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MESSAGE FROM LINDA SILAS
CFNU PRESIDENT
For over a decade in Canada we have been hearing a familiar refrain: there is a need
for fundamental reform of our health care system to meet the challenges ahead. Our
population is aging rapidly, our acute and long-term care facilities are stretched to
capacity, and there is a pressing need to increase care options within the community
through the extension and expansion of primary care, home care, long-term care, and
mental health services. About one in six Canadians do not have a regular health care
provider, and certain groups, including Indigenous peoples and seniors, continue to
experience higher rates of chronic diseases. Meanwhile, escalating costs, access
issues and health personnel shortages mean wait times continue to be top of mind for
Canadians.
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Surveys show that the public is also
receptive to the expansion of NP care.
Although NPs have practiced in Canada
for decades, many Canadians may still
be unsure about their role. NPs can
provide a diagnosis, order and interpret
diagnostic tests, communicate results,
recommend or prescribe treatment, as
well as consult and refer to other health
care providers, including specialists.
Like the other three million Canadians
who have entrusted their family’s care
to an NP, I am personally very satisfied
with the care I have received from my NP
for the past 14 years. I really couldn’t ask
for better, higher-quality primary care
services.
Recognizing the value NPs can provide
to patients and our health care system,
governments across Canada have taken
some steps to address the barriers to
NP practice by expanding their scope
of practice, and introducing successful

initiatives such as Manitoba’s Mobile
Clinics, in which NPs and Registered
Nurses (RNs) provide on-the-spot
primary care for people living in smaller,
underserved communities. Ontario’s
use of NP-led clinics and the community
health centre model are also leading
practices that should be implemented
nation-wide.
However, barriers to the optimal use of
NPs remain. These include government
legislative/regulatory/policy barriers,
financing, funding and reimbursement
issues, opposition from certain interest
groups, or challenges in uptake at the
organizational level.

MESSAGE FROM LINDA SILAS CFNU PRESIDENT

Nurse Practitioners (NPs) represent
an innovative opportunity for Canada
to address its growing health care
needs, especially within underserved
populations, communities and settings.
NPs are uniquely suited to help address
these issues, in part because they go
beyond traditional medical care models
to provide holistic health promotion and
illness prevention. Decades of rigorous
evidence shows that NPs improve access
to personalized, cost-effective, highquality care that reduces wait times and
costs throughout the broader health
system. Integrating NPs contributes to
the management of chronic disease
and improves health outcomes and
interprofessional collaboration.
Expanding NP care will help meet the
growing needs of our communities while
saving our system precious health care
dollars.

Within the past decade, some provinces
have seen the introduction of new
categories of health care professionals,
for example, unregulated physician
assistants (PAs). PAs practice under the
direction of an individual physician and
have a specific and limited capacity,
unlike NPs who are autonomous health
care professionals with a broad scope
of practice. NPs also benefit from more
formal education and experience prior to
practising (see Table 4). Given this, and
Canada’s significant historic investments
in existing NPs, Canada would be
best served by fully leveraging NPs to
meet the comprehensive, complex
and growing health needs of Canada’s
underserved populations, communities
and settings.
NPs are the solution to Canada’s longstanding shortage of primary care
providers, access and wait times
issues. To realize the full potential of
NPs, governments need to address
the remaining barriers to NP practice,
such as outdated funding models,
inappropriate remuneration, the lack
of interprofessional collaboration and
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MESSAGE FROM LINDA SILAS CFNU PRESIDENT

legislative/regulatory policy. As it stands,
these barriers are preventing NPs from
fully realizing their capacity. To improve
our health system’s efficiency and
effectiveness, we need to invest in NPs
and expand their role within Canada’s
health system.
Although there has been some progress
over the past decade in this direction,
the supply of NPs in Canada remains
very small. From 2004-2006 Health
Canada invested close to $9 million in the
Canadian Nurse Practitioner Initiative,
which was tasked with the challenge
of integrating NPs into Canada’s health
system. The Initiative helped increase
the number of NPs who are registered
to practice from about 1,000 in 2005 to
5,274 today. However, with a ratio of only
about 14 NPs per 100,000 population
(one fifth the supply in the U.S.), and
more than half of all NPs concentrated
in Ontario, most people in Canada don’t
have the option of NP care. The number
of NPs is still undoubtedly insufficient
to meet the growing needs of Canada’s
population.
In an effort to understand why Canada
has failed to take advantage of NPs’ full
potential, the CFNU commissioned this
study exploring barriers to retention
and recruitment and the expansion
of NPs within our health care system.
The project included an online bilingual
pan-Canadian survey, email surveys
for Principal Nursing Advisors and
nurses’ unions, an analysis of data from
CFNU’s annual contract comparison
documents, CIHI/CFNU geo-mapping
of access to primary care providers,
and a comprehensive literature review.
Based on these elements, a thematic
analysis and recommendations have
been developed. An Advisory Committee,
with representation of NPs from across
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Canada, worked with the CFNU in
developing this report.
The survey is the largest NP survey of
its kind ever undertaken in Canada,
achieving a 22% pan-Canadian response
rate, including NP representation from all
provinces and territories, except Yukon.
A total of 1,160 responses were received,
comprised of 1,038 English and 122
French. The survey results suggest that
NPs have solutions to improve our health
care system. They know what works and
what doesn’t in terms of optimizing their
role to improve health and health system
outcomes.
The survey results highlight the
experience of NPs in our health
care system from a health human
resources perspective. Among the
notable findings from our survey, NPs
are not compensated appropriately.
Governments need to consider NPs’
formal education and experience,
their scope of practice, professional
responsibilities, as well as their role as
autonomous health care providers in
determining appropriate compensation.
There is also frustration with the lack of
understanding of NP scope of practice.
Even though they are autonomous
practitioners, some managers don’t
understand the full capabilities of
NPs. For example, one NP commented
that her role was determined by her
manager, who “tells us what we can and
can’t do based on funding for supplies.”
What emerges from both the survey
results and the literature review is
the lack of legislation/regulations and
comprehensive team-based funding
models to permit NPs to work to their
full scope of practice. This is one of
the issues we address in the report
recommendations.
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REMUNERATION
• That within two years the provinces/
territories harmonize NPs’ salaries
across all health care settings.
• That employers enhance NPs’ benefit
packages to include premiums for
on-call work (standby and callback), mentoring & preceptorships
and improve the sustainability of
employment relationships through
the provision/expansion of NP
pensions, health benefits, vacations
and other leave provisions (e.g. for
professional development), as well as
compensation for WSIB, malpractice,
liability costs and access to funding
for innovative and responsive
professional development and
continuing education opportunities.

