for training learners across multiple disciplines; 
• commitment to continuous quality improvement; and 

• internally supported with a governance structure and externally supported by government 
and community partners. 
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3.1.3.4. Team structure 
The CUPS community health model delivers team-based care where patients see the right provider, 
at the right time, in the right place. The team includes the following: 

• NPs – deliver care in women’s health, primary health care, mental health, and outreach 
• Family physicians – deliver care in women’s health, primary health care, mental health, and 

outreach 
• RNs – work in primary health care, women’s health, outreach, and hepatitis C 

• MOAs – support the entire team with administrative roles related to patient and team needs; 
deliver phlebotomy care and take vital signs 

• Specialists from areas such as obstetrics, gynecology, pediatrics, infectious disease, 
psychiatry, internal medicine, cardiology, gastroenterology, neurology, rheumatology, renal 
health (NP), dentistry (volunteer), and optometry (volunteer) 

• Mental health clinicians 

• Social work/health advocates – work in women’s health and primary care 
• Support from the Calgary West Central Primary care network – a geriatric nurse consultant 

(0.4 FTE), and a patient care coordinator (1.0 FTE) 
• Support from AHS – a dietician for two days per month, and a chronic disease management 

nurse for one day per week 

3.1.3.5. NP service delivery model 

NPs at CUPS work in a collaborative team model with other healthcare team members, including 
physicians. The NPs have their own individual patient panels and practice independently to provide 
holistic primary health care for patients. Like the family physicians, NPs integrate clinical care and 
consideration of social determinants of health into their practice. Because of the vulnerable nature of 
CUPS patients (low income, medically and socially complex), many patients end up seeking care 
when and where they need it. As a result, patients are often treated by someone other than their 
identified primary care provider. In emergent situations where a patient’s assigned primary care 
provider is not available, patients have the option of seeing another family physician or an NP. 
When this happens, the patient’s care can be considered “shared.” This type of shared care may 
include clinical decisions being made by a physician for an NP’s patient (because the NP as the 
patient’s primary care provider is unavailable), communication with the NP about the patient’s care 
(through secure EMR messaging), and, eventually, a hand-off of clinical management back to the 
NP as the primary care provider. If an NP is available when a family physician’s patient presents 
with needs, this situation may also happen in reverse. 

The relationship between NPs and family physicians at CUPS involves shared clinical decision-
making. In addition, NPs with specialized practice may act as consultants for family physicians and 
vice versa, both formally (through internal consultant referral) and informally (peer review of a case, 
hallway consults). Physicians and NPs work together to contribute to the development of clinical 
processes in the clinic, and attend joint clinician meetings on a quarterly basis. 
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3.1.3.6. Governance structure of the NPDP 
The NPs report to the CUPS health director, who is a family physician. As an NP group, if there are 
activities that are NP-related (for example, NP representation for this NPDP), the NPs will 
designate a representative to participate, gather information, provide feedback, and report back to 
the group. 

3.1.3.7. Direct patient care practice 

The following section outlines how CUPS patients are assigned to the NPs, the NPs’ participation in 
on-call activities, and whether they do home visits. 

How patients are assigned 
• CUPS NPs are independent practitioners with their own patient panels. For patients who are 

already attached to an NP either for primary care, diabetes management, addictions 
management, chronic pain management, or outreach care, the patients book directly with the 
NP. 

• Referrals may be made to NPs delivering specialized practice within CUPS (addictions, 
chronic pain, diabetes management, women’s health) by other NPs or family physicians. 
This may be either for a consultation or for primary care attachment. 

• New patients presenting to CUPS requesting attachment to a primary care provider may be 
triaged by the MOA to an NP for a “meet and greet” appointment. 

On-call and home visits 
• CUPS NPs and family physicians share on-call responsibility for after-hours critical lab 

results, taking on two-week periods of call at a time. 
• The NPs deliver healthcare assessments and services to patients in outreach settings, which 

include the following locations: women’s emergency shelters, home visits (to individual 
patients and to multiple patients at permanent supportive housing), and hospital visits. The 
reasons for these visits are mainly to increase access to care for patients who otherwise have 
barriers coming to CUPS for routine care. Other reasons may include engagement and 
relationship building, particularly for difficult-to-engage patients. Some patients who are 
complex may benefit from a hospital visit to provide background information, advocacy, or 
transition care planning. Often visits to the home or shelters allows the NP to manage 
difficult patient cases in order to avoid an unnecessary hospital visit. 

3.1.3.8. Organizational structures, processes, and supports 
Table 6 outlines the organizational structures, processes, and supports in place to support NPs. 

TABLE 6: CUPS organizational structures, processes, and supports at the NPDP 
Core competency Key findings 

Mentor/coach to nursing 
colleagues or other members of 
the healthcare team and 
students. 

The NPs serve as teachers and preceptors to students w ho come through 
CUPS, including NP practicum students, nursing students, medical students, 
and medical residents. 
Informally, some NPs act as mentors to the nursing team at CUPS and w ith 
each other. 
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Core competency Key findings 

Provide leadership in the 
development and implementation 
of standards, practice guidelines, 
quality assurance, and education 
and research initiatives. 

One NP participated in the clinic’s one-year quality improvement training as 
part of the quality improvement team, called Alberta AIM (Access 
Improvement Measures). 
With any new  program or existing program, members of the healthcare clinic, 
including the NPs, are asked to participate in program development planning 
meetings. Examples include the new  ADHD program and the integrated 
OAT/primary healthcare program. 
The development of clinic practice guidelines (e.g., review  of pap smear 
results, review  of laboratory results among physicians and NPs) include 
feedback from the NPs either by email or in physician/NP quarterly meetings. 
Tw o NPs that w ork w ith tw o emergency w omen’s shelters provided leadership 
in the development of opioid overdose protocols for those agencies. 
With respect to education, NPs are leaders in the health clinic in providing 
educational opportunities to other healthcare team members, both informally 
and formally. NPs have delivered training and “lunch and learns” for health 
clinic and non-health clinic staff. 

Initiates or participates in the 
development of strategies to 
address population health 
implications. 

One NP has been an active participant in the development of a provincial 
strategy for sexually transmitted and blood borne infections. 
Another NP is a member of the Women and Children w orking group under the 
Calgary Recovery Services Task Force. This Task Force aims to improve the 
health of Calgary’s chronically homeless population. 

Initiates or participates in the 
design of services/interventions 
for health promotion, health 
protection, and the prevention of 
illness, injury, disease, and 
complications. 

NPs participate in the design of these services/interventions as the need 
arises. 

Participates in the development 
and implementation of evaluation 
processes, including the 
identif ication of indicators for the 
ongoing monitoring of strategies, 
services, and interventions. 

One NP is the w omen’s health clinic lead and is responsible for the 
development of evaluation processes and indicators for that program, in 
collaboration w ith health clinic leadership and w omen’s clinic staff. 

Participation in research 
activities. 

One NP has a PhD and participates in research w ith Mount Royal University. 
The NP leading the group diabetes program w as a key investigator in a 
research article about group diabetes model of care. 
The NPs have presented their w ork at CUPS and other clinical environments 
through posters or presentations at medical conferences. How ever, there is 
currently not much formal research originating out of CUPS, due to lack of 
research support capacity. 

Continuing education – w hat 
systems/structures are in place 
to support continuing education 
of the NPs? 

CUPS HR policies allow  for limited funding of NPs to attend educational 
conferences. NPs submit a request to attend an educational event to HR and, 
if  approved, may submit receipts for reimbursement. 
CUPS also provides internal training opportunities in trauma-informed care, 
brain science certif ication, CPR, suicide prevention, motivational interview ing, 
non-violent crisis intervention, and many others that NPs w ould be paid to 
attend. 
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3.1.3.9. Examples of collaborative care 
The following excerpt was provided by CUPS as an example of the type of patients seen by the NPs 
and the NPs’ role in supporting the delivery of collaborative care. The vignette quotes directly from 
the materials provided by CUPS. 

Providing Opioid Agonist Therapy 

“The second story involves a pregnant woman who was in Calgary Remand and attending Drug Court and 
receiving her prenatal care through CUPS. The woman expressed an interest in opioid agonist therapy for 
treatment of her heroin addiction and was identified as an appropriate candidate for Suboxone therapy. 
The Outreach team was able to coordinate a visit to Calgary Remand in order to offer her this service and 
was able to follow-up with her for dose adjustments as well. There is an ongoing connection with this patient 
and Aventa in order to continue to facilitate her sobriety as well as offer prenatal care.” 

3.1.4. Overview of the Sage NPDP – C3 for Seniors 
3.1.4.1. Needs addressed by the NPDP 

The primary driver for the introduction of Collaborative Community Care (C3) for Seniors was to 
more effectively and efficiently meet the health and social needs of under-resourced older adults, 
who are defined as those who are marginalized or hard to reach, such as those who are: homeless or 
at risk of homelessness; living with a disability; living with chronic health conditions; living with a 
mental health condition; newcomers or from ethno-cultural communities; living in poverty; and with 
limited informal caregiving support from family and friends. The secondary drivers included: 

• a need to improve access to primary care services within an existing social services agency 
for seniors (Sage), to ensure wrap-around supports that more effectively address the broader 
determinants of health; 

• a need to stimulate primary health care transformation to overcome the traditional status 
quo in primary care through an innovative academic partnership; 

• a need to provide opportunities for NPs to practice to full scope within a primary healthcare 
setting in Alberta; 

• a need to increase and improve access to exemplars of interprofessional practice for students 
of multiple disciplines engaged in health and related studies at universities in Alberta; and 

• a need to examine and evaluate the potential for a sustainable funding model to address the 
anticipated increased seniors population, while improving outcomes from these services 
through monitoring and continuous improvement. 

3.1.4.2. Location of the NPDP 

C3 for Seniors is based in Sage, which is located in downtown Edmonton, with excellent access to 
public transit (see Table 7). 
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TABLE 7: Location of the Sage NPDP services 
Clinic name 

Clinic description 
Physical space Physical 

location(s) 

Sage 
The objectives of Sage are to enhance the quality of life of older 
persons and their families through the w ork of staff and volunteers, 
and in collaboration w ith stakeholders, by providing: 1) services 
that promote socialization, intellectual stimulation, skill and 
information acquisition; 2) services that enhance the safety and 
w ell-being of older persons w ho are, or w ho may become, isolated, 
disadvantaged, or at-risk in the community; 3) information and 
services that assist older persons to participate as active members 
of the community and to reside safely in accommodation that 
meets their needs; and 4) research and advocacy on issues 
affecting older persons. 

The C3 for Seniors NPDP 
occupies approximately 
2,500 square feet of the 
existing Sage physical 
space. This estimate does 
not include w aiting room, 
hallw ay, and bathroom 
space. 
The physical space 
consists of six exam rooms, 
equipped for a variety of 
patient types and needs. 

15 Winston 
Churchill 
Square, 
Edmonton, on 
the 3rd f loor of 
Sage 

3.1.4.3. Existing organizational capacity 
C3 for Seniors at Sage builds upon the strengths of a well-established team of social and human 
services providers, including an extensive volunteer workforce experienced in the delivery of seniors 
services in Edmonton. The NPDP team is integrated within the existing team, and many benefits 
have been identified from this early implementation and integration. The work of the social/human 
services teams and newly implemented health services teams have focused their efforts on: 

• understanding the roles of each provider within the NPDP (a new model of integrated, 
intersectoral primary healthcare service delivery); 

• identifying and charting a course for way-finding and collaboration/case management within 
the current organizational structure to make access to the NPDP easy for seniors; and 

• responding to newly identified seniors needs that have been highlighted through the newly 
available health services, and responding to increased social services demand, as additional 
issues are identified through NP assessment and treatment. 

3.1.4.4. Team structure 
The core interprofessional NPDP team has been operational since 1 March 2018. The model 
currently employs nine team members. Additional team members are being considered, in 
collaboration with seniors.3 The team includes the following: 

• Director of health services – An NP employed as a faculty lecturer at the University of 
Alberta; this NP works full-time on-site at Sage to provide both team leadership and clinical 
services. 

• NPs – The project currently employs 1.2 FTE NPs (funding will support 3.0 FTE NPs). 
One (1.0) FTE NP is employed as a faculty lecturer at the University of Alberta; this NP 

                                              
3 As noted by Sage in their original proposal: “One of the foundational pillars for this NPDP model is 
human-centred design.  Seniors experiences and perspectives have been included in the business 
planning, architectural renovation design, hiring processes for core team members, and now finalizing 
the team complement of providers. This work takes time, and we anticipate the full team will be in place 
by this coming Fall.” 
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works full-time on-site at Sage to provide clinical services. The 0.2 FTE NP is an Assistant 
Professor with the University of Alberta who co-led the development of the successful 
funding proposal and has been involved in the implementation and evaluation of the NPDP. 
She is well-recognized by her peers as an expert in the development and sustainability of 
NP-led primary healthcare models of interprofessional-based care. She provides clinical 
services one day a week on-site at Sage and supports the development of the evaluation 
planning. 
Two other NP positions are currently being filled through a similar arrangement. 
Employment of the NPs and other future nursing team members is managed through a 
memorandum of understanding, providing the team with access to a well-educated cohort of 
highly qualified NPs. The team has been strategic in their hiring process to balance the 
clinical service need with the human resource cohort. 

• NPDP team lead/manager – The team lead position is occupied by an individual with a 
master’s degree in Public Health. The team lead is responsible for day-to-day operations of 
the NPDP, including human resources, safety, reporting, and evaluation. This position acts 
as the privacy officer for the program. 

• MOAs – Two MOAs are currently funded through the model, and are employees of Sage. 
They provide support for scheduling and administrative and clinical services, as well as 
bringing leadership to volunteers working in the C3 for Seniors NPDP area. 

• Social workers – Two social workers are currently funded through the model. 
• Life enrichment specialist 

• Receptionist 

3.1.4.5. NP service delivery model 
The C3 for Seniors NPDP at Sage employs both collaborative and consultative approaches with 
relevant medical providers within Edmonton’s healthcare community. However, most services are 
administered through the NP practice focus lens. Collaboration has been occurring, primarily in 
establishing the C3 for Seniors NPDP as a resource within the physician community. Partnerships 
are being formalized with a variety of established health and community organizations in Edmonton 
with similar interests and motivations, including but not limited to PCNs, pharmacies, and local 
emergency departments (EDs). The goal of these partnerships is to facilitate communication with 
other health and human service providers to identify gaps, work together to fill these gaps, and 
decrease duplication. Linkages with these organizations encourage senior primary care attachment 
with the C3 for Seniors NPDP; for example, home care patients who have no primary provider can 
be rostered with the NPDP providers for ongoing responsive health services. 

The C3 for Seniors NPs also deliver primary healthcare services on-site at the Sage Seniors Safe 
House and to seniors referred to them by the Seniors Protection Partnership (SPP), including joint 
visits with NPs and social workers. 

3.1.4.6. Governance structure of the NPDP 
The NPs have a dual reporting structure. The NPs report to the director of health services, who is 
also an NP, and the director of health services reports equally to the Dean, University of Alberta 
Faculty of Nursing, and to the executive director of Sage. 
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3.1.4.7. Direct patient care practice 
The following section outlines how C3 for Seniors patients are assigned to the NPs, the NPs’ 
participation in on-call activities, and whether they do home visits. 

How patients are assigned 

Patients are assigned to the NPs through a variety of mechanisms. The NPs at C3 for Seniors are the 
only primary healthcare providers. Patients directly book appointments with the NPs through 
MOAs, and patients are referred from other settings, for example, seniors’ lodges such as Operation 
Friendship housing and Multicultural Health Brokers Outreach Workers. Patients are also referred 
to the team from within Sage when patients have been involved with social work services such as 
housing, isolation reduction, or financial and tax services. 

Since one of primary goals of the C3 for Seniors and other NPDPs is to provide service to fill a gap 
in the system, a categorization of patients has been developed to guide decision-making regarding 
care between providers and patients. This patient categorization describes the process used to 
determine which seniors will be most adequately served by the health services at Sage. For example: 

• short-term visitors to Canada, who tend to be more affluent individuals with travel 
insurance, are directed to an external physician office/Medicentre where they can be served 
for a fee; 

• long-term visitors to Canada, who are here up to 10 years with no healthcare coverage, are 
directed to free clinic; 

• seniors with a family physician, who: 
o have a language barrier at a primary provider clinic, will be seen for a first visit and 

encouraged to roster with C3 for Seniors if the language capacity is better for them 
long-term; 

o have transportation/frailty concerns, will be seen and a plan will be set up for 
communication and care coordination with their family physician’s office – when 
possible, these patients are encouraged to have routine care provided at the family 
physician’s office, however, if the program seems to be working better, the patient 
will be encouraged to roster with C3 for Seniors NPs for health services; 

o happen to be in the building, will be seen once and then encouraged to see their 
family physician for care to reduce duplication of service and confusion; 

o are acutely ill and cannot see their family physician, will be seen and encouraged to 
follow up with their family physician; and 

• seniors without a family physician are encouraged to roster with C3 for Seniors NPs. 

On-call and home visits 

At this point, the NPs do not participate in on-call activities. 

The NPs do home visits in a variety of settings, including: 
• private residences; 
• the Seniors Safe House (Sage program for elder abuse); and 

• retirement homes. 
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These homes visits are in response to a variety of senior needs. The C3 for Seniors NPDP has 
adapted a process and procedure for the assignment of home visits, to ensure effective and efficient 
use of human and financial resources. Home visits for patients who are not rostered with C3 for 
Seniors NPs are limited to those who are unable to access these services from their regular physician 
in a timely fashion, but need service to avoid an adverse event, such as after discharge from hospital. 
A comprehensive home visit screening tool has been adapted from AHS, and a home visit safety 
phone assessment is also used prior to the delivery of any home services. The team is well equipped 
to continue to fill this gap in services within the community, and is in the process of developing 
collaborative relationships with service structures within the AHS community care division to ensure 
no duplication of services in this area, to provide relevant, timely, and necessary home visits to 
seniors who need it most. 

3.1.4.8. Organizational structures, processes, and supports 

Table 8 outlines the organizational structures, processes, and supports in place to support NPs. 

TABLE 8: Sage organizational structures, processes, and supports at the NPDP 
Core competency Key findings 

Mentor/coach to nursing 
colleagues or other members of 
the healthcare team and students. 

The NPs have access to a w ide variety of mentors/coaches through their pre-
established clinical netw orks, through the leadership team at Sage and 
through the NP faculty team at the University of Alberta Faculty of Nursing. 
The NPs also act as mentors to students and colleagues. The NPs precept 
graduate students and undergraduate nursing students w ho are engaged in 
community-based rotations. There are daily informal discussions w ith other 
Sage staff members about NP practice. The NPs provide in-services to Sage 
volunteers and senior lodge staff about the C3 for Seniors NPDP and health 
services delivery by NPs. The NPs have provided in-services to Sage staff on 
the use of Narcan kits and glucometers. 

Provide leadership in the 
development and implementation 
of standards, practice guidelines, 
quality assurance, and education 
and research initiatives. 

The NPs on the team are highly involved in the development and 
implementation of standards, practice guidelines, quality assurance, and 
education and research initiatives. These providers are the main contributors 
to all of these functions, and an extensive list of clinical policies and 
procedures have been developed to support the operations of the clinic. 
Additionally, the Sage leadership and NP team are in the process of 
developing a logic model based on the principles of collective impact and the 
quadruple aim to supplement the data required by Alberta Health and the IHE 
to provide further evidence to influence the sustainability and spread of this 
NPDP and specif ically the model of integrated health and social services. As 
members of one of the highest rated faculties of nursing in the country, the 
NPs in this NPDP have extensive access to education and research 
resources, including mentorship from a PhD-prepared NP w ho w orks w ith 
them on-site to provide clinical services to seniors and assist in meaningful 
evaluation of both outputs and outcomes from the project. The C3 for Seniors 
NPs also partake in continuing learning activities and provide feedback on 
conferences. including new  diabetes management, new  w eight-w ise 
guidelines, and strangulation protocols. 

Initiates or participates in the 
development of strategies to 
address population health 
implications. 

The NPs w ork w ith the C3 for Seniors NPDP team lead to discuss and 
address population-level health indicators. Currently, the team is considering 
vulnerability/complexity assessment, w ith the potential to leverage f indings 
into population-level initiatives. C3 for Seniors NPs have a unique opportunity 
to access population-level data related to the broader determinants of health 
through Sage’s social w ork programming, allow ing for in-depth population-
level understanding of issues such as social isolation, gender assignment, 
elder abuse, and seniors homelessness. 
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Core competency Key findings 

Initiates or participates in the 
design of services/interventions 
for health promotion, health 
protection, and the prevention of 
illness, injury, disease, and 
complications. 

Currently, C3 for Seniors NPDP staff are participating in community 
education regarding the services at the C3 for Seniors NPDP, but this also 
involves visits to facilities, health fairs, etc. to provide education on goals of 
care, personal directives, and polypharmacy. The NPs have also been 
involved in learning sessions open to Sage staff, volunteers, and guests 
related to diabetes management, capacity, and deprescribing. The director of 
health services NP w as able to participate in a national conference on 
deprescribing, and continues to be involved as an active Edmonton Zone 
member of this group. 

Participates in the development 
and implementation of evaluation 
processes, including the 
identif ication of indicators for the 
ongoing monitoring of strategies, 
services, and interventions. 

The University of Alberta faculty NP/scientif ic director is very involved in 
facilitating evaluation w ork w ithin the C3 for Seniors NPDP, leading the 
development of a comprehensive evaluation to assess the value of the 
entirety of the w rap-around support services, including the C3 for Seniors 
NPDP, in addressing social determinants of health and impact of NPs on 
costs w ithin Alberta’s health care system. 

