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KEY IMPLICATIONS FOR DECISION MAKERS

Regulatory bodies must work together in harmonizing existing competency frameworks and consult with
each other in the future development of their respective regulatory documents. Regulatory bodies and
unions representing the three categories of nurses must work together to help their respective members
become more informed about their own and their colleagues’ roles in the health system.

Policy makers must address the role ambiguity that currently exists across the health professions. A clear
understanding of professional roles and contributions is essential to appropriate health human resources
planning, including planning for the right number and type of education seats.

Employers and managers must engage health professionals in discussion of distinct and shared
responsibilities among team members to promote effective collaborative practice improve role clarity and
enhance quality of care. Continuing education of the current workforce will be an important strategy in
moving toward more effective teamwork in health care.

Educators have an important role to play in preparing future health professionals for collaborative practice.
That will require that they have and are able to transmit accurate knowledge to their students about the
roles and responsibilities of nurses and other providers in the health system.

Employers, regulatory bodies, educators, practitioners, unions and policy makers must engage in
dialogue about strategies for improving the utilization of all health professionals. Employers and
managers must employ effective change management strategies when introducing new staff mix models.
Health care organizations, policy-makers and agencies responsible for monitoring and reporting on
health system performance must collaborate in addressing the current inadequacy of databases that allow

linkage of unit or program level staff mix and contextual data to patient, provider and system outcomes.



EXECUTIVE SUMMARY

The term ‘scope of practice’ has been widely used in a number of recent health care reports 1.2.3
and professional documents, 422 but it is seldom clearly defined, although a thorough understanding of the
concept is obviously essential to effective utilization of the health workforce. In this study of nursing scopes
of practice, differentiation was made between nursing roles (i.e. pre-defined expectations of nurses’
contribution based on professional education and role) and role enactment (i.e. actual practice as delimited
by legislation, employer policies, experience, context of practice, etc.).

The primary purpose in this study was to elicit nurses’ (Licensed Practical Nurses [LPNs],
Registered Nurses [RNs] and Registered Psychiatric Nurses [RPNs]) perceptions of the extent to which
they are able to work to full scope and to identify perceived barriers and facilitators to optimizing their roles.
Literature searches conducted prior to the study revealed no consistent use of the term and it was therefore
considered important to understand how nurses themselves describe what it means to work to full scope
and what they recommend as strategies that will enable them to be better utilized. Other members of the
health care team were also interviewed to elicit their perceptions of nurses’ roles and of similarities and
differences between their roles and those of nurses.

The study was conducted in three health Regions — Calgary Health Region and Capital Health in
Alberta, and Saskatoon Health Region in Saskatchewan. Patient health needs and the practice
environment are known to significantly influence role enactment. 4 22 Considerable efforts were thus made
to collect descriptive data about population and contextual factors across the three sites, to examine their
effect on descriptions of scope enactment and assess the practicality of collecting outcome data relevant to
measurement of the impact of work redesign in subsequent research.

Quantitative data collection for this study proved to be a considerable challenge. Measuring the

impact of staff mix changes or of changes in interprofessional roles requires the availability of patient and



provider data at a unit or program level, where the majority of staffing decisions are made. The difficulties
encountered in achieving data comparability across the three sites on a number of the variables selected
for this study highlighted substantial deficits in the databases currently available to inform unit or program
level measurement of the impact of current and emerging models of collaborative practice on provider,
patient and system outcomes.

More importantly, this research revealed substantial role confusion within nursing and between
nursing and other professional groups employed in acute care settings. Further, it appears that role
clarification and redesign of the work of health professionals, certainly within acute care but most likely
across all care delivery settings, might well provide an opportunity to mitigate some of the workload
pressures that are inhibiting professionals from working to their full scope of practice.

Clarifying roles will require a strong commitment to interprofessional and cross sector (i.e. practice,
education, union, regulatory bodies and policy makers) collaboration in redefining the “unique” and “shared”
contributions of each professional group, recognizing that substantial overlap exists in many of the activities
they perform. Staff-mix decision-making for a specific unit, program or setting and effective long-term health
human resources (HHR) planning are difficult to achieve if based simply on a review of the “competencies”
or clinical skills that are shared among so many health professionals. In this research, nursing practice
tended to be described more often on the basis of ‘functional tasks’ than ‘functional roles.” The distinct
differences that exist in the education, knowledge and skill base of the three regulated nursing groups
should distinguish the roles they are expected to perform in providing nursing care. Those differences were
not clearly articulated by participants in this study.

HHR planning should begin with an assessment of the most appropriate type of provider needed to
carry out particular roles, given the current and emerging needs of the population and predicted changes

that will occur in health care and in the external environment influencing health care delivery. The question



that must be asked is not “who can perform this set of tasks or activities?” but rather - “who should and
why?” - given the context and population.

It would appear that role clarification should begin with an examination of commonalities and
differences in the education of health professionals and a determination of the relevance of that education
to employers responsible for appropriate utilization of health professionals and policy makers who fund the
delivery of health care. Ultimately, the focus must be on ensuring that we prepare the right number and
type of health professionals needed to meet emerging population health needs and achieve intended

patient, provider and system outcomes.



CONTEXT

Numerous reports have highlighted the need to address the under-utilization of health human
resources. -4 Ensuring that nurses and other health providers are able to work to their full scope of practice
is an important retention strategy, which is crucial to resolving workforce shortages. Achieving role
optimization requires a clear understanding of the scope/roles of health providers as well as attention to the
environment in which care is provided. Factors such as setting (e.g. acute care), context (e.g. leadership,
complexity of the unit) and provider characteristics (e.g. staff mix, education, experience) influence the
extent to which health professionals are able to fully enact their roles. .6

The primary purpose in this study was to elicit nurses’ (Licensed Practical Nurses [LPNs],
Registered Nurses [RNs] and Registered Psychiatric Nurses [RPNs]) perceptions of the extent to which
they are able to work to full scope and to identify perceived barriers and facilitators to optimizing nurses’
roles. Although the term ‘scope of practice’ is often referred to in policy and professional documents, it is
difficult to find a consistent definition of the concept. It is therefore important to understand how nurses
themselves describe what it means to work to full scope of practice and what they recommend as strategies
that will enable them to be better utilized.

This research drew primarily on qualitative data obtained from interviews, although considerable
quantitative data were also collected to describe the patient care units from which nurses and other
providers were sampled. This health human resources research project is the first in a program of research
that will continue to involve stakeholders in a number of health regions. The project lays the foundation for
redesigning the work of nurses and other health professionals and for measuring the impact of job redesign
on patient, provider and system outcomes. It was therefore important to examine the practicality of
collecting some data related to outcome measurement across the three regions participating in the study.

Research Objectives

e To examine scope of practice enactment by different categories of regulated nurses.
e Toidentify barriers and facilitators to maximizing nursing scopes of practice.



e To assess the potential influence of the work environment on role enactment.

e To identify opportunities for redesigning work and optimizing role enactment.

e To document the practicability of collecting comparable data related to patient, provider and
organizational variables known to influence role enactment and selected outcomes across settings.

Contribution of this Research
The literature search that preceded onset of this study and subsequent review of the literature

(2002 to 2005) revealed that there has in fact been relatively little research on ‘scope of practice’ as a
general concept. We found no evidence of prior research simultaneously examining and contrasting the
roles of RNs, LPNs and RPNs. Research on scope of practice has primarily involved Registered Nurses
and has tended to address specialist nursing roles, such as in oncology, 7 acute care, 8 pediatrics, ® pain
management, 10 sexual health, 11 heart failure clinics, 12 diabetes 13 or outpost settings. 14

Much of the research on nursing practice has focused on job satisfaction, burnout and the working
conditions of nurses, but there is little evidence of prior research that has explicitly linked these factors to
the underutilization of nurses. Although there has been a significant amount of research on nursing staff mix
and patient outcomes in recent years, 1518 researchers in these studies have not addressed the utilization of
nurses and appear to have simply taken as a given that nursing staff was appropriately utilized. The findings
from the research reported herein would suggest that assumption is perhaps not always valid.

Key Messages and Implications (not listed in order of priority)

1) Limited consultation among regulatory bodies when addressing professional roles and developing
competency frameworks and practice standards has resulted in substantial similarity in descriptions of
professional competencies without clarifying whether differences in educational preparation actually
translate into differences in competence or ability to meet particular role expectations.
= Regulatory bodies must work together in harmonizing existing competency frameworks and
consult with each other in the future development of their respective regulatory documents.

2) There is substantial overlap in activities/tasks performed by nurses and other health professionals, but
little concrete evidence that similarities and differences in the knowledge base (i.e. professional role) and
expertise of members of the health team are explicitly factored into decision making about the most
appropriate staff mix model, given the population served and the context of practice.
= Managers may benefit from more information about professional education and complementary
roles of various health professionals, to help them make evidence-based staffing decisions.



= Policy makers must address the role ambiguity that currently exists across the health professions.
A clear understanding of professional roles and contributions is essential to appropriate health
human resources planning, including planning for the right number and type of education seats.

3) Nurses and other health professionals have poor understanding of the similarities or differences that exist
in the preparation of the three groups of nurses and are relatively unaware of changes that have occurred in
nursing education over the past several years. This leads to misinterpretation of the capabilities of
professional colleagues and contributes to overall underutilization of the nursing workforce.
= Regulatory bodies and unions representing the three categories of nurses must work together to
help their respective members become more informed about their own and their colleagues’ roles in
the health system.
= Employers must engage health professionals in discussion of distinct and shared responsibilities
among team members to promote effective collaborative practice, improve role clarity and enhance
quality of care. Continuing education of the current workforce will be an important strategy in
moving toward more effective teamwork in health care.
= Educators have an important role to play in preparing future health professionals for collaborative
practice. That will require that they have and are able to transmit accurate knowledge to their
students about the roles and responsibilities of nurses and other providers in the health system.