FUNDING MODELS
That federal/provincial/territorial
governments, within the next year:
• Adopt/implement sustainable funding
models to reflect population health
needs, support interprofessional
collaboration, enable optimal scope
of practice for all providers, and
involve NPs in the development,
implementation and evaluation of
their role;
• Adopt a mechanism — inclusive of
governments, employers, unions,
associations and NPs — to overcome
barriers to NP practice;
• Expand or create NP-led clinics.

HEALTH HUMAN RESOURCES
PLANNING
That federal/provincial/territorial
governments:
• Fund permanent employment
positions for NPs in a variety of
settings to meet the health needs of
underserved populations;
• Provide targeted funding for isolation/
housing allowance of NPs in rural/
remote/isolated and Indigenous
communities and work with
Indigenous communities to expand
and recruit NPs and work with schools
of nursing on programs that prepare
NPs to work in these areas;
• Amend legislation/regulations/policies
to allow NPs to work to their optimal
scope;
• Implement quality frameworks (e.g.,
PEPPA) to better integrate NPs into the
health care system.

MESSAGE FROM LINDA SILAS CFNU PRESIDENT

RECOMMENDATIONS

RECOMMENDATION FOR UNIONS
• When working in a unionized
environment, ensure there are
opportunities for NPs to provide input
into collective bargaining, support for
ongoing retention and recruitment
programs, etc.
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One of the findings of direct concern to
the CFNU was the perception, expressed
in the survey, that nurses unions should
do more to fully understand NP practice,
responsibilities and worklife. To this end,
the CFNU recommends including NPs
in bargaining unit scope and actively
engaging with NPs to hear, and act, on
their issues. This paper serves as a step
in this direction.
As our population rapidly ages, the
need for community-based care by
autonomous practitioners to manage
acute and chronic conditions will
only increase. Now is the time for
governments across the country to plan
for tomorrow’s health human resource
needs so that we ensure we benefit
fully from the value NPs can provide to
patients and our health care system.
Just as we are all working towards
better access and reduced costs for
prescription drugs through a national
pharmacare program, better access to
health care depends upon capitalizing on
the significant value-added benefits that
NPs offer Canada’s health care system.
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On behalf of all CFNU Member
Organizations — United Nurses of Alberta
(UNA), Saskatchewan Union of Nurses
(SUN), Manitoba Nurses Union (MNU),
Ontario Nurses’ Association (ONA), New
Brunswick Nurses Union (NBNU), Nova
Scotia Nurses’ Union (NSNU), Prince
Edward Island Nurses’ Union (PEINU),
Registered Nurses’ Union Newfoundland
& Labrador (RNUNL) and the Canadian
Nursing Students’ Association (CNSA) —
we thank the Advisory Committee,
Principal Nursing Advisors and our
research and communications team.
We look forward to working with all
governments to implement these
recommendations and make our health
care more accessible and effective by
expanding access to Nurse Practitioners
across Canada.
Sincerely,

Linda Silas, CFNU President
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CONTEXT & OVERVIEW
Nurse Practitioners (NPs) help to improve
timely access to individualized, highquality, cost-effective care, resulting
in shorter wait times, reduced costs,
prevented (re)admissions and better
interprofessional collaboration.1,2,3,4

WHAT IS A NURSE
PRACTITIONER?
Nurse Practitioners (NPs) are Registered Nurses with
additional graduate or post-graduate education and
clinical practice experience, who are educated in
both nursing theory and medical skills. They provide
health care in every province/territory in Canada.*
They possess the knowledge and skills to:
• Make a diagnosis, identify a disease, disorder or
condition
• Order and interpret diagnostic tests
• Communicate the diagnosis and test results to
the patient and to other health care professionals
• Recommend or prescribe treatment—including
drugs—and specific procedures
NPs work in a wide variety of health care settings,
within the community in home care, long-term care,
public health care and primary health care, as well
as in hospitals, etc.
* The Canadian Nurses Association (2016).
The Nurse Practitioner Position Statement.

Integrating NPs has been shown to
improve patient and system outcomes
and contribute to high-quality chronic
disease management, helping to improve
the health status of individuals on several
measures.5,6,7,8,9,10 In fact, research
indicates that health outcomes are as
good as, or better than, comparators.11,12

For those who have been patients/
clients of NPs, the evidence suggests a
high level of satisfaction with the care
provided and confidence in NPs’ ability
to look after them.13 This finding was
echoed in a Canada-wide public opinion
poll which found that 93% of Canadians
are confident that NPs can meet their
day-to-day health needs.14 However,
despite public confidence, a lack of
public awareness regarding the role of
NPs remains among the public.
In spite of the wealth of evidence
pointing to the benefits of investing in
the expansion of NP positions to increase
access to quality and cost-effective
care for patients across Canada, and
the willingness of the Canadian public
to opt for NP care, barriers to full
implementation of the NP role persist
in Canada. Although there has been
some progress in the expansion of NPs
over the past decade, the supply of NPs
in Canada remains very small in most
provinces. Currently, more than half
(57%) of Canada’s 5,274 NPs are found in
Ontario.15
When referring to NPs and their
utilization in primary health care,
there is considerable work to do in
Canada and around the world. A recent
Organization of Economic Cooperation
and Development (OECD) working paper
suggests that there are similar barriers
to NPs in most countries, including
opposition from certain stakeholders
and vested interests (e.g., the medical
workforce), government legislative/
regulatory/policy barriers, financing and
reimbursement issues, and challenges in
uptake at the organizational level.16
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CONTEXT & OVERVIEW
When compared to the United States
(U.S.), where the number of NPs has
more than doubled since 2007, Canada is
lagging behind in realizing the potential
of NPs to help alleviate wait times. In the
U.S. there are now 248,000 NPs licensed
to practice,17 a ratio of one NP for every
1,314 people. In Canada, with a supply of
only 5, 274 NPs, the ratio is one NP for
every 6,994 people (or about 14 NPs per
100,000 population).18
The CFNU Pan-Canadian NP Retention
& Recruitment Project was undertaken
between November 2017 and June 2018
to help develop recommendations for the
expansion of NPs within Canada’s health
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care system to improve timely access to
health care for all those living in Canada.
The project included an online bilingual
pan-Canadian survey with responses
from every province and territory,
except Yukon, email surveys soliciting
specific information from Principal
Nursing Advisors and nurses’ unions, an
analysis of data from the CFNU’s annual
contract comparison documents, CIHI/
CFNU geo-mapping of access to primary
care providers, and a comprehensive
literature review (peer-reviewed and
grey literature over a 5-year period)
with a thematic analysis of data and
recommendations based on the results
of the project.

CFNU | Fulfilling Nurse Practitioners’ Untapped Potential in Canada’s Health Care System

Table 1 indicates the response count
and what this represents in terms
of the proportion of supply based
on the Canadian Institute for Health
Information’s 2017 NP supply figures by
province/territory and nationally.