Participation in research activities. No data provided by site, additional follow  up is necessary. 

Continuing education – w hat 
systems/structures are in place to 
support continuing education of 
the NPs? 

See above. 

3.1.4.9. Examples of collaborative care 
The following excerpts were provided by Sage as examples of the types of patients seen by the NPs 
and the NPs’ role in supporting the delivery of collaborative care. The three vignettes quote directly 
from the materials provided by Sage. 

Easy Access to Specialist Care and Home Health Planning 

“An 86-year-old female who lives alone in an assisted living facility came to the clinic for an evaluation of a 
recent fall and subsequent difficulty with walking. Upon exam and further evaluation, it was determined that 
the client had a broken hip. The NP consulted the ortho consult line and through this consultation with an 
orthopedic surgeon, it was determined that the hip was non-surgical. Meaning this client was not a surgical 
candidate. In collaboration with other community service providers, the NP facilitated this senior’s access 
to increased home visits and rehabilitation provided at home. The NP provided home visits during this 
senior’s short period of immobility to evaluate ongoing monitoring of the health plan. The senior is now 
mobile and receiving follow-up from an NP on-site at the C3 for Seniors NPDP. 
What does this mean for the senior? This collaborative effort negated the need for the senior to sit in a 
busy emergency room for an extended period, undergoing diagnostics that may have been unnecessary 
and costly. Collaboration referrals were streamlined, and the senior received the right care, by the right 
providers, in the right place at the right cost.” 

 

Mixed Complexity: Social and Health Interventions at the Right Time 

“A 69-year-old male who lives alone approximately 25km outside of the city limits managing his expenses 
on a fixed income, living in a rental mobile home recently presented to Sage for a social worker consultation 
regarding hoarding behaviours. This senior does not have access to a vehicle and relies on public 
transportation. On this day, it took him five hours to get to Sage. He reports that his well is broken, and he 
does not want to complain to his landlord for fear of being evicted due to hoarding behaviours. He has 
diabetes and he reported to the Social Worker that he had an open wound on his foot. The senior presented 
to Sage late in the business day and upon report of the wound was immediately directed to the C3 for 
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Mixed Complexity: Social and Health Interventions at the Right Time 
Seniors NPDP for a health assessment on-site. He was assessed, and the NP provided wound care and 
is currently in the process of connecting him to home care services for ongoing monitoring. 
What does this mean for the senior? The senior can access social and health service at one site, 
consequently making access easy given his transportation challenges. Attending to this senior’s wound 
could have potentially decreased the risk for loss of limb due to complications of a diabetic foot ulcer and 
poor access to clean water in the home. Interorganizational collaboration for this senior with mixed 
complexity ensured access to the right provider at the right place at the right time and at the right cost for 
the patient (no additional transportation costs for the senior). In this case the NP was supported to work to 
their full potential by the organization.” 

 

Intersectoral Collaboration:  
Finding the Right Way to Support Seniors with Acute Needs 

“A 75-year-old male presented to the C3 for Seniors NPDP with signs and symptoms of an acute illness.  
This senior is a client of the CHOICE program but resides near Sage, within one city block. The patient has 
Park inson’s and is living with frailty. Upon presenting to the clinic on this day, the patient blood pressure 
was very low, this was unknown to the patient at the time. He received a comprehensive health assessment 
by one of the C3 for Seniors NPs and was given direction in terms of managing his acute care condition. 
The NP encouraged him to go to the CHOICE program the following day and called CHOICE to have them 
call him to encourage attendance as well. The next day, the senior was admitted to the CHOICE program 
into their acute support inpatient beds.  
He requested that he be able to access acute care services if required from the new C3 for Seniors NPDP. 
The NP had a collaborative discussion with the CHOICE program to discuss care and confirm no 
conflicts/gaps in care. This senior continues to be a client of CHOICE, we are not sure if he has returned 
home from his inpatient admission. 
What does this mean for the senior? The senior can access urgent care services close to home when 
needed. If this senior had remained at home, he may have experienced further deterioration resulting in a 
911 call and trip to the emergency room.” 

3.1.5. Characteristics of all NPs funded through the NPDP 
Table 9 presents the educational and work experience of each of the NPs involved in the NPDP. 

TABLE 9: Characteristics of all NPs funded through the NPDP 

Educational background 
Number of years practiced 

as an RN  
(including years as an NP) 

Area(s) of nursing 
practiced before 
becoming an NP 

Number of 
years 

practiced as a 
licensed NP 

Report 
having a 
Clinical 
Mentor 

BScN or BN  
BA in Nursing 
Master of Nursing NP 

14 years Primary care 2 years Yes 

BScN or BN 
Master of Nursing NP 

15 years Correctional health 
care 11 years Yes 

BScN or BN  
Master of Science NP 

7 years Pediatrics 2.5 years Yes 
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Educational background 
Number of years practiced 

as an RN  
(including years as an NP) 

Area(s) of nursing 
practiced before 
becoming an NP 

Number of 
years 

practiced as a 
licensed NP 

Report 
having a 
Clinical 
Mentor 

BScN or BN  
Advanced Studies in Critical 
Care Nursing Certif icates  
Master of Nursing NP 

15 years 
Emergency 
Education 

5 years No 

Nursing Diploma 
BScN or BN  
Master of Nursing 
Master of Nursing NP 

27 years 
Outpost nursing 

Home care 
12.5 years Not 

currently 

BScN or BN  
BSc 
Master of Science NP 

20 years Chemotherapy RN 3 years Yes 

BScN or BN  
Master of Nursing NP 

29 years Primary care 10 years No 

Nursing diploma  
BScN or BN  
Master of Nursing NP 

10 years 
Public health 

community harm 
reduction 

7 years Yes 

BScN or BN  
Master of Nursing 
Master of Nursing NP 

3 years Critical care 1.5 years Yes 

BScN or BN  
Master of Nursing NP 

29 years Seniors outreach 12 years Yes 

BScN or BN  
Master of Nursing NP 

22 years Emergency/critical 
care 13 years Yes 

BScN or BN 
Master of Nursing NP 24 years 

Neurosciences 
acute 

care/management 
9 years Yes 

BScN of BN 
Master of Nursing NP 21 years 

Medical surgical 
(geriatrics/acute 

care) 
7 years No 

Nursing Diploma 
BScN or BN 
Master of Science NP 
PhD (Nursing) 

27 years Home care 18 years Yes 



 

Nurse Practitioner Demonstration Project: Final evaluation report  29 

3.2. Evaluation Question 2: What were the facilitators and/or barriers 
to ensuring timely access, quality, comprehensiveness, patient-
centredness, collaborative care, and continuity in each of the 
demonstration projects? 

Summary of Findings 
The table below presents an overview of the findings from BMHC, The Alex, and CUPS. More detailed 
descriptions of these findings follow. There is more detailed information on the facilitators and barriers 
cited in the table below in the Detailed findings section. Elements of quality are implicit in our findings, 
across the scope of this question, and are included and implicit in the other responsive areas of 
question 2 (timely access, patient-centeredness, etc.). Therefore, there will be no stand-alone quality 
section presented below. 
Data from C3 for Seniors are not included in the analysis that follows. 

 

Facilitators Barriers 
Timely access 
• Bringing services to where patients are 
• Walk-in appointments 
• Filling no-show appointments with walk-ins 
• Consistent scheduled clinic times 
• Ensuring the team is working to their full scope of practice 
• Addressing more than one health need during a visit 
• NP scope of practice 

• Staffing levels of the 
team 

     - NP staffing levels 
     - Support staff capacity 
     - Availability of allied 

health and social 
workers 

Comprehensiveness 
• NP training, background, and philosophy to delivering care 
• NP scope of practice 
• Team-based service delivery 
• Strong partnerships with community partners 

• Legislation and 
regulations 

Patient-centredness 
• NP training, background, and philosophy to delivering care 
• Trauma-informed care 
• Longer patient visits 

NPDP sites did not note 
any barriers to providing 
patient-centred care 
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Facilitators Barriers 
Collaborative care 
• Respect for and trust with all members of the team 
• Consistent understanding among team members of a social 

determinants of health and patient-centred approach 
• Access to and shared space with healthcare providers 
• NPs and all staff working to their full scope of practice 
• Expertise among team members 
• Introducing patients to team members and providing a “warm hand-off” 
• Electronic medical records 
• Regularly scheduled team meetings/huddles 
• Compensation models of the team members 

• Part-time work 
arrangements 

• Limited support staff 
• Outreach and mobile 

delivery of care 

Continuity 
• Practice approaches and building strong trusting relationships with 

patients 
• Direct follow up with patients 
• Electronic medical records 
• Taking the time to connect patients to healthcare team members 
• Involving patients in decisions regarding attachment 
• Technology 
• Co-location with community-based organizations 
• Consistent availability of NP services 
• Preparing the patient for transitions 
• Strong relationships with care team members and specialists 
• Team-based care 

NPDP sites did not note 
any barriers to continuity 
of care 

The following sections present the key themes from the focus group sessions and interviews with 
the NPs at BMHC, The Alex, and CUPS. 

3.2.1. Timely access 
Accessibility is defined by Alberta Health using the following definition from the Health Quality 
Council of Alberta:  

“Accessibility: Health services are obtained in the most suitable setting in a reasonable time and 
distance.”4 

NPDP sites were asked to comment on the factors that they believed facilitated and/or created 
barriers to their ability to offer accessible services. The following key themes were identified. 

                                              
4 Health Quality Council of Alberta (HQCA). Alberta quality matrix for health. Calgary (AB): HQCA; 2005. 
Available from: https://www.hqca.ca/wp-content/uploads/2018/05/HQCA_11x8_5_Matrix.pdf. 

https://www.hqca.ca/wp-content/uploads/2018/05/HQCA_11x8_5_Matrix.pdf
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3.2.1.1. Facilitators of timely access 
Bringing services to where patients are 

In many of the NPDP sites, the primary care service 
delivery is embedded into physical locations where 
the patients are living or receiving community-based 
support services. For example, BMHC has 
embedded a clinic at iHuman, which provides 
supports to vulnerable youth, and at the ENHC, to 
support women accessing native healing supports. 
At The Alex, the demonstration project is 
supporting primary care delivery in a seniors 
housing complex and through mobile units (health 
buses) that bring vital services to women’s shelters and high-need high schools. Bringing services to 
the patients has enabled patients’ access to timely service. A number of factors have contributed to 
the success of these arrangements. They include the following: 

• Physical clinical space in community-based organizations – In the descriptions provided in 
section 3.1, there is evidence that there is appropriate clinical space in each of the sites 
delivering primary health care. 

• Mobile units enable primary care to reach patients in their environment – The mobile units 
used by one of the sites allows for primary care service delivery at a variety of locations 
throughout the city. 

• Hours of operation have been adjusted to meet the patient needs – In some instances, the 
clinics have adjusted their hours of operation to meet patient needs. For example, one of the 
women’s health clinics changed their hours from traditional medical hours (8:30am to 
4:30pm) so they could be open after regular work hours, to take into account the hours their 
patients were working. The clinic reported that changing the hours of operation increased 
the number of patients seen, and reduced the number of no-shows. 

• Clinics build on the relationships patients have with the community-based organizations – 
For projects that have NPs providing primary care services inside a community-based 
organization, there is a belief that patients are more likely to access these services due to 
their existing relationships with the community-based organization’s staff. Numerous sites 
indicated that staff within the community-based organizations will often encourage the 
patients to see the NPs. These existing relationships are considered an important facilitator 
contributing to access. 

Walk-in appointments 

All of the sites provide walk-in appointments for patients, although this may look different in each 
of the demonstration projects and even within each of the demonstration sites. At one site, the clinic 
holds the first 90 minutes of clinic time for walk-in appointments, and the rest of the day is held for 
scheduled appointments. At another site, almost all of the appointments are walk-in. Additionally, 
one site offers patients the opportunity to walk-in and make an appointment for later in that day, 
while also accommodating walk-ins throughout the day. 

LESSON LEARNED 

Access is defined by these sites as 
access to the team, not the NP/primary 
care provider. This team may extend 
beyond the healthcare team and include 
allied health professionals in the 
community health centre, or staff from 
their community-based partners.  
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Filling no-show appointments with walk-ins 

In an effort to support their patients, many of the sites indicated that they fill their no-show 
appointments with walk-in patients. 

Consistent scheduled clinic times 

All of the NPs, regardless of whether they work in a community health centre, an outreach clinic, or 
on a mobile unit, have established scheduled times they will be available. In a clinic setting, this 
means that patients know the days and times their NPs work at the clinic, or they understand what 
to do when they are not available. In outreach clinics, the NPs have scheduled days and times they 
are available to see patients, and, on mobile units, they travel to each of the sites on a consistent and 
predictable schedule. 

Ensuring the team is working to their full scope of practice 

All of the demonstration sites stressed the importance of team members working to their full scope 
of practice as an essential element impacting access. When teams are working to their full scope of 
practice, the NPs reported that they are able to see more patients in a day. 

Addressing more than one health need during a visit 

All of the NPs stressed the importance of providing comprehensive primary care services that 
address social determinants of health. They indicated that, while an individual patient may come to 
access primary care services for one reason, the NP will often do a comprehensive assessment and 
ask the individual about many other aspects of their lives and health. They stressed the importance 
of being able to address more than one need in the time that they are with them. There is a 
philosophical belief across all NPDP sites that this comprehensiveness of care builds strong 
relationships and trust with the patients, and impacts whether they will come back to access services 
through the NP in the future. 

NP scope of practice 

The NPs indicated their comprehensive clinical scope ensures patients do not have to see multiple 
providers over the course of multiple visits to different healthcare providers. They believe that this 
improves access for their patients, as many believe their patients would not access or follow up with 
tests, etc. if required to make multiple appointments. 

3.2.1.2. Barriers to timely access 
Staffing levels of the team 

Staffing levels were noted as the primary barrier to providing timely access to service for patients. 
Shortages in staff included the limited NP time available in each of the sites, as well as access to 
MOA support, LPN and RN support, and allied health and social workers. 

• NP staffing levels – In many instances, the NPDP funding supplemented an existing part-
time NP. For instance, an NP may only be funded at 0.2 to 0.4 FTE through the project. As 
a result, access to this primary care provider is limited. In other instances, the NPs are only 
on-site at the community-based organization for two to three afternoons a week. Both of 
these staffing-related decisions have a direct impact on a patient’s access to their primary 
care provider. 
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• Support staff capacity – The teams spoke about the impact of over-taxed support staff on 
patients’ access to the NPs. When the appropriate support staff are not available to provide 
assistance to the NPs, the result is that the NPs start to do their work in order to ensure 
quality service delivery is provided. For example, the NPs stressed the importance of having 
the appropriate MOA support in place to ensure the NPs are not spending time faxing 
requisitions to specialists. Although this seems like a simple task and one that can be easily 
done by an NP, there is a recognition that this takes time away from additional patient 
contact. 

• Availability of allied health and social workers – Access to mental health support workers 
and social workers was consistently identified as an area impacting access. In the absence of 
mental health and social work supports, the NPs reported having to use clinic time to initiate 
these discussions with their patients. While they recognized that it is out of scope, they make 
a conscious decision to have these discussions as it is necessary to meet the needs of the 
patients. 

3.2.2. Comprehensiveness 
Comprehensiveness is defined by Alberta Health using 
the following definition: 

“Comprehensive care is an approach that cares for 
the whole patient and all his or her needs, not just 
the medical and physical ones. Comprehensive care – 
using the services of many professionals working 
together...”5 

When asked to comment on the facilitators and 
barriers to ensuring the delivery of comprehensive 
care, the following key themes were identified. 

3.2.2.1. Facilitators of delivering comprehensive 
care 
NP training, background, and philosophy to delivering care 

Similar to the feedback gathered on patient-centred care, the NPs’ training, background, and service 
delivery philosophy, which is grounded in a social determinants of health approach, was identified as 
important. This approach considers the social determinants of health impact on the patient’s social, 
psychological, financial, and physical health. The NPs’ way of approaching their work was 
considered a facilitating factor in the delivery of comprehensive care. 

NP scope of practice 

The NPs’ scope of practice allows them to do comprehensive assessments, order tests, write and 
administer prescriptions, educate patients, connect them to specialty services or other allied health 
and social service professionals, and follow up with them. 

                                              
5 American Cancer Society [Internet]. Navigating the health care system when your child has cancer. 
[updated 19 Sep 2017; cited Oct 2018]. Available from: https://www.cancer.org/treatment/children-and-
cancer/when-your-child-has-cancer/understanding-health-care-system/comprehensive-care.html. 

LESSON LEARNED 

The NPs stressed the importance of using 
a social determinants of health approach 
in the NPDP, as a result of their training 
and the team environments established at 
the community health centres and with 
community partners reporting delivering 
comprehensive care that addresses the 
social determinants of health. 

https://www.cancer.org/treatment/children-and-cancer/when-your-child-has-cancer/understanding-health-care-system/comprehensive-care.html
https://www.cancer.org/treatment/children-and-cancer/when-your-child-has-cancer/understanding-health-care-system/comprehensive-care.html
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Team-based service delivery 

Access to a comprehensive team of supports is an important enabler of comprehensive care. The 
teams in each of the sites is outlined in section 3.1, and will not be repeated here. It is important to 
note that, while mobile and outreach sites do not have comprehensive teams on-site, the NPs 
reported that they are able to easily connect and access these team members at the main clinic, and 
to connect their patients with these health professionals. 

Strong partnerships with community partners 

An integral component of the NPDP sites is the strong partnerships they have with their 
community partners. NPs often connect their patients with the services provided by community 
partners. This may include connecting patients with: foodbanks to address food insecurity issues; 
Alberta Works regarding employment; temporary or transitional housing organizations when 
individuals are homeless; counselling and mental health support services in community-based 
organizations or the education system when mental health services are needed; or social workers 
who will provide other needed supports to the patient. While there are times that these partnerships 
are in place with community-based organizations, some of the NPDP sites also have housing 
supports and services embedded in the community health organization. NPs will also work with the 
housing supports area to ensure they are supporting their patients’ housing needs. 

3.2.2.2 Barriers to delivering comprehensive care 
Legislation and regulations 

The NPs noted a number of legislative and regulatory barriers that impact their ability to provide 
comprehensive care. For example, Alberta Works does not recognize an NP as a primary care 
provider on their forms. As a result, most NPs do an internal consult with a physician or medical 
director, and ask them to sign off on their behalf. While in most situations this has limited impact on 
the patient, it does impact the NPs’ ability to provide comprehensive care. Additionally, NPs are 
currently unable to prescribe methadone. Again, this limits their ability to provide comprehensive 
care. NPs through the project are reporting having recently undergone the Suboxone training. 

3.2.3. Patient-centredness 
Alberta Health uses the following definition to 
describe person-centred care:  

“Without exception, working in partnership with 
patients, family members and citizens in the 
planning, delivery and evaluation of health services, 
in which: 

 Patients are full partners in care, and can 
exercise informed choice; 

 A supportive, transparent, and respectful 
environment exists for patients, families 
and providers to promote wellness, dignity, 
and teamwork;  

 Transparency, recognition, respect, dignity; and  

LESSON LEARNED 

NPs stressed the importance of using a 
social determinants of health approach in 
delivering patient-centred care. At times, 
this results in NPs working with their 
patients and the interdisciplinary team to 
address the social, mental health, or 
safety needs of the patient prior to 
addressing the specific health needs 
assessed by the NP. 
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 Supportive relationships with businesses, organizations and associations who enhance the 
well-being of patients, families, staff, physicians and the community.”6 

When asked to comment on the facilitators and barriers to providing patient-centred care, the 
following key themes were identified. 

3.2.3.1. Facilitators of delivering patient-centred care 
NP training, background, and philosophy to delivering care 

All of the NPs in the demonstration project believe they practice patient-centred care, using a 
wholistic determinants of health approach. They consistently reported that patient-centred care was 
a fundamental aspect of the training they were provided, and was integral in their approach in 
working with their patients. The NPs meet the patients where they are at and affirm that patients are 
in charge of their own health. The NPs complete comprehensive assessments with each patient; 
during this assessment, the NP will ask questions to assess the patient’s level of readiness for change 
and their personal goals. They believe the comprehensive approach allows them to have the 
information necessary to set appropriate goals with the patients, and helps to build strong, trusting 
relationships with them. The NPs philosophically seek to empower the patients and ensure they are 
in control of their health goals. The following quotes from the NPs emphasize their approach to 
working with their patients: 

• “This is who we are, this is what we do and how we do it. This is one of the aspects that makes NPs 
unique.” 

• “We are always working to empower our patients and ensure they have self-determined goals.” 
• “I use a lot of motivational interviewing and assessing the stages of change to walk along side of them to help 

them identify their goals and desires. Starting where the patient is at to build trust and relationships.” 
• “You can’t provide non-person-centred care in this population if you want them to come back.” 

Trauma-informed care 

Many of the NPs spoke of the importance of providing trauma-informed care, meaning that NPs 
use an approach that recognizes that people have often experienced different types of trauma in 
their lives, and that interactions with the care provider may induce a particular physiological, social, 
spiritual, or physical response. Using this type of approach does not necessarily require disclosure of 
trauma; however, service delivery is provided in a way that recognizes the need for physical and 
emotional safety, as well as choice and control in decisions affecting one’s treatment.  

Longer patient visits 

Patient appointments (walk-ins and pre-booked appointments) are scheduled for 30 minutes. The 
NPs noted that this time allows them the opportunity to do a comprehensive assessment of the 
patient, understand their current physical, social, living, and working conditions, and also determine 
goals and provide some education.  

3.2.3.2. Barriers to delivering patient-centred care 

The NPDP sites did not note any barriers to providing patient-centred care. 