4) There is considerable role confusion among the three groups of nurses and between nurses and other
health professionals, which results in unnecessary overlap in task performance and introduces inefficiency
in health care delivery. Clarification of roles should begin by examination of the similarities and differences
in the educational content of the various health professional programs.
= Employers, regulatory bodies, educators, practitioners, unions and policy makers must
engage in dialogue about strategies for improving the utilization of all health professionals.

5) Substitution of one provider for another (e.g. replacing RNs with LPNs) may be occurring inappropriately
in some situations.
= Employers and policy makers must focus on quality of care and patient safety in addition to cost
when making staff mix decisions.

6) When introducing staff mix changes, it is important to consider what service delivery model is most likely
to maximize the complementary roles of health professionals. Staff must be encouraged to refocus their
activities as necessary to engage in collaborative patient-centred practice.
= Employers and managers must employ effective change management strategies when
introducing new staff-mix models.

7) As the focus of health human resources management shifts increasingly toward interprofessional
practice, more attention must be paid to the development of databases that permit unit or program level
measurement of the impact of new models of collaborative practice on provider, patient and system
outcomes.
= Health care organizations, policy-makers and agencies responsible for monitoring and reporting
on health system performance must collaborate in addressing the current inadequacy of databases.



APPROACH
Methods
A descriptive-comparative exploratory design was used in this cross-sectional research study.

Ethical approval for the study was obtained from the Research Ethics Board at each of the three
participating sites (Calgary Health Region, Capital Health and Saskatoon Health Region).

Study Setting: The study was conducted in acute care facilities. A total of 14 patient care units
representing variability in the mix of nursing providers (RN, LPN &/or RPN) were included in the study - four
units in Capital Health, four in Saskatoon Health Region and six in the Calgary Health Region. Over
sampling was done in Calgary to ensure an adequate representation of RPNs, since it was not possible to
recruit nursing units with a RPN staff mix from Capital Health at the time of the study.

Data Sources: Information about perceived ability to work to scope and barriers and facilitators to
role optimization was obtained through face-to-face, semi-structured interviews conducted with nurses and
other members of the health team. The Nursing Role Effectiveness Model 1° guided development of
questionnaires. Nursing managers were interviewed to identify factors that inform their decisions regarding
work assignment among nurses and their perspectives about what facilitates or hinders maximizing the
roles of nursing personnel. Selected members of the interdisciplinary team were interviewed to elicit their
perspectives about the roles of nurses and overlap of those roles with theirs. Telephone interviews were
also conducted with a small sample of volunteer patients, to examine the extent to which the experiences of
patients appeared to reflect the expected focus of nursing (Appendix A).

Information from corporate and administrative databases was collected to facilitate description of
contextual factors that might influence enactment of nursing roles, as well as patient and provider
outcomes. To augment description of the units and enrich analysis of interview data, all nursing personnel
on the study units were invited to complete three validated instruments (Job Descriptive Index (JDI),

Nursing Workload Index — Revised (NWI-R) and the Daily Environmental Complexity Scale (DECS). These



instruments captured such elements of the environment as role ambiguity and tension, autonomy, job
satisfaction and other factors known to influence role enactment. The overall questionnaire response rate by
nurses in the study was 45.3%, with unit response rates ranging from a low of 14% to a high of 70%.

Finally, a thematic analysis was conducted of competency frameworks and other practice
documents relevant to three regulated nursing groups, to provide an objective examination of commonalities
and differences that should be anticipated in the practice of the three categories of nurses. A theoretical
statement of nursing roles was developed to guide the document review and act as a screen against which
to compare ‘expected’ with ‘actual’ nursing practice (Appendix B).

Sample: A total of 167 interviews were conducted with staff RNs (85), LPNs (31) and RPNs (11);
patient care managers [PCM] /assistant PCMs (19) and nurses in specialized roles (21). Although the
proportion of RPNs recruited into this study was small, they were proportionately well represented, as were
all three nursing groups, relative to the overall number of each category of regulated nurses that make up
the total nursing workforce. The mean age of nurse participants was 42.1 years with an average of 16.4
years of nursing experience. About 39% of the respondents had a baccalaureate degree in nursing or a
Masters degree (4%). The majority (57%) of participants had a RN or RPN diploma or LPN certificate in
nursing. Most participants were employed in permanent full-time (59%) or part-time positions (31%), while
about 10% were in temporary or casual positions. Over 90% of respondents were female. A total of 53
interviews were conducted with members of the interdisciplinary health team (i.e., social workers, physical/
occupational/recreational therapists, speech pathologists, pharmacists, dieticians, respiratory technicians)
and other team members (i.e., health care aides, unit clerks, pastoral care and a physician). Interdisciplinary
team members also completed the JDI questionnaire. Although telephone interviews were conducted with a
small sample of patients (n=14), they were neither asked nor expected to comment on differences or
similarities in the roles of the three occupational nursing groups. Data from patient interviews are therefore

not referenced in this report.



Analysis

Given the large number of interviews conducted, a framework for coding was initially developed by
three members of the research team, from a thematic analysis of a small sample of interviews. The
framework served as the initial coding structure used for analysis. N6™ computer software was used to
facilitate analysis of the large volume of data collected through interviews. Consistent with qualitative
methods, several iterations of the categories evolved over the period of analysis. Documentation of the
coding process was maintained to establish an audit trail. 20 Bi-weekly meetings involving coders and
members of the research team provided an opportunity to discuss emergence of themes and to compare
and contrast new themes against the prior thematic structure. An internal audit of coders was completed on
three occasions to assure quality and integrity of the data analysis process. An expert in qualitative data
analysis conducted an external audit of the qualitative component of the study (Appendix C). Quantitative
data were cleaned and then entered into SPSS (11.0). Descriptive statistics were used in analyzing these
data.

RESULTS

Research Question 1: To what extent are nurses (LPN, RN, RPN) in three health regions perceived to
be working to scope?

Defining Scope of Practice

Clearly, many nurses and other health professionals in this study understand ‘scope of practice’ to
mean what they actually do in performing day to day work and recognize that education, experience and
competence influence scope enactment. None of the respondents, however, appeared to differentiate
between the meaning of ‘full scope of practice’ (i.e. a role that is reflected in the knowledge base of the
profession) and ‘enactment’ of scope (i.e. the application of knowledge within parameters defined by
legislation, experience, competence and contextual factors in the environment). There was a general
tendency to describe scope of practice from the perspective of a series of tasks or activities performed in

care delivery.



It [full scope of practice] means doing what | feel competent in doing. If | haven't done something for a
while, I usually ask for the educator to be there or the RN or somebody who has practice in it (LPN).

It means delivering a certain quality of care . . . within my realm, within my knowledge base, within my
education (RN).

It was generally less clear to nurses how professional roles evolve. For some, scope of practice
was defined through a combination of education “what you learn in school” (RN) and experience “what you
learn from just working and gaining experience” (RN). Several participants believed that their professional
association ultimately determined the scope and boundaries of nursing practice. Many felt that scope of
practice was highly influenced by employer practices and policies, which were often inconsistent and
perceived to be unnecessarily limiting. Colleagues were often seen to limit others’ scope of practice.

It means what you're able to do and what you're allowed to do. What we are allowed to do and what we
are able to do are two different things (RPN).

In terms of working as a LPN, they teach us at school a really wide scope of practice, but your hands
are really tied once you get into the actual hospital setting (LPN).

Well, I think we have a lot of skills and knowledge and many times you can’t use them. Even though
many times you're the one telling the doctors we can do this [i.e. give Maalox or Tylenol]... and they say
yes ...but it has to be specifically ordered (RN).

Many respondents reported overlap in roles within nursing - “between the RNs and the LPNs things
are pretty much identical. The expectations and the role [are] treated the same” (RPN) and between nursing
and other health professionals. “I think there is overlap with social work — they deal with families in crisis ...
but they also pick up more patients with emotional or spiritual distress. In my mind, that is very much our
role” (RN). Some expressed frustration at the breadth of overlap with other health professionals, believing it
to result in confusion and tension in the workplace. With few exceptions, the overlap was described in terms
of a variety of specific activities that are shared among health professionals.

[OT, PT, Recreation Therapy], they all do group therapy. ... I'm capable of doing those things, but it's a
matter of who can get it done the quickest (RPN).

I also do a lot of the swallowing assessments, so | overlap quite a bit with the respiratory therapist,
looking at if patients are managing their secretions, if they are ready to progress to a diet. | work very,

very [closely] with the physiotherapist, looking again at mobility range. So it's very much a team
approach (Rehabilitation Team Leader).



There was relatively little discussion by participants of the differences that exist in the educational
preparation, knowledge base and expertise of various professional colleagues, which account for variations
in how health professionals are utilized. It was also evident that many nurses have little understanding of
similarities or differences that exist in educational content among the three nursing groups “We take
pharmacology and | don't think RNs take pharmacology” (RPN) and changes that have occurred in nursing
education over the past several years “LPNs are task oriented mainly... that is what they are taught” (RN).

It is clear that the lack of role differentiation within and among professional groups results in some
nurses devaluing their own contribution “I have my degree in nursing. | feel I could be doing more. | feel that
I'm doing essentially the same tasks as the LPN” (RN) or that of other colleagues “the LPNs do a lot of the
grunt work” (RPN); “LPNs are trained specifically to do task work” (RN clinical educator).

Although several respondents perceived roles among the nursing groups as complementary, there
was a tendency to describe that in terms of specific skill sets rather than as differences in depth or breadth
of knowledge and hence in roles. “RNs have the medical background. They would be more comfortable
working with people with medical problems. Suicide assessment - that might be an area where the RPNs
are more comfortable” (Patient Care Manager, PCM). Overall, there was a general sense that little
difference existed between RNs and RPNs and in many cases, between RNs/RPNs and LPNs. “I know a
RN because they usually have one of those pins, but | usually don’t know if somebody is a RN or a LPN”
(Occupational Therapist). Some of the RPN participants resented the failure to recognize that while their
knowledge base is perceived to be at least equal, if not superior to that of RNs - “RNs I'm sure don’t have
as in-depth a study in psychiatric medicine” (RPN), they are not treated equally.