CONTEXT & OVERVIEW

The survey — the largest NP survey of
its kind ever undertaken in Canada —
achieved a 22% pan-Canadian response
rate with NP representation from all
provinces and territories, except Yukon.
A total of 1,160 responses were received,
comprised of 1,038 English and 122
French.

TABLE 1 – NP Survey Response Count/Rates
PROVINCE/TERRITORY

RESPONSE COUNT

RESPONSE RATE (%)

British Columbia

62

14.8

Alberta

143

29.7

Saskatchewan

76

35.2

Manitoba

71

39.9

Ontario

447

14.8

Quebec

107

24.8

New Brunswick

35

28.0

Nova Scotia

37

22.7

Prince Edward Island

12

50.0

Newfoundland and Labrador

61

37.0

Northwest Territories and Nunavut

6

14.6

Other

103

TOTAL

1,160

(outside Canada (2); did not indicate their province/territory)

22%

Source: CFNU Pan-Canadian NP Survey (2017-2018).
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DEMOGRAPHIC PROFILE

AGE & GENDER

Most respondents were female (94%),
aged between 30 and 59.

PRACTICE

The large majority (83%) of NPs who
responded were licensed in the
category of “NP: Family All Ages/
Primary Health Care,” with the
exception of Alberta, where only 55%
were licensed as “NP: Family All Ages.”
In Alberta, 32% were “NP: Adult.”

BILINGUALISM

18% of NPs are able to provide NP
services in both English and French.
The provinces where most bilingual
NPs are employed are:
• QC (36%)
• ON (32%)
• NB (9%)

12
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92% of NPs who responded to the
survey are currently working as NPs.
Of these, 97% are working in clinical
practice. The breakdown of their
employment setting is as follows.

92%

DEMOGRAPHIC PROFILE

EMPLOYMENT

COMMUNITY HEALTH SETTING19
HOSPITAL20
RESIDENTIAL CARE21
OTHER SETTINGS22
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OVERALL SATISFACTION

80%

SATISFACTION

80% of NPs across Canada report
that overall they are satisfied with
their main NP position. This is fairly
consistent across all settings.

TOP SOURCES OF SATISFACTION

The top three sources of satisfaction with their main NP position are:

BY SETTING
The top three sources of satisfaction are fairly consistent across all settings, with some
notable exceptions:
• “Respect from other (non-physician)
colleagues” is not included among the
top three for residential or hospital
settings; “patient/client/resident mix”
and “pension” are only included among
the top three for the hospital setting.

14

• “Patient/client/resident case load” and
“physician availability” are included
among the top three for the residential
and other settings; “level of autonomy”
is included in both residential and
community health settings’ top three.
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The top three sources of dissatisfaction with their main NP position are:

OVERALL SATISFACTION

TOP SOURCES OF DISSATISFACTION

BY SETTING
With some notable exceptions, the top three sources of dissatisfaction are fairly
consistent across all settings:
• “Salary/benefits” is not listed among
the top three for other setting, while
“managerial support” and “respect
from physician colleagues” are only in
the other setting as a top source of
dissatisfaction.
• “Opportunities for professional
development” is not among the top
three for community health, but “input
into organizational/practice/policies”

and “amount of paperwork required/
time to complete documentation” are
only in the top three for the community
health setting.
• “Amount of administrative support”
is among the top three sources for
dissatisfaction only in the hospital
setting, while “sense of value for what
you do” is only found among the top
three in the residential setting.
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IMPROVING RETENTION & RECRUITMENT
FIVE FACTORS
NPs reported the following five factors as the most important to improving NP retention
and recruitment:
BETTER SALARY/COMPENSATION
REMOVE LEGISLATIVE BARRIERS TO WORKING TO FULL SCOPE OF PRACTICE
INCREASE FUNDING FOR NP POSITIONS
EXPAND EMPLOYMENT SETTINGS FOR NPS
IMPROVE OPPORTUNITIES FOR CONTINUING EDUCATION/PROFESSIONAL DEVELOPMENT

Greg Bennett/Ontario Nurses’ Association

These five factors, in addition to interprofessional relationships/collaboration, emerged
from the overall study as the key themes affecting NP retention and recruitment.
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THEME 1: REMUNERATION
Many authors, including a recent OECD
paper,23 have identified remuneration
as one of the most important factors
influencing job retention and satisfaction
for NPs. NP compensation and pay
structures have the potential to both
negatively and positively influence job
satisfaction and retention efforts.24,25
There is a strong correlation between
job satisfaction and one’s pay scale.26
The ability to practice in a holistic,
collaborative model of care with
an adequate salary all support job
satisfaction and retention.27 It should
be noted that dissatisfaction with
total compensation includes, benefits,
portability of benefits, pensions and
seniority, etc.28,29
Some of the specific issues identified in
the research:
• Widely varying salaries exist both
within provinces/territories and across
the country.30,31

• Competition within the health sector
itself has created salary differences
and benefits gaps, particularly between
acute and primary care,32,33 as well as
between acute care and Local Health
Integration Networks (LHINs) (Ontario)
or Community Primary Health Care
(PHC) organizations.34
• Physician remuneration in comparison
to salaries for NPs is identified as an
irritant in acute care.35
• A new and expanded scope of practice
has not resulted in an increase in pay.36
• Salary differences between unionized
and non-unionized NPs.37
• All Canadian provinces fall below the
recommendations of Ontario’s Hay
Group Report for Nurse Practitioners’
salaries, which analyzed salaries and
responsibilities across the health
sector, with specific compensation
recommendations for NPs.38
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THEME 1: REMUNERATION

SURVEY RESULTS
• Salary/benefits is identified as the top
source of dissatisfaction with main NP
position, and improving salary/benefits
was reported as the key element
to help improve the retention and
recruitment of NPs.
• 44% of NPs are not satisfied with their
overall compensation. AB and QC NPs
reported significantly higher rates
of dissatisfaction at 57% and 60%
respectively. Those working in the
community health setting report higher
rates of dissatisfaction (48%).
• NPs reported working an average of
3-4 hours of unpaid overtime per week.
This is consistent across all settings.
• One in five report participating in oncall activities (a mix of paid and unpaid).
• 80% receive benefits in one of their NP
positions.

• More than half (52%) of NPs across
Canada are not satisfied with their
number of paid vacation days, with
much higher dissatisfaction rates
reported by NPs in PE (73%) and QC
(65%). This rate is consistent across
community health, hospital and
residential care settings; it is much
lower in other settings, where 24% are
not satisfied.
• More than 90% of NPs in every
province do not contribute to overhead
costs, except for in QC, where only 60%
do not.
• 51% of NPs reported being unionized
in their main position and 24% in their
secondary position.
• 83% of NPs do not feel their union
represents the specific issues of
concern to NPs. There is a perception
that unions do not fully understand NP
practice, responsibilities and worklife
due to their small numbers relative to RNs.