                                              
6 Adapted from: Berwick DM. What ‘patient-centered’ should mean: Confessions of an extremist. Health 
Affairs 2009;28(4). 
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3.2.4. Collaborative care 
Alberta Health uses the following definition to 
understand collaboration:  

“A process of communication and decision-making 
that enables the separate and shared knowledge and 
skills of health care providers to synergistically 
influence the client/patient care provided.”7  

When asked to comment on the facilitators and 
barriers to delivering collaborative care, the 
following key themes were identified. 

3.2.4.1. Facilitators of delivering collaborative 
care 
Respect for and trust with all members of the team 

This was consistently noted as the single most important factor influencing the delivery of 
collaborative care. Team members trust that everyone is doing their best and that decisions are being 
made in the best interests of the patients. In some of the sites, teams noted the importance of 
respecting each member’s scope of practice and respecting that individual competencies may impact 
team members’ ability to work to their full scope of practice. The following quote emphasizes the 
importance and impact of trust among team members: 

“Trust – it is the absolute bottom line. You have to trust one another, recognizing that people are 
imperfect, will make mistakes and need to learn things. But you trust one another to do your best 
and be focused on what is best for the patient. And when you do that, then you have an environment 
in which people feel very comfortable, supported and secure in providing care and also in admitting 
their mistakes. And saying I don’t like doing this, I am not comfortable doing this. That is a 
supported kind of thing which improves patient care not only by facilitating collaboration but also the 
development of expertise.” 

Consistent understanding among team members of a social determinants of health and patient-
centred approach 

The sites stressed the importance of all team members using a consistent philosophy of care when 
working collaboratively. This common philosophy supports communication and decision-making, 
and is foundational to building trust and respect among healthcare providers. 

Access to and shared space with healthcare providers 

The sites stressed the importance of having access to knowledgeable and skilled healthcare 
providers. The main clinics at each of the NPDP sites have large comprehensive teams supporting 
the delivery of care. They share clinic and work space, which contributes to discussions about 
patients and problem-solving treatment options. Although shared space can contribute to the 
delivery of collaborative care, the NPs working remotely in outreach clinics or mobile units still 

                                              
7 Way D, Jones L, Busing N. Implementation strategies: Collaboration in primary care - Family doctors & nurse 
practitioners delivering shared care. Toronto (ON): Ontario College of Family Physicians; 2000. 

LESSON LEARNED 

The community health centres involved in 
the NPDP are well established in the 
delivery of collaborative care. All sites 
stressed the importance of a culture of 
trust and respect as being a critical 
foundation to the delivery of collaborative 
care. 
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reported delivering collaborative care and use of other methods of communication (discussed 
further below). 

NPs and all staff working to their full scope of practice 

The sites indicated that collaborative care is facilitated when all health professionals are working to 
their full scope of practice. This not only builds trust among team members, but also contributes to 
ensuring that services are delivered efficiently by the appropriate provider. The NPs emphasized the 
linkages between team members working to their full scope of practice and how this contributes to 
collaborative care. It is believed that this results in improved access and, hopefully, improved 
outcomes for the patients. 

Expertise among team members 

Most of the NPs involved in the NPDP have extensive clinical experience in nursing, and have very 
diverse backgrounds (examples of their backgrounds are documented in section 3.1). The teams 
work collaboratively to leverage these strengths. For example, the NPs often spoke of being able to 
consult with other NPs or MDs on-site regarding specific concerns with a patient. One site spoke 
about the ability to tap into the team members’ “superpowers” or areas where they have deep 
expertise. Recognizing and leveraging the strengths among the NPs and team were seen as essential 
elements facilitating the delivery of collaborative care. 

Introducing patients to team members and providing a “warm hand-off” 

All NPs involved in the NPDP stressed the importance of managing collaborative care with their 
patients. While collaboration is an integral element of the service delivery model at each of these 
sites, the NPs recognize that supporting patients with multiple healthcare providers is sometimes 
difficult for the patients. In order to mitigate the challenges faced by patients, the NPs indicated they 
are very diligent in communicating with the patient about why they are being introduced to another 
healthcare provider and what they can expect when they meet with them, and they are assured that 
the NP will provide all of the pertinent information so that the new provider is prepared for the 
meeting and that they will not have to re-tell their story. While NPs recognize that much of a 
patient’s background information can often be found in the EMR, they stress the importance of 
having a face-to-face conversation with the provider. In many instances, the NPs indicated they will 
physically walk a patient to a team member’s clinic space to introduce the patient to that new 
provider. 

Electronic medical records 

Teams use their EMRs to deliver collaborative care. They use the notes and reminder functions in 
the EMR for internal communications among providers, and use it to follow up after patient visits. 

Regularly scheduled team meetings/huddles 

Teams at all of the NPDP sites reported using meetings, huddles, and rounds to discuss cases and 
determine treatment plans. In some sites, they have daily huddles where they convene for 
15 minutes to prepare for their day and identify what patients they have booked and how they may 
want to collaborate in the delivery of care. In other sites, they meet weekly, bi-weekly, or monthly. 
While each of the NPDP sites hold meetings at different frequencies, each reported that regularly 
scheduled meetings are important to ensure the comprehensiveness of care. 
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Compensation models of the team members 

Some sites noted that consistent compensation models among the MDs and NPs is a facilitator of 
collaboration. Since the physicians at each of the sites are on an alternate relationship plan and not 
fee-for-service, there is no “disincentive” for physicians to participate in collaborative actions. 

3.2.4.2. Barriers to delivering collaborative care 
Part-time work arrangements 

Many of the NPs and MDs in these sites are part-time; at a minimum, they work one day per week. 
The NPs indicated that it is difficult to work collaboratively when their time is limited, and this can 
be complicated with MDs or other team members who also have part-time work arrangements. 

Limited support staff 

The NPs consistently identified limited support staff capacity as a barrier to working collaboratively. 
This limited capacity results in NPs undertaking the work of support staff, limiting their available 
time to consult and work in a collaborative manner with other healthcare providers. 

Outreach and mobile delivery of care 

While the sites that provide primary care services in outreach and mobile units strive to provide 
collaborative care, the number of health professionals on-site is greatly reduced in these settings. 
That being said, the NPs will consult with MDs when necessary regardless of whether they share a 
physical location, and the NPs will leverage the allied health professionals at each of the sites and 
connect their patients with these resources. For example, the mobile bus that travels to high schools 
will connect youth with counsellors in their school or connect patients with social workers employed 
by partner organizations. 

3.2.5. Continuity 
Alberta Health uses the following definition to 
understand continuity of care:  

“For patients, it means their experience of care is 
connected and well-organized through their entire 
care journey, from care provider to care provider, no 
matter in what facility or environment they may be 
accessing their care. It also means that they know: 

 What the plan of care is 
 What will happen next 
 Who is involved in providing and at times 

directing their care 
 They are being understood and treated as a ‘whole person’ 

For caregivers and healthcare administrators, there are two types of continuity that help make sure 
the patient experience meets all of the above. These are called ‘relational continuity’ and 
‘informational continuity’. 
In the past, relational continuity was provided through your family physician. He or she served as 
advisor, advocate, and friend as you moved through various stages of medical care. Since then, we 
have seen huge population growth, many people moving into larger urban centres, and unprecedented 

LESSON LEARNED 

Relational continuity at each of the sites is 
defined as continuity to the team and the 
staff at the location, not simply the NP. 
Providing access to health services in 
community-based organizations extends 
relational continuity to staff of the 
community organization. 
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technological advancements. Medicine is increasingly more complex, and relational continuity requires 
a variety of caregivers to provide the same care that one person was able to provide in the past. 
Care teams are made up of a variety of providers. For example, Alberta has a number of Primary 
Care Networks (PCNs) where your family physician is still the ‘navigator’ of your care, but care is 
augmented by a team that may be co-located or virtual. The care is more team based, and could be 
provided by physicians, nurses, dietitians, pharmacists and others. It’s called a medical home. It has 
a patient centred approach, and incorporates access to services including health promotion, primary 
care services, chronic disease management and health education. 
Informational continuity helps ensure that when many different providers are involved in caring for 
individuals, communication of information is seamless, up to date, efficient and accurate. Technology 
has a big role to play in making that happen. An example is the new personal health record that 
will eventually be available on MyHealth.Alberta.ca that will help Albertans be partners in their 
continuity of care. When done well, all care providers talk to each other effectively and the 
information is captured in one place, where all can access it…Increasing the role of the patient in 
managing their health and healthcare records is a vital part of the future of continuity in 
healthcare.”8 

When asked to comment on the facilitators and barriers to continuity of care, the following key 
themes were identified. 

3.2.5.1. Facilitators of continuity of care 
Practice approaches and building strong trusting relationships with patients 

As discussed earlier, all of the NPs reported using a patient-centred care, trauma-informed approach 
to working with their patients and starting where the patient is at. The NPs reported that these 
approaches are foundational to building trusting relationships with their patients, which is seen as an 
essential element of continuity and being treated as a whole person. 

Direct follow up with patients 

The NPs indicated that they will reach out to patients directly if they have missed an appointment, 
not followed their care plan, or lost contact after having a test completed or having seen a specialist. 
The following example was provided by one of the NPs: 

“I am keeping track of all of our pregnant youth – I am following them after they give birth. 
Because many of them are losing track after the birth. Or they were coming, and baby was getting a 
checkup, but the moms are not getting follow up. We often attach ourselves to the families, the baby 
and the mom. It is an opportunity to talk to them about immunization, developmental milestones.” 

Electronic medical records 

The EMR is an essential tool, ensuring informational continuity and contributing to relational 
continuity. NPs use EMRs to document patient complexity, and share this information with other 
members of the care team. In these instances, the patient does not need to “re-tell their story” 
(which can often be difficult) to multiple members of the team. Additionally, the NPs reported using 

                                              
8 Alberta Health Services [Internet]. Future of health in Alberta - Calgary Zone: What is continuity of 
care? 18 Apr 2017 [cited Oct 2018]. Available from: http://www.albertahealthservices.ca/Blogs/lrp-
calgary/256.aspx#.WbwD7K2WxaQ. 

https://www.pcnpmo.ca/events-news/features/Pages/Health-Teams-offer-Patients-One-Stop-Shop.aspx
https://www.pcnpmo.ca/events-news/features/Pages/Health-Teams-offer-Patients-One-Stop-Shop.aspx
http://www.albertahealthservices.ca/Blogs/lrp-calgary/256.aspx#.WbwD7K2WxaQ
http://www.albertahealthservices.ca/Blogs/lrp-calgary/256.aspx#.WbwD7K2WxaQ
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EMRs to write reminders and notes to their team members. They also reported receiving follow-up 
notes from team members after they have met with their patients. This information flow ensures an 
NP has the appropriate information to follow up directly with a patient regarding their care plan, or 
to assist in developing an appropriate care plan. 

Taking the time to connect patients to healthcare team members 

The NPs consistently described a process in which they would ensure that patients had a “warm 
hand-off” to other members of the team. In many cases, the NPs take the time to physically 
introduce the patient to the mental health worker, dietician, social worker, etc. and, with the patient 
present, provide them with a quick history of the patient and why they have decided together that 
this is the next step in their care journey. All of the NPs described using this approach, as it 
increases the likelihood of the patient attending the follow-up appointment with this team member, 
and assists in ensuring the team member has a consistent understanding of the patient’s care journey 
and that the follow-up appointment will align with the patient’s goals. 

Involving patients in decisions regarding attachment 

A number of the NPs spoke about directly communicating with their patients about attachment. 
They invite patients to join their panel and ask if they can follow up with them after they visit other 
members of the care team or specialists. The NPs that described this process indicated they have 
never had anyone refuse to join their panel. 

Technology 

The NPs reported using text reminders and phone calls to follow up with patients to ensure they are 
following their treatment plans, and also to follow up with patients after visits to specialists to ensure 
treatment plans align with the results from the specialist appointments. 

Co-location with community-based organizations 

Where appropriate, the NPs work with staff and allied professionals in their outreach locations to 
recall and follow up with patients. NPs will ask staff if they have had recent contact with the patients 
and, when appropriate, ask them to follow up with the NP. As many of the patients being served in 
the demonstration sites are transient, it is often difficult to follow up directly. Leveraging 
community-based relationships or co-locating with community-based organizations increases follow 
up on the patient’s care plan. 

Consistent availability of NP services 

The NPs noted that consistency in their clinic availability and location contribute to continuity of 
care. This facilitating factor was noted by NPs delivering primary health care in clinic, outreach, and 
mobile settings. The NPs reported that patients know when they will be on-site for appointments 
and can follow up with them regarding, for example, results, treatment planning, or renewing 
prescriptions. 

Preparing the patient for transitions 

The NPs noted the importance of preparing their patients for transitions to other team members, 
external testing procedures, and appointments with specialists. The NPs stressed the importance of 
ensuring patients understand why they are seeing other health professionals, what procedures will be 
done, and what kind of follow-up information will be provided. The NPs noted that many of their 
patients have very low health literacy and often do not understand why they are being referred to 
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other health professionals. The NPs noted that they educate the patient on why this is being 
recommended, what will happen, the outcome, and the plan for follow up. 

Strong relationships with care team members and specialists 

The NPs noted the importance of having strong relationships with other members of the healthcare 
team and referring specialists. These relationships enable the “warm hand-off” noted earlier and an 
ability to easily follow up and ensure patients are attending and understanding the outcome of their 
appointment.  

Team-based care 

Due to the fact that most of the NPs involved in the NPDP work part-time, they stressed the 
importance of a supportive team in facilitating continuity of care. The NPs noted that they will often 
recommend tests for their patients but then not be in the clinic to receive the report, as they only 
work one day a week. In these instances, the NP will ask a member of the team to follow up with 
the patient to share the results of the test. The following quote provides an example: 

“The supportive team is really important in this [continuity]. We review each other’s tests. Even if it 
might not be me – we fill the gap for each other – I am only in the clinic one day a week, so this is 
sometimes hard. We need a team to fill this role and there is an internal method of communication, 
so I know when my team members have touched based with the patient while I am not at the clinic.” 

3.2.5.2. Barriers of continuity of care 
The NPDP sites did not note any barriers to continuity of care. 

3.3. Evaluation Question 3: How did access to primary care services 
improve as a result of the NPDP? 

Summary of Findings 
Access to service increased as a result of the NPDP. From the start of the project, there was an increase 
in the number of new patients seen by the NPs at each site and an increase in the overall total number 
of patients seen. The indicators that were measured to infer access to service were only associated with 
wait times to an individual NP. As such, caution is warranted when drawing conclusions about the impact 
on patient care. The evaluation was unable to gather any information for one indicator (number of patients 
able to get same-day appointments). The third next available (TNA) values were often high for some 
NPs, largely due to varying FTE levels (ranging from 0.1 to 1.0 FTE). High TNA values usually suggest 
that patients might be having difficulty accessing primary care services. However, actual access to 
service is not a barrier, as all sites operate with carve-outs and dedicated walk-in periods; coupled with 
ready access to non-NP providers in large interdisciplinary teams, it is not difficult for patients to get the 
care they need when they need it. Furthermore, without historical data, especially around clinic/program 
type panels, it is difficult to examine longitudinal trends in changes in patient populations who have 
accessed services at each site. 
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Limitations of the EMR Data Used for Reporting 
The extraction of valid and reliable data from EMR data can be challenging. The reporting output is 
designed to be more functional to individual patient care (for example, reminders, flags), applicable to 
current clinic practices (idiosyncratic with variances evident between clinics on the same EMR platform) 
and is often limited to static, preformatted formats. Consistent information management processes are 
essential. Unlike large administrative type data sets where queries can typically be built and designed to 
deliver specified output, EMR reporting operates differently.  
For each of the indicators below, the unique challenges and limitations of the data are addressed. 
Baseline data are dependent on the start date of the NP project for each location, noted below: 

• BMHC – April 2016 
• The Alex – September 2016 
• CUPS – October 2016 

Additionally, it should be noted that the data collected from the EMR only reflect the information from the 
current NPs funded for the demonstration project. BMHC has several NPs working at their different 
facilities, but only two were funded. As such, only the data on those two NPs were collected. Data on 
providers who were initially part of the demonstration project and left part way will have contributed to 
the final data analysis, but may not be visually displayed in some of the graphs. 
Data from C3 for Seniors are not included in the analysis that follows. 

The following section presents the detailed information derived from each NPDP site’s EMR or 
information that is collected internally.  

3.3.1. Number of patients able to get same-day appointments 
As a measure of improving access to primary care services, this indicator is effectively impossible to 
report on directly from the EMR. In order to reasonably achieve this, reception staff at the clinic 
would have to select a day when there are available appointment slots, and then ask all patients on a 
given day if they would like to have an appointment that day (this would be the denominator), as 
one would not necessarily presume that all patients desire a same-day appointment. Using a tick 
chart, they would record how many patients who wanted a same-day appointment received that 
appointment (this would be the numerator), and how many patients who wanted a same-day 
appointment did not receive that appointment. 

The reality around all of the access indicators for the project is that the three demonstration sites 
reported that appointment slots can be reserved for urgent or specific reasons (carve-outs), cancelled 
or no-show appointments can be filled, and, if required, any patient needing medical services would 
be “squeezed in” as necessary and where available. Additionally, the unique service delivery of some 
sites assumes same-day access to services (for example, mobile health buses). Given these factors, 
patients who desire an appointment that day will receive one due to the various clinic processes in 
play at the three sites. 

Further to this, the functionality for EMRs to report this information is non-existent. This is largely 
due to the inherently subjective nature of the question (that is, are patients who call in desiring an 
appointment on a given day able to get that appointment?). Again, if clinics were to measure this 
indicator, the reception staff would require a systematic and regular way of collecting this data 
manually (for example, on a count/tick sheet). This would be a fairly time-consuming activity for the 
reception staff at each site. Currently, no demonstration sites have this process in place.  
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3.3.2. Third next available appointment with NPs 
3.3.2.1. Description of the indicator and associated limitations and challenges 
The third next available (TNA) metric is usually collected manually by visually examining a service 
provider’s schedule in the EMR and counting the time to the third next available appointment. The 
provider’s FTE level is inversely related to their TNA value. If there are fewer appointment slots to 
book with a provider, the consequence will be a longer time to the third next available appointment. 
It is suggested that best practice is for data collection to consistently occur on the same day of the 
week and the same time on that day. The caveats noted for the above indicator around access 
equally apply here (for example, carve-outs, “squeezing in”). A high TNA value will not necessarily 
reflect the patient’s inability to receive same-day care, if that is what they desire. 

3.3.2.2. BMHC 
TNA is collected at BMHC, usually in conjunction with reviews of panel sizes. While they had 
previously regularly measured TNA, it is now collected on a flexible “as needed” time frame. 
Figure 1 shows TNA data recorded for seven time periods, from April 2016 to March 2018. The 
TNA values correspond to the number of days it would take for a patient to book with the 
respective provider; for example, for a patient wanting to book an appointment with NP2 in March 
2018, the TNA value of 2 means they would have to wait two days for that appointment.  

While NP1 typically was measured out of the iHuman location, in January 2018, that location was 
temporarily closed for renovations and patients were served at the main site; as such, the TNA value 
for NP1 in January 2018 reflects access at the main site.  

Overall, the lower TNA values for BMHC NPs relate in part to their respective full-time NPs 
(1.0 FTE); patients would never have to wait more than four days at any point in the reporting time 
for NP services. An additional reason may relate to this site’s involvement with the Alberta AIM 
(Access Improvement Measures) quality improvement program, as they have a maintained culture of 
measurement with a continued lens on balancing supply, demand, and provider activity with panel 
size. 
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FIGURE 1: TNA at BMHC, April 2016-March 2018 

 

3.3.2.3. The Alex 

The Alex only recently started collecting TNA data in October 2017, with regular collection of this 
data starting in January 2018. As a result, only the regularly collected data as of January 2018 for NPs 
currently practicing at The Alex is presented in Figure 2. The TNA values correspond to the number 
of days it would take for a patient to book with the respective provider; for example, on 26 March 
2018, the TNA value of 2 means that a patient wanting to book an appointment with NP1 would 
have to wait two days for that appointment.  

Data for two NPs who were not working at The Alex as of March 2018 have not been included in 
the graph, but were considered for analysis.  

Over the course of three months (January to March 2018), on average a patient would have to wait 
two days to book with any NP.  
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FIGURE 2: TNA at The Alex, January 2018-March 2018 

 

3.3.2.4. CUPS 

CUPS was in the regular practice of collecting and reporting TNA data for all providers in their 
facility. Data were collected every two weeks for a period of 17 months (October 2016 to March 
2018) for NPs currently practicing at the clinic, as shown in Figure 3. Over this time period, TNA 
values ranged from 6 to 72 for all providers. The NPs have varying FTE levels (NP1: 0.2 FTE; 
NP2: 0.6 FTE; NP3: 0.2 FTE for October 2016 to July 2017, 0.4 FTE after July 2017; NP4: 0.2 
FTE; NP5: 0.4 FTE; NP6: 0.4 FTE), and as such the time to book with these providers is somewhat 
higher. The TNA values correspond to the number of days it would take for a patient to book with 
the respective provider; for example, for a patient wanting to book an appointment with NP1 during 
the week of 26 February 2018, the TNA value of 23 means that the patient would have to wait 23 
days for that appointment. 

Partial data are available during the reporting period for NP6 who was new to the clinic in July 2017, 
and for another NP who left the clinic during the evaluation period. These two NPs are not 
presented in the graph, but are included in the analysis. 

