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Abstract 

Background: Primary care is the sector of health care in which patients first establish contact with the 

health system, are provided person-focused care over time for all new or common needs, and receive 

coordinated integrated health services provided elsewhere by other members of the health care team. 

Registered Nurses (RNs) in Canada provide care within this sector in varying roles. The extent to which 

RNs enact their full scope of practice in primary care settings in Canada is not known. The Actual Scope 

of Practice questionnaire (ASCOP) is a 26 item Likert scale questionnaire developed by researchers in 

Canada and validated in the acute care setting to measure the extent to which RNs apply the knowledge, 

skills and competencies of the professional full scope of practice. Similar to the acute care setting, there is 

a need to measure scope of practice enactment in the primary care setting.  

Objectives: The overall aim of this thesis was to measure scope of practice enactment in the primary care 

setting. Two research objectives were addressed: (1) to revise and adapt the ASCOP questionnaire for use 

in the primary care setting, and (2) to determine internal consistency, construct validity, and sensitivity of 

the modified instrument, the ASCOP-PC. 

Methods: To address the first objective, a narrative literature review and synthesis and an expert panel 

review was conducted.  To address the second objective a cross-sectional survey of 178 RNs working in 

primary care organizations in Ontario was conducted 

Results: The ASCOP, with few modifications, addressed key attributes of nursing scope of practice in the 

primary care setting. The ASCOP-PC yielded acceptable alpha coefficients ranging from 0.66 to 0.91 and 

explained variances from 44.2 to 62.6. Total mean score of 5.16 suggests that RNs within these models of 

care almost always engage in activities reflected in the ASCOP-PC.   

Interpretation: Findings from this study support the use of a the modified ASCOP questionnaire as a 

reliable and valid measure of scope of practice enactment among primary care nurses in the primary care 

setting. 
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Chapter 1: Introduction 

Primary Care 

Primary care is the sector of health care in which individuals first establish contact with the health 

system for all new needs and problems, are provided person-focused care over time for all common 

needs, and receive coordination and integration of health services provided elsewhere by other members 

of the health care team (Starfield, 1998). In Canada, primary care services are a component of primary 

health care (PHC), a broader concept  that includes principles of accessibility, public participation, health 

promotion, inter sectoral collaboration, and use of appropriate technology (Primary Healthcare Planning 

Group, 2011). Primary care models of practice vary, from solo fee-for-service physician practitioner to 

team-based practice consisting of a number of health professional practitioners (Glazier, Zagorski, & 

Rayner, 2012).   

In Ontario, health care consumes over 40 percent of the current provincial budget, and projections 

estimate that proportion will increase to 80 percent by 2030 (Wodchis, 2013). An aging population and 

prevalence of chronic diseases and co-morbidities support a need for effective utilization of health 

resources. Strengthening primary care through system redesign is a health care priority in order to address  

issues related to  health-care system sustainability (Health Council of Canada [HCC], 2011; Morgan, 

Zamora & Hindmarsh, 2007), health human resource shortage (Canadian Nurses’ Association [CNA], 

2009; World Health Organization [WHO], 2009), ageing populations (Canadian Institute for Health 

Information [CIHI], 2011; Conference Board of Canada, 2012), and increased chronic diseases (WHO, 

2011; HCC, 2011).  

Primary Care Nursing 

Registered nurses (RNs) are uniquely positioned with the knowledge, skills, and expertise to 

provide care within primary care teams (Besner, Drummond, Oelke, McKim, & Carter, 2011; Jones, 

2015; Moaveni, Gallinaro, Gotlib Conn, Callahan, Hammond, Oandasan, 2011; Oelke Wihelm, Jackson, 

Suter, & Carter, 2012; Todd, Howlett, MacKay, & Lawson, 2007). Registered Nurses have the capacity to 
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support health promotion, disease prevention, and chronic disease management while improving access to 

primary care without increasing costs.  