NP PERSPECTIVES
“I was making more per hour as an RN in the hospital.
I am not appropriately compensated for the level of
responsibility I have and the overtime I put in.”
“Currently it [on-call] is “free” as I get nothing official,
but … (they) can call anytime day or night, weekend or
weekday, and I have to answer.”
“Publicly funded NP positions are poorly paid for the
scope of work and complex caseload of patients.”
“In light of my educational background, years of
experience and productivity at work, I feel I deserve
better compensation.”

18
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THEME 1: REMUNERATION

3-4 HOURS
NPs reported working an average of 3-4 hours of
unpaid overtime per week.

OVERALL COMPENSATION

44% of NPs are not satisfied with their
overall compensation.

VACATION DAYS

More than half (52%) of NPs across
Canada are not satisfied with their
number of paid vacation days.
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THEME 1: REMUNERATION

ANALYSIS OF SALARY DATA FROM THE CFNU PAN-CANADIAN
NP SURVEY (2017-2018)
Based on the results of the CFNU Pan-Canadian NP Survey (2017-2018), the following
table shows the median total income for full-time and part-time NPs in their primary
position for each province and territory, with an overall average salary (including
overtime and on-call premiums) for each category (full-time and part-time).

TABLE 2 – Median Total Income for Main NP Position by Province
FOR UNIONIZED AND NON-UNIONIZED NPs, INCLUDING OVERTIME AND ON-CALL PREMIUMS (PART-TIME AND FULL-TIME)

PROVINCE/TERRITORY

FULL-TIME ($)

PART-TIME ($)

British Columbia

105,353

77,000

Alberta

112,000

73,000

Saskatchewan

114,200

60,000

Manitoba

110,000

82,500

Ontario

103,822

60,000

Quebec

85,000

45,000

New Brunswick

100,000

44,000

Nova Scotia

103,000

82,500

Prince Edward Island

96,500

N/A

Newfoundland and Labrador

101,622

45,000

Northwest Territories

106,000

N/A

Nunavut

126,000

N/A

OVERALL

103,000

70,000

* Overall salary is the average total income (including overtime/on-call premiums) for all 1,160 respondents, including those who did not identify
their province or territory.
Note: According to the survey results, unionized and non-unionized NPs do not differ in median total income (including overtime and on-call
premiums) for their main NP position: both are $103,000 for full-time and $68,000-70,000 for part-time.
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THEME 1: REMUNERATION

Based on the results of the CFNU Pan-Canadian NP Survey (2017-2018), the following
table shows the median total income (including overtime and on-call premiums) for
unionized and non-unionized respondents for full-time and part-time NPs within each
setting.

TABLE 3 – Median Total Income for Main NP Position by Setting (PART-TIME AND FULL-TIME)
FULL-TIME ($)

PART-TIME ($)

Community health

103,000

70,100

Hospital

107,000

62,500

Residential care

106,500

55,000

Other

106,500

232,000*

* Caution must be exercised with this number due to very low number of NPs in this unique employment situation.

ANALYSIS OF UNIONIZED NP AND RN SALARY DATA39

COMPENSATION: PERCENTAGE DIFFERENCE BETWEEN STARTING (MINIMUM) NP AND MAXIMUM RN SALARIES
Based on the CFNU’s 2017 contract
comparison data, there is a wide salary
differentiation between unionized
NPs and unionized RNs in different
provinces. When analyzing starting
salary data for NPs in comparison to
the maximum salary for general duty
RNs, the difference ranges from 5%
in Newfoundland and Labrador and
Saskatchewan to 22% in Prince Edward
Island. All other provinces represent
an increase, of varying degrees, with
Quebec being an exception. This

excludes additional pay premiums for
general duty RNs such as leadership
positions (clinical nurse specialist), time
of work (evening, nights, weekends, etc.),
position (in charge, team leader, etc.) and
overtime. Given all these premiums, the
total actual salary for a general duty RN
at the top level of the pay scale is likely to
be higher than the base salary used here.
This means the actual salary percentage
differences between a starting NP and a
top-scale general duty RN would be less
than those presented here.
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THEME 1: REMUNERATION

FIGURE 1: Percentage Difference Between Maximum RN Base Salary & Minimum NP
Base Salary, 2017

*

Source: CFNU, Overview of Key Nursing Contract Provisions, 2017.
* Note regarding Quebec NPs: In Quebec, it is clear that there is a
dramatic disparity in NPs’ salaries throughout the province. The
nurses’ union (FIQ) and provincial government are working to find
an agreed-upon solution to move towards greater harmonization of
NP salaries province-wide.

Notes: Represents data available as of October 31, 2017, from
contract wage grids and does not include long service awards.
Weighted averages were used for NP salaries in ON. BC & AB data
were not available in source document (AB NPs are not permitted
to unionize).

FIGURE 2: Provincial Unionized NP Salary Comparison, 2017
MINIMUM AND MAXIMUM SALARIES (FROM CONTRACT WAGE GRIDS)
MAXIMUM
MINIMUM

Source: CFNU, Overview of Key Nursing Contract Provisions, 2017.
Notes: Represents data available as of October 31, 2017, from
contract wage grids and does not include long service awards.
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Weighted averages were used for NP salaries in ON. BC & AB data
were not available in source document (AB NPs are not permitted
to unionize).
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Average maximum base salary for unionized NP based on the contract salary grid:
$106,633.72
Average salary (less overhead costs) for family physician: $178,000

THEME 1: REMUNERATION

NP vs. FAMILY PHYSICIAN SALARY

Sources: CFNU Overview of Key Nursing Contract Provisions, 2017; http://www.cbc.ca/news/canada/nova-scotia/
doctors-nova-scotia-fees-timothy-matheson-salary-expenses-1.3603743; CIHI, Physicians in Canada 2016.
Ottawa: Author.

FIGURE 3: Percentage Increase in Minimum Salary 2014-2017
REGISTERED NURSE

Source: CFNU Overview of Key Nursing Contract Provisions,
2014-2017.
Notes: Represents data available as of October 31 annually, from
contract wage grids and does not include long service awards.
Weighted averages were used for NP salaries in ON.

NURSE PRACTITIONER

BC & AB data were not available in source document (AB NPs are
not permitted to unionize). NS data was unchanged due to ongoing
contract negotiations. NL NPs have benefited from an occupational
review negotiated by RNUNL with the provincial government.