The most commonly reported TNA value for this time period between all NPs is 21 days. While this 
appears to be a somewhat lengthy delay, there are a few considerations to take into account. TNA is 
an inference into the delay for a patient to book a future appointment with a particular provider, and 
thus a TNA value of 21 does not necessarily translate into an actual 21-day delay to access the 
necessary services in this facility’s team-based care environment. Further, TNA is associated with 
traditional 1:1 patient appointments; if there are different service delivery mechanisms (for example, 
group visits), this may not be captured by the TNA metric. TNA may further be affected if any one 
NP is away for any extended period of time.  
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FIGURE 3: TNA at CUPS, October 2016-March 2018 

 

3.3.3. Change in total number of patients seen by NPs since inception of the 
NPDP 
3.3.3.1. Description of the indicator and associated limitations and challenges 

The following section provides information on the number of discrete patients seen by any of the 
NPs since the inception of the NPDP. The results of this indicator are inferred from appointment 
count reports of individual patients, derived directly from the clinic’s EMR. There are some caveats 
to consider, namely that these discrete patients seen by any NP may not represent an individual 
appointment with an NP but rather an interaction with the NP, which could be a warm hand-off 
from another provider to the NP or vice versa. Further to that, this does not necessarily reflect the 
NP’s panel, but merely their association with a patient during a particular encounter. It could be the 
case that an NP sees the same patient numerous times or that the same patient sees numerous NPs. 
Therefore, it should be noted that this indicator is in contrast to the activity or the supply of an NP’s 
services. Lastly, due to the variation of NPs’ FTE levels and duration of employment in each site, 
aggregated results have been presented.  

The baseline for this indicator was established based on the first quarter of the grant for each site, 
and reported on a three-month, quarterly basis from that time. It should be noted that, due to some 
limitations of the EMRs, some no-show patients may be included in this number.  

3.3.3.2. BMHC 
Based on the analysis of appointment counts drawn from the EMR, between April 2016 and March 
2018, the NPs at BMHC encountered an approximate total of 1,121 patients. Figure 4 shows the 
volume of patients seen by any NP at BMHC by three-month quarter. As seen in the figure, 
between April and June 2016, the number of patients seen was initially reported at 182. By the end 
of the final three-month quarter (January to March 2018), a total of 1,121 patients had been seen 
since the beginning of the project, with approximately 329 patients seen in the last quarter. 
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Comparing quarter to quarter, on average there was a 9.0% increase in the number of patients seen 
by any NP from the previous quarter; comparing the first quarter (April to June 2016) to the last 
quarter (January to March 2018), there was an 80.8% increase. It should be emphasized that this 
indicator represents patients seen by any NP and not the activity of those patients (that is, the 
volume of appointments). It could also be the case that the same patient saw both NPs in the same 
period but was only counted once. 

It was noted that there is some variation between the NPs due to the populations they serve, the 
location in which they provide services, and the number of days located at each site (iHuman and 
ENHC sites, and well as the main clinic location).  

FIGURE 4: Number of patients seen by any NP per quarter at BMHC, April 2016-March 
2018 

 

3.3.3.3. The Alex 
Based on analysis of appointment counts from the EMR, between October 2016 and March 2018, 
the data indicate that NPs at The Alex saw approximately 2,082 patients overall. The total number 
of distinct patients seen by any NP per three-month quarter is presented in Figure 5. Comparing 
quarter to quarter, on average there was a 30.6% increase in the number of patients seen by any NP 
from the previous quarter. In the first three-month quarter (October to December 2016), there was 
an approximate total of 284 patients seen by any NP, and in the last quarter (January to March 
2018), there was an approximate total of 754 patients seen; this is a 165.5% increase in the number 
of patients seen since the inception of the project. 

Since the inception of the project, numerous NPs have started or left the clinic. Three NPs started 
between April and June 2017, and one NP left the clinic in December 2017. Data for another two 
NPs have been reported for quarters starting in October 2017 and January 2018, respectively. Also, 
one NP was present at the inception of the project, but left the clinic in June 2017. This could 
explain some of the variation seen in Figure 5. 
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The service delivery method used by each NP may also impact the total number of patients seen. 
For example, there appears to be a larger volume of patients seen by NPs who work out of the 
mobile health buses in addition to the other sites, but a lower number of patients seen by NPs who 
work at the Seniors CHC, where the encounters are of a longer duration. 

FIGURE 5: Number of patients seen by any NP per quarter at The Alex, October 2016-
March 2018 

 

3.3.3.4. CUPS 
Based on the analysis of appointment counts from the EMR, between October 2016 and March 
2018, the data indicate that NPs at CUPS saw approximately 2,532 patients. The total number of 
patients seen per three-month quarter by any NP is presented in Figure 6. Comparing quarter to 
quarter, on average there was a 5.0% increase in the number of patients seen by any NP from the 
previous quarter. In the first three-month quarter (October to December 2016), there was an 
approximate total of 788 patients seen by any NP, and in the last quarter (January to March 2018), 
there was an approximate total of 942 patients seen; this is a 19.5% increase in the number of 
patients seen since the inception of the project. 

It should be noted that this is a measure of any NP due to staffing variations. One NP started 
halfway through the project (July 2017), while another NP left in March 2017. It is again important 
to consider that the data represent patients seen and not the volume of activity. These patients may 
have generated a larger number of visits and seen numerous NPs. 
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FIGURE 6: Number of patients seen by any NP per quarter at CUPS, October 2016-March 
2018 

 

3.3.4. Number of new patients seen by NPs 
3.3.4.1. Description of the indicator and associated limitations and challenges 
The results of this indicator are inferred from appointment counts of individual patients, derived 
directly from the clinic’s EMR. As above, there are some caveats to consider when inferring 
meaning from these results. A patient may be new to the clinic/facility, or could also be a new 
patient to multiple NPs or other providers. Therefore, when reporting on discrete patients, numbers 
may change from a service provider-level and clinic/location-level. It can also be difficult to report 
isolated changes for this indicator unless recorded longitudinally, as the EMR reporting capabilities 
are not always amenable to retrospective analysis. 

The numbers reported in this section indicate the number of new patients to any NP since the 
inception of the project. As such, baseline will be assumed to be zero at all sites even if the patients 
had seen any NP prior to funding, and therefore the total number of patients seen will equal the 
number of new patients seen for the first quarter measurement. New patients are defined as having not 
seen any NP in any of the previous quarters. This measurement is on a collective NP level; 
therefore, it could be the case that a patient has seen two separate NPs in the same quarter and is 
new to both NPs, but will only be counted once in the quarter. 

3.3.4.2. BMHC 
Since the inception of the NPDP at BMHC, it is estimated that, in total, nearly 1,121 patients have 
been seen by NPs. Figure 7 shows the increase in the number of new patients by the quarter in 
which they were first seen by any NP since April 2016. On average, 140 new patients were seen by 
the NPs per quarter at BMHC. 
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where the appointment was made with another provider, the NP was involved in the care at some 
point in the patient’s encounter. 

FIGURE 7: Total number of new patients seen by any NP per quarter at BMHC, April 2016-
March 2018 

 

3.3.4.3. The Alex 
Since the inception of the NPDP at The Alex, it is estimated that, in total, nearly 2,082 patients have 
been seen by NPs. Figure 8 shows the increase in the number of new patients by the quarter in 
which they were first seen by any NP since October 2016. Similar to the indicator above, depending 
on the location in which the NP practices (for example, mobile health buses, Senior CHC) and the 
duration in which the NPs practiced at The Alex, there will be variation in the number of new 
patients seen by each individual NP. On average, 347 new patients were seen by the NPs per quarter 
at The Alex. 
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FIGURE 8: Total number of new patients seen by any NP per quarter at The Alex, October 
2016-March 2018 

 

3.3.4.4. CUPS 

Since the inception of the NPDP at CUPS, in total, approximately 2,532 patients have been seen by 
NPs funded through this project. Figure 9 below shows the approximate number of new patients 
seen by any NP since October 2016. Similar to the indicator above, depending on the practice areas 
of the NP and the duration in which the NPs practiced at CUPS, there will be variation in the 
number of new patients seen by each individual NP. On average, 422 new patients were seen by the 
NPs per quarter at CUPS. 

FIGURE 9: Total number of new patients seen by any NP per quarter at CUPS, October 
2016-March 2018 
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3.3.5. Change in clinic patient panel 
The decision to assign a patient to a provider’s panel is generally an individual clinic process, and 
may vary from site to site. What is collected will reflect that definition. If a clinic is taking a team-
based approach, while each provider might have a patient panel, a separate “shared” panel may exist 
at a clinic, which may include walk-in patients or may mean that patients that will see any provider at 
the clinic. This may be considered the overall clinic’s panel, as it reflects the complete activity of 
patients at the site. As clinic panels can regularly change in patient membership, unless collected in 
regular intervals, this data cannot be retrospectively extracted from an EMR (for example, one cannot 
extract a list of patients who were panelled to the clinic on 1 August 2016). This is a limitation and 
challenge that all demonstration sites reported on, and the data points are limited to the number of 
discrete times this information has been collected historically. Therefore, as per the future 
considerations presented in the interim report, this indicator has not been collected since, and will 
not be considered for the final evaluation. 

3.3.6. Description on how clinics maximize access for underserved populations 
A detailed description on how clinics maximize access is outlined in section 3.2. 

3.4. Evaluation Question 4: What is the impact on continuity of care 
considering NPs are facilitators of relationship/transitions between 
care settings? 

Summary of Findings 
Assessing the continuity of care for patients assigned to NPs should be cautiously interpreted in this 
demonstration project. The evaluation utilized the number of interactions that patients had with NPs using 
appointment counts in the EMRs. It should also be noted that the data presented here only reflect the 
internal activity of the patients within BMHC, The Alex, and CUPS. For all three sites, considering all 
patients that were seen by NPs, most had a single visit in one quarter. This pattern of visit frequency 
remained stable through the duration of the demonstration project. As such, this is more of an inference 
of volume of activity rather than continuity. Further, considering the varying FTE levels, lower panel sizes, 
and shared care model, the selection of a longitudinal continuity measure may not be the most 
appropriate to evaluate patients’ continuity of care. However, if longitudinal continuity were to be 
calculated as an inference to patient health outcomes, the measure must accommodate access and 
activity to the team. Incorporating multiple sources of system utilization data (for example, usage of 
primary care services at other locations by patients encountered by NPs at the demonstration site, 
including urgent care or emergency department visits, etc.) may allow for more concrete conclusions of 
how NP service has impacted continuity of care. 
While all NPs across the three sites had a patient panel, there were considerable size variances (from 
46 to 379 patients), presumably relating to the lower FTE levels of some of the NPs. Further, the service 
delivery that occurred in each of the respective sites also impacted the panel sizes. NPs not only see 
their own patients but also provide service to the overall clinic panel, which is reflective of the team-
based/shared care model. 
Data from C3 for Seniors are not included in the analysis that follows. 

The following sections present information regarding NP panels. For the purposes of this report, an 
NP’s panel is a list of patients that have been assigned to that NP by some identification process in 
the clinic’s EMR. 
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3.4.1. Panel size for each participating NP 
3.4.1.1. Description of the indicator and associated limitations and challenges 
As noted above, since clinic panels can regularly change in patient membership, unless collected at 
regular intervals, the data are not amenable to retrospective extraction from any EMR platform. This 
is a limitation and challenge that all demonstration sites reported on, and the data points are limited 
to the number of discrete times this information has been collected historically. 

3.4.1.2. BMHC 

Panel sizes at BMHC increased by approximately 300% when comparing panel size near the 
beginning of the project (May 2016) to March 2018. BMHC reported collected panel sizes for four 
discrete periods of time. Table 10 shows the panel sizes for each NP, for each discrete time period.  

TABLE 10: NP panel sizes at BMHC, May 2016-March 2018 
NP May 2016 June 2016 September 2017 March 2018 

NP1 (1.0 FTE) 80 217 247 379 

NP2 (1.0 FTE) 93 277 289 301 

3.4.1.3. The Alex 
Panel sizes at The Alex ranged from 46 to 311 per NP. For the NPs who were present for the 
entirety of the demonstration project, their panel sizes increased on average by approximately 154%. 
Due to the service delivery models utilized at this location, the mechanism in the EMR to identify 
patient attachment is different than other sites. In addition to the Family and Youth CHCs, the 
Seniors CHC and mobile health buses provide care to patients through various interdisciplinary 
team members; as such, considering the panel of one particular provider may not be appropriate. As 
a result, patients are identified more by program type than by attachment to a particular provider. 
Furthermore, there are over 50 physicians participating out of this location, most of which practice 
part-time. So, while a patient might be attached to a certain physician with the EMR, the NP acts for 
the physician as an extension of service, regardless of how the patient is recorded and identified in 
the EMR. 

Only one historical data point was pulled in terms of panel lists, and the information presented in 
Table 11 reflects this panel data for NPs practicing at The Alex in March 2018. 

TABLE 11: NP panel sizes at The Alex, October 2017-March 2018 
NP October 2017 March 2018 

NP1 (1.0 FTE) 155 311 

NP2 (0.6 FTE) 62 175 

NP3 (1.0 FTE) 63 176 

NP4 (0.6 FTE) n/a 46 

NP5 (0.9 FTE) n/a 167 
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3.4.1.4. CUPS 
Panel sizes at CUPS is reported in Table 12. Overall, for NPs present for the entirety of the 
demonstration project, on average there was an approximate 3.8% increase in panel sizes from 
December 2016 to February 2018. NP6, who joined the project late (June 2017), grew their panel 
significantly, increasing 163% between September 2017 and March 2018. The one NP who left 
CUPS during the demonstration project is not presented in the table. 

TABLE 12: NP panel sizes at CUPS, December 2016-February 2018 
NP Dec 2016 Mar 2017 Jun 2017 Sep 2017 Dec 2017 Feb 2018 

NP1 (0.2 FTE) 85 91 95 94 98 101 

NP2 (0.5 FTE) 277 286 283 282 289 295 

NP3 (0.2-0.4 FTE) 183 178 170 178 178 180 

NP4 (0.2 FTE) 187 192 151 148 139 126 

NP5 (0.4 FTE) 198 216 224 231 244 253 

NP6 (0.4 FTE) n/a n/a n/a 49 87 129 

3.4.2. Number of visits to the same NP 
3.4.2.1. Description of the indicator and associated limitations and challenges 
The indicators thus far (change in the total number of patients seen and number of new patients 
seen) have been measures on the discrete number of patients, and not necessarily the volume of 
appointments or activity of an individual NP. Measuring the number of visits over time to the same 
NP is an inference on the activity of the patients seen by the NP as well as the relational continuity 
to a provider. There are a number of variations on how this can be calculated; typically, the total 
number of visits are considered, and then it is determined what proportion of visits or activity were 
with a single provider. 

Unfortunately, there are many challenges associated with collecting the total number of visits from 
NPs and other providers. While encounters with physicians for health services delivered under the 
Alberta Health Care Insurance Plan can be calculated from administrative data sets, unless clinics 
shadow bill, data available for NPs can be very limited. Some EMRs can report the number of visits 
within a clinic; however, this does not include external visits or activity outside the clinic. 

As such, this indicator simply looks at the number of visits with NPs at a clinic in a three-month 
quarter, without consideration of the total visits with all providers at the clinic. While this does not 
give a good inference on overall relational continuity, it does give a good indication of the volume of 
appointments with the NPs. The number of encounters that patients have had with NPs have been 
categorized into a single visit, two to five visits, or six or more visits; NP services have been 
aggregated and patients can fall into only one category. For example, if a patient had six encounters 
with one NP or had a single visit with six different NPs, this patient is in the “six or more” category. 

3.4.2.2. BMHC 

Figure 10 shows the number of patients who saw an NP at BMHC for: a) one visit, b) two to five 
visits, or c) six or more visits in a given three-month quarter. As the graph indicates, on average just 
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under 50% of the patients saw an NP one time per quarter. An average of 10% of the patients 
encountered NP services six or more times within the same quarter. 

FIGURE 10: Number of visits to an NP at BMHC, April 2016-March 2018 

 

3.4.2.3. The Alex 

Figure 11 shows the number of patients who saw an NP at The Alex for: a) one visit, b) two to five 
visits, or c) six or more visits in a given three-month quarter. As the graph indicates, on average just 
over 60% of the patients saw an NP one time per quarter. Less than 3% of the patients on average 
utilized NP services six or more times in a quarter.  
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FIGURE 11: Number of visits to an NP at The Alex, October 2016-March 2018 

 

3.4.2.4. CUPS 

Figure 12 shows the number of patients who saw an NP at CUPS for: a) one visit, b) two to five 
visits, or c) six or more visits in a given three-month quarter. As the graph indicates, on average 
roughly 50% of the patients saw an NP one time per quarter. On average, 5% of the patients utilized 
NP services six or more times in a quarter. 

FIGURE 12: Number of visits to an NP at CUPS, October 2016-March 2018 
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3.5. Evaluation Question 5: What are the types of services provided? 
Summary of Findings 

All NPs involved in the project indicated they are working to their full clinical scope within their area of 
focus, including advanced health assessment and diagnosis, ordering and interpreting laboratory and 
other diagnostic tests, prescribing pharmacotherapy, conducting treatment and advanced interventions, 
monitoring patient outcomes, and consultation with and referral to physicians and other healthcare 
providers. Detailed findings related to each of these categories indicate that the services NPs are 
providing are aligned with the program descriptions and the foci of each of the NPDP sites presented 
earlier in the report. 
The NPs reported that they are using evidence-informed practice and consistently apply relevant  
research, best practice guidelines, and theory in the delivery of care, and are involved in the 
development, analysis, and evaluation of processes within the practice setting to ensure patients receive 
high-quality services. 
Most NPs indicated they are continuously identifying and implementing research-based innovations for 
improving patient care, and some reported involvement in the development of practice guidelines and 
policies. However, none of the NPs reported using this funding to conduct or support research. 
Assessment of the NPs’ involvement in leadership activities was difficult. One NP involved in the project 
reported having a part-time clinical assignment associated with the grant. 
Data from C3 for Seniors are not included in the analysis that follows. 

The following section presents the key themes from the focus group sessions, NP interviews, and 
NP survey results. The interviews and focus groups asked the NPs to comment on the extent to 
which they were working to their full scope of practice. The NP survey asked respondents to 
provide examples of the five most common services they deliver and to estimate the amount of time 
they spend on those activities. The data are presented based on the CARNA Scope of practice for Nurse 
Practitioners.9 EMR data are not available to document changes in the percent of patients seeing 
multiple providers in one visit. 

3.5.1. Extent to which NPs are able to work to their full scope of practice 
3.5.1.1. Advanced health assessment and diagnosis 
Advanced health assessment and diagnosis is defined by CARNA as including comprehensive health 
assessment and diagnosis of health conditions/illness conditions (acute illness/injuries and chronic 
diseases, co-morbidities, and emergency health needs) and discussion regarding diagnoses, 
prognoses, treatments, and outcomes with their patients. The NPs reported that between 31 and 
90% of their time is dedicated to advanced health assessment and diagnosis. Figure 13 presents the 
percentage of time spent on advanced health assessment and diagnosis by NPs by site, and Table 13 
presents the most common advanced health assessment and diagnostic services provided by NPs in 
each of the sites in a month. 

                                              
9 College & Association of Registered Nurses of Alberta (CARNA). Scope of practice for Nurse Practitioners. 
Edmonton (AB): CARNA; 2011. Available from: 
http://www.nurses.ab.ca/content/dam/carna/pdfs/DocumentList/Standards/NP_ScopeOfPractice_Sep2011.pdf. 

http://www.nurses.ab.ca/content/dam/carna/pdfs/DocumentList/Standards/NP_ScopeOfPractice_Sep2011.pdf
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FIGURE 13: Percentage of time NPs spend on advanced health assessment and 
diagnosis 

 

TABLE 13: Commonly reported advanced health assessment and diagnostic services 
provided by NPs, by site 

BMHC CUPS The Alex 

• Addiction and chronic 
disease assessment 

• Cancer screenings 

• Contraceptive 
counselling 

• Mental health 
screening/treatment 
(PTSD, depression, 
anxiety) 

• Pelvic exams 

• Prenatal visits 
• STI screening/ 

treatment 

• Viral URTI 

• Chronic disease management 
• Chronic pain assessment, trigger 

point/joint injection assessment 

• Mental health (anxiety, 
depression, ADHD) 

• Opioid use disorder assessment 

• Pediatrics 

• Prenatal care 
• Resource navigation 

• Substance use disorder/ 
addictions 

• Women's health 

• Assessment of mental health including 
depression, anxiety, ADHD, addiction, 
sexual health, mental health, acute 
illness 

• Cardiovascular 

• Family planning 
• Gastrointestinal 

• Musculoskeletal assessment 

• Prenatal health 
• Psychosocial (homelessness, poverty, 

food insecurity, etc.)  
• Respiratory 

• Women's health 

3.5.1.2. Diagnostic testing 
Diagnostic testing includes ordering and interpreting laboratory and other diagnostic tests such as those 
for sexually transmitted infections or pregnancy. The NPs reported that between 1 and 40% of their 
time is dedicated to ordering and interpreting diagnostic tests. 