In Ontario, various interprofessional, collaborative primary care delivery models have been 

implemented as an innovative approach to health system redesign. Many of these models include nurses 

as key members of the health professional team. Nurses have the knowledge, skills, and expertise to 

provide evidence-based primary health care; and have a vital role to play in the primary care sector 

(Oelke, Besner, & Carter, 2014). However, the primary care nursing role is poorly understood, and, at 

times, not optimized (Besner, et al., 2005; D’Amour et al., 2012; Lukewich, Edge, VanDenkerkhof, & 

Tranmer, 2014; Kennedy, 2014; Moaveni et al., 2011; Nathenson, Schafer, & Anderson, 2007; Upenieks, 

Akhavan, Kotlerman, Esser, & Ngo, 2007; White et al., 2008). A national study reports less than 40 

percent of primary care RNs in Canada are working to their full scope of practice, and more than 65 

percent report performing non-nursing tasks daily that could be completed by administrative staff (Oelke, 

et al., 2012). However, a population-based cross-sectional study in the United Kingdom showed a higher 

proportion of registered nurses per patients within primary care practices was associated with improved 

chronic disease management and decreased hospital admissions (Griffiths, Murrells, Maben, Jones & 

Ashworth, 2010).  

Need to Measure Nursing Contributions 

 The increasing demand for accountability in health care expenditures and the expansion of 

interprofessional care teams means that nurses must be able to articulate their role and contributions in the 

primary care setting. Nursing contributions have long been studied in the acute care setting in an attempt 

to assess the impact of nursing practice on patient health outcomes, patient safety, and system level 

outcomes. As the health system transformation shifts the focus to primary care, RNs must be able to 

articulate their unique contributions in the setting and be prepared to articulate the impact of nursing 

services on system efficiency and patient outcomes (Lukewich, Edge, Elizabeth, VanDenKerkhof, 

Williamson & Tranmer, 2016). Within acute care, such impact has been demonstrated. Higher staff levels 

of RNs working in acute medical units have been positively associated with improved health outcomes 
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(Doran, Mildon & Clarke, 2011; Neddleman, Buerhaus, Mattke, Stewart & Zelevinsky, 2002). It is vital 

for the primary care sector to follow suit and establish a strong evidence base to better articulate nursing 

contributions in the primary care setting. There is a national call for RNs to work to their full scope of 

practice, and experts suggest that full scope of practice enactment yields positive organizational outcomes 

including patient health outcomes and system outcomes (Canadian Nurses’ Association [CNA], 2014). 

However, no instrument has been validated to measure scope of practice enactment in the primary care 

setting. Thus, we are unable to adequately assess, or articulate the extent to which registered nurses apply 

the breadth of their professional scope of practice, and further unable to appropriately address potential 

underutilization of the nursing workforce. 

Purpose and Objectives 

The overall aim of this thesis to measure scope of practice enactment in the primary care setting.  

To reach the study aim, two research objectives were addressed:  

(1) to adapt and revise the ASCOP questionnaire, to measure scope of practice enactment for use 

in the primary care setting   

(2) to determine internal consistency, construct validity, and sensitivity of the modified 

instrument. 

Thesis Organization 

Following this introduction, Chapter 2 provides an overview of primary care nursing, including 

discussion of factors that influence the role and scope of practice of RNs working in primary care sites 

across Canada. An operational definition for scope of practice enactment is explored, and the conceptual 

framework that guided this study is presented. Chapter 3 addresses objective one of this thesis and 

provides a review of the role of RNs in Canada’s primary care context, content synthesis, and mapping of 

RNs activities to the dimensions of practice from an existing instrument. Chapter 4 is the manuscript, 

“Measuring scope of practice enactment in the primary care setting”, which will be submitted to Journal 

of Nursing Administration.  The manuscript addresses objective two of this thesis and provides a 

description of the study design, data analysis, and interpretation of findings.  To inform the manuscript, 
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Chapter 4 does include summary information from Chapter 3. The final chapter, Chapter 5, includes a 

broad discussion of the overall thesis project, including the relevance of the research, nursing 

implications, future direction, and concluding remarks.  
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Chapter 2: Background 