A RN can walk into psych — no problem, but a psych nurse can't walk onto a medical unit, yet we do
medical/surgical all the way through for four years, RNs do 6 to 8 weeks of psych but they can walk into
psych, no questions asked (RPN; baccalaureate degree in nursing).

There was considerable role confusion among the three groups of nurses and between nurses and

other health professionals. Differences in roles were certainly not clearly articulated by respondents in this



study. That being said, it was nonetheless possible to delineate variation in practice among the three
groups, in relation to key aspects of role enactment such as nursing assessment and coordination of care.
Assessment

The impression that nurses define themselves at least in part by the nature of their assessments
was clearly borne out in this study and was one key element that differentiated the three nursing roles.

My core practice is my assessment. That is where | notice everything that is right or wrong with my
patient. And from that | start to pick out things that need some sort of intervention and from that ... |
make a plan (RN). My role is to assess the patient and to use my knowledge and skills ...to address the
needs of the patient (RN).

As an RPN, our first priority is to do a mental assessment and see how stable they are. We assess
them for hallucinations, delusions, their emotional state, their suicidal risk . . . And then we also go into
their social, cultural background, their development . . . and then we also do the physical assessment
(RPN).

I listen to your chest, | ask if you're coughing. | ask if you're short of breath, | can see if you're on
oxygen or not, so just by talking to people you can assess (LPN). And we just go in and assess them
and basically see if they are alert and orientated and check the colour of their skin and see if they are
perspiring or not (LPN).

Other health professionals also perceived assessment to be a primary role of nurses. “The key role
of the nurse is an awareness of the total patient care picture” (Respiratory Therapist). “[The] nursing role is
to identify problems [the] patient has and initiate a referral ... hence they need to know what a problem
looks like and they don't always” (Speech-Language Pathologist). Some expressed the view that
employers, professional colleagues and sometimes nurses themselves failed to acknowledge that nursing
was grounded in a broad theoretical knowledge base.

| think there is a strong theoretical base that backs nursing. But I don’t think we see that. | don’t think
it's visible. .... As an organization, we don't value the theoretical foundation of nursing. But | don't think
nurses also promote themselves. ... | don't think that they see their assessment role very clearly. And |
think they are the ideal people to be doing a lot of the assessment because they are the ones that have
the daily contact (Social Worker).

All three categories of nurses commented that their confidence and assessment skills improved

with experience. There were, however, some clear differences among nurses in the nature of the activities

described as assessment. LPNs tended to speak about assessing vital signs, hydration/elimination, glucose



levels, etc. RPNs spoke more holistically about patient assessment than did a number of RNs, although
what comprised physical assessment by RPNs was rarely described. “Because they [patients] are
psychiatric, we tend to stick more to the psychological, but | don't think we ever forget about the physical’
(RPN). RNs were more likely to speak of assessment in terms such as neurological, respiratory,
cardiovascular, wound, Gl, urinary, IV and pain assessment and determination of the effects and side
effects of medications. RNs and RPNs also commented that one component of assessment was
determining the need for involvement of other disciplines such as physicians, OT, PT, social work or
respiratory therapy, whereas LPNs more often made reference to involving RNs or RPNs in helping them
respond to patient needs. Other health professionals identified the role of nurses in relation to assessment
of vital signs, determining the need for involvement of other health professionals, and monitoring and
reporting changes in patients’ conditions to others.
Coordination of Care

The notion of the nurse as the ‘intermediary’ between the patient/family and other health care
providers was a recurring element in health professionals and nurses’ descriptions of their roles, but was
also one of the factors that differentiated the three groups of nurses. Although some LPNs did not perceive
they had a role in coordinating care, for others that involved reporting changes in patients’ status to the RN
or others and organizing the care of particular patients around scheduled treatments and services. * If the
PT is coming at a certain time ... that means | have to make sure that ...the tube feed has run through ... It
takes a lot of coordinating ... to make sure everything goes step by step” (LPN). RNs and RPNs also
referred to coordination in the context of setting priorities for care around others’ involvement, but were
much more likely than LPNs to speak of referrals made to ensure that patient needs were met by
appropriate members of the health team, including physicians. This involved coordinating service delivery
across departments within the facility or agencies/services outside the hospital. “We are the ones who need

to follow up overall. Nursing is absolutely responsible for the coordination of patient care” (RN). Other
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professionals also recognized nurses’ roles in overseeing the care of patients and ensuring that patient
needs were met. “They kind of keep order ... making sure there are no inconsistencies in docs orders,
meds, counselling, etc. [They] should know the overall picture, talk to docs most, making recommendations
for care, overseeing everything” (Occupational Therapist).

Coordination was linked with advocacy on behalf of patients, updating physicians and others on the
patients’ status but also having input into formulating care plans. Other professionals also commented on
advocacy as an important element of nurses’ roles. “I think they do a very good job of dealing with very
sensitive patient populations” (Speech-Language Pathologist).

While all nurses spoke of their role in managing or supervising other personnel (e.g. health care
aides, new staff, students), only RNs and RPNs addressed the coordinating functions involved with being in
charge of the unit. While RNs and to a lesser extent RPNs discussed discharge planning as an important
component of care coordination, LPNs spoke mainly of their role in getting everything ready that the patient
needed before leaving hospital (e.g. medications, oxygen) and making sure that charting was up to date.
Working to Full Scope and Issues Related to Scope Enactment

Registered Nurses: There were differences among RNs in their interpretation of what it meant to
work to full scope of practice. RNs, however, were the only nursing provider to state that whether or not they
could apply the full range of their knowledge and skill depended on the type of unit on which they worked
and on the range, acuity or complexity of the patient population. They were more likely to report ‘working to
full scope’ in highly technical areas such as ICU. “Since | am in critical care, | am practicing [to] my scope”
(RN). They commented that specialization in particular areas of practice led to a loss of some skills over
time, but also noted that as confidence increased with experience, there was less focus on skilled
performance of tasks and more on noticing the big picture. Some, but by no means all RNs spoke about

their practice encompassing such activities as holistic assessment (bio-psycho-social-spiritual),
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collaborative practice, working with families, patient teaching and advocacy, discharge planning and
coordination of care.
| guess every time a patient is admitted . . . we have to employ our full range of skills to assess them
physically, mentally, emotionally, spiritually — the whole deal and then use that information to determine
what needs the patient has (RN with degree).

Although it appeared that degree prepared RNs were more likely to discuss their practice in holistic
terms (as in the quote above), it was difficult to detect any other consistent pattern that clearly differentiated
degree from diploma prepared RNs in this study. It was not uncommon for RNs to report that being in
charge of the unit and mentoring other nurses and students challenged their thinking and made them feel
more fulfilled in their work.

Overall, about half of the RNs (n= 85) reported that they were appropriately utilized, although it is
noteworthy that a majority of Patient Care Managers and nurses in specialized roles felt that RNs were
overly task focused and not working to full capability. They identified systemic (e.g. pace of work and high
patient turnover) and personal reasons (e.g. not wanting to attend in-services) as to why RNs did not
respond to the challenge of working to full scope. Other professional colleagues also commented on
workload as a factor influencing the optimization of nursing roles.

The expectation is not there from the organization ... if you're not expected and you're not challenged,
often you don’t do it. I don't think we foster that in them. The staff on the unit, they are still doing the
task-oriented things, trying to look at the big picture, but they don't have the time. I think the Unit
Manager works to her full scope of practice. | don't think any of the other RNs do (PCM).

Over the last several years, we've had many changes and it's ... worn people out and they become
laissez-faire and just do what they can to get through their eight-hour shift. We need to raise the bar on
that and start challenging them (RN - Clinical Educator).

Registered Psychiatric Nurses: Of the three groups of nurses, RPNs were most likely to report
working to full scope, although a majority (n = 8; 73%) reported not being fully utilized at least some of the
time - “well, I'm using some skills all the time.” RPNs believed they were best utilized when they worked

as part of an extended treatment team, were able to provide holistic care, patient and family education,

counselling, psychotherapy and engage in goal setting with patients. They identified a number of factors
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that limited their sense of being well utilized, including differences in approach to management of patients
between physicians and RPNs “a doctor doesn't like to recommend counselling when actually, counselling
and medication work best” (RPN) and the overlap of their role with that of other professionals.
We have a RT and OT that take them off the unit for close to 3-4 hours a day and it's really limiting what
we could do. On the one hand, the LPNs are doing one thing and the RTand OT are doing another and
we're kind of sitting here looking for patients sometimes (RPN).

A few RPNs indicated they were too busy with physical care of patients to have time to address
psychosocial issues and the perceived overlap in roles with other professionals left many feeling they were
little more than custodians, while other team members ‘treated’ the patients.

PCMs and nurses in specialized roles generally felt that like RNs, the RPNs were not fully utilized
and that both system factors (e.g. no differentiation between RNs & RPNs in union contracts) and personal
factors (e.g. did not keep knowledge and skills current) prevented them from having a more meaningful role.
PCMs and nurses in specialized roles tended to see RPNs as “experts in or more knowledgeable or
sensitive to human behaviour” (Clinical Nurse Educator) and therefore more appropriate than either RNs or
LPNs in dealing with mental health issues. In reality, the only differentiation made by PCMs and nurses in
specialized roles between RNs and RPNs was that “RNs have the medical background” (PCM) and
therefore both RNs and RPNs were needed in areas where patients had concurrent medical and
psychological issues.