Figure 14 presents the percentage of time spent on diagnostic testing by NP by site, and Table 14 
presents the most common diagnostic testing services provided by NPs in each of the sites in a 
month. 
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FIGURE 14: Percentage of time NPs spend on diagnostic testing 

 

TABLE 14: Commonly reported diagnostic testing services provided by NPs, by site 
BMHC CUPS The Alex 

• Chest x-ray 
• Complete blood count  

• Hemoglobin A1c 

• STI bloodw ork (HIV, 
hepatitis A/B/C, 
syphilis) 

• Thyroid stimulating 
hormone  

• Ultrasonic testing 

• Urinalysis/urine C & S 
• Urine for 

chlamydia/gonorrhea 
• Urine pregnancy test  

• Administration and 
scoring of mental health 
screening  

• Electrocardiogram 

• Laboratory (blood w ork, 
urine testing, virology, STI 
screening, microbiology, 
stool testing) 

• Mammogram 

• Screening blood w ork, 
FIT test 

• Testing scales 
(depression, ADHD, pain 
inventory) 

• Ultrasound (obstetric) 

• Ultrasound 

• X-ray 

• Abdominal ultrasound 
• Bloodw ork 

• Complete blood count and ferritin 

• COWS 

• Diabetes monitoring 
• Health screening (lipids, FIT, mammogram) 

• MSK imaging (radiography, CT, MRI, ultrasound, 
EMG) 

• Pelvic ultrasound 
• Pulmonary function testing  

• Serum inflammatory markers 

• Ultrasound 
• Urine drug screening 

• Vaginal exams including pap and STI screening  

• X-ray 

3.5.1.3. Prescribing pharmacotherapy 
Prescribing pharmacotherapy includes prescribing Schedule 1 drugs as per the Pharmaceutical Professional 
Act.10 The NPs reported that between 1 and 30% of their time is dedicated to prescribing 
pharmacotherapy. 

                                              
10 See: Alberta College of Pharmacy (ACP) [Internet]. Drug schedules. c2018 [cited Oct 2018] Available 
from: https://abpharmacy.ca/drug-schedules. 
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Figure 15 presents the percentage of time spent on prescribing pharmacotherapy by NP by site, and 
Table 15 presents the most commonly prescribed pharmacotherapy by NPs in each of the sites in a 
month. 

FIGURE 15: Percentage of time NPs spend on prescribing pharmacology 

 

TABLE 15: Commonly reported pharmacotherapy prescribed by NPs, by site 
BMHC CUPS The Alex 

• Antibiotics (for 
STI treatment)  

• Anti-depressants 

• Anti-psychotics 
• Birth control (IUD 

or Depo-Provera 
mostly, one 
patch)  

• Celexa 

• Gabapentin 
• Levothyroxine 

• Metformin 

• Suboxone 

• Antidepressants 
• Antidepressants, 

stimulants, opiates, 
NSAIDs, antibiotics 

• Buprenorphine/naloxone, 
gabapentin, sertraline, 
diclofenac gel, nabilone 

• Chronic disease 
management medications 

• Hydromorphone and 
Hydromorph Contin 

• IUDs (e.g., Mirena) 

• Prenatal vitamins, folic acid 

• STI treatment 

• Suboxone, Cipralex, 
Flagyl, prazosin, Materna 

• ADHD (Vyvanse, Concerta) 
• Antibiotics (amoxicillin, azythromycin, Septra) 

• Antidepressants 
• Antipsychotics 

• Blood pressure medications  

• Contraceptives (e.g., progestin IUDs, combined oral 
contraception pills, Depo-Provera, Alesse, Alysena, 
Lolo, Yaz, Nuva Ring, IUD, SSRIs - f luoxetine, 
sertraline, citalopram) 

• COPD/asthma pharmacotherapy 

• Diabetes medications 

• Pain medications 
• Prenatal vitamins/vitamin D/iron supplements 

• Sleep aids 

• STI treatment 

3.5.1.4. Treatment and advanced interventions 
Treatment and advanced interventions include the provision of invasive and non-invasive procedures in 
the clinical management of patients. The NPs reported that between 1 and 70% of their time is 
dedicated to treatment and advanced interventions. 
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Figure 16 presents the percentage of time spent on treatment and advanced interventions by NP by 
site, and Table 16 presents the most common treatment and advanced interventions provided by 
NPs in each of the sites in a month. 

FIGURE 16: Percentage of time NPs spend on treatment and advanced interventions 

 

TABLE 16: Commonly reported treatment and advanced interventions provided by NPs, 
by site 

BMHC CUPS The Alex 

• Endometrial 
biopsies  

• Foreign body 
screening/removal 

• Fundal height/ 
fetal heart rate 
check in prenatals 

• IUD insertions 

• Lancing and 
drainage of 
abscess 

• Medical abortions  

• Pelvic exams for 
diagnostic test 
collection 

• ACE screening 

• Breast exam 

• Deep tissue rolf ing 
• Draw ing blood 

• Fetal heart dopplers 

• Histofreeze applications  
• I+D 

• Injections 

• Invasive opioid sparing 
interventions such as 
trigger point injections 
(pain management), blind 
joint, and ultrasound-
guided injections  

• IUD insertion 

• Pap/STI screening 

• Pelvic exams 
• Wound sw ab 

• Cervical exams and cervical membrane sw eeps in 
late third trimester 

• Draw ing blood w ork from those w ith diff icult veins 
such as those w ho use IV drugs 

• Endometrial biopsy 

• Incision and drainage 

• IUD insertion 

• Pap tests 
• Pelvic exams 

• Phlebotomy 

• Punch biopsy 
• Skin tag treatment w ith cryotherapy 

• Suturing 

• Venipuncture 
• Wart treatment 

• Wedge resection for ingrow n toenails 

• Wound care 
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3.5.1.5. Monitoring patient outcomes 
NPs collaborate with patients in monitoring their response to treatment and interventions and 
provide ongoing care. The NPs reported that between 1 and 60% of their time is dedicated to 
monitoring patient outcomes. 

Figure 17 presents the percentage of time spent on monitoring patient outcomes by NP by site, and 
Table 17 presents the most common activities regarding monitoring patient outcomes in each of the 
sites in a month. 

FIGURE 17: Percentage of time NPs spend on monitoring patient outcomes 

 

TABLE 17: Commonly reported activities related to monitoring patient outcomes 
provided by NPs, by site 

BMHC CUPS The Alex 

• Calling gynecologist to 
see if patient attended 

• Connecting w ith 
partners re: patient's 
behaviour or child and 
family service social 
w orkers 

• Connecting w ith 
patient's pharmacy to 
ensure they have 
picked up medications 
that are w eekly 
dispensed 

• Double-checking that 
patients attended 
additional 
investigations or 
specialty appointments  

• Assessing for grow th of fetus during prenatal care 
• Assessing for sexual health, including STI 

screening 
• Assessing mental health 

• Call back for reassessment/ additional 
investigation 

• Contact local pharmacy/case managers for 
intervention 

• Contraception counselling 

• Counselling regarding preventative screening, 
including pap and mammogram guideline, ages & 
stages for pediatric patients 

• Lab tests to monitor treatment progress (e.g., 
HgbA1C, urine drug screens, echo cardiogram), 
smoking cessation  

• Mental health follow -up interview s 

• Booking regular follow -
up appointments 

• Check Netcare for any 
acute care visits and 
prescribing history 

• Collaboration w ith other 
professionals 

• Communication w ith 
specialists regarding 
care planning 

• Follow -up laboratory 
testing or diagnostic 
imaging 

• Phone calls to check in 
on progress 
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BMHC CUPS The Alex 

• Follow  up in the clinic 

• Follow -up phone calls 
regarding blood w ork, 
urine tox screen, etc. 

• Follow  up w hen starting 
an antidepressant 
patient has to return to 
care w ithin 2 w eeks 

• Follow -up phone calls 
after inserting IUD 

• Pain diary 

• Renegotiation of w ellness goals once current 
goals are met, motivational interview ing to 
advance commitment to change 

• Review  labs, w eight, BMI, preventive care 

• Sleep diary 

• Substance use re-assessments 

• Support/follow -up visits 
• Phone call teaching 

• Monitoring blood w ork 
and w orking tow ards 
targets 

• Obtaining patient 
feedback on their goals, 
targets, and w ays they 
w ould like support 

• Team meetings w ith 
allied health 
professionals regarding 
care 
planning/evaluation 

3.5.1.6. Consultation with and referral to physicians and other healthcare providers 
As described earlier in the report, NPs consult and refer to other healthcare providers as needed. 
The NPs reported that between 1 and 30% of their time is dedicated to consulting with or referring 
to physicians or other healthcare providers. 

Figure 18 presents the percentage of time spent on consulting with or referring to physicians or 
other healthcare providers by NP by site, and Table 18 presents the professionals that NPs are 
consulting with or referring to. 

FIGURE 18: Percentage of time NPs spend consulting and referring 
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TABLE 18: Commonly reported consultations and referrals by NPs, by site 
BMHC CUPS The Alex 

Consultation w ith 

• Physician and 
NP colleagues 

• Gynecologist 

• Acute care NPs 
• C2C RN 

• Obstetrician 
• Palliative care RN  

• Physicians 

• NPs, MDs, and RNs 
colleagues 

• Onsite psychiatrist 

• The Alex youth team (nurses, 
youth w orkers, and 
physicians)  

Referral to 

• Cardiology 
• Orthopedist  

• Physiotherapy 
• Psychiatric 

services 
• Psychology 

services (both 
at iHuman and 
BMHC)  

• Pulmonology 
• Social w orker 

• Acute care NPs, palliative care RN & physician, 
C2C RN, specialists 

• Addiction medicine  

• Cardiology 
• Dermatology 

• Dietician 

• Ear, nose, and throat specialist 
• Internal medicine 

• Neurology 

• NP colleague w ith an interest and expertise in pain 
management 

• Occupational therapist 
• Pediatricians 

• Physical therapist 

• Psychiatry 
• Psychologist 

• Rheumatology 

• RN colleague to help patient transition betw een 
hospital and community 

• Addiction counsellors 
• Allied healthcare providers 

such as massage, 
chiropractor, acupuncture 

• Cardiologist 
• Dermatology 

• Diabetic nurses 

• Dietitian 
• Hepatology 

• Internal medicine 

• Nephrology 

• Neurology 
• Obstetrics 

• Psychiatrist 

• Psychologists 
• Social w orker 

3.5.1.7. Research 
When the NPs were asked in focus group and interview sessions to comment on the degree to 
which they are working to their full scope of research practice, the following trends were identified: 

• All NPs indicated that they are using evidence-informed practice and consistently apply 
relevant research, best practice guidelines, and theory in the delivery of care. 

• All NPs reported involvement in developing, analyzing, and evaluating processes within the 
practice setting to ensure patients receive high-quality services. Teams reported having 
regular meetings with their team members to review patient flow and discuss clinic 
operational processes. 

• Most NPs indicated they are continuously identifying and implementing research-based 
innovations for improving patient care. A number of NPs discussed the training underway 
to support opioid treatment among their patient panel. 
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• None of the NPs reported involvement in conducting or supporting research. 
• A couple of the NPs indicated they have been involved in either the review of or 

development of practice guidelines and policies for their clinic. 

Figure 19 presents the percentage of time spent on research-related activities by NP by site, and 
Table 19 presents examples of the research being undertaken by the NPs. 

FIGURE 19: Percentage of time NPs spend on research-related activities 

 

TABLE 19: Examples of research-related activities undertaken by NPs, by site 
BMHC CUPS The Alex 

• Consulting 
resources such 
as American 
Family Physician, 
Canadian 
Pharmacists 
Association to 
apply their 
evidence-based 
recommendations 

• In preparation for 
presenting at the 
Nurse Practitioner 
Association of 
Alberta's annual 
conference, an 
NP completed a 
literature search, 
collaborated w ith 
a research 
colleague to 
present BMHC 
data, and 

• The NP w ho is team lead for the w omen's clinic is 
involved in:  
o providing evidence-based care (e.g., use brain 

science, trauma-informed practices, and ACEs 
in the w ay they approach each family, as the 
trauma burden is very high in the population 
they serve) 

o collecting and interpreting data regarding 
patients’ prenatal care and outcomes, using 
this data to demonstrate that a previous 
patient w ill show  up 8 w eeks earlier in 
pregnancy than a new  referral 

o attending educational talks and integrating 
these f indings into new  guidelines (e.g., after 
attending a talk about perinatal depression 
and realizing 81% of postpartum depression 
starts in the perinatal period, an NP brought 
this evidence to the team and decided as a 
group to systematically screen for depression 
and anxiety at 5 points during a w oman's 
pregnancy; have been collecting data on 
w hether these w omen have been referred for 

• Keeping up-to-date on 
current research by: 
o reading journals 
o attending continuing 

medical education 
o listening to evidence-

based podcasts 
o evaluating the quality of 

the research and 
applying the learnings 
to clinical practice w hen 
appropriate 

• Collecting surveys from as 
many youth w ho w ill 
complete them to get 
feedback on their 
satisfaction w ith the care 
they receive 

• An NP met w ith a 
researcher from U of C to 
discuss factors and patterns 
noted w ith pregnant w omen 
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BMHC CUPS The Alex 
presented to NP 
colleagues on 
how  childhood 
trauma creates 
complex care 
needs in adults 

• Follow ing 
guidelines and 
subscribing to 
several online 
resources such 
as TOP Alberta 
Doctors, Bugs 
and Drugs, 
Cancer Netw ork, 
SOGC, 
Medscape, Merk, 
NASM 

• Routine data 
collection 

mental health counselling and if they have 
engaged w ith the CUPS counsellor) 

o w orking w ith a global health resident to 
analyze perinatal mental health data and 
prepare papers for dissemination 

• Review ing new  CPGs for diabetes, hypertension, 
and COPD on a regular basis 

• Collecting data on diabetes program outcomes 
• Teaching other practitioners, particularly on 

diabetes care 

• Use of Up To Date daily to update practice 

• Attending regular journal clubs (e.g., addictions 
journal club) 

• Attending CME w hen able 

• Actively engaging w ith patients in discussions 
about best evidence, speaking w ith colleagues 
about new  evidence 

• Subscribing to PAIN and Journal of Pain and 
Symptom Management 

• An NP w ho is a tenured professor responsible for 
evidence-informed lessons conducts original 
research w ithin this role 

• Participating in all clinic QA rounds, providing ow n 
data for comparison 

• Participating in the CCPSSN netw ork 

• An NP is in the process of w riting a case definition 
for opioid use disorder to be embedded in primary 
care EMR 

• Presenting at local, national, and international 
conferences 

w ho have a history of 
alcohol use and may 
continue to drink w hile 
pregnant 

• Working to synthesize 
learning to strengthen clinic 
practice and provide more 
effective care (timely, 
patient-centred, accurate) 

• Reading research as it 
applies to certain patients 
and implement 
strategies/medications/ 
assessments 

• Charting and monitoring 
outcomes 

• Keep track of outcomes and 
needs w ith regard to 
research  

• Discussions w ith other 
members of the healthcare 
team 

• Engaging in evidence-based 
practice by utilizing CPGs to 
support decision-making 

• Regularly attending 
educational conferences 

• Attending a monthly 
practice-based learning 
group 

3.5.1.8. Leadership 
Assessment of the NPs’ involvement in leadership activities was very difficult. As many of the NPs 
involved in the project had a part-time clinical assignment associated with the grant, it was difficult 
to assess whether leadership activities were provided through the NPDP program. For example, the 
NPs providing outreach services also work in the main clinical site; while the clinical time at the 
outreach site is funded through the NPDP, their additional clinical and leadership time is often 
funded through a different mechanism. 

When the NPs were asked in focus group and interview sessions to comment on the degree to 
which they are involved in leadership activities, the following trends were identified: 

• All of the NPs are advocates of further integration of NPs into the health care system. 

• Most of the NPs indicated they are a resource person, educator, and/or role model for other 
staff at the clinic and act as a mentor and coach to nursing colleagues and other members of 
the healthcare team and students. 

• One NP identified herself as a leader in the management of clinical care in their site. 
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• One NP identified herself as having a substantial role in the NP Association of Alberta. 

Figure 20 presents the percentage of time spent on leadership activities by NP by site, and Table 20 
presents examples of the leadership activities being undertaken by the NPs. 

FIGURE 20: Percentage of time NPs spend on leadership activities 

 

TABLE 20: Examples of leadership activities undertaken by NPs, by site 
BMHC CUPS The Alex 

• Collecting quarterly 
statistics for BMHC 
Health for Tw o 
program partners, 
including teaching 
interdisciplinary 
colleagues how  to 
collect this data in 
order to continue to 
provide prenatal 
resources 

• Facilitating monthly 
pregnancy rounds to 
discuss most complex 
prenatal cases 

• Keeping other NPs on 
task in bi-monthly NP 
meetings 

• Organizing BMHC 
learning sessions over 
lunch hours 

• Participating in 
organizing health 
promotion days such 
as “Women’s Day” 

• After 3 OD deaths in a w eek, an NP 
initiated a forum for debriefing the 
team 

• Collaborating w ith multidisciplinary 
team, participating in various 
committees, informal discussions w ith 
team about clinic 
f low /process/barriers/ successes, 
leading by example, informal support 
to colleagues 

• Continually w orking on creating an 
environment for collaborative team 
w ork 

• Mentoring nurses and students, 
advocating for patients to agencies, 
keeping practice up-to-date and 
engaging other colleagues in 
reflection around this practice 

• Participating in research like the 
NPDP  

• Passing along the operationalization 
of the Strat plan to the team for 
initiation 

• An NP acts as the co-medical lead 
for The Alex 

• Actively participating in creating 
processes pertaining to clinical 
practice in outreach 
programs/clinics 

• Actively participating in establishing 
a new  outreach program through 
collaboration w ith the community 
partner 

• Encouraging full scope of practice of 
RNs/LPNs/MOAs 

• Ensuring proper procedures/policies 
are being practiced, assisting in 
developing new  policies 

• Mentoring RNs in pap testing 

• Mentoring staff returning to w ork 
after leaves or w ho are new  

• Precepting NP students and 
medical residents 

• Providing consultation to colleague 
RNs/LPNs 
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BMHC CUPS The Alex 
• Precepting NP 

students 
• Teaching groups of 

patients 

• Precepting students including NPs, 
nurses, physicians in the hope that 
they learn trauma-informed 
approaches to caring for marginalized 
populations 

• Role model on panel management 
and disease prevention. 

• Advocating for NPs 

• Providing education to the 
multidisciplinary team including 
social w orkers, nurses, MOAs, NPs, 
and physicians 

• Sitting on the medical advisory 
committee 

3.6. Evaluation Question 6: What is the impact on the NPs’ and team’s 
responsiveness to patient needs, wants, and preferences? 

Summary of Findings 
Overall, results suggest that patients have positive experiences with the NPs at BMHC, The Alex, and 
CUPS. Ninety-eight percent or greater of all BMHC patients, 91% or greater of all The Alex patients, and 
89% or greater of all CUPS patients strongly agreed or agreed the NPs listened to them, treated them 
with respect, gave them helpful information and answered their questions, explained their condition well, 
involved them in decisions related to their care, helped them understand how to manage their symptoms, 
provided information regarding next steps in their care, and told them what to do if their symptoms 
persisted. 
Data from C3 for Seniors are not included in the analysis that follows. 

The following section presents the survey data for BMHC, The Alex, and CUPS. 

3.6.1. BMHC 
One hundred and forty-five BMHC patients (n=145) responded to the patient survey. The survey 
asked patients to rate the degree to which they agreed with a number of statements. Overall, results 
suggest BMHC patients have very positive experiences when they receive care from the NPs (see 
Figure 21), as: 

• 91% of respondents strongly agreed the NPs listened to them, and 100% agreed or strongly 
agreed; 

• 95% of respondents strongly agreed the NPs treated them with respect, and 100% agreed or 
strongly agreed; 

• 90% of respondents strongly agreed the NPs gave them helpful information to answer their 
questions, and 99% agreed or strongly agreed; 

• 90% of respondents strongly agreed the NPs were good at explaining their condition and 
treatment, and 98% agreed or strongly agreed; 

• 90% of respondents strongly agreed the NPs involved them in decisions about their care, 
and 98% agreed or strongly agreed; 

• 90% of respondents strongly agreed the NPs explained how to manage their symptoms, and 
98% agreed or strongly agreed; 

• 90% of respondents strongly agreed the NPs gave them helpful information about the next 
steps in their care, and 99% agreed or strongly agreed; and 
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• 92% of respondents strongly agreed the NPs gave them information about what to do if 
their problems did not get better, and 99% agreed or strongly agreed. 

Complete survey results for BMHC patients are available in Appendix C (Figures C.1 to C.8). 

FIGURE 21: Percentage of BMHC patients who agreed with survey statements 

 

3.6.2. The Alex 
Ninety-nine patients (n=99) at The Alex responded to the patient survey. The survey asked patients 
to rate the degree to which they agreed with a number of statements. Overall, results suggest The 
Alex patients have very positive experiences when they receive care from the NPs (see Figure 22), 
as: 

• 90% of respondents strongly agreed the NPs listened to them, and 98% agreed or strongly 
agreed; 

• 91% of respondents strongly agreed the NPs treated them with respect, and 98% agreed or 
strongly agreed; 

• 86% of respondents strongly agreed the NPs gave them helpful information to answer their 
questions; and 96% agreed or strongly agreed; 

• 85% of respondents strongly agreed the NPs were good at explaining their condition and 
treatment, and 95% agreed or strongly agreed; 

• 84% of respondents strongly agreed the NPs involved them in decisions about their care, 
and 94% agreed or strongly agreed; 

• 74% of respondents strongly agreed the NPs explained how to manage their symptoms, and 
91% agreed or strongly agreed; 

• 88% of respondents strongly agreed the NPs gave them helpful information about the next 
steps in their care, and 97% agreed or strongly agreed; and 
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• 83% of respondents strongly agreed the NPs gave them information about what to do if 
their problems did not get better, and 93% agreed or strongly agreed. 

Complete survey results for The Alex patients are available in Appendix C (Figures C.9 to C.16). 