KEY FINDINGS

• Survey results indicate salary/benefits is the biggest source of job dissatisfaction for NPs.
• Significant remuneration variation exists across the country.
• Salaries do not reflect additional education, scope of practice, responsibility, accountability of NPs
compared to RNs.
• NPs are frustrated with compensation levels as compared to their physician counterparts.
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THEME 2: ROLE CLARITY & SCOPE OF PRACTICE
Numerous studies point to a general
lack of awareness and understanding
about the role that NPs can play, their
education, and their relationship
with physicians and other team
members.40,41,42,43,44,45,46,47,48,49 This lack
of role clarity, along with legislative
and regulatory barriers,50,51,52 impacts
their ability to work to their full scope of
practice, leading to job dissatisfaction.
While progress has been made in
harmonizing legal NP scopes of practice
across Canada, differences persist.53,54
Some of the specific issues identified in
the research:
• There is confusion about the NP being
an autonomous provider or a physician
extender.55
• Limited stakeholder understanding
of the NP role limits the full
utilization of NP skill sets to enhance
interprofessional care. NP-led models
have been identified as one solution to
overcome barriers.56,57
• Members of the health care team value
the NP role far less when leaders,
including physicians, constrain the NP
role.58
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• When working in a rural or northern
community, NP scope of practice
may increase because they are the
only health professional available.59 A
Canadian study of rural NPs found 6.2%
thought of their nursing role as below
their licensed scope of practice, and
11% as above their licensed scope of
practice.60
• Hospital leaders’ awareness and
understanding of the NP role and its
value vary considerably, leading to poor
hiring choices and inadequate role
integration.61
• Setting clear goals and expectations
for the NP role in the team environment
was identified as critical to support job
satisfaction.62,63,64
• Having a wide scope of practice is
rewarding and challenging,65 yet it has
been found that only about half of NPs
felt they are able to practice to their full
scope.66
• Use of a quality framework such as
PEPPA (participatory, evidence-based,
patient-focused process for advanced
practice nursing), the participatory
framework designed for the NP role
introduction, is essential for role
success.67
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26% of NPs reported not working to
their full scope of practice in their main
NP position. Notably in NT and QC, the
numbers were significantly higher:
75% and 35% respectively. Far fewer
reported not working to their full scope
of practice in BC (15%) and NB (20%).
• The highest rates of not working to full
scope of practice were experienced
in the hospital setting (33%), with the
lowest in the community health setting
(24%).
• Higher rates of not working to full
scope of practice were reported by
unionized (30%) versus non-unionized
NPs (22%).
• 74% of those who reported not working
to their full scope of practice in their
main NP position work in an urban
setting, 22% work in rural and 4% in
remote.

26%

NOT WORKING TO SCOPE

THEME 2: ROLE CLARITY & SCOPE OF PRACTICE

SURVEY RESULTS

• Higher rates of not working to full
scope of practice were reported by
those NPs who are paid an hourly wage
based on actual hours worked (28%)
versus those paid an annual predefined
salary irrespective of hours worked
(22%).
• Above average rates of not working to
full scope of practice were reported
by those whose position is funded by a
private, for-profit company (41%) and by
a publicly funded individual facility such
as a hospital or long-term care facility
(30%).

When asked to rank why they are not working to full scope of practice, the top three
reasons were:

THE WAY MY ROLE HAS
BEEN DEFINED

EMPLOYER/INSTITUTIONAL
THE PERSONALITY &
BARRIERS
PHILOSOPHY OF PHYSICIANS
WITH WHOM I PRACTICE

These three reasons were fairly consistent across all settings, albeit in different
order. An exception was noted in residential care: NPs identified lack of access to a
funding model that would permit patients/clients/residents to access NP services
and legislative barriers.
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THEME 2: ROLE CLARITY & SCOPE OF PRACTICE

NP PERSPECTIVES
“The setting where I practice is
not equipped or designed for
me to work to full scope.”

Manitoba Nurses Union

“Our manager tells us what
we can and can’t do based on
funding for supplies.”
“Both provincial and federal
arms of the government need
to work towards changing
legislation to allow NPs to work
at their full scope. Currently,
I can prescribe mifegymiso
and narcotics, but I am not
legally allowed to perform a
driver's medical or determine
competency, due to legislation.
Many federal and provincial
forms specify only a physician
may fill them out, and that
limits how quickly this can
be done, as they will then
need to see my collaborative
physician.”

KEY FINDINGS
• Various barriers (federal/provincial/territorial legislation/regulation, lack of role clarity, employer policies,
etc.) prevent NPs from working to their full scope of practice.
• More than a quarter of NPs report not working to full scope of practice, leading to job dissatisfaction.
• Lack of role clarity contributes to the suboptimal utilization of NPs in the system.
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THEME 3: INTERPROFESSIONAL RELATIONSHIPS, RESPECT & COLLABORATIVE MODELS OF CARE
Interprofessional collaborative models
of care are recognized as being effective
and form the basis for health care
policy going forward. Community health
centres (CHCs) and NP-led clinics are two
examples of such models.
CHCs are non-profit, communitygoverned organizations that have
provided primary health care, health
promotion, and community development
services in an interprofessional team
model for more than 40 years.68
Ontario’s CHCs deliver care to socially
disadvantaged and underserved
populations and employ almost 400
primary care physicians, more than
300 NPs and many others.69 Numerous
Canadian research studies find that
CHCs provide high quality and costeffective care, achieving better overall
outcomes than other traditional
medical models like fee-for-service
medicine.70,71,72
NP-led clinics have been shown to
produce high patient satisfaction with
clinic services, including effective
counselling, resulting in positive healthrelated behavioural change.73 Evaluation
of the first of 26 NP-led clinics indicates
increased access to care and high levels
of patient and provider satisfaction.74
Furthermore, an NP-led interprofessional

outpatient geriatric clinic was found to
have positive patient outcomes, and
high patient, caregiver and primary care
physician satisfaction.75
NPs practice in a wide variety of care
delivery models, with more emerging
each day, with many different health
care workers in a wide range of models
of care. Successful integration of NPs
within interprofessional teams is key
to their effectiveness, but also to the
retention and recruitment of NPs and
other providers. Care models need
to be supportive, comprehensive,
collaborative, and coordinate all health
care providers.76,77,78
A recent OECD working paper
highlights some of the barriers to the
implementation of NPs, including the
opposition from certain stakeholders
(notably the medical workforce).
Territorial rhetoric and resistance to
change were identified as significant
barriers impacting the uptake of
NPs.79 Physicians have been taught
to be leaders with all-encompassing
responsibility in health care, and are
generally resistant to sharing authority in
patient care, as they view the expansion
of NPs as economically threatening.80
The focus needs to be on teams, not on
individual fee-for-service doctors.81
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THEME 3: INTERPROFESSIONAL RELATIONSHIPS, RESPECT & COLLABORATIVE MODELS OF CARE

Some specific findings from the
research:
• Health professional scopes of practice
and associated models of care tend to
be organized on the basis of tradition
and politics rather than in relation
to the evidence of how best to meet
current health needs. Expanded
scopes of practice, including those
for NPs, often “have been introduced
without full articulation of how [they] …
will be integrated into existing service
delivery models”.82
• There is a general lack of
understanding, on the part of
physicians, RNs, and others83 about
how the NP role interfaces with other
members of the health care team in a
collaborative care model in all practice
settings,84 which may result in the
blurring of responsibilities.85
• Some researchers found that NP
models were poorly understood and

defined.86 Practice structure — not
funding arrangements — are important
determinants for providing evidencebased primary health care.87
• The model of care needs to reflect the
practice values that are important to
NPs: holistic care is the underpinning
of their practice. When NPs are unable
to practice holistically because of
their role in a team, they may become
dissatisfied.88 Lack of continuity of
care between acute and primary care
is viewed as a barrier by NPs with
their holistic approach to health care
and needs to be addressed with new
models of care.89,90 The model of care
used in acute care needs to consider
the NP contribution.91
• Organizational facilitators that lead
to job satisfaction include adequate
physician support92 and effective
communication, role delineation and
team goals from management.93

NP PERSPECTIVES
“…Resistance from institutional radiology/
laboratory, community pharmacy and
specialist doctors who don’t know our role.”