Licensed Practical Nurses: Of the 31 LPNs participating in this study, fewer than 20% (n=6)
reported working to full scope and among those, there was a tendency to make reference to what they were
allowed to do when explaining whether or not they felt well utilized. “I believe | am doing everything on the
unit that I am allowed to do” (LPN). It is certainly fair to say that LPNs expressed the least satisfaction with
the manner in which they were utilized. Working to full scope was most often described as “just total care,”
(LPN) meaning basic care of the patient, deciding what patients needed in terms of comfort, measuring vital

signs, getting patients settled, taking notes, filling out forms, doing transfers and “reinforcing to the patients
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that it's not a problem when they ring and | don’'t mind answering the light” (LPN). Some LPNs reported
feeling more fulfilled in their work when they were involved in decision-making with physicians or other team
members. Many felt their work was more meaningful if they could do such activities as changing catheters,
NG tubes, dressings, assess pain control and monitor 1Vs. Use of those skills was, however, highly
dependent on other team members’ perceptions of the LPN'’s expertise. Many LPNs reported having to
upgrade their skills to meet licensing requirements, only to find they were prohibited from utilizing these
skills in many settings. Being unable to give medications was the most common restriction reported.

All the LPNs had to upgrade to a certain level. We had to take a med course. So as I'm working on this

unit, I have not used all that stuff | learned. ... But | had to take them to remain a LPN. ... I'm not giving

meds ... I'm not changing dressings (LPN).

Although a majority of PCMs and nurses in specialized roles felt that LPNs were underutilized, it
appeared that resistance or stereotyping on their part were major factors in limiting full implementation of
LPN skills.

Honestly, I just don't think they have the education to do the job (PCM).

Is there room for LPNs on this unit? Potentially - to a really limited degree. | mean help physically
getting patients up in chairs. Help delivering laundry bags ... those sorts of things probably. Would |
give up a RN FTE to bring in LPNs or NAs? Not given a choice, | think (PCM).

A few of the other health professionals also perceived a difference in the knowledge base of LPNs
and were concerned about their ability to adequately meet the safety needs of patients, although it was
impossible to determine whether their views were grounded in factual information. “Sometimes | can see the

lack of knowledge in the LPNS ...And | think sometimes the LPNs compromise safety, thinking the patient is

able to walk safely” (Therapy Assistant).
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Research Question 2: What are the personal, professional and organizational barriers / facilitators to
maximizing nursing scopes of practice?

Barriers and Facilitators to Practice
There was a general tendency on the part of participants to make reference to facilitators to working

to scope by giving examples of conditions in the work environment that could be improved (i.e. barriers).
The data on barriers and facilitators are therefore not presented separately in this report.
Interprofessional Relationships

It was evident from this research that the quality of interprofessional relationships influenced nurses’
perceptions of autonomy, of being valued for their knowledge and skills and of being able to work to the full
extent of their capability. Participants reported feeling valued as members of the health team when they
were asked to provide input into patient care plans and were listened to when they expressed concern
about their patients. Unfortunately, it was not uncommon for nurses to report they did not feel particularly
respected by other team members. “Some of the people, they figure if you're not a RN, you're not a nurse
sort of thing” (LPN). Lack of respect from colleagues and poor interprofessional interactions, as well as lack
of recognition for what nurses do were identified as contributing to failure to recognize others’ capabilities
and competence. Tension between RNs and LPNs appeared to be fairly common. “Even though they
[LPNs] say you're not responsible for [me], | will be, because I'm the RN. And | don’t care what anybody
says” (RN). “I know the RNs and LPNs are having a real battle” (Health Care Aide). Lack of trust in others’
competence was sometimes cited as a reason for limiting the activities they were allowed to perform. “The
LPN wanted to give the medication because they couldn’'t contact the MD. And the proper course of action
is to withhold it ... the level of judgment . . . was inadequate in my opinion” (RN).

Although several RNs, RPNs and LPNs said they worked effectively together, ‘power struggles’ were

also reported. “Within the roles, especially in psychiatry, there is some jealousy ... some protecting of
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different roles and therefore, protecting of jobs” (RN). Tension between younger and older staff was also
noted. “Politics on the unit ... there’s niches of the older nurses who don't like us younger nurses” (RPN).
Although nurses reported generally positive relationships with physicians, a number of them
perceived that there was significant room for improvement. “When it comes to doctors and nurses, there’s
good times and there’s bad times” (RN). “A doctor who is going to snap at you because of what you're going
to tell them, although you're responsible for giving that information” (LPN). RPNs more than the other two
groups of nurses reported that communication was often strained between themselves and other
professional staff. “What gets in the way is what they [rehab staff] believe is their role and what they believe
they should be doing and they're going to protect their turf and we’re going to protect ours” (RPN).
Work Environment
Although ineffective communication and poor interpersonal relationships were identified by all
groups of nurses as limiting their ability to fulfill their roles adequately, other features of work environments
were also identified. Time, workload and patient acuity were by far the factors most commonly reported as
limiting nurses’ ability to perform the full range of activities they perceived were necessary to respond to
patient needs. It was often reported that workloads were so heavy that people simply did not have the time
to consult with each other on patient issues, causing unsafe conditions for patients in many instances.
Because of time constraints, it's very hard to actually sit and have conversations with your patients. ... If
someone was to do some good ... intense work with the patient, time factor is a barrier (RPN).
It's very rushed and sometimes you may miss things ... your daily assessments might not be as good
as they were if you had more time to spend with that patient (LPN).
So ... you're focusing more on the physical aspects of things and you're not really, I mean it comes into
play, but you don't often have time to focus on psychosocial (RN).
A lot of stuff | learned in school, I'm sure | apply it to some degree, but | would like to do it more, but we
just don't have time (RN).
It was obvious that nurses regretted the inability to find more meaning in their work “| feel like I've

not done my job and haven't done [for] my patient the best | could ... I'm not maximizing much of my

education” (RN).
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PCMs, nurses in specialized roles and several staff nurses commented on the importance of
organizational resources (e.g. adequate amount of well functioning equipment, funding for in-service
education, opportunities to participate in rounds, access to clinical educators and best practice information,
etc.) and supportive management as key elements in enabling staff to work to the full extent of their
capabilities.

| think as managers, we need to spark that enthusiasm to get people working to full scope and
challenging them to do that. And involve them in decision-making (PCM).

I've been asking [for equipment] for so long, | don't even ask anymore. If they had the right environment
and the right stuff to work with, maybe they would actually get some valid work done (PCM).

Many participants recognized the importance of continuing education in maintaining up-to-date
knowledge and competence. However, staffing ratios, lack of permanent staff, time and funding to back-fill
positions were cited as obstacles to undertaking continuing education and to optimum utilization of
professional resources.

Scheduling education days is always a problem. ... To get all staff off to a program and work within the
collective agreement . . . to make a . . . schedule that’s suitable for everybody to go is always a
challenge (PCM).
Even shift work becomes a huge issue of trying to have staff go off and do workshops. And you have to
replace them by a casual (PCM).
If you want to do anything beyond crisis intervention, the workload would not be manageable. If you
really want to do full scope of practice, looking at research ...at team building ... at organization ... at
leadership, there’s no way. There is not enough continuity of full-time nurses that build the capacity of
doing that (PCM).
Research Question 3: To what extent do contextual factors such as patient complexity, provider
characteristics, workload and organizational supports appear to influence enactment of scope of
practice?
Quality of Databases

Data were collected from corporate and administrative databases to describe contextual factors that

might influence enactment of nursing roles. In addition, all nurses on the study units were asked to

complete questionnaires addressing such issues as satisfaction, autonomy and role tension to augment

description of the units and determine to what extent these factors appeared to influence role enactment.
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One aim related to quantitative data collection was the intended identification of “like” and “unlike”
units from which to examine differences and similarities in descriptions of scope enactment. For example, it
was expected that units of low, medium and high complexity (measured using unit activity data and the
DECS questionnaire) would ‘correlate’ at least to some degree with the mix of nursing staff across units with
similar patient populations (defined by “top ten” CMG / RWI or ICD diagnostic codes). On the basis of the
theoretical statement of nursing roles that had been elaborated, it was further assumed that patient acuity
and complexity would influence the extent to which nursing roles could be fully enacted. In the end, it was
not possible to analyze descriptions of scope enactment using the contextual indicators selected for this
study. Comparisons of patient populations either by diagnostic grouping or acuity/complexity could not be
made. Acuity and nursing workload measures were not available in the Saskatoon Health Region. In
addition, although the same nursing workload measurement system is used in the Calgary Health Region
and Capital Health, different approaches to weighting patient acuity scores made comparisons across the
two sites impossible. Many of these data comparability issues did not surface until the data analysis phase,
when incongruent findings began to highlight the fact that indicators that were presumed comparable at the
outset were in fact not so.

The DECS data suggested that all units in the study were generally complex (scores ranging from
6.73- 8.68 on a scale of 0-10). Although units were differentiated to some degree on the basis of higher and
lower complexity and organizational attributes, overlapping confidence intervals on both the DECS and
NWI-R indicated that caution was needed when drawing conclusions from the data. Data from the three job-
related questionnaires provided some evidence of the importance of factors such as autonomy, control over
practice and nurse-physician relationships in creating satisfying work environments. This was reinforced
during analysis of qualitative data. Nurses who participated in interviews expressed discontent when their

assessments and other input were not considered in patient care decisions, when they could not practice
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autonomously despite their level of competence and when their knowledge and abilities were not
recognized and acknowledged.
When you actually get into the area and it's so restricted, so limited and so confining. You're really at a
loss to find your way for a number of years [after graduation]. And | think lots of people give up and
actually they let go of a lot of the stuff that they learned and have knowledge of (RN).

In summary, it was not possible to use the selected indicators to make useful comparisons of the
practice environments across units or sites. Furthermore, interview data revealed few substantive
differences across the units enrolled in the study and the presentation of findings therefore does not
differentiate among the three regions. On the basis of the interview data in this study, it was concluded that
contextual factors either do not play a major role in how nurses describe enactment of their roles, or that the
interview questions did not adequately address contextual factors that influence scope enactment.
Research Question 4: What opportunities exist for redesigning roles and optimizing scope
enactment (e.g. enhancing worker contribution to achieving intended outcomes) to make better use
of nursing staff?