FIGURE 22: Percentage of The Alex patients who agreed with survey statements 

 

3.6.3. CUPS 
One hundred and sixty-one CUPS patients (n=161) responded to the patient survey. The survey 
asked patients to rate the degree to which they agreed with a number of statements. Overall, results 
suggest CUPS patients have positive experiences when they receive care from the NPs (see 
Figure 23), as: 

• 53% of respondents strongly agreed the NPs listened to them, and 97% agreed or strongly 
agreed; 

• 55% of respondents strongly agreed the NPs treated them with respect, and 98% agreed or 
strongly agreed; 

• 52% of respondents strongly agreed the NPs gave them helpful information to answer their 
questions, and 97% agreed or strongly agreed; 

• 56% of respondents strongly agreed the NPs were good at explaining their condition and 
treatment, and 95% agreed or strongly agreed; 

• 48% of respondents strongly agreed the NPs involved them in decisions about their care, 
and 90% agreed or strongly agreed; 

• 74% of respondents strongly agreed the NPs explained how to manage their symptoms, and 
91% agreed or strongly agreed; 

• 50% of respondents strongly agreed the NPs gave them helpful information about the next 
steps in their care, and 89% agreed or strongly agreed; and 
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• 50% of respondents strongly agreed the NPs gave them information about what to do if 
their problems did not get better, and 98% agreed or strongly agreed. 

Complete survey results for CUPS patients are available in Appendix C (Figures C.17 to C.24). 

FIGURE 23: Percentage of CUPS patients who agreed with survey statements 

 

3.7. Evaluation Question 7: How have NPs been involved in quality 
improvement? 

Summary of Findings 
Overall, the NPs reported varying degrees of involvement in quality improvement. The NPs in leadership 
roles within their clinics reported having additional responsibilities related to quality improvement 
compared to NPs not in leadership positions. 

Overall, the NPs reported varying degrees of involvement in quality improvement. The NPs in 
leadership roles within their clinics reported having additional responsibilities related to quality 
improvement compared to NPs not in leadership positions. That being said, the following key 
themes emerged from interviews and focus group sessions. 

3.7.1. Participation in quality committees 
Some of the sites reported regularly scheduled quality improvement meetings where NPs are 
involved in discussions regarding patient care, assessments of whether the clinic is following 
Towards Optimized Practice (TOP) guidelines, conducting chart reviews, and extracting EMR data 
to assess the achievement of quality outcomes. Clinics also indicated that incident reports are tabled 
and reviewed at the quality committee. 
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3.7.2. Ongoing training 
All of the NPs indicated they have opportunities to undertake training to advance their skills and 
maintain the delivery of quality services. One site indicated they have ongoing learning for NPs at 
least once per month. 

3.8. Evaluation Question 8: What value to the health system has been 
realized through the pilot projects? 

Summary of Findings 
Assessing the value to the health system is a long-term outcome, which will require tracking the NP-
panelled patients and fluid NP patients over time in order to draw conclusions related to value, decreased 
system utilization, and improved health. The data available at the time of the final evaluation to report on 
these long-term outcomes represent less than a year of NP services. As such, drawing conclusions 
related to utilization, improved health, and overall system value are considered premature. 
Data from C3 for Seniors are not included in the analysis that follows. 

3.8.1. Health utilization 
Tables D.1 to D.3 in Appendix D present the indicators of physician utilization, changes in primary 
care/ambulatory care sensitive conditions, and patient visits to the ED, urgent care centres, family 
care clinics, and walk-in clinics among NP-panelled and non-NP-panelled patients who visited 
BMHC, The Alex, or CUPS. The data are presented as received from Alberta Health. 

The data are intended to assist in understanding the achievement of long-term outcomes related to 
system utilization and changes in ambulatory care sensitive conditions. As such, the data provide a 
baseline for future reporting and analysis. The data have been segregated into two distinct groups: 
1) NP fixed panel patients, and 2) patients who saw NPs but were not panelled to an NP within the 
study clinic. The latter are referred to as fluid NP patients. 

Due to the specific focus of each of the demonstration sites, comparison across clinics has not been 
presented. Additionally, due to the heterogenic nature of the clinics, comparison to the general 
population was deemed inappropriate. 

The limited data available result in an inability to draw conclusions related to health utilization. It is 
recommended to track the data over time to understand consistency among NP populations and 
whether utilization is aligned with the NP scope of practice. 

3.8.2. Types of physician services received 
Analysis completed by Alberta Health on the physician services received by NP-panelled and other 
patients of BMHC, The Alex, and CUPS suggests the following:  

• For BMHC and The Alex, 4 to 5% of MD visits were for psychology and psychiatry, and 
nearly all other Chapter 01 visits were for clinical evaluation and examination. This was 
consistent for patients who saw an NP either as a panelled or fluid patient. 

• For CUPS, 16% of MD visits were for psychology and psychiatry, while most of the 
remaining Chapter 01 visits were for clinical evaluation and examination. 
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• The reasons for seeing a physician in clinics other than BMHC, The Alex, and CUPS were 
more diverse, with slightly higher percentages of visits for other non-operative procedures. 

Detailed findings related to the types of physician services received by patients associated with the 
NPDP at BMHC, The Alex, and CUPS are presented in Appendix D, Tables D.4 to D.6.  

The limited data available result in an inability to draw conclusions related to types of services 
received. It is recommended to track the data over time to understand consistency among NP 
populations and whether utilization is aligned with the NP scope of practice. 

3.8.3. Reasons for emergency department utilization 
Analysis completed by Alberta Health on ED utilization among NP-panelled and other patients of 
BMHC, The Alex, and CUPS suggests that, for all three types of patients, the highest percentages of 
ED visits were for consequences of injuries and poisonings (19 to 23%), then other external causes, 
symptoms, and signs not elsewhere classified (15 to 20%), then mental and behaviour-related 
diagnoses (12 to 14%). 

Detailed findings related to the reasons for ED utilization by patients associated with the NPDP at 
BMHC, The Alex, and CUPS are presented in Appendix D, Tables D.7 to D.9. 

The limited data available result in an inability to draw conclusions related to ED utilization among 
patients accessing NP services in the NPDP sites. It is recommended to track the data over time to 
understand consistency among NP populations and whether utilization is aligned with the NP scope 
of practice. 

3.8.4. Reasons for emergency department utilization outside of NPDP clinic hours 
Analysis completed by Alberta Health on ED utilization outside of NPDP clinic hours among NP-
panelled and other patients suggests the following: 

• At BMHC: 
o 58% (n=410) of NP-panelled patients had ED visits, of whom 89% had visited an 

ED outside of regular clinic hours, with an average of 2.9 ED visits outside of 
regular clinic hours. 

o Data on fluid NP patients for BMHC were not available during the reporting period. 
o Note: Some patients may have visited an ED multiple times both during regular 

hours or outside of regular hours. 
• At The Alex: 

o 45% (n=251) of NP-panelled patients had ED visits, of whom 79% had visited an 
ED outside of regular clinic hours, with an average of 2.1 ED visits outside of 
regular clinic hours. 

o 55% (n=531) of fluid NP patients had ED visits, of whom 82% had visited an ED 
outside of regular clinic hours, with an average of 2.4 ED visits outside of regular 
clinic hours. 

o Note: Some patients may have visited an ED multiple times both during regular 
hours or outside of regular hours. 
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• At CUPS: 
o 44% (n=521) of NP-panelled patients had ED visits, of whom 78% had visited an 

ED outside of regular clinic hours, with an average of 2.4 ED visits outside of 
regular clinic hours. 

o 51% (n=632) of fluid NP patients had ED visits, of whom 84% had visited an ED 
outside of regular clinic hours, with an average of 3.2 ED visits outside of regular 
clinic hours. 

o Note: Some patients may have visited an ED multiple times both during regular 
hours or outside of regular hours. 

Detailed findings related to the time of ED visits for patients associated with the NPDP at BMHC, 
The Alex, and CUPS are presented in Appendix D, Tables D.10 to D.12. 

The limited data available result in an inability to draw conclusions related to ED access outside of 
NP clinic hours. It is recommended to track the data over time to understand consistency among 
NP populations and whether utilization is aligned with NP clinic hours. 

4. Conclusions 
The purpose of this final evaluation report was to: 1) provide qualitative descriptions of the key 
structures and processes found within each of the NPDP sites; 2) provide findings related to access, 
continuity, patient-centredness, comprehensiveness of care and quality, responsiveness, and system 
sustainability; and 3) make recommendations regarding opportunities for the improvement and 
spread of successful demonstration site practices. 

4.1. Program Descriptions 
BMHC, The Alex, and CUPS were able to successfully and rapidly expand primary care services for 
targeted high-need, vulnerable populations. This result was achieved due to sites having: 1) well-
established structures and processes for delivering primary care services using interdisciplinary 
teams; 2) long histories (up to 37 years) of NPs as members of these teams; and 3) existing spaces 
for the delivery of services (either in their health clinics by co-locating with community-based 
partners, or in mobile units). 

In each site, the NPs are primary care practitioners who have a population-based practice focus, 
provide team-based care, and practice autonomously to their full clinical scope of practice. The NPs 
involved in the NPDP at BMHC, The Alex, and CUPS all report to a physician/medical director. 
These arrangements are consistent with how the clinics work with all of their NPs, so no additional 
structures or processes needed to be developed as a result of the NPDP. The clinic structures and 
processes to operate the C3 for Seniors NPDP at Sage were not available at the time of the final 
evaluation. 

All sites reported that NPs are actively involved in mentoring and coaching, updating policies and 
procedures within the clinic, developing new programs, and designing services/interventions for 
health promotion, health protection, and the prevention of illness, injury, disease, and complications. 
Participation in research is limited in each of the sites; however, all sites reported that processes are 
in place to support ongoing professional development of the NPs. 
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The NPs reported varying degrees of involvement in quality improvement. The NPs in leadership 
roles within their clinics reported having additional responsibilities related to quality improvement 
compared to NPs not in leadership positions. Most of the NPs reported participation in quality 
committees and ongoing training. 

4.2. Access 
Access increased as a result of the NPDP. The NPDP funding was used to bring services closer to 
the patients. As a result, primary healthcare services were provided in mobile units, in community-
based organizations, or in community health centres. 

EMR results indicate that, at the NPDP at BMHC, the total number of patients seen by the NPs 
from April 2016 to March 2018 was 1,121, with an average of 140 new patients each quarter. 
Comparing quarter to quarter, on average there was a 9.0% increase in the number of patients seen 
by any NP from the previous quarter. 

At The Alex, the total number of patients seen by the NPs from October 2016 to March 2018 was 
2,082, with an average of 347 new patients each quarter. Comparing quarter to quarter, on average 
there was a 30.6% increase in the number of patients seen by any NP from the previous quarter. 

At CUPS, the total number of patients seen by the NPs from October 2016 to March 2018 was 
2,532, with an average of 422 new patients each quarter. Comparing quarter to quarter, on average 
there was a 5.0% increase in the number of patients seen by any NP from the previous quarter. 

It is important to note that the service delivery method used by each NP appears to impact the total 
number of patients seen. For example, there appears to be a larger volume of patients seen by NPs 
who work out of mobile health buses in addition to the other sites, but a lower number of patients 
seen by NPs who work at a seniors community health centre, where the encounters are of a longer 
duration. 

Additionally, the data suggest there is significant variability across the three sites with regard to the 
third next available appointment; one site reported two days, and another reported a mean of 21 
days. This variability is heavily influenced by the NPs’ FTE levels; those who have lower FTE levels 
are more likely to have higher TNA values, and a high TNA value usually suggests that patients 
might be having difficulty accessing primary care services. However, actual access to service is not a 
barrier, as all sites operate with carve-outs and dedicated walk-in periods; coupled with ready access 
to non-NP providers in large interdisciplinary teams, it is not difficult for patients to get the care 
they need when they need it. 

4.3. Continuity 
While all NPs across the three sites had a patient panel, there were considerable size variances (from 
46 to 379 patients), presumably relating to the lower FTE levels of some of the NPs. Further, the 
service delivery that occurred in each of the respective sites also impacted the panel sizes. NPs not 
only see their own patients but also provide service to the overall clinic panel, which is reflective of 
the team-based/shared care model. 

Panel sizes at BMHC increased by approximately 300% when comparing panel size near the 
beginning of the project (May 2016) to March 2018; in May 2016, the mean panel size was 87, and, 
in March 2018, the mean panel size was 340. Panel sizes at The Alex ranged from 46 to 311 per NP; 
for the NPs who were present for the entirety of the demonstration project, their panel sizes 
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increased on average by approximately 154%. For NPs present for the entirety of the demonstration 
project at CUPS, on average there was an approximate 3.8% increase in panel sizes from December 
2016 to February 2018. 

At BMHC, on average just under 50% of patients saw an NP one time per quarter, and 10% saw an 
NP six or more times within a quarter (a three-month period). At The Alex, just over 60% of 
patients saw an NP one time per quarter, and less than 3% utilized NP services six or more times in 
a quarter. At CUPS, roughly 50% of patients saw an NP one time per quarter, and 5% utilized NP 
services six or more times in a quarter. 

4.4. Comprehensiveness, Quality, and Responsiveness 
Patient feedback from BMHC, The Alex, and CUPS was positive. Patients from each of the sites 
reported positive experiences when receiving care from the NPs. A large majority of patients at each 
of the sites either strongly agreed or agreed the NPs listened to them, treated them with respect, 
gave them helpful information and answered their questions, explained their condition well, 
involved them in decisions related to their care, helped them understand how to manage their 
symptoms, provided information regarding next steps in their care, and told them what to do if their 
symptoms persisted. 

4.5. Health System Sustainability 
Assessing the value to the health system is a long-term outcome, which will require tracking the NP-
panelled patients and fluid NP patients over time in order to draw conclusions related to value, 
decreased system utilization, and improved health. The data available at the time of the final 
evaluation to report on these long-term outcomes represent less than a year of NP services. As such, 
drawing conclusions related to utilization, improved health, and overall system value are considered 
premature. 

4.6. Considerations for Spread 
When considering further spread of NPs to target high-need, vulnerable populations, these sites 
provide evidence that building on existing infrastructure provides rapid expansion to targeted 
populations. When reviewing the results of the evaluation, how the NPs were integrated into the 
community health centres, and their existing service delivery models, the following learnings arose, 
and should be considered: 

• Provide services where social services are already being accessed in the community. 
Access is increased when services meet the patients where they are already interacting with 
community-based services (shelters, schools, social support networks, etc.). This strategy is 
especially effective when targeting high-need, vulnerable populations. 

• A team-based service delivery model improves access, relational continuity, and the 
delivery of comprehensive care. Although patients are panelled to an NP, these models of 
team-based service delivery ensure patients have relational continuity to the full team and 
can gain access to primary health care through any member of the team. This unique 
approach to improving access and building continuity assists in addressing program statistics 
regarding first available or third next available appointments for NPs. Additionally, team-
based care, especially when all members are working to their full scope of practices, supports 
the delivery of efficient comprehensive care. 
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• Essential elements of effective team-based service delivery include trust and respect 
among members of the team, consistent practice philosophies (a patient-centred, social 
determinants of health approach), all team members working to their full scope of practice, 
and shared working spaces, tools, and processes, which enable two-way dialogue between 
team members (which may include electronic tools such as EMRs or daily huddles before 
clinic). 

• An approach to patient-centred care that is informed by social determinants of health 
and trauma takes time. Clinic appointments of 30 minutes ensure that NPs and their 
teams are able to work from a social determinants of health and trauma-informed 
perspective, and to meet the patient where they are at. Using this approach at times results in 
addressing housing, safety, and food insecurity issues, in addition to physical health needs. 

• Strong partnerships with community partners enable continuity and access to social 
services. Using a social determinants of health approach in the delivery of patient-centred 
care often results in needing to connect patients with the supports and services provided by 
community-based social service organizations. Strong working relationships between the 
NPs, the health team, and these agencies improves patients’ access to these social support 
services. Additionally, these partnerships help integrate staff from the agencies as active 
members of the interdisciplinary team. Patients then see these community agency staff as an 
extension of their care team. Continuity with these members of the team can positively 
influence access and the delivery of comprehensive care. 

• Consistent compensation models among members of the team is an important factor 
influencing the implementation of team-based service delivery approaches. 

4.7. Considerations for Scaling NPs in Community Health Centres 
A further understanding of the evolution of the NPDP clinic at Sage can provide some significant 
findings to inform further scaling of NPs into community-based social service agencies. Successfully 
delivering health services within an existing social service agency can provide a model for integrating 
health services into other community-based organizations throughout the province. As such, it is 
recommended that Alberta Health request that Sage submit the answers they received to the 
questions used in the focus group and interviews with NPs in one of their upcoming project reports. 
This information can be used to understand the facilitators and barriers encountered as Sage has 
developed and implemented the C3 for Seniors model. 

4.8. Future Evaluation Considerations 
The evaluation for the NPDP was designed to understand the impact and value of NPs delivering 
primary health care to high-need, vulnerable populations. The qualitative results from the final 
evaluation suggest that using quantitative data from one member of a team does not sufficiently 
demonstrate the impact and/or value of the NPDP funding. The NPs in each of the sites have been 
deeply integrated into a team-based model of care; the qualitative data suggest that this team-based, 
collaborative approach supports the delivery of comprehensive, patient-centred care and results in 
improved access and relational continuity for patients. More standard or traditional quantitative 
indicators such as continuity of care (for example, usual provider continuity index) or access (TNA), 
on the other hand, ultimately end up underrepresenting the reality of the patient and provider 
relationship. Healthcare organizations in Alberta tend to overly rely upon administrative data sources 



 

Nurse Practitioner Demonstration Project: Final evaluation report  78 

that largely reflect only patient and physician activity; as primary health care continues to evolve in 
Alberta, it becomes increasingly necessary to develop new forms of measurement that reflect patient 
attachment and continuity to members of a team of healthcare providers. As such, future evaluations 
should consider defining measures that assess the functioning of the team delivering care in these 
settings rather than a single practitioner such as an NP. 

The ability to collect patient information and activity at the point of care in the community (that is, 
the clinic EMR) is critical. This evaluation attempted to collect the desired indicators included in the 
NPDP evaluation framework; however, the indicators generally required further definition and 
refinement. A dedicated period of time would have been preferable to get a sense of the information 
management that was occurring at each of the sites in order to ensure the data collected from each 
site were consistent. For future evaluations, there is a need to further refine the definitions of the 
indicators, to ensure the necessary data are available from the EMR platforms and that the indicators 
are aligned with the scope of practice of the NPs and their underpinning philosophy of care. The 
NPs stressed that there are philosophical differences between NPs and MDs. It is strongly 
encouraged that future evaluations or reporting not try to compare these two types of professionals 
to each other, but rather focus on the inherent value of the NPs to the overall health system. 

Also, the content of each particular NP visit is important, and therefore future evaluations should 
include reporting on whether patients are seeing the “right” health or social care professional at the 
“right” time, and consideration should be given on how information related to the 
comprehensiveness of services provided within individual appointments might be routinely gathered 
and made accessible. Further, it is important that referrals and transfers to emergency departments 
are linked with appropriateness criteria, to avoid misinterpretation of results. These are just a few 
examples of evaluative areas that may assist in further explaining the value these health professionals 
bring to the primary health care system and the teams they work in. 
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Appendix A: Evaluation Framework 
The following table presents the matrix of the evaluation measures. The indicators in the table were 
developed in collaboration with an external advisory committee and refined through consultation 
with the demonstration sites and the Evaluation Committee. 

TABLE A.1: Evaluation framework 
Broad evaluation question How will we know? (Indicator) Data method 

Overall NP Demonstration Project descriptions 
1. How are the NP services 
delivered in each of the 
demonstration projects? 

1. Descriptions of the: 
• Practical supports in place 
• Human resources in the NP roles 
• Physical resources 
• Organizations structures and processes 
• Organizational support for NP 
• Economic structure of the NP in the demonstration 

project  
• Description of the collaborative service delivery 

model 
• Team examples of delivering collaborative care 

Document review  
including 
vignettes from 
regular reporting 

Critical success factors and lessons learned 
2. What were the facilitators 
and/or barriers to ensuring 
timely access, quality, 
comprehensiveness, patient 
centredness, collaborative 
care and continuity in each of 
the demonstration projects? 

1. Descriptions of the facilitators and barriers related to the: 
• Practical supports in place 
• Human resources in the NP roles 
• Physical resources 
• Organizations structures and processes 
• Organizational support for NP 
• Economic structure of the NP in the demonstration 

project  

Focus group 
Interview  
Document review   

Timely access 
3. How did access to primary 
care services improve as a 
result of the NP 
Demonstration Project? 

1. Number of patients able to get same day appointments EMR 

2. Third next available appointment w ith NP EMR 
3. Change in the total number of patients seen by NPs 

since the inception of the project 
EMR 

4. Number of new  patients seen by NP EMR 
5. Patient report on access Patient survey 

6. Change in the clinic patient panel EMR  
7. Description of how  clinics maximize access for 

underserved populations 
Focus group 

Continuity of care 
4. What is the impact on 
continuity of care considering 
NPs are facilitators of 
relationships/transitions 
between care settings? 

1. Panels size for each participating NP EMR 

2. Number of visits to the same NP EMR 
3. Patient report on health home Patient survey 
4. Patient report on NP assistance w ith transitions betw een 

care settings 
Patient survey 
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Broad evaluation question How will we know? (Indicator) Data method 
Comprehensive care 
5. What are the types of 
services provided? 

1. Change in the percent of patients seeing multiple 
providers in the same visit 

EMRs/Focus 
group/Interview  

2. Extent to w hich NP are able to w ork to optimal scope Focus group/ 
Interview   

3. Number and type of services provided / visit or frequency 
of services provided 11 

EMR 

4. Patient complexity 12 EMR 

Person–centredness 
6. What is the impact on the 
NPs’ and team’s 
responsiveness to patient 
needs, wants and 
preferences?   