Primary Care Nursing 

Registered Nurses are self-regulated health care professionals who work with individuals, 

families, and communities to achieve their optimal level of health, deliver direct care service, coordinate 

care, and support clients in managing their own health (CNA, 2015). According to the CIHI (2016), there 

were 44 121 RNs working in community settings in Canada in 2015. Those settings included community 

health centers, home care agencies, nursing stations, public health, and/or family health practices. Of 

those nurses, it is not clear how many practiced within primary care sites across Canada. There is a wide 

range of primary care delivery models that may include a nursing role. The CNA (2014) conducted a 

scoping review of Canadian literature and described the primary care delivery models in Canada. The 

models are summarized in Appendix A. 

Traditionally, primary care in Canada was delivered by solo physicians. In the 1980s, community 

health centres (CHC) emerged as an inter-professional model of primary care to meet the unique needs of 

high risk populations. Community Health Centres are characterized by community governance, a focus on 

social determinants of health and health promotion, community outreach, and salaried interprofessional 

teams. Over the past decade, many provinces, have sought to expand primary care services by 

implementing new interprofessional primary care delivery models. In Ontario, the focus has been on 

structural changes such as new payment models and interprofessional teams. From these changes, new 

models have emerged including family health teams (FHT) and nurse practitioner-led clinics (NPLC). 

Along with CHCs, these collaborative interprofessional models of care were created with the intention to 

expand access to person-centered and coordinated comprehensive primary care services to ensure 

Ontarians receive the care they need in their communities (Ministry of Health and Long Term Care 

[MOHLTC], 2015; MOHLTC, 2016). Teams include nurses, physicians, pharmacists, dietitians, social 

workers, and other health care providers. In Ontario, 8 423 RNs worked in the community sector in 2015, 

and 4 458 of those RNs practiced in primary care sites (College of Nurses of Ontario [CNO], 2016). The 
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CNO defines a primary care site as an organization which provides programs and services from the first 

point of contact with a client in which programs and services are provided. While nurses compromise a 

major component of the new interprofessional teams, their role and activities vary. 

Scope of practice. 

There is evidence to suggest that the current roles RNs are enacting in health care settings do not 

apply the full range of competencies supported by the professional scope of practice (Besner, et al., 2005; 

D’Amour et al., 201; Upenieks, Akhavan, Kotlerman, Esser, & Ngo, 2007; Nathenson, Schafer, & 

Anderson, 2007; White, et al., 2008; Lukewich, Edge, VanDenkerkhof, & Tranmer 2014; Moaveni, et al., 

2011; Kennedy, 2014) and the role is largely dominated by bio-medical task-oriented activities (Elbright, 

Paterson, Chalko, & Render, 2003; Oandasan et al., 2010). Particularly, primary care nurses seem to 

work below their full scope of practice and their current role is misaligned to the competencies, 

knowledge, and skills of the profession (Akeroyd, Oandasan, Alsaffar, Whitehead, & Lingard, 2009; 

Allard, Frego, Katz, & Halas, 2010; Registered Nurses’ Association of Ontario [RNAO], 2012; Moaveni, 

et al., 2011; Kennedy, 2014). 

Todd, Howlett, MacKay, and Lawson (2007) conducted a descriptive cross-sectional study to 

examine current nursing roles in primary care in Nova Scotia. The study included a descriptive survey 

followed by semi-structured telephone interviews to further investigate specific issues or themes that 

emerged from the survey data. The goal of the research was to describe and understand the role of 

primary care RNs and to determine if Nova Scotia’s primary care RNs were working to full scope of 

practice. The study found that over 90 percent of the participants (n = 41) believed their practice setting 

supported their ability to function as a RN. The authors reported that their findings suggest primary care 

RNs are working to full scope of practice. However, the nursing role in this study appeared to be limited 

to task-oriented activities, and scope of practice indicators lacked key nursing competencies including 

critical thinking, autonomous practice, and independent decision making. Role activities included 

performing immunization, suture removal, venipuncture, ear syringe, wound care, and foot care. Nurses 

did not report key nursing competencies, such as assessment and care planning, outcome evaluation, 
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health education, or knowledge utilization (practice guidelines). Further, this was a descriptive study that 

categorized activities, limiting our ability to measure nursing role. 