Differentiating Roles and Clinical Skills/Competencies

In this study, efforts to objectively describe similarities and differences among the roles of the three
groups of nurses using their respective competency frameworks and/or practice standards were not
successful. Each nursing regulatory body has adopted different approaches in developing its frameworks.
All documents reveal similarities in the terms used to describe competencies (e.g. knowledge and ability to
assess the client). Limited consultation among the nursing groups when addressing the issue of nursing
roles has made it difficult to use existing documents to make an objective determination of what might be
the most appropriate mix of nursing providers, given the nature of the work to be performed. For example,
the competency “demonstrate ability to collaborate with researchers to plan, conduct and evaluate nursing

research” 2L p-208 perhaps justifiably applies to all three groups of nurses, but does not explicate whether

there is any difference in educational content, and hence in expected research competence among the
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three categories of nurses, that would warrant selecting a LPN rather than a RN or RPN to achieve the most
appropriate utilization of nurses in a given context.

The study nonetheless clearly demonstrated that there are substantial opportunities to improve
nurses’ ability to optimize their skills and knowledge, by implementing strategies to overcome the gap that
exists between what nurses say they are educated to do and what they perceive they are able to do in
practice. “We learn about group therapy, but we can't run a group. What prevents that? I'm not too sure”
(RPN). Patient care managers in particular described a number of challenges in enabling nurses to work to
full scope.

When you're so busy and you're moving them [patients] in and out, you do retrograde back to that
functional thing. I've got to get their meds on time, their vital signs, their discharge teaching and we all
go back to just getting the tasks done on the list, to get them in and out. And | think that inhibits us from
going to where we could go (PCM).

The focus on task performance on the part of many RNs has narrowed the gap in perceived scopes
of practice between the two categories of nurses. “So basically, if LPNs were working to their full scope of
practice, which they don't do at this facility, they would be doing exactly the same job” (RN). Recent
expansions in the LPN scope of practice appear to intimidate some RNs, who question what that means to
their role. It appears that insufficient attention has been paid to redefining the role of RNs in concurrence
with changes in LPN roles. “The LPNs moved to full scope of practice and we needed to move the RNs
ahead at the same time. And that hasn’t happened and we continuously define ourselves by the tasks®
(RN).

Many comments from participants in this study provide evidence that more effective change
management strategies and improvements in the work environment could contribute to more effective

utilization of the nursing workforce. It was evident from this study that substantial effort may be required to

redesign the work of nurses, at least in some settings. While there may be overlap in some competencies
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across the three groups of nurses, there needs to be more differentiation than is currently evident in the
roles that each occupational group is expected to perform.

Research Question 5: How practicable is it to collect and analyze context and outcome data (i.e.
indicators) across practice settings and geographic locations, to describe the influence of
environment on nursing role enactment and in future research, to measure the impact of job
redesign on patient and nurse outcomes?

Comparability of Data across Sites

A major reason for collecting much of the quantitative data in this study was to determine the
feasibility of conducting future work redesign research across different health regions. Measuring the impact
of role or staff mix changes requires the availability of patient and provider outcome data at the unit level,
where staffing decisions tend to be made. Given that client needs and the context within which nursing care
is delivered are important elements of a staff mix decision-making framework, it is crucial that information
about the patient population and the practice environment be available to those making staffing decisions,
usually the unit or program manager. As previously noted, patient and contextual data requested for this
research were often not available at the unit level, not collected in one or more of the regions at the time of
the study, or were not always comparable across the three sites, even when available.

For example, administrative databases in two regions did not differentiate between RNs and RPNs
when reporting staff complement. Structural indicators that provide utilization related information on acute
care patient units (e.g. the flow of the patients in and out of the unit) were easily accessible and alike across
the three regions. Patient incident data, however, were not uniformly accessible or comparable across the
three regions, suggesting it would be difficult to conduct research related to the impact of staff mix changes
across the sites, using critical incidents as an outcome measure. Patient falls and medication errors were
the only two patient outcome indicators collected in all three regions. Nosocomial infection data were not

uniform across the health regions and as with other patient incident data, a considerable amount of effort

would have been required to extract needed information from existing databases.
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The challenges involved in trying to achieve data comparability across the sites led us to the
conclusion that it would be too difficult at this time to measure the impact of job redesign for research
conducted on a variety of units in different regions.

DISCUSSION

This research was aimed at eliciting nurses’ perceptions of the extent to which they are able to work
to ‘full scope of practice.’ Differentiation was made between nursing roles (i.e. pre-defined expectations of
nurses’ contribution based on professional education and role) and role enactment (i.e. actual practice as
delimited by legislation, employer policies, experience, context of practice, etc.). There was substantial
evidence of unmatched expectations between what nurses have been educated to do (i.e. full scope of
practice) and what they perceive they are ‘allowed’ to do in the practice setting (i.e. role enactment).
Workload, patient acuity, professional relationships, availability of resources and supportive management
were described among the factors that influence enactment of scope. Nurses, patients and other health
professionals were generally unable to clearly articulate substantive differences in the roles or RNs, RPNs
and LPNs, in spite of significant real differences in the education, knowledge and skill base of the three
occupational nursing groups.

Findings from this research also indicate that considerable role overlap and role ambiguity exists
not only within nursing, but across other disciplines as well. The lack of clear understanding of differences in
health professional roles contributes to considerable overlap in task performance, underutilization of the
health professional workforce, tension in the workplace, less than ideal interprofessional relationships, and
potentially the establishment of staff mix models that may not always optimize quality of care or patient
safety. We can ill afford to continue in this fashion, in view of current and future workforce shortages. 22

Optimizing the contribution of all health professionals requires that each provider demonstrate clear
areas of expertise that complement, rather than compete with the activities of others. 23 This implies that

professionals must have a clear sense of their own roles and understand how enactment of those roles is
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influenced by the population served and the context of practice. The results of this study indicate that
substantial work is required to clarify roles and responsibilities, improve understanding of the education,
competencies and skill base of health team members and provide increased opportunities for meaningful
collaboration in delivery of care. It is widely acknowledged that effective interprofessional teamwork is a
necessary element of health reform in Canada, particularly in view of looming shortages in the health
workforce. 24.25

The recent introduction of greater numbers of LPNs in acute care settings has occurred without a
clear articulation of the role they are expected to play, relative to that of RNs. Research linking the
proportion of RNs in acute care hospitals to patient outcomes 2627 suggests that caution is needed when
introducing LPNs as substitutes for RNs in these settings. Resistance to the broader use of LPNs may stem
at least in part from failure to recognize that it may be more suitable in certain settings to consider the
complementary (versus replacement) role that LPNs can play as members of the health care team. It is
possible that some managers interpret ‘autonomous nursing practice’ as meaning that LPNs must be
independently assigned responsibility for total patient care. Rather, it should be recognized that authority
can be given to initiate particular nursing actions without specific direction from other providers (e.g.
monitoring 1Vs), but still within the framework of shared responsibility among team members for meeting the
total needs of patients. In some instances where LPNs have been introduced to replace RNs, they report
they have been given more responsibility than they perceive is appropriate.

The key theme emerging from this research is the need for role clarification and redesign of the
work of health professionals. Addressing these issues might well provide substantial opportunity to mitigate
some of the workload pressures that are inhibiting professionals from working to their full scope of practice.

GENERALIZABILITY AND LIMITATIONS

When early findings from this research were discussed informally with nurses and other

professionals from jurisdictions across Canada, they seemed to resonate with those colleagues. We are
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therefore reasonably confident that the findings from this research represent a ‘current state’ that potentially
characterizes many health care settings.

The lack of comparability of quantitative data across sites involved in this research made it
impossible to fully answer all of the questions raised at the onset of the study. These findings nonetheless
point to the importance of improving health care databases, to allow measurement of the impact of
emerging models of collaborative practice on patient, provider and system outcomes.

DISSEMINATION OF RESULTS

This study was conducted in collaboration with an Advisory Committee consisting of policy makers,
academics, nursing and allied health practitioners and managers, decision-makers and educators, as well
as representatives from regulatory colleges, health human resources and the public. Throughout the study,
progress reports have been posted on the websites of several of the participating organizations and broadly
disseminated through a project newsletter. Discussion of early findings has occurred at meetings of the
Nursing Advisory Council of Alberta (NACA) and in other settings (e.g. CHSRF workshop on Effective
Teamwork in Health Care). Some of the recommendations from this report will form the basis for
development of an action plan to be enacted by the Clinical and Nursing Practice Leaders Network of
Alberta, beginning in fall 2005. The results have been or will be presented at a number of conferences over
the next several months (Appendix D) and several papers for publication are in progress.

ADDITIONAL RESOURCES

Additional information about this study can be obtained from Dr. Jeanne Besner, Director, Research
Initiatives in Nursing and Health, Calgary Health Region. The final report and detailed technical reports are

available on the department website at http://www.calgaryhealthregion.ca/rinh or by request.

FUTURE RESEARCH

The scope of practice research described in this report will contribute substantially to the ongoing

development of our program of research, which is aimed at optimizing management of health human
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resources in the context of emerging models of interprofessional, collaborative patient- centred practice.
The study has informed three recently initiated research projects, respectively funded by the Alberta
Heritage Foundation for Medical Research, Alberta Health & Wellness and Health Canada, as well as
others currently under development.

This research focused uniquely on the practice of acute care nurses and findings may not apply to
the same extent in the community or long-term care sectors. More research is needed to determine whether
the issues identified in this study also impede optimum utilization of health professionals employed in the
non-acute care sector. It is likely that role clarification and job redesign among primary care providers are
also necessary in order to achieve optimum utilization of health professionals across the entire continuum of
care delivery.