Patients reporting on care coordination, case management 
and shared decision making. 

Patient survey 

Quality 
7. How have NPs been 
involved in quality 
improvement? 

Number and type of improvement initiatives started Document review  
Role of the NP in quality improvement at the demonstration 
project  

Focus group/ 
Interview  

System sustainability 
8. What value to the health 
system has been realized 
through the pilot projects? 

Physician utilization Alberta Health  
Change in primary care/ambulatory care sensitive conditions Alberta Health  
Patient visits to the emergency department, urgent care 
centres, Family Care Clinics and w alk-in clinics  

Alberta Health  

  

                                              
11 The feasibility of this indicator will need to be confirmed with the NPDP sites. 
12 Collecting patient complexity needs to be confirmed with the Evaluation Committee. 
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Appendix B: Data Collection Methods 

NPDP – PROJECT OVERVIEW TEMPLATE 
Instructions: 

The following template will be used to gather data to inform the following evaluation question:  
How are the NP services delivered in each of the demonstration projects? 

• Practical supports in place 

• Human resources in the NP roles 

• Physical resources 

• Organizations structures and processes 

• Organizational support for NP 

• Economic structure of the NP in the demonstration project  

• Description of the collaborative service delivery model 

• Team examples of delivering collaborative care 

Sites are asked to complete each of the following questions.  Answers can be inserted in the table 
below.  It is anticipated that answers are succinct and that most questions can be answered on 
one page. 

If you have any questions regarding this template, please contact Nancy Zuck at 
nancy@nzadvisory.com.   

  

mailto:nancy@nzadvisory.com
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1. Needs Addressed by NPDP - Please provide a written description of the drivers for your 
NP Demonstration Project (Drivers may include increasing access to a specific population 
or demographic or medical condition).  Where available please present data used to 
determine the focus of the NPDP.   

INSERT TEXT HERE 

2. Building on Existing Organizational Capacity – Please describe whether your NP 
Demonstration Project builds upon an existing team or model of service delivery provided 
through the organization?   

INSERT TEXT HERE 

3. Description of the Team Structure – Please describe the compliment and mix of health 
care providers in the NPDP team and their associated roles within the team. 

INSERT TEXT HERE 

4. Description of the Collaborative Service Delivery Model – Please describe the key 
components of the practice model used in your NPDP.  Please include a description of the 
key roles, responsibilities and relationships.  The following practice model framework was 
developed in Ontario and can be used to guide your written submission13.   

                                              
13 Integration of primary health care nurse practitioners into the province of Ontario (2005).  Retrieved from: 
http://www.health.gov.on.ca/en/common/ministry/publications/reports/nurseprac03/nurseprac03_mn.aspx  

http://www.health.gov.on.ca/en/common/ministry/publications/reports/nurseprac03/nurseprac03_mn.aspx
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Collaborative Approach 

• The concept of collaborative practice was described in the literature as encompassing the 
“physician nurse dyad working together in a joint effort toward a mission of excellent 
patient care” (Norsen et al., 1995), where “effectiveness is based on cooperation, 
assertiveness, responsibility, communication, mutuality, autonomy and coordination” 
(Norsen et al., 1995; Way et al., 2001; Siegler et al., 1994). 

• Additionally, collaborative practice is described as “joint communicating and decision-
making while respecting the unique qualities and abilities of each professional” (Hanrahan 
2001). A collaborative approach is based on establishing a collegial relationship that 
evolves over time based on experience.  Our observations of collaborative practice in the 
selected sites visited included the following key features: 

• Formal practice relationship between physician and patient;   

• Formal relationship and responsibility between physician and NP; 
• Physician not paid for supporting and consulting with NP; 

• NP practices autonomously; 

• Triage process often utilized to access NP; 
• Referrals occur between physicians and NP and other members of the health care 

team; and 

• Degree of collaboration most often on an ad hoc or opportunistic basis. 
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Consultative Approach 

• Although many of the features of a collaborative approach could also apply in a 
consultative approach – for example cooperation and mutuality – there were some 
significant differences observed in consultative practices that warranted differentiating 
these practices from others. The key features of a consultative practice were: 

• No formal ongoing practice relationship between the physician and patient. In some 
cases, the physician may not see these patients; 

• Physicians reimbursed for consultation with NP; 

• Patients most often see NP as the primary provider; 
• No triage process to access the NP; and 
• Consultation between the NP and MD most often pre-arranged, structured and 

negotiated. 

• In this model, the NP calls on the physician when required, but the physician does not have 
an established or ongoing relationship with the patient population or the organization. His 
or her primary relationship is with the NP. In consultative practice models, the physician 
receives a payment for the consultation advice provided. 

NP Practice Focus 

• In addition to the nature of the MD and NP relationship, there were three major foci for the 
NP practice: condition-based, population-based or scope-based. In each of these practice 
models, the NP worked autonomously and consulted or collaborated with the physician in 
given circumstances. 

• With a condition-based focus, the NP practice was primarily based on a specific patient 
condition(s).  Examples were practices where NPs only saw patients with congestive heart 
failure, diabetes, mental health issues or for chronic disease management.  With a 
population-based focus, the NP practice was primarily based on a specific type of patient 
population or geographic area. Examples of this practice were NPs who saw mainly 
teenagers, children, marginalized people or First Nations people. 

INSERT TEXT HERE 

5. Direct patient care practice – Please describe the following: 
• What is the primary way that patients are assigned to the NP (e.g. patients book 

directly with the NP, patients see me because the physician is unavailable, triage 
(please specify by whom), referral from another settings, receptionist assigns 
patients, referral from a colleague in my setting, etc.)? 
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• Whether NPs participate in on-call activities, the frequency, etc. 
• Whether NPs do home visits and the reasons for home visits/ visits to nursing 

homes, shelters, etc.? 

INSERT TEXT HERE 
 

6. Health Care Service Delivery – Coordination of Care and Collaboration – Please describe 
the processes used by the NPDP to coordinate with service organizations in the community 
regarding planning and providing care for your most complex patients.   

INSERT TEXT HERE 

7. NP Characteristics  – Please complete the following table for each of the NPs involved in 
your demonstration project14.  As necessary, copy and paste this table in order to complete it 
for all NPs involved.   

A.  Educational 
background (check all 
that apply) 

 

 Nursing diploma 
 BScN or BN 
 Baccalaureate Degree in another area (please specify) 
_____________________________________________ 

 Master of Nursing 
 Master of Nursing NP 
 Master of Science NP 
 Master’s Degree in another area (please specify) 
______________________________________________ 

 PhD (Nursing) 
 PHD other (please specify)________________________ 
 Doctorate in Nursing Practice 
 Other (please specify)________________________ 

B.  Number of years 
each NP has practiced 
as a registered nurse 
(including the years as 
an NP) 

 

C.  The area of nursing 
each NP practiced 

 Primary Care 
 Long Term Care 
 Public Health 

                                              
14 Adapted from Dalhousie University and College of Registered Nurses of Nova Scotia, NP Practice 
Patterns Survey. 



 

Nurse Practitioner Demonstration Project: Final evaluation report  86 

immediately before 
becoming an NP 
(Please check only one) 

 

 Education 
 Outpost Nursing 
 Critical Care 
 Maternal Newborn 
 Mental Health  
 Government/policy 
 Home Care 
 Administration 
 Medical Surgical  
 Emergency 
 Pediatrics 
 Other (please specify) 

D.  How many years 
has the NP practiced as 
a licensed NP? 

 

E. Does the NP report 
having a clinical 
mentor? 

 

8. Physical Resources – Please describe the following: 
• Geographic location where NP is seeing patients 
• Description of the physical space NPs are delivering care 
• IT infrastructure supporting NPs 
• Documentation systems in place supporting the NPDP 

INSERT TEXT HERE 

9. Organizational Structures, Processes and Supports– Please describe the following: 
• Governance structure of the NPDP - Who do the NPs report too? 
• Describe the organizational structures, processes and supports in place to support 

NPs in the following areas15: 
i. Mentor/ coach to nursing colleagues, other members of the health care team 

and students 

                                              
15 Canadian Nurse Practitioner: Core Competency Framework.  Retrieved July 27, 2017 from: 
http://www.cno.org/globalassets/for/rnec/pdf/competencyframework_en.pdf  

http://www.cno.org/globalassets/for/rnec/pdf/competencyframework_en.pdf
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ii. Provide leadership in the development and implementation of standards, 
practice guidelines, quality assurance, and education and research 
initiatives. 

iii. Initiates or participates in the development of strategies to address 
population health implications. 

iv. Initiates or participates in the design of services/interventions for health 
promotion, health protection, and the prevention of illness, injury, disease 
and complications.   

v. Participates in the development and implementation of evaluation 
processes, including the identification of indicators for ongoing monitoring 
of strategies, services and interventions.   

vi. Participation in research activities 
• Continuing education – what systems/structures are in place to support continuing 

education of the NPs 

INSERT TEXT HERE 

10. Economic structure of the NPDP – Please describe the compensation arrangement model 
used for the NPDP (e.g. salaried employee).  

INSERT TEXT HERE 

11. Examples of delivering teams providing collaborative care: 

• Please provide at least 2 vignettes of patients seen by the NP and describe how 
collaborative care was provided to these clients.  While describing the complexity 
of the patient is important the vignettes should focus on the NP’s role and the 
supporting team.   

• Please provide at least 1 vignette of how NPs have been supported by the 
organization to work to their full potential.  

INSERT TEXT HERE 
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NURSE PRACTITIONER DEMONSTRATION PROJECT FOCUS GROUP 
PROTOCOL 
Thank you for agreeing to participate in the Nurse Practitioner Demonstration Project (NPDP) 
Evaluation.  Alberta Health, in collaboration with the Institute of Health Economics (IHE) have 
planned a comprehensive evaluation of the four demonstration projects.  The main purpose of the 
evaluation is to understand whether NPDPs have met the objectives set out, including improved 
access to care, enhanced continuity of care, and more comprehensive care. The evaluation will 
also provide recommendations on scale and spread of the models and inform further 
development of funding models in primary care. 

You have been invited to participate in this review as the Evaluation Committee (comprised of 
staff from Alberta Health and the evaluation team from IHE) knew that your participation was 
extremely valuable.  It is important that you understand that your participation is voluntary 
and all of the information that you provide will remain confidential.  Focus group sessions 
will be recorded for the purposes of note taking and the information provided will be 
collated to identify common themes.  Alberta Health and the Expert Advisory Committee 
will be provided the aggregate data with no identifiable comments or names.  The 
Evaluation Committee and the Expert Advisory Committee will review the aggregated data to 
identify recommendations on the scale and spread of the models.   

Each of the focus group sessions will be semi-structured in nature.  The following questions will 
be used to guide the focus group session.  Please note that the facilitator of your focus group 
session has had the chance to review the written overview you provided of your project and that 
the following questions seek to understand where there may be opportunities for improvement 
and learnings from your project that may inform the spread of similar projects.  

1. Please introduce yourself and your role in the NPDP.   

2. Please describe the patient population you serve.   

3. How has your NPDP worked to ensure timely access to your patient population?  Are 
there changes you would recommend to improve timely access?  

4. Can provide an example of a client who may see multiple team members in a single visit?  
How is this process managed (process as well as structures in place to support the 
delivery of collaborative care)?   

5. What is working well in managing the delivery of collaborative care?  Are there changes 
you would recommend to improve the delivery of collaborative care? If yes, what are 
they? 
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6. What factors are in place in the NPDP to contribute to patient-centred care?  Are there 
opportunities to improve the delivery of patient-centred care?  If yes how? 

7. How do you facilitate relationships with health professionals in other care settings? 

8. How do you manage patient transitions between care settings? 

9. Are there opportunities to improve continuity of care?  If yes, how? 

10. What structures, processes and supports are in place to ensure the delivery of quality 
services? Are the opportunities to improve the delivery of quality care?  If yes, how? 

11. Please explain the extent to which the NPs are working to their full scope of practice?  
What opportunities for improvement exist?  
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NURSE PRACTITIONER DEMONSTRATION PROJECT INTERVIEW 
PROTOCOL 
Thank you for agreeing to participate in the Nurse Practitioner Demonstration Project (NPDP) 
Evaluation.  Alberta Health, in collaboration with the Institute of Health Economics (IHE) have 
planned a comprehensive evaluation of the four demonstration projects.  The main purpose of the 
evaluation is to understand whether NPDPs have met the objectives set out, including improved 
access to care, enhanced continuity of care, and more comprehensive care. The evaluation will 
also provide recommendations on scale and spread of the models and inform further 
development of funding models in primary care. 

You have been invited to participate in this review as the Evaluation Committee (comprised of 
staff from Alberta Health and the evaluation team from IHE) knew that your participation was 
extremely valuable.  It is important that you understand that your participation is voluntary 
and all of the information that you provide will remain confidential.  Interview sessions will 
be recorded for the purposes of note taking and the information provided will be collated 
to identify common themes.  Alberta Health and the Expert Advisory Committee will be 
provided the aggregate data with no identifiable comments or names.  The Evaluation 
Committee and the Expert Advisory Committee will review the aggregated data to identify 
recommendations on the scale and spread of the models.   

Each of the interviews will be semi-structured in nature.  The following questions will be used to 
guide the interview.   

1. Please describe how the NP role in your project has influenced timely access for the 
patient population you serve?   

2. What factors influence timely access for the patient population you serve? 

3. What changes could be made to improve access for the patient population you serve? 

4. Please describe your role in the delivery of collaborative care? 

5. What promotes or limits your participation in collaborative care? 

6. What opportunities exist to improve the delivery of collaborative care in your 
demonstration project? 

7. Please describe how the NP role in your project has positively influenced the delivery of 
comprehensive care?  

8. Are there opportunities to improve the delivery of comprehensive care?  If yes, how? 
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9. Please describe how the NP role in your project has positively influenced the delivery of 
patient-centred care? 

10. Are there opportunities to improve the delivery of patient-centred care?  If yes how? 

11. Please describe how the NP role in your project has positively influenced continuity of 
care for the patient population you serve.   

12. What promotes or limits your role in ensuring continuity?   

13. When thinking about your role as an NP, are there opportunities to improve continuity of 
care?  If yes, how? 

14. Please describe your role in ensuring the delivery of quality services and quality 
improvement. 

15. What factors influence or hinder your involvement in addressing the delivery of quality 
services? 

16. Would you say that you are working to your full scope of practice?  If not, what factors 
are impacting this?  What opportunities for improvement exist? 
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Appendix C: Complete Patient Survey Results 
BMHC Patient Survey Results 

FIGURE C.1: The Nurse Practitioner listened to me 

 

FIGURE C.2: The Nurse Practitioner treated me with dignity and respect 

 

FIGURE C.3: The Nurse Practitioner gave me helpful information to answer my questions 
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FIGURE C.4: The Nurse Practitioner was good at explaining my condition and treatment 

 

FIGURE C.5: The Nurse Practitioner involved me in decisions about my care 

 

FIGURE C.6: The Nurse Practitioner explained how to manage my symptoms 
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FIGURE C.7: The Nurse Practitioner gave me helpful information about the next steps in 
my care 

 

FIGURE C.8: The Nurse Practitioner gave me information about what to do if my 
problems do not get better 

 

The Alex Patient Survey Results 
FIGURE C.9: The Nurse Practitioner listened to me 
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FIGURE C.10: The Nurse Practitioner treated me with dignity and respect 

 

FIGURE C.11: The Nurse Practitioner gave me helpful information to answer my 
questions 

 

FIGURE C.12: The Nurse Practitioner was good at explaining my condition and treatment 
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FIGURE C.13: The Nurse Practitioner involved me in decisions about my care 

 

FIGURE C.14: The Nurse Practitioner explained how to manage my symptoms 

 

FIGURE C.15: The Nurse Practitioner gave me helpful information about the next steps in 
my care 
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FIGURE C.16: The Nurse Practitioner gave me information about what to do if my 
problems do not get better 

 

CUPS Patient Survey Results 
FIGURE C.17: The Nurse Practitioner listened to me 

 

FIGURE C.18: The Nurse Practitioner treated me with dignity and respect 
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FIGURE C.19: The Nurse Practitioner gave me helpful information to answer my 
questions 

 

FIGURE C.20: The Nurse Practitioner was good at explaining my condition and treatment 

 

FIGURE C.21: The Nurse Practitioner involved me in decisions about my care 
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FIGURE C.22: The Nurse Practitioner explained how to manage my symptoms 

 

FIGURE C.23: The Nurse Practitioner gave me helpful information about the next steps in 
my care 

 

FIGURE C.24: The Nurse Practitioner gave me information about what to do if my 
problems do not get better 
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Appendix D: System Sustainability Data 
Health Utilization 
The following table presents patient information and system utilization for NP-panelled and non-NP-panelled patients who visited BMHC, 
The Alex, and CUPS. 

TABLE D.1: Health utilization indicators for patients seen in the BMHC NPDP, 2015/16 and 2016/17 
Patient 

population by 
prov ider 

group 

Patient 
count (N) 

Total ULI 
matches to 
AH admin 

data 

Av erage 
age at FYE 

Av erage 
CRG score 

Av erage # 
of chronic 
conditions 

Av erage # 
of GP 
v isits 

Av erage # 
of 

specialist 
v isits 

Av erage # 
of 

inpatient 
stays 

Av erage 
length of 
inpatient 

stay 

Av erage # 
of ED 
v isits 

Av erage # 
of 

outpatient 
v isits 

Fiscal period 2015/16 

NP-panelled 701 638 35.4 4.1 1.6 8.6 12.8 0.3 9.4 2.4 2.4 

Non-NP-
panelled who 
saw an NP  

 -  - - - - - - - - - - 

Fiscal period 2016/17 

NP-panelled  701 656 36.3 4.4 - 8.9 14.6 0.3 18.5 2.4 2.4 

Non-NP-
panelled who 
saw an NP 

- - - - - - - - - - - 

AH: Alberta Health; CRG: Clinical Risk Grouper; ED: emergency department; FYE: f iscal year end; GP: general practitioner; N: number; ULI: Unique Lifetime 
Identif ier 

TABLE D.2: Health utilization indicators for patients seen in The Alex NPDP, 2015/16 and 2016/17 
Patient 

population by 
prov ider 

group 

Patient 
count (N) 

Total ULI 
matches to 
AH admin 

data 

Av erage 
age at FYE 

Av erage 
CRG score 

Av erage # 
of chronic 
conditions 

Av erage # 
of GP 
v isits 

Av erage # 
of 

specialist 
v isits 

Av erage # 
of 

inpatient 
stays 

Av erage 
length of 
inpatient 

stay 

Av erage # 
of ED 
v isits 

Av erage # 
of 

outpatient 
v isits 

Fiscal period 2015/16 

NP-panelled 556 488 36.6 3.6 1.3 8.6 9.3 0.2 18.0 1.5 4.0 

Non-NP-
panelled who 
saw an NP  

959 886 39.8 4.3 1.6 12.1 11.1 0.4 10.6 2.0 4.3 
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Patient 
population by 

prov ider 
group 

Patient 
count (N) 

Total ULI 
matches to 
AH admin 

data 

Av erage 
age at FYE 

Av erage 
CRG score 

Av erage # 
of chronic 
conditions 

Av erage # 
of GP 
v isits 

Av erage # 
of 

specialist 
v isits 

Av erage # 
of 

inpatient 
stays 

Av erage 
length of 
inpatient 

stay 

Av erage # 
of ED 
v isits 

Av erage # 
of 

outpatient 
v isits 

Fiscal period 2016/17 

NP-panelled  556 507 37.0 3.8 - 8.9 9.6 0.2 19.7 1.6 4.2 

Non-NP-
panelled who 
saw an NP 

959 918 39.9 4.5 14.8 14.3 0.4 9.9 2.1 4.9  

AH: Alberta Health; CRG: Clinical Risk Grouper; ED: emergency department; FYE: f iscal year end; GP: general practitioner; N: number; ULI: Unique Lifetime 
Identif ier 

TABLE D.3: Health utilization indicators for patients seen in the CUPS NPDP, 2015/16 and 2016/17 
Patient 

population by 
prov ider 

group 

Patient 
count (N) 

Total ULI 
matches to 
AH admin 

data 

Av erage 
age at FYE 

Av erage 
CRG score 

Av erage # 
of chronic 
conditions 

Av erage # 
of GP 
v isits 

Av erage # 
of 

specialist 
v isits 

Av erage # 
of 

inpatient 
stays 

Av erage 
length of 
inpatient 

stay 

Av erage # 
of ED 
v isits 

Av erage # 
of 

outpatient 
v isits 

Fiscal period 2015/16 

NP-panelled 1,187 982 37.1 4.0 1.2 7.7 8.3 0.3 5.9 1.8 3.9 

Non-NP-
panelled who 
saw an NP  

1,245 907 33.7 3.9 1.2 10.9 9.2 0.3 6.8 2.4 3.3 

Fiscal period 2016/17 

NP-panelled 1,187 1,071 37.3 4.1 - 8.7 9.4 0.3 8.2 1.9 3.7 

Non-NP-
panelled who 
saw an NP  

1,245 999 33.4 4.1 - 13.8 14.9 0.4 13.1 3.0 4.4 

AH: Alberta Health; CRG: Clinical Risk Grouper; ED: emergency department; FYE: f iscal year end; GP: general practitioner; N: number; ULI: Unique Lifetime 
Identif ier 

  



 

Nurse Practitioner Demonstration Project: Final evaluation report  102 

Types of Physician Services Received 
TABLE D.4: Types of physician services received by NP-panelled and other patients of the BMHC NPDP (within and outside 
clinic) based on aggregated Alberta Health service codes in Physician Claims, 2016/17 

Serv ice code used  
in Physician Claims 

NP-panelled patients 
N=701 

Non-NP-panelled patients who v isited an NP 
N=n/a 

Within clinic Other clinic Within clinic Other clinic 

MD v isit 
count 

Av erage 
v isits per 

patient group 
#/N 

MD v isit 
count 

Av erage 
v isits per 

patient group 
#/N 

MD v isit 
count 

Av erage 
v isits per 

patient group 
#/N 

MD v isit 
count 

Av erage 
v isits per 

patient group 
#/N 

Combined Physician Claims 2,328 3.32 5,364 7.65 – – – – 

01.01 – Diag. and Therap Proc.: 
Nonoperative Endoscopy -    – – – – 

01.02 – Diag. and Therap Proc.: 
Diagnostic Radiology and Related 
Techniques 

-    – – – – 

01.03 – Diag. and Therap Proc.: 
Clinical Evaluation and Exam 2,179 3.11 3,703 5.28 – – – – 

01.06 – Diag. and Therap Proc.: 
Nuclear Medicine     – – – – 

01.07 – Diag. and Therap Proc.: 
Physical Medicine, Rehabilitation 
and Related Proc. 