“Further awareness [is needed] by
administrators and colleagues/physicians
regarding the NP role and the positive
advantage within a team approach...”
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Alex Lisman/Ontario Nurses’ Association

“The nurse practitioner-led clinics (NPLCs)
are by far the best model for NPs, for
patient care and for work satisfaction.”

The personality and philosophy of
physicians with whom NPs practice was
ranked as the third reason why NPs are
not working to full scope of practice.
35% of NPs were not satisfied with their
orientation to the physician/health care
team. This varies from a low of 32% in
the community health setting to 42% in
the hospital setting.
NPs collaborate with many different
health professionals in a wide range of
models of care. One of the newer roles
in Canada is the physician assistant (PA).
A common misconception is that an NP
and a PA are interchangeable —
one can be replaced with the other.
This is not the case. An NP is an
autonomous, accountable, regulated
health care professional that provides
comprehensive, holistic health care,
while a PA is a technical, unregulated
role working under the direction and
supervision of an individual physician.
The significant difference in roles is a
result of the substantial difference in
their educational preparation. NPs have
master’s-level education combined with
a minimum of two years of full-time RN
experience based on baccalaureate
education, for a total of eight years,
whereas PAs have one year of course
work and one year of clinical experience
in their training program. Their key role
differences are noted in Table 4.
The value of NPs to patient,
organizational and system outcomes
is well documented, including their
cost-effectiveness. For example, a
review of 17 studies, comparing nursing

home residents who are patients of
NPs to others, revealed lower rates of
hospitalization and overall costs for the
NPs’ patients.94 Utilizing NPs to manage
nursing home patients could result in
U.S. $166 billion (2010-2019) in health care
savings through reducing avoidable and
inappropriate care.95 A systematic review
of randomized controlled trials of NPs
showed that NPs in alternative-provider
ambulatory primary care roles have
equivalent or better patient outcomes
than comparators and are potentially
cost-saving.96 Few evaluation studies
have been conducted on the costs and/
or effectiveness of PAs in primary care
practices or hospital settings, other than
emergency departments.97 Furthermore,
the evidence comparing the clinical
effectiveness of PAs to mainstream
management of emergency care is only
fair in methodological quality.98 NPs bring
significant added value to various models
of health care, health systems and the
health of Canadians.
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SURVEY RESULTS
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TABLE 4 – Key Role Differences Between NPs and PAs99
NURSE PRACTITIONERS

Description

PHYSICIAN ASSISTANTS

Possess and demonstrate the competencies Possess the knowledge, skills, and attributes
to autonomously diagnose, order and inter- to undertake delegated medical services.
pret diagnostic tests, prescribe pharmaceuticals, and perform specific procedures
within their legislated scope of practice.
The NP role is derived from blending clinical,
diagnostic, and therapeutic knowledge,
skills, and abilities that emphasize holism,
health promotion and partnership with individuals and families, as well as communities.

Autonomy

As a regulated health care profession, NPs
are autonomous professionals, legally responsible for their own practice and clinical
judgment, and are title-protected.

Education

NPs receive two years of NP education,
PA training programs are about 24 months in
typically at the master’s level, in addition
duration, including one year of course work
to their initial four years of baccalaureate
and one year of clinical experience.
nursing education and a minimum two years
of full-time clinical experience, for a total of
eight years.

Educational
Model

Holistic focus that addresses not only disease but also all dimensions of the individual
(physical, emotional, mental, etc.), including
the effects of illness on the lives of the
patients and their families.
A strong emphasis on prevention, wellness,
and provision of resources to engage patients in self-management of their health.

PAs are not autonomous health care providers. The scope of practice and their degree
of autonomy in clinical decision making,
including prescribing authority, is negotiated
on an individual basis with a supervising
physician. No PA may prescribe without
physician delegation and supervision.

Grounded in the medical model, which
in general emphasizes the physical and
biological aspects of specific diseases and
conditions, and the clinical procedures or
strategies to address that defect or dysfunction.

Preparing PAs to work as assistants to
physicians, rather than as independent
providers, results in their training being less
An NP emphasizes knowledge acquisition
focused on analytical processes and more
and decision making skills, population
health and prevention, recognizes the social technically oriented.
determinants of health, and stresses the
more analytical activities associated with
primary care.

Underlying
Values
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Improved quality of patient care, including:
increased comprehensiveness of care,
improved experiences, and increased
accessibility.

Improved efficiency and productivity of
physician services.
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Greg Bennett/Ontario Nurses’ Association