Other questions to be answered through subsequent research include: 1) What do current health
professionals need to know about the knowledge, skills and capabilities of their professional colleagues in
order to support new models of service delivery that promote effective teamwork and improve patient,
provider and system outcomes? 2) What changes are needed in professional education to promote
enhanced awareness of interprofessional roles among faculty and students? 3) What information and other
supports do first line managers need to help them make staff mix decisions that optimize professional roles
and promote cost effective delivery of care? 4) What is the impact of redesigning the work of all health
professionals on patient, provider and system outcomes? What key indicators are needed to measure the
impact of staff mix changes at the unit and program levels? 5) How does optimization of the roles of all

health professionals influence projected health workforce needs for the future?
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Interview Questionnaires

Nurse Interview
Nurse Manager Interview
Inter-Disciplinary Health Team Member Interview

Patient Interview
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Stdy Sire’ Facility
Smudy Mumbear,

Nurse Interview
Interviewer Opening Script
The purpose of this mferview 13 to obtain mformation on nursing practice. Specifically,
we would ke to imderstand what facilitates or acts as a bammer to utihize the skills and
knowledge that yon feel has prepared you in your nursing practice. This mformation will
be usad to informe how to optimize nursing reles.

*  The feadback that vou provide will be kept confidential. Your name will not be
assoctated with any of the comments you choose fo make.

= For efficiency and accuracy [ would like to tape record our conversation. You
may ask to have the recorder tumed off at any time. (Any identifying information
will be removed from taped materials).

[Feview the consent form with the nurse. Ask them if they have any questions or
concemmns about the project or misrview process. Have them sign the consent if they have
not already done s0.]

Scope of Practice
1. What does 1t mean 2 you to be practicing according to the roles and

responsibilities defined by yvour profession?

2. Would you say that in vour practice setting vou have been able to use the full
range of education, knowledge, and skalls that are associated with being a nurse?
Why or why not?

What differences do vou see between your role and that of other groups of nurses
(e.g., B3, or LPNs, RFNs)T?

Lad

4. How do you determine what are the boundaries between your role and that of
others? Can vou give specific examples of sitnations where your role overlaps
with that of other non-nnrse members of the health care team? Wheo are these
professionals? What are their roles? When these overlaps eccur, how do vou
determine who should take the lead i ensuring the needed care is provided?

h

L5 there a specific conceptual approach that guides your practice and care of
patients?

6. Could vou please conunent specifically on the nature or type of mursing
assessments vou routimely conduct?

Nurse [mterview
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Could vou please comment specifically on the process vou follow to evaluate the
care given? What do vou fzel 1s vour respensibility as 8 murse in evaluating
patient care?

8. Can you please provide specific examples of functions or responsibalities that you
mtiate on your own and consider vourself totally responsible and accountable for
[as a BN, LPN, EPN]?

9. What types of patient care decisions do you rontinely make without a need for
consultation with other members of the health team?

10, What types of activities or functions do you carry out that other health cars
professionals rely on for accomplishing their own activities? (e.g. momitoring,
reporting changes in condifion, coordinating care).

11. Are there fimctions or responsibilines that you can only camry out with direction
from another care provider? Can you give examples of these activinies? Whe
usually gives you direction?

Context

12. Please provide specific examples from your practice setting of situations when
von have been able to use the full range of slalls and knowledge associated with
your role as a murse?

13. Please provide specific examples of situation when vou have not been able to use
the full range of skills and knowledge associated with vowr education as a nurse?

14, Are there factors that act as a barrier m allowing you to practice using your full
range of skills and knowledge? Please describe them.

15. Please comment on the workleoad on this Unit? How do you think that worklead
affects vour nursing practice?

16. How are patient care assignment decisions made on your Umit? What role do you
play m this? What are vour thoughts about the process?

17. How nmch mfluence do you think vou have in making decisions about patient
care? Do yvou feel this 15 =at11fa-:mn If not, what would need to change? Why?

Nurse Interview
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18. How do vou feel about the effectiveness of comnmmication between nurses and
other interdisciplinary team members on your Unit? What are the barriers to
comumuication, if any? What are the facilitators to comnmmication? How could
communication be optimized?

19, Could vou comment en the coordination of care on this Umit? Who 13 invelved?

What 15 vour rele in coordination of care? How well does coordination of care
work on flus unit? How do vou think it could be enhanced?

20. Are there other comments you would like to make about facilitators and barriers
to workmng to the full range of yowr nursing education, knowledge and skills?
If there 13 anything vou would like to see changed or improved, what is that?

I1. Thank vou for taking the time to participate in this interview.

Furse [mierviaw
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Smdy Sire and Faciliny
Smdy MNumber

Nurse Demographic Information

1. What is vowr education (check all that are applicable)?

g LPN certificate

BN diploma

EFN diploma

Bachelor's Degree in Nursing
Orther Bachelor's Degree
Master's Degree in Nursing
Other Master's Degree

FhD

L% EL < I & S S S R ]

[

8 Tes
If yes, please specify
g No

Lad

program?

4. Areyou curreniy pursuing another degree/diploma?
g TYes Ifyes, which diploma or degree:

LPN certificate

BN diploma

EFN diploma

Bachelor's Degree in Nursing

Other Bachelor's Degree

Master's Degree in Nursing

Other Master’s Degree

FhD

L W I O o i

g No

5. How many years of yvou been praciicing nursing”

Do you have & diploma o1 certificate in a mursing specialty (1.e., gerontclogy, obstetrics?

How miany years has 1t been since you graduated from your highest degres/diploma

4. How long have vou worked in this facility'hespital?
g 0-2 years
& 3-5 years
8 6-10 years
g 11-13 years
8 16+ years

7. How many menths of years
1mit?

Murse Demographic Cuestiomnaire

of experience have vou had on this
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8. Gender:
g M a8 F

9. Year of Birth:

10. Which of the following best deseribes your current position? (Please check only one)
g SaffLPN

Staff BN

Staff RPN

Patient Care Manager

Asgsistant Patient Care Manager

Nurse Instructor/Educator

Clmical Nurse Specialist

Nurse Chnician

Other, please specify

[ O s O Y ]

11. a.) How is your present position classified 7
g full-ime, permanent
g full-ime, temporary
8 part-fime, permanent
8 part-fime, temporary
& casual
b.) Is this by choice? 8 Yes 8 No

Anzwer only if vou are part-dme or casual.
c.) In the past year, how many hours per week did vou work on average?
& 4 hours or less
5-8 hours
912 hours
13-16 hours
17-20 hours
21+ hours

[ I O T ]

12. Do you work on more than one Unit?
8 Yes g8 No
g  Ifyes how many units do you work on?

13, What Unit do you work the most howurs?
8 Medical

Surgical

Med/Surg

Obstetrics

Intensive Care

Eehabilitation

Commmmity Health Centre

(s S W W O O

Murse Demograplic Cuestonnaire
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& Home Care
8 Longterm Care
g Other, please specify

14. Pleasze identify how long have you worked on the above Unit?

6 0-2 years

8 3-5vyears

8 6-10years
8 11-15 years
8 16+ years

15. Have yvou worked with a similar patient populatien in other settings?

8 Yes If yes, for how long?

8 Under 1 vear

8 1-2vyears
8 3-5vyears
8 6-10years
g8 11-15 years
8 16+ years
8 No

16. What shifts do you usually work? (Pleasze check all that are applicable)
g Days, weekday

Days, weekend

Evenings, weekday

Evenings, weekend

Nights. weekday

Nights. weekend

[ I W s I

17. a) In the last year, how many hours of continuing education eppertunities did von participate 7

{0 hours

less than & hours -

8-16 hours If ves, then answer part b
16-40 hours

4+ hours

D D

b} What was the nature of the continuing education opportumities? (Please check all that apply)

& Conference or workshop nor sponsored by your employer
& Conference or workshop sponsored by your emplover

8 Education‘raiming offered at yvour Unit level

g Other, please specify

Murse Demograplic Cuestonnaire
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Smdy Sire and Faciliny
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Nurse Manager Interview

Dioes the Unit have a specific mode] of care delivery?

If ves, can you tell me more about the model of care delivery? How was it selected?
If mo, 15 thers a model of care delivery or a blend of models that charactenzes tls
Unit? Please explam. How does this mfluence vour approach to assignment of patient
cale among nursing personne]”

I5 there a specific concepinal approach that guides the nursing practice on the wnit?

What factors assist youn in determining how and to whom to assign the nursmg care of
patients on vour umit? Please give examples to tllustrate vour decision making
process.

What does working to the full range of education, knowledge and skills mean to you?

Do you think nurses on your umit cwrrently work to the full extent of their education,
knowledge and abalities? Are there specific categonies of nurses who work to the
maximum scope of their practice? Who are they? Why do you think that simation
exists?

What facilitates working to the full range of education, skills and knowledze? Can
vou explain? Are facilitators different for different cate gories of nurses? Please
-:Ianfjf.

What acts as a barmier to working to full breadth of practice? Can you explamn? Are
barriers different for different categonies of nurses? Please clanfy.

What factors would nead to change on your unit to enable nurses to work to the full
breadth of their practice?

Can you give specific examples of simations where mirsing roles overlap with that of
other non-nurse members of the health care team? Who are these professionals? What
are their roles?

How do you determune what are the boundaries between nurses” roles and that of
others? Can you give specific examples of sitnations where boundaries are blured or
overlap?

Can vou give specific examples of role fimetions or responsibilities that murses
mutiate on their own and consider themselves respensible and accountable for?

Can vou give specific examples of role fimetions or responsibilities that murses
[FIN/LPIN/other murses] carry out under direction from ancther provider? Whe nsually
gives that direction?

Furse Manzger Inrervisaw
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Study Site and Facility
Smdy Mumber

Can you give specific examples of fiunctions that nurses carry out that are partially or
totally dependent on the functions of other providers for their accomplishment? How
do T.hE} negetiate accomplishment of those functions?