    – – – – 

01.08 – Diag. and Therap Proc.: 
Psychology and Psychiatry 136 0.19 991 1.41 – – – – 

01.09 – Diag. and Therap Proc.: 
Ophthalmology/Otological Diag. 
and Treatment 

  93 0.13 – – – – 

01.10 – Diag. and Therap Proc.: 
Non-op. Intubation, Irrigation and 
Manipulation Pro. 

    – – – – 

01.11 – Diag. and Therap Proc.: 
Replacement and Removal of 
Therap. Appliances 

  2 0.00 – – – – 
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Serv ice code used  
in Physician Claims 

NP-panelled patients 
N=701 

Non-NP-panelled patients who v isited an NP 
N=n/a 

Within clinic Other clinic Within clinic Other clinic 

MD v isit 
count 

Av erage 
v isits per 

patient group 
#/N 

MD v isit 
count 

Av erage 
v isits per 

patient group 
#/N 

MD v isit 
count 

Av erage 
v isits per 

patient group 
#/N 

MD v isit 
count 

Av erage 
v isits per 

patient group 
#/N 

01.12 – Diag. and Therap Proc.: 
Nonoperative Removal of Foreign 
Body 

    – – – – 

01.13 – Diag. and Therap Proc.: 
Other Nonoperative Procedures 5 0.01 87 0.12 – – – – 

02 – Operations on the Nervous 
System     – – – – 

03 – Operations on the Endocrine 
System     – – – – 

04 – Operations on the Eyes     – – – – 

05 – Operations on the Ears     – – – – 

06 – Operations on the Nose, 
Mouth and Throat     – – – – 

07 – Operations on the 
Respiratory System     – – – – 

08 – Operations on the 
Cardiovascular System     – – – – 

09 – Operations on the Hemic and 
Lymphatic System     – – – – 

10 – Operations on the Digestive 
System and Abdominal Region     – – – – 

11 – Operations on the Urinary 
Tract     – – – – 

12 – Operations on the Male 
Genital Organs     – – – – 

13 – Operations on the Female 
Genital Organs 2 0.0 10 0.01 – – – – 

14 – Obstetric procedures     – – – – 
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Serv ice code used  
in Physician Claims 

NP-panelled patients 
N=701 

Non-NP-panelled patients who v isited an NP 
N=n/a 

Within clinic Other clinic Within clinic Other clinic 

MD v isit 
count 

Av erage 
v isits per 

patient group 
#/N 

MD v isit 
count 

Av erage 
v isits per 

patient group 
#/N 

MD v isit 
count 

Av erage 
v isits per 

patient group 
#/N 

MD v isit 
count 

Av erage 
v isits per 

patient group 
#/N 

15 – Operations on the 
Musculoskeletal System 4 0.01 6 0.01 – – – – 

16 – Operations on the Breasts     – – – – 

17 – Operations on the Skin and 
Subcutaneous Tissue 2 0.00 34 0.05 – – – – 

18 – Procedures Not Classified 
Elsewhere     – – – – 

21 – Optometry    142 0.20 – – – – 

22 – Laboratory and Pathology     – – – – 

23 – Diagnostic Radiology    278 0.4 – – – – 

TABLE D.5: Types of physician services received by NP-panelled and other patients of The Alex NPDP (within and outside 
clinic) based on aggregated Alberta Health service codes in Physician Claims, 2016/17 

Serv ice code used  
in Physician Claims 

NP-panelled patients 
N=556 

Non-NP-panelled patients who v isited an NP 
N=959 

Within clinic Other clinic Within clinic Other clinic 

MD v isit 
count 

Av erage 
v isits per 

patient group 
#/N 

MD v isit 
count 

Av erage 
v isits per 

patient group 
#/N 

MD v isit 
count 

Av erage 
v isits per 

patient group 
#/N 

MD v isit 
count 

Av erage 
v isits per 

patient group 
#/N 

Combined Physician Claims 275 .49 4,096 7.37 1,471 1.53 12,566 13.10 

01.01 – Diag. and Therap Proc.: 
Nonoperative Endoscopy   15 0.03   11 0.01 

01.02 – Diag. and Therap Proc.: 
Diagnostic Radiology and Related 
Techniques 

        

01.03 – Diag. and Therap Proc.: 
Clinical Evaluation and Exam 240 0.43 2,896 5.21 1,324 1.38 8,993 9.38 
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Serv ice code used  
in Physician Claims 

NP-panelled patients 
N=556 

Non-NP-panelled patients who v isited an NP 
N=959 

Within clinic Other clinic Within clinic Other clinic 

MD v isit 
count 

Av erage 
v isits per 

patient group 
#/N 

MD v isit 
count 

Av erage 
v isits per 

patient group 
#/N 

MD v isit 
count 

Av erage 
v isits per 

patient group 
#/N 

MD v isit 
count 

Av erage 
v isits per 

patient group 
#/N 

01.06 – Diag. and Therap Proc.: 
Nuclear Medicine       1 0.00 

01.07 – Diag. and Therap Proc.: 
Physical Medicine, Rehabilitation 
and Related Proc. 

  7 0.01  7 0.01  

01.08 – Diag. and Therap Proc.: 
Psychology and Psychiatry 30 0.05 682 1.23 110 0.11 1,847 1.93 

01.09 – Diag. and Therap Proc.: 
Ophthalmology/ Otological Diag. 
and Treatment 

  161 0.29   822 0.86 

01.10 – Diag. and Therap Proc.: 
Non-op. Intubation, Irrigation and 
Manipulation Pro. 

        

01.11 – Diag. and Therap Proc.: 
Replacement and Removal of 
Therap. Appliances 

  2 0.00 1 0.00 8 0.01 

01.12 – Diag. and Therap Proc.: 
Nonoperative Removal of Foreign 
Body 

  1 0.00   1 0.00 

01.13 – Diag. and Therap Proc.: 
Other Nonoperative Procedures 1 0.00 81 0.15 20 0.02 172 0.18 

02 – Operations on the Nervous 
System   1 0.00     

03 – Operations on the Endocrine 
System         

04 – Operations on the Eyes   13 0.20   92 0.10 

05 – Operations on the Ears         

06 – Operations on the Nose, 
Mouth and Throat 1 0.00 2 0.00 1 0.00 8 0.01 

07 – Operations on the 
Respiratory System         



 

Nurse Practitioner Demonstration Project: Final evaluation report  106 

Serv ice code used  
in Physician Claims 

NP-panelled patients 
N=556 

Non-NP-panelled patients who v isited an NP 
N=959 

Within clinic Other clinic Within clinic Other clinic 

MD v isit 
count 

Av erage 
v isits per 

patient group 
#/N 

MD v isit 
count 

Av erage 
v isits per 

patient group 
#/N 

MD v isit 
count 

Av erage 
v isits per 

patient group 
#/N 

MD v isit 
count 

Av erage 
v isits per 

patient group 
#/N 

08 – Operations on the 
Cardiovascular System       6 0.01 

09 – Operations on the Hemic and 
Lymphatic System         

10 – Operations on the Digestive 
System and Abdominal Region         

11 – Operations on the Urinary 
Tract         

12 – Operations on the Male 
Genital Organs         

13 – Operations on the Female 
Genital Organs 1 0.00 6 0.01 10 0.01 18 0.02 

14 – Obstetric procedures       1 0.00 

15 – Operations on the 
Musculoskeletal System   2 0.00   6 0.01 

16 – Operations on the Breasts         

17 – Operations on the Skin and 
Subcutaneous Tissue 2 0.00 73 0.13 5 0.01 184 0.19 

18 – Procedures Not Classified 
Elsewhere   1 0.00     

21 – Optometry    111 0.20   290 0.30 

22 – Laboratory and Pathology         

23 – Diagnostic Radiology    41 0.07   99 0.10 
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TABLE D.6: Types of physician services received by NP-panelled and other patients of the CUPS NPDP (within and outside 
clinic) based on aggregated Alberta Health service codes in Physician Claims, 2016/17 

Serv ice code used in  
Physician Claims 

NP-panelled patients 
N=1,187 

Non-NP-panelled patients who v isited an NP 
N=1,245 

Within clinic Other clinic Within clinic Other clinic 

MD v isit 
count 

Av erage 
v isits per 

patient group 
#/N 

MD v isit 
count 

Av erage 
v isits per 

patient group 
#/N 

MD v isit 
count 

Av erage 
v isits per 

patient group 
#/N 

MD v isit 
count 

Av erage 
v isits per 

patient group 
#/N 

Combined Physician Claims 1,221 1.03 7,502 6.32 3,163 2.54 7,842 6.3 

01.01 – Diag. and Therap Proc.: 
Nonoperative Endoscopy   14 0.01   7 0.01 

01.02 – Diag. and Therap Proc.: 
Diagnostic Radiology and Related 
Techniques 

        

01.03 – Diag. and Therap Proc.: 
Clinical Evaluation and Exam 1,059 0.89 5,737 4.83 2,636 2.12 5,816 4.67 

01.06 – Diag. and Therap Proc.: 
Nuclear Medicine         

01.07 – Diag. and Therap Proc.: 
Physical Medicine, Rehabilitation 
and Related Proc. 

  22 0.02   12 0.01 

01.08 – Diag. and Therap Proc.: 
Psychology and Psychiatry 138 0.12 958 0.81 465 0.37 1,319 1.06 

01.09 – Diag. and Therap Proc.: 
Ophthalmology/ Otological Diag. 
and Treatment 

  104 0.09   194 0.16 

01.10 – Diag. and Therap Proc.: 
Non-op. Intubation, Irrigation and 
Manipulation Pro. 

        

01.11 – Diag. and Therap Proc.: 
Replacement and Removal of 
Therap. Appliances 

  3 0.00 1 0.00 10 0.01 

01.12 – Diag. and Therap Proc.: 
Nonoperative Removal of Foreign 
Body 

        

01.13 – Diag. and Therap Proc.: 
Other Nonoperative Procedures 16 0.01 225 0.19 46 0.04 163 0.13 
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Serv ice code used in  
Physician Claims 

NP-panelled patients 
N=1,187 

Non-NP-panelled patients who v isited an NP 
N=1,245 

Within clinic Other clinic Within clinic Other clinic 

MD v isit 
count 

Av erage 
v isits per 

patient group 
#/N 

MD v isit 
count 

Av erage 
v isits per 

patient group 
#/N 

MD v isit 
count 

Av erage 
v isits per 

patient group 
#/N 

MD v isit 
count 

Av erage 
v isits per 

patient group 
#/N 

02 – Operations on the Nervous 
System   2 0.00   4 0.00 

03 – Operations on the Endocrine 
System         

04 – Operations on the Eyes   4 0.00   20 0.02 

05 – Operations on the Ears       1 0.00 

06 – Operations on the Nose, 
Mouth and Throat   1 0.00   3 0.00 

07 – Operations on the 
Respiratory System         

08 – Operations on the 
Cardiovascular System   5 0.00   3 0.00 

09 – Operations on the Hemic and 
Lymphatic System         

10 – Operations on the Digestive 
System and Abdominal Region       1 0.00 

11 – Operations on the Urinary 
Tract         

12 – Operations on the Male 
Genital Organs         

13 – Operations on the Female 
Genital Organs 6 0.01 21 0.02 11 0.01 19 0.02 

14 – Obstetric procedures     1 0.00   

15 – Operations on the 
Musculoskeletal System   10 0.01   4 0.00 

16 – Operations on the Breasts         

17 – Operations on the Skin and 
Subcutaneous Tissue 2 0.00 73 0.06 3 0.00 33 0.03 
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Serv ice code used in  
Physician Claims 

NP-panelled patients 
N=1,187 

Non-NP-panelled patients who v isited an NP 
N=1,245 

Within clinic Other clinic Within clinic Other clinic 

MD v isit 
count 

Av erage 
v isits per 

patient group 
#/N 

MD v isit 
count 

Av erage 
v isits per 

patient group 
#/N 

MD v isit 
count 

Av erage 
v isits per 

patient group 
#/N 

MD v isit 
count 

Av erage 
v isits per 

patient group 
#/N 

18 – Procedures Not Classified 
Elsewhere         

21 – Optometry    186 0.16   142 0.11 

22 – Laboratory and Pathology   70 0.06   16 0.10 

23 – Diagnostic Radiology    67 0.06   75 0.06 

  



 

Nurse Practitioner Demonstration Project: Final evaluation report  110 

Reasons for Emergency Department Utilization 
TABLE D.7: Reasons for visiting EDs for NP-panelled and other patients of the BMHC NPDP based on aggregated ICD-10-
CA diagnostic codes for most responsible diagnosis, 2016/17 

ICD-10-CA diagnostic code used 

NP-panelled patients 
N=701 

Non-NP-panelled patients who v isited an NP 
N=n/a 

ED v isit count 
Av erage ED v isits 
per patient group 

#/N 
ED v isit count 

Av erage ED v isits 
per patient group 

#/N 

Combined ED Visits 1,634 2.33 - - 

01. Certain infectious and parasitic diseases 37  - - 

02. Neoplasm   - - 

03. Diseases of the blood and blood-forming organs and certain disorders 2 0.00 - - 

04. Endocrine, nutritional and metabolic diseases 22 0.03 - - 

05. Mental and behavioural disorders 371 0.53 - - 

06. Diseases of the nervous system 29 0.04 - - 

07. Diseases of eye and adnexa 8 0.01 - - 

08. Diseases of the ear and mastoid process 9 0.01 - - 

09. Diseases of the circulatory system  11 0.02 - - 

10. Diseases of the respiratory system 97 0.14 - - 

11. Diseases of the digestive system 57 0.08 - - 

12. Diseases of the skin and subcutaneous tissue 85 0.12 - - 

13. Diseases of the musculoskeletal system and connective tissue 122 0.17 - - 

14. Diseases of the genitourinary system 68 0.10 - - 

15. Pregnancy, childbirth and puerperium 31 0.04 - - 

16. Certain conditions originating in the perinatal period   - - 

17. Congenital malformations, deformations and chromosomal abnormalities   - - 

18. Symptoms, signs and abnormal clinical and laboratory findings elsewhere 244 0.35 - - 

19. Injury, poisoning and certain other consequences of external causes 360 0.51 - - 

20. Factors influencing health status and contact with health services 81 0.12 - - 
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TABLE D.8: Reasons for visiting EDs for NP-panelled and other patients of The Alex NPDP based on aggregated ICD-10-CA 
diagnostic codes for most responsible diagnosis, 2016/17 

ICD-10-CA diagnostic code used 

NP-panelled patients 
N=556 

Non-NP-panelled patients who v isited an NP 
N=959 

ED v isit count 
Av erage ED v isits 
per patient group 

#/N 
ED v isit count 

Av erage ED v isits 
per patient group 

#/N 

Combined ED Visits 825 1.48 1961 2.01 

1. Certain infectious and parasitic diseases 23 0.04 41 0.04 

2. Neoplasm  - - - 

3. Diseases of the blood and blood-forming organs and certain disorders  - 5 0.01 

4. Endocrine, nutritional and metabolic diseases 7 0.01 33 0.03 

5. Mental and behavioural disorders 169 0.30 461 0.48 

6. Diseases of the nervous system 10 0.02 30 0.03 

7. Diseases of eye and adnexa 6 0.01 15 0.02 

8. Diseases of the ear and mastoid process 3 0.01 8 0.01 

9. Diseases of the circulatory system  17 0.03 29 0.03 

10. Diseases of the respiratory system 50 0.09 138 0.14 

11. Diseases of the digestive system 35 0.06 79 0.08 

12. Diseases of the skin and subcutaneous tissue 40 0.07 69 0.07 

13. Diseases of the musculoskeletal system and connective tissue 52 0.09 84 0.09 

14. Diseases of the genitourinary system 25 0.04 52 0.05 

15. Pregnancy, childbirth and puerperium 3 0.01 27 0.03 

16. Certain conditions originating in the perinatal period 2 0.00 1 0.00 

17. Congenital malformations, deformations and chromosomal abnormalities - - - - 

18. Symptoms, signs and abnormal clinical and laboratory findings elsewhere 143 0.26 400 0.42 

19. Injury, poisoning and certain other consequences of external causes 181 0.33 380 0.40 

20. Factors influencing health status and contact with health services 59 0.11 109 0.11 
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TABLE D.9: Reasons for visiting EDs for NP-panelled and other patients of the CUPS NPDP based on aggregated ICD-10-CA 
diagnostic codes for most responsible diagnosis, 2016/17 

ICD-10-CA diagnostic code used 

NP-panelled patients 
N=1,187 

Non-NP-panelled patients who v isited an NP 
N=1,245 

ED v isit count 
Av erage ED v isits 
per patient group 

#/N 
ED v isit count 

Av erage ED v isits 
per patient group 

#/N 

Combined ED Visits 1,902 1.60 2,931 2.35 

1. Certain infectious and parasitic diseases 61 0.05 104 0.08 

2. Neoplasm 6 0.01 2 0.00 

3. Diseases of the blood and blood-forming organs and certain disorders 5 0.00 5 0.00 

4. Endocrine, nutritional and metabolic diseases 24 0.02 41 0.03 

5. Mental and behavioural disorders 342 0.29 571 0.46 

6. Diseases of the nervous system 28 0.02 29 0.02 

7. Diseases of eye and adnexa 18 0.02 18 0.01 

8. Diseases of the ear and mastoid process 12 0.01 16 0.02 

9. Diseases of the circulatory system  28 0.02 26 0.02 

10. Diseases of the respiratory system 115 0.10 209 0.17 

11. Diseases of the digestive system 99 0.08 118 0.09 

12. Diseases of the skin and subcutaneous tissue 124 0.10 203 0.16 

13. Diseases of the musculoskeletal system and connective tissue 84 0.07 147 0.12 

14. Diseases of the genitourinary system 62 0.05 74 0.06 

15. Pregnancy, childbirth and puerperium 48 0.04 66 0.05 

16. Certain conditions originating in the perinatal period - - 3 0.00 

17. Congenital malformations, deformations and chromosomal abnormalities 1 0.00 - - 

18. Symptoms, signs and abnormal clinical and laboratory findings elsewhere 371 0.31 406 0.33 

19. Injury, poisoning and certain other consequences of external causes 353 0.30 645 0.52 

20. Factors influencing health status and contact with health services 121 0.10 238 0.19 
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Reasons for Emergency Department Utilization Outside of NPDP Clinic Hours 

TABLE D.10: ED visits by BMHC NPDP patients by time of ED visit compared to hours of operation, 2016/17 

Patient type by time of ED v isit 
NP-panelled patients Non-NP-panelled patients who v isited an NP 

Patient count 
N 

Av erage ED v isits per patient 
#/N-z 

Patient count 
N 

Av erage ED v isits per patient 
#/N-z 

Patients who had one or more ED visit 410 4.0 - - 

Patients who had ED visits during regular clinic hours 230 1.0 - - 

Patients who had ED visits outside of regular clinic hours 363 2.9 - - 

Patients who had no ED visits in period (z) 291 - - - 

Note: Regular clinic hours are defined as 08:00 to 17:00 on w eekdays 

TABLE D.11: ED visits by The Alex NPDP patients by time of ED visit compared to hours of operation, 2016/17 

Patient type by time of ED v isit 
NP-panelled patients Non-NP-panelled patients who v isited an NP 

Patient count 
N 

Av erage ED v isits per patient 
#/N-z 

Patient Count 
N 

Av erage ED v isits per patient 
#/N-z 

Patients who had one or more ED visit 251 3.3 531 3.7 

Patients who had ED visits during regular clinic hours 161 1.2 324 1.3 

Patients who had ED visits outside of regular clinic hours 199 2.1 438 2.4 

Patients who had no ED visits in period (z) 305 - 428 - 

Note: Regular clinic hours are defined as 08:00 to 17:00 on w eekdays 

TABLE D.12: ED visits by CUPS NPDP patients by time of ED visit compared to hours of operation, 2016/17 

Patient type by time of ED v isit 
NP-panelled patients Non-NP-panelled patients who v isited an NP 

Patient count 
N 

Av erage ED v isits per patient 
#/N-z 

Patient Count 
N 

Av erage ED v isits per patient 
#/N-z 

Patients who had one or more ED visit 521 3.7 632 4.6 

Patients who had ED visits during regular clinic hours 328 1.2 405 1.5 

Patients who had ED visits outside of regular clinic hours 404 2.4 528 3.2 

Patients who had no ED visits in period (z) 666 - 613 - 

Note: Regular clinic hours are defined as 08:00 to 17:00 on w eekdays 
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