THEME 3: INTERPROFESSIONAL RELATIONSHIPS, RESPECT & COLLABORATIVE MODELS OF CARE

KEY FINDINGS
• The ability to practice independently and holistically within collaborative models of care supports NP job
satisfaction and retention.
• A lack of physician support contributes to NP job dissatisfaction.
• A lack of understanding of the NP role by physicians, health care leaders and other health care providers
contribute to job dissatisfaction and suboptimal utilization of the NPs to meet the health care needs of
Canadians.
• PAs are not a substitute for NPs.
• Investing in NPs represents a positive return on investment.
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THEME 4: FUNDING & COMPENSATION MODELS
For NPs to fully participate in health care,
funding needs to be allocated to models
of remuneration that support teambased primary health care.100 Monies
for health care delivery are provided to
regional health authorities (RHAs) or
local health integration networks (LHINs)
who decide on NP positions within global
budgets. There is some specifically
targeted funding for NPs by provincial/
territorial governments and RHAs/
LHINs.101 The goal is to create a financial
environment that supports collaboration
and sharing of care, and links funding
to activities of the team, rather than to
specific providers.102 “Funding model
reform, regardless of setting, should
support a team care approach to ensure
that the money follows the patient and
not the provider.”103 Several authors
have identified a lack of comprehensive
team-based funding models that support
NP practice.104,105 Funding mechanisms,
specifically types of primary care delivery
and methods of payment for health
care providers, is one of four factors
identified as a barrier to implementing
NPs.106 Salaried employees is the
predominant compensation model and
currently the preferred model to support
interprofessional collaboration.107
Specific findings:
• In general, the salary model has been
well received by NPs.108
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• The fee-for-service model does not
align well with comprehensive teambased care109 and has the potential
to place NPs and physicians in
direct competition for funding.110 It
may perpetuate the perception of
competition with doctors.111 In addition,
NPs cannot bill the system directly,112
although NPs can be integrated into
this model if paid by the province in a
salaried model.113
• Incentive-based plans, based on
productivity and quality in acute care,
have been found to be an effective
motivator and have increased gains
in quality of care and satisfaction.114
However, others found that financial
incentives are the most significant
barriers to interdisciplinary and
collaborative care.115
• “The salary model depends on securing
new money or reallocating money from
existing health budgets to employ
more NPs and other APNs [Advanced
Practice Nurses]. This has limited
the number of new NP positions in
Canada…Moreover, the envelope for
physician funding is separate from
other health services. This division
has created some inflexibility in
the ability of health planners to
redistribute money. It has also created
a disincentive to hire NPs because
physician income does not come from
the global health or hospital budget.” 116
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THEME 4: FUNDING & COMPENSATION MODELS

SURVEY RESULTS
• Increasing funding for NP positions
is one of the five most important
factors identified by NPs to improve NP
retention and recruitment.
• The majority of NPs in most provinces
are employed in their preferred
employment status: 76% in fulltime positions and 17% in part-time
positions.
• Notably, full-time rates were
considerably lower in AB and MB (below
60%) and higher in PE, BC, NS, NB, QC,
NT and NL (above 80%).

9% 23%

RN & NP POSITIONS

ONE+ NP POSITION

• Across the country, 9% are employed in
both NP and RN positions, with higher
than average rates seen in:

• 23% of NPs report having more than
one NP position, with those in several
jurisdictions reporting higher levels of
multiple employment:

33% 26%
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THEME 4: FUNDING & COMPENSATION MODELS

GEO-MAPPING: ACCESS TO PRIMARY CARE PROVIDERS
The CFNU partnered with the Canadian
Institute for Health Information (CIHI)
to undertake a geo-mapping exercise
to map primary care providers (NPs
and family physicians) by health region,
census sub-division and per 100,000
population, for each jurisdiction across
Canada in 2016. These maps are derived
from the national workforce databases
housed at CIHI and provincial/territorial
population statistics. This is the
first time such an exercise has been
undertaken.

The old adage that every picture tells
a story holds true. The sample map
of primary health care providers for
Manitoba depicted below shows where
there is no primary care provider
and thus an opportunity to create NP
positions to improve access to primary
care. A visual comparison of the various
provincial/territorial maps illustrate how
some governments and health regions/
LHINs have strategically positioned NPs,
while there remains significant potential
in others. Visit www.nursesunions.ca to
view all the maps for Canada.

FIGURE 4: Primary Health Care Providers, Manitoba, 2016
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“Develop a funding model to
support the direct funding from
the province rather than from
the health authority. Presently,
physicians are considered free
as health authorities don't have
to pay for physicians, while NPs
are considered costly as they are
usually funded from operations
budgets.”

THEME 4: FUNDING & COMPENSATION MODELS

NP PERSPECTIVES

“…A government funding model to
expand the employment settings
and/or for NPs to have individual
NP-led clinics.”
“…Improve options for funding NPs
to allow us to contract directly with
government instead of regional
health authorities.”
“Most NPs I know have many
creative ideas on how our skills
could be used — however, we are
limited in our funding model. It's an
unnecessary barrier to expanding
access.”

KEY FINDINGS
• A lack of comprehensive team-based funding models that support the NP role limits Canadians’ access to
health care.
• Settings such as long-term care have limited funding models to support NP implementation.
• Many areas of Canada have no primary care provider, or family physician only, and would benefit from the
introduction of NP positions.
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THEME 5: CONTINUING EDUCATION/PROFESSIONAL DEVELOPMENT
The links between continuing education/
professional development and job
satisfaction are well-established in the
literature. In addition to influencing
job satisfaction,117 it is well-recognized
in today’s health care workplace that
ongoing learning and removing the
barriers to continuing education for NPs
“…is essential given the importance of
basing care on current best practice
and developing and maintaining
specialist knowledge.”118 “Without the
support, protected time, and resources
to participate in education, research
and leadership activities, APNs risk job
dissatisfaction and lose the opportunity
to develop and/or disseminate new
nursing knowledge.”119
Some specific findings from the
research:
• Professional development and
mentorships need to be supported.120,121
In support of professional
development, mentoring can enhance
retention, job satisfaction and role
enhancement, and programs (including
e-mentorships) have been shown to

be effective in furthering research
competencies and capacity.122,123
• Belonging to a community of practice
for NPs was important for some
practitioners.124
• Consistent funding, protected release
time and access to appropriate
continuing education continue to be
issues.125
• NP-specific language in collective
agreements, related to professional
development, varies greatly by
province/territory.126
• NPs have specific continuing education
requirements for annual registration
renewal.127
• There is variation across provincial/
territorial governments and employers
in their level of support for professional
development/continuing education,
i.e. relocation assistance for hardto-recruit positions/locations; loan
forgiveness programs; NP bursary
programs in exchange for return
for service; signing bonuses for
difficult-to-fill positions; recruitment
initiatives.128

“I believe we need more training days. We
have jobs where we need to constantly
remain up-to-date.”
“I would love more opportunity to attend
paid educational sessions”
“…Continuing competencies that genuinely
enhance the NP’s practice/knowledge;
routine sessions to educate NPs on
procedure-related skills.”
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Prince Edward Island Nurses’ Union

NP PERSPECTIVES

• Improving opportunities for continuing
education/professional development
was identified as one of the top five
most important factors to improve NP
retention and recruitment.
• Opportunities for professional
development were identified as
one of the top three sources of NPs’
dissatisfaction with their main position
(47%).
• 62% of NPs are not satisfied with their
number of paid education days, with
much higher dissatisfaction reported in
PE (82%), SK (82%), MB (76%), NT (75%),
and AB (73%). Rates of dissatisfaction

are higher for those NPs working in the
hospital sectors (73%) and residential
care (64%).
• 27% of NPs reported that their
educational expenses are not
reimbursed, with higher rates
experienced in NL (58%) and AB (50%).
• 17% of NPs across Canada have
additional Canadian Nurses Association
specialty certification which exceeds
their core NP education. Several
jurisdictions exceed this level, including
AB (28%), QC (20%), NB (23%), NS (22%)
and NT* (40%).
*

THEME 5: CONTINUING EDUCATION/PROFESSIONAL DEVELOPMENT

SURVEY RESULTS

Caution should be exercised given small number of responses.