2. Could you comment on workload on this Unit? How do you think that werkload

relates to the nurses” ability to work to full breadth of their practice?

. How do you feel about the commmumnication between nurses and other mterdisciplmary

team members on your Unit? What are the barmers to commmmication? What are the
facilitators to conmmunication? How could commmmication be opimzed?

14, Could vou comment on the coordinatnon of care on this Unet? Who 13 involved? Hewr

15

well does it work? How do vou think 1t could be enhanced?

. Could you comment on the appropriateness of the staff mix on s Unit? Do you

think opportumities exist to have a different staff mix? If so, what do you think wonld
be appropriate and why? How do you think you conld accomplish that? What would
it take to achieve the “right” staff nux?

16. How would you descnbe the adequacy of equipment and supplies on this nmit? Do

18.

19.

vou think that affects nmurses™ ability to work to the full breadth of their practice? If so,
PIEEHE' explain.

7. How would yvou describe the adequacy and availability of health records, protocols,

health care data, etc. Do vou think that affects nurses” ability to work to the full
breadih of their practice? If o, please explain.

Can you discuss the extent to which murses on this unit are involved in decision-
making sbout client care? Please give examples. Are nurses invelved as much as they
could be? If not, how could this be facilitated?

What leaming experiences and opporiunities are available to murses on this wnit? How
do vou think that influences nurses” ability to maxinize their breadth of practice?
Are educational opportunities adequate? How could they be improved?

20. What other comments would you like to make about facilitators and barriers to mirses

working to their full breadth of practice? If there 15 anything you would like to see
changed, what 1s 1t7 How could this change be facilitated?

21. Are there any other comments you wonld like to make that maght help us determume

what oppornmities might exist to make better use of the knowledge and skills of
health care providers on this wut?

Thank vou for taking the time to participate in this interview.

Furse hianager Intervisw
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Inter-Disciplinary Health Team Member Interview

| Demographic Information

1

2

What 15 vour job title?

What 15 your lnghest level of education?

& High School, if ves completed Grade
Certificate, 1f ves In
Diploma, 1f ves
Bachelor’s Degree | ifyes n
Master's Degree, if yves in
FLD, if yesin
Other, please specify

LAENN % R S R A R % R

When did you graduate from your highest educational program?
0-2 vears ago

& 3-3 wearsago

g G-10 vears ago

g 11+ years ago

L=kl

How many yvears of experience have vou had as a health care provider?

6 -2 years

& 3-3 vyears

& 6-10 years

& 11-15 years

6 16-20 years

& more than 20 years
Gender:

g8 M 8 F
Wear of birth:

7. Do youwork on more than one Unit?

g TWes & No

How many hours per week do vou work on average on this Unit?
£ hours or less

5-8 hours

912 hours

13-16 hours

17-20 hours

21+ hours

LAE % R A S R % o ]

Haalth Care Provider
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9. How long have you worked on this Umt?
0-2 years

3-3 years

6-10 years

11-15 years

16+ years

LO R el L o E R ]

10. How long have you worked m this facility/hospital?
& 0-2 years
& 3-3 vears
& 6-10 years
& 11-13 years
& 16+ years

11. How much time do vou spend collaborating on patient care with murses?
& Mo collaboration ocours
& Less than 1 hour/week
& 1-2 hoursz/week
& 3-4 hourz/week
& 3-8 hours/week
& O+ hourz/wesk

| Role Clarity

12. Do you think: there 13 any overlap between your role and that of other health
professionals on this Umit? Please provide examples.

Do voun think the nursing role overlaps with that of other health care providers on this
Unit? Please provide examples.

From vour perspective, are the reles of all members of the health care team well
defined on this Uhut?

Are vou clear about what are the roles and the responsibilities of the nurses are on this
Unit? Please explam.

13. How do role boundaries or role overlap influence vour ability to work to the fll
extent of your education, knowledge and skills?

Health Care Provider
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14. How are patient care assignment decisions made on this Unit? What rele do vou play
m this? What are your thoughts about the process?

15. Can vou give specific examples of role functions or responsibilities that you initiate
on vour own and consider yourself responsible and accountable for?

16. Can vou give specific examples of functions or responsibilities (1.2, assessments or
skills) that you cnly carry out under direction from another provider? Who usually
glves you direction? How do you demonstrate accountabality for these activities [|
what do you report back to the person who assigned you the respensibility]?

17. Can you give specific examples of fimetions that you carry out that are partially or
totally dependent on the fimctions of other providers for their accomplishment? How
do vou negotiate accomplishment of those fiunctions?

| Coordmation of Care

18. Could vou comment on the coordination of care on this Unit? Who i3 invelved?
What are the barmiers to coordination of care on this Unit? What are the facilitators to

coordination of care on this Unit? How de vou think coordmation of care could be
enhanced?

| Commumnication

19, What 13 the process for conmmmnication about patient care between you and nurses on
this Unit? (Prompt for sccuracy of mformation, understanding of information,
timeliness of commumnication, differences in the level of commuwucation between
different types of murses [EMs, LPNs, etc], overall satisfaction with level of
comnmmnication. )

20, What are the barmers to commumcation? What are the facilitators to commumcation?
How could comnmmication be optimized?

21. Are there any comments you would like to add to help us inderstand what
opportumites exist on this Unit to make better use of the knowledze and skills of
health providers?

Thank von for taking the time to participate in this interview.

Haalth Care Provider
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Patient Interview

| Demographic nformation
l. Gender 8 Male 8 Female

b=

May I ask your year of birth

Lad

. What 15 the highest grade or year of school you have completed?
8 Less than high school
8 High school graduate
8 Technical diploma
8 Some unversity
8 Bachelor's degree
8 Graduate degree

Is there & particular nationality or ethnic/culural group to which you belong?

& Cauncasian

8 Aszian

8 Aboriginal

8 East Indian

8 Arabic

& Hispamic

8 Black

g Other, please specify

=

L
h

What 15 your marital status?
8 Single
8 Marmied co-habitating
8 Separated/divorced
g Widow

6. What would you say 13 your overall annual fanuly meome?
below $25.000

$26,000 to $40.000

$41,000 to §55,000

$56,000 to $70,000

$71,000 to $85,000

over 386,000

I I D D D D

7. If you needed assistance at home, who would you fum to?
8 Alone
8 Spouse/significant other
& Famuly member
& Friend
g8 Other

FPadent Interview
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| Perceptions of the Process of Nursing Care |

& Do vou feel that nurses focused on vour health and well-being (and that of your family)? Can you
provide some examples?

9. Do vou feel the nurses were sensitive to your concems/needs (and those of vour family)? Please
explain.
# Dhid they take time to histen and understand? If no, was this a concem for you? Can vou expand
on this? If yes, can you specify?
s Dhid you feel supported? If yes, how did they show support? If no, what could they have done to
show suppor:?

10. Dnd you feel the nurses mvolved vou {and your fanuly) in health planning and health care decision
makmgz? Can you provide an E'{;ample"
How did the nurses address your needs or concemns (and those of your fanuly)? Can you provide
an example? (locking for physiological treatments such as medicafions, psychological freatment
such as use of mmagery for pain managemsnt, cogmiiive Teatment such as healthillness education,
and rehabilitation treatment such as promotion of self care)
Did you feel the murses respected your need to be invelved with decisions regarding your care?

11. Dud you feel that your privacy was respected? Please explam.

12. Dnd the murses provide you {and your famlh} with information sbout vour condifion, the treatment
of your condition, ete while you were in the hospital? Please provide E‘{:amplﬁ
*  How mformed did you feel about vour condifion, the treatment of your condifion, ete?
=  How helpful was the murse in providing you with information?

13 How did the mirses promete or encourage vowr self care? (For example, recugmtmu -afch:a.uges or
symptoms, management of pain or symptoms, recommendations for mamtaming or improving
hezlth, mudance for managing at home)

14, How did the nurses assist you (and vour fanuly) to plan care for yourself after you were discharged
from the hospital? Please explan
» How informed did you feel?
» How helpful was the nurse in providing you with information?

15, Dnd the nurse discuss with you how to access help { resources) that vou might need after discharge
from hospital?
Dhd you need to access help? Was the mformation the nurses gave vou helpfl?

16. After discharge, did vou have any visits to the physician (or other health care provider)? For what
reason’ Was this planned or unplanned? Do you think this could have been avorded? If so, how?

17. After discharge. did you have an admission to home care, an emergency deparinent visit or
readmission to hospital? For what reason? Do you think this could have been avoided? If so, how?

1&. Do vou have any final comments about the nursing care that vou received?

Fadent Interview
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Theoretical Statement of Nursing Roles

Purpose
The purpose in articulating a theoretical statement of the expected roles or pre-defined expectations of the

different categories of nurses (Registered Nurses, Licensed Practical Nurses and Registered Psychiatric
Nurses) is to provide a “theoretical screen.” The expected roles or pre-defined expectations will be
compared to nurses’ actual practice. The result will provide information to determine the extent to which
nurses’ actual practice is consistent with pre-defined expectations. Professional and regulatory bodies and
others may have a theory or set of assumptions about what it means for nurses to “work to full scope of
practice,” but that may not be explicit to providers, employers and managers in employment settings.
Consequently, nursing roles as they are actually enacted may reflect a different set of assumptions,
particularly when many providers are involved, each of who may have his/her own values and beliefs about
what those roles are.

General Premises/Assumptions

Entry to practice requirements for Licensed Practical Nurses, Registered Nurses and Registered
Psychiatric Nurses differ, reflecting the minimum competencies and standards of practice required by the
beginning practitioner, length of programs (e. g. 13 months up to four academic years) and breadth and
depth of content. It is nonetheless important to note that there is one discipline of nursing, (albeit three
professional groups) and therefore nursing knowledge is derived from the same body of knowledge. It is
thus expected that substantial overlap exists in the activities and tasks performed by the three categories of
nurses.