SPECIALTY CERTIFICATION

The predominant certification specialties that bring further NP expertise include:

25%

14%

CRITICAL CARE
COMMUNITY HEALTH

14%

5%
7%
13%
9% 13%

EMERGENCY
GERONTOLOGICAL
CARDIOVASCULAR
HOSPICE PALLIATIVE CARE
PSYCHIATRIC/MENTAL HEALTH
OTHER

KEY FINDING
• Opportunities for professional development/continuing education is a significant source of NP job
dissatisfaction and rated by NPs as very important to their retention and recruitment.
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RECOMMENDATIONS & CONCLUSION

Greg Bennett/Ontario Nurses’ Association

Governments, employers
and others have invested
significantly in the NP role
over the years with the
goal of improving access to
quality care. This role will
become even more integral
as the population ages and
rates of chronic diseases
escalate. Research on the
impact of the NP role to
patients, organizations
and the health system is
abundant and compelling.
NPs are a cost-effective
solution to the provision
of comprehensive, high
quality care in a variety
of settings. The evidence
acquired through this
study points to further
opportunities to improve the
retention and recruitment
of NPs, further realizing
their untapped potential.
Based on the thematic
analysis of the results of
this study, the CFNU has
several recommendations
for governments, employers
and unions.
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Findings from the various components of this study point to the pivotal importance
of remuneration as a factor in retention and recruitment. Currently, widely varying
total compensation (including salaries, pensions and benefits) for NPs exist between
different health care settings and across the country. The analysis of unionized salaries
shows that the gap between RN maximum and NP minimum salaries is insufficient to
attract and retain NPs.

RECOMMENDATIONS & CONCLUSION

RECOMMENDATIONS: Remuneration

THE CFNU RECOMMENDS THAT WITHIN TWO YEARS PROVINCIAL/TERRITORIAL
GOVERNMENTS:
• Harmonize NPs’ salaries across all health care settings within each province/
territory to substantially bridge the wage gap that currently exists. In determining
what constitutes appropriate compensation, account for NPs’ formal education and
experience, their scope of practice, professional responsibilities, as well as their
accountability as autonomous health care providers.

WE ALSO RECOMMEND THAT EMPLOYERS:
• Enhance NP benefit packages to include premiums for on-call work (standby and
call-back), mentoring and preceptorships;
• Enhance the sustainability of employment relationships through the provision/
expansion of NP pensions, health benefits (e.g., dental, vision, paramedical, etc.),
vacations and other leave provisions, time for research, leadership, and professional
development, as well as compensation for WSIB, malpractice, and liability costs;
• Enhance access to funding for professional development, and innovative and
responsive opportunities for continuing education (especially in rural/remote/
isolated and Indigenous communities). Provide access to video/electronic/innovative
educational opportunities to ensure ongoing learning regardless of where an NP lives
and works.
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RECOMMENDATIONS & CONCLUSION

RECOMMENDATIONS: Funding Models
It is evident that governments, employers, nurses’ unions and NP associations have to
examine better funding models that recognize and support the autonomous role of NPs
if populations are to be better served by the full spectrum of NP care across all settings.
Funding mechanisms have been identified as barriers to utilizing NPs across Canada.
Currently, there is a maldistribution of NPs across settings, geographic locations, and
specialties (to meet the needs of specific populations, e.g., seniors) in part because
funding models lack the flexibility to support their use.
A health human resources innovation strategy would see the expansion of NP positions
equitably across all settings to utilize NPs’ unique competencies to address the growing
health care needs of all those living in Canada. This would help to increase access and
reduce wait times, benefiting patients, providers and our health care system alike.

AS SUCH, WITHIN THE NEXT YEAR (2018-2019), THE CFNU RECOMMENDS THAT
FEDERAL/PROVINCIAL/TERRITORIAL GOVERNMENTS:
• Adopt/implement sustainable funding models that reflect population health needs,
support interprofessional collaboration, enable optimal scope of practice for all
providers, and involve NPs in the development, implementation and evaluation of
their role;
• Adopt a mechanism inclusive of governments, employers, unions, associations and
NPs to overcome barriers to NP practice, including, but not limited to, establishing a
means of engaging with NPs on the current challenges to NP practice and providing
suggestions for positive change, as well as input into planning for future innovations;
• Expand or create NP-led clinics.

40

CFNU | Fulfilling Nurse Practitioners’ Untapped Potential in Canada’s Health Care System

Implementing a comprehensive health human resources plan to optimize the use of
NPs to meet the needs of Canada’s diverse communities, populations and geographic
disparities will require many important elements. The following initiatives would help
to increase access to health care in underserved communities and support the optimal
use of NPs in Canada.

RECOMMENDATIONS & CONCLUSION

RECOMMENDATIONS: Health Human Resources Planning

THE CFNU RECOMMENDS THAT FEDERAL/PROVINCIAL/TERRITORIAL
GOVERNMENTS:
• Fund permanent employment positions for NPs in a variety of settings to improve
access to high quality holistic health care to meet the health needs of underserved
populations;
• Provide targeted funding for isolation/housing allowances for NPs in rural/remote/
isolated and Indigenous communities;
• Work with Indigenous communities to expand and recruit NPs from, and for,
Indigenous communities;
• Work with schools of nursing to develop, and provide incentives, to support programs
that prepare NPs to work in difficult-to-recruit geographic locations (such as rural/
remote/isolated);
• Amend federal/provincial/territorial legislation/regulations and employer policies,
in consultation with NPs, to allow NPs to work to their optimal scope of practice to
better serve patients;
• Implement quality frameworks (such as PEPPA) to better integrate NPs into the
health care system.

RECOMMENDATION FOR UNIONS:
• When working in a unionized environment, ensure there are opportunities for
NPs to provide input into collective bargaining, support for ongoing retention and
recruitment programs, etc.

Results from the CFNU Pan-Canadian Nurse Practitioner Retention & Recruitment Study | CFNU

41

Greg Bennett/Ontario Nurses’ Association

CONCLUSION

With close to $9 million in federal funding invested in the Canadian Nurse Practitioner’s
Initiative from 2004-2006, there have been many calls over the ensuing years for the
integration of NPs as a solution to Canada’s ongoing access and wait times issues.
Over the past decade, these issues have persisted. They continue to dominate the
national agenda and are top of mind when people are asked about health care. With the
expansion of our seniors’ population, escalating rates of chronic diseases, an increased
demand for mental health services, an underserved Indigenous population and
overcrowded acute care facilities, there is a pressing need to act now to fully integrate
NPs within our health care system. NPs represent a significant return on investment.
It is hoped that this report will act as a catalyst for change so that provincial/territorial
governments will harness the untapped potential of NPs for Canada’s health system.
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