Despite the overlap in activities performed by nurses, it is recognised that differences exist in the extent to
which they can perform autonomously in their roles. The setting in which providers work, the needs of the
recipients of nursing care and the experience and expertise of the members of the nursing team all play a
role in determining what the optimum mix of nursing providers. For example, the ratio of RNs to LPNs or
RPNs to LPNs and the choice of service delivery model (e.g. functional or team structure) should reflect the
degree of interdependence or autonomy in nursing roles appropriate to the population served and the
environment in which care is delivered.

It is important that objective criteria be used to determine the extent to which nurses (RNs, LPNs and
RPNs) can fully enact their roles. The degree of autonomy, responsibility and accountability that can be
exercised by a nurse in a particular context is dependent on factors such as:
= Patient population and health needs
= Theoretical and clinical knowledge acquired during basic and subsequent continuing education
= Experience and expertise
= Environmental factors in the care setting (e.g. organizational supports, unit activity, workload,
patient complexity)
= Other factors such as the number and mix of nursing personnel available to meet the needs of the
patient population at a given point in time.
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A Systematic Approach to Maximizing Nursing Scopes of Practice
Examination of Audit Trail

Prepared by Dr. Karin Olson, Faculty of Nursing, University of Alberta

Background

This ethnographic study examined the beliefs and values that drive the perceptions of
nursing personnel (e.g. RNs, RPNs and LPNs) regarding the scope and boundaries of their
professional practice. It is part of a large research program designed to inform efforts to
optimize the scope of nursing practice and lead to improved outcomes for both patients (e.g.
safety) and nurses (e.g. improved job satisfaction, staff retention, productivity). The audit
questions were developed from the work of flick (2002) and Miles and Huberman (1994) and
reflect an assessment of the procedures undertaken in the process of conducting the above study.

Question 1: Are the findings grounded in the data?

The primary concerns in this question pertain to whether the sample was selected
correctly and whether the resulting data were weighed correctly.

Sample. The investigators developed their sampling strategy from the point of view that
the implicit beliefs and values that drive nurses’ perspectives regarding the scope and boundaries
of their professional practice could be more easily studied by interviewing nurses who worked in
settings explicitly chosen based on nursing staff mix (RNs only, RPNs plus LPNs, RNs plus
LPNs and RPNs) and organizational factors (2 health regions in Alberta and 1 health region in
Saskatchewan). The 14 units studied in this project were all acute inpatient units for adults with
occupancy rates of 20% or more. Since the health regions all proved to be quite similar, the
primary point of comparison in this study was perceived scope and boundaries.

Weighing the data. The data were managed using a software program called N6
developed by QSR™. By studying the reports available as part of this software, the connections
between the identified categories and the data were more easily accessible in a systematic
manner. Notes from team meetings showed that these reports were discussed at length and
resulting decisions were based on the data presented. Team meetings documented changes to the
coding framework.

Question 2: Are the inferences logical?

The inferences drawn are logical but the data for some codes (critical thinking and
problem solving, for example) seemed limited. See Question 3 for additional examples of “thin”
codes. If data for a particular code is not available across the majority of participants, the
investigators may wish to consider whether the code falls within the mandate of this project.

Question 3: Is the category structure appropriate?

In order to assess the appropriateness of the category structure, |1 randomly selected 5
nurse cases and 2 patient cases from each site and reviewed all data coded under the following
sections of the coding framework:

Nurses: scope of practice (roles, responsibilities, experience), recommendations

for change, facilitators and barriers.

Patients: good care, inadequate care, communication, level of professionalism,

sensing of needs, privacy, information provided, self care, discharge
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planning, getting help, visits, and admissions.
The strategy used to originally identify the coding categories is unclear. | noted that based on the
interviews | reviewed, there did not appear to be sufficient data across interviews to justify the
following codes:
Under roles and responsibilities described by the individual:
Critical thinking, problem solving, satisfaction, isolation, discontent,
conflict, respect, and burnout
Under roles and responsibilities as described by others:
Assessment, accountability, responsibility, coordination of care, patient
safety, critical thinking, problem solving, general tasks, patient education
Experience
Recommendations, with the exception of unit changes
It is unclear how these codes were established or why they were kept given the lack of data.
Perhaps the cases | selected at random were not representative of the cases as a whole. It is also
possible that the codes were originally drawn from the literature and that the initial members of
the research team wished to see how closely their findings matched what was already written on
this topic. The current members of the research team may wish to review reports written
involving these codes to convince themselves that sufficient data (beyond 3 or 4 scattered
references across the data set) exist. N6 will carry out many procedures technically that do not
“make sense” if codes are not fully saturated.

Codes for which there appeared to be sufficient data to support analysis included:

Under roles and responsibilities described by the individual:
Assessment, accountability, responsibility, coordination of care, patient
Safety, general tasks, patient education

Role overlap

Role clarity

Role ambiguity

Autonomy

Full scope (yes/no)

Conceptual approach

Interdependence

Recommendations for unit based change

Facilitators

Barriers

Under patients:
Good care, sensing of needs, involved in decisions, privacy, information,
self care, discharge planning, getting help, visits, and admission

The conclusions drawn by the research team with respect to these codes are very robust and well
supported.

Question 4: Can inquiry decisions and methodological shifts be justified?

All decisions must be linked to the working hypotheses and follow closely on from the
research question. Given the breadth of this study, the research team did a remarkable job of
linking all inquiry decisions to the purpose of the study. The decision to use a structured
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interview was discussed with the research team, as it seemed to limit the richness of the data
collected. In future studies, the team may wish to use a semi-structured approach that allows
modification of the interview questions as the study progresses. This approach is often more
efficient, but it does require that data be analyzed as they are collected rather than at the end, as
was done in this study.

Question 5: Degree of research bias?
The investigators must show evidence that they have not closed areas of exploration prematurely,
that unexplored data do not remain in the field notes, and that they have actively searched for
negative cases.

Interviewers made excellent use of follow-up questions in order to collect additional
descriptive information related to the interview question.

Given the magnitude of the study, some data still remain in the “free nodes” section of
N6. The research team members noted that it was difficult to find the best place for this
information to fit their coding scheme and so they made a conscious decision to not force its
integration. This makes sense since this project is one part of a large research program and
numerous follow up studies are planned. The team did not actively seek negative cases (the
deliberate recruitment of participants who might hold views contrary to the research team.) This
could be explored further in future studies.

Question 6: Strategies used to increase credibility such as second readers, member checking,
peer review, adequate time in the field?

The research team incorporated several strategies to increase the credibility of their
analysis. A number of interviews were coded by a second team member and results were
compared and discussed. Individuals who shared the same professional qualifications as the
study participants were invited to take part in the discussion of the data at advisory committee
meetings. Individuals who have shared comments following formal and informal presentations
of interim findings have indicated that the findings are in keeping with their experience.
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Appendix D

A Plan for Dissemination of the Findings
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Planned Dissemination Activities

Venue Title of Presentation Audience Presenter
Conference Presentations
CNA Nursing Leadership A Systematic Approach to Managers, Dr. D. White
Conference Maximizing Nursing Scopes | researchers, policy
The Changing Face of Nursing of Practice: Fully Enacting makers,
Leadership: Diversity, the Role of Nurses in the practitioners
Partnerships and Innovations. Clinical Practice Setting
Ottawa, Canada, February 13-
15, 2005.
6 International Conference on | Nursing Workforce Researchers, Nelly D. Oelke
the Scientific Basis of Health Utilization: An Examination | policy and decision | Dr. D. White
Services Improving Health by of Facilitators and Barriers | makers,
Advancing Healthcare Linking on Scope of Practice
Research To Policy and Action | (International Panel
Montreal, Canada, September Discussion)
18-20, 2005.
6 International Conference on Enhancing the Role of Researchers, Dr. D. White
the Scientific Basis of Health Registered Nurses, Licensed | policy and decision | Nelly D. Oelke
Services Improving Health by Practical Nurses and makers,
Advancing Healthcare Linking Registered Psychiatric
Research To Policy and Action Nurses: A Gap Analysis of
Montreal, Canada, September Practice, Regulatory
18-20, 2005. Guidelines and Policy

(Poster Presentation)

34 International Conference on | Optimizing RN Scope of Researchers, Dr. J. Besner
CHN Research Practice within a PHC decision-makers,
New Challenges and Innovations | context: Linking role practitioners
in Community Health Nursing Accountabilities to Nursing
Tokyo, Japan. Sept. 30 Oct. 2, Outcomes — Keynote Address
2005
31 Western Nurse Leaders’ Trends in Health Care in Nurse Leaders Dr. J. Besner

Forum

Power through Leadership in
Practice

Edmonton, AB. November 23,
25, 2005.

Canada: Opportunities for
Nursing — Keynote Address

Promoting Full Scope of
Nursing Practice: Clarifying
Roles and Competencies
(Concurrent Session)

Practitioners
Policy Makers
Decision Makers
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Other Planned Activities

Presentation to the Federal A Systematic Approach To Principal Nursing Dr D. White
Provincial Territorial Principal Maximizing Nursing Scopes Advisors in Canada
Nursing Advisors’ Meeting Of Practice: A Presentation of
Ottawa, Ontario October 314, 2005 Research Findings
Presentation To The Central And A Systematic Approach To CNN is a network for | Cathy Giblin
Northern Network For Patient Care Maximizing Nursing Scopes Of | information and best
Practice practice sharing

involving all Central

& Northern Regional

Health Authorities

- Sponsored By

Chief Liaison Officer

For Capital Health,

Donna Towers
Presentation to the Clinical and A presentation of the findings of | This forum brings Dr. J. Besner

Nursing Practice Leaders Network of
Alberta

the Scope of Practice Research

together the chief
nursing leader from
each of the 9 Health
Authorities in Alberta
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