Nursing “task-as-role” (Oandasan, et al., 2010) is not uncommon to the literature. Akeroyd and 

colleagues (2009) identified the conflict between task-as-role and the nursing role as a more conceptual 

function.  Their descriptive qualitative study explored the perceptions of the primary care RN of their role 

in an interdisciplinary academic primary care setting. The researchers conducted one-on-one semi-

structured interviews with clinical managers, dieticians, physicians, occupational therapists, pharmacists, 

and RNs to explore their perception of the RN role and collaboration within their team. The study found a 

predominant tendency for interdisciplinary health care team members to identify psychomotor tasks 

commonly performed by nurses in an attempt to define the nursing role. This finding is supported by 

Allard et al. (2010) who, in their descriptive cross-sectional study of 127 primary care RNs, described the 

nursing role with reference to task-oriented nursing activities. Further, Allard et al. (2010) found that only 

61 percent (n=127) of primary care registered RNs in Ontario reported working to full scope of practice. 

Oandasan and colleagues (2010) also recognized underutilization of RNs in primary care, and the 

tendency to describe the nursing role according to tasks. Their case study illustrated the role and 

competencies of primary care RNs. The participants of the study included RNs identified as exemplary by 

peers (nurses and other health professional colleagues) (Oandasan, et al., 2010). Seven RNs were 

purposefully selected and five focus groups involving nurse colleagues were interviewed. This case study 

illuminated the experiences of primary care RNs; however, key nursing competencies were not discussed. 

Moreover, many of the tasks completed by nurses in primary care may not be related to direct patient 

care. Akeroyd and colleagues (2009) identified in their descriptive study that 65 percent of nurse 

participants reported performing non-nursing tasks on a daily basis. The non-nursing tasks included 

activities that could be performed by administrative support staff such as booking appointments, rooming 

patients, and restocking supplies.  

Based on the available evidence we can summarize that the primary care nursing role is likely 

evolving, with the introduction of new team based models of care. Our understanding of the nursing role, 
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is largely based on small descriptive studies that have explored task-related activities. While tasks are an 

important component of practice, the nurses’ contribution to patient care assessment, planning, and 

evaluation is poorly understood. There are likely a number of factors that contribute to, and influence the 

ability of the primary care nurse to enact their role. Role ambiguity and lack of educational and resource 

support are factors reported upon in the literature.  

Role ambiguity in organizational research is defined as the relative unpredictability of the 

outcomes of an individual’s behaviours in any given role (Kahn, Wolfe, Quinn, Snoek, & Rosenthal, 

1964) and is considered a variable between the structural characteristics of an organization and a variety 

of behavioural and affective outcomes (Kahn et al., 1964; Rizzo, House & Lirtzam, 1970; Van Sell, Brief, 

& Schuler, 1981). In the context of primary care nursing, role ambiguity has the following five defining 

attributes: perceived uncertainty of behaviour expectations, perceived uncertainty of favourable 

behavioural outcomes or goals, inability to articulate role description, and blurred professional boundaries 

(Akeroyd, et al., 2009; Allard, et al. 2010; Besner, Drummond, Oelke, McKim & Carter, 2011; Kahn, et 

al., 1964; Oandasan, et al., 2010; Oelke, et al., 2012; Paterson, Duffett-Leger, & Cruttenden, 2009; 

Pearce, 1981; Peterson, et al., 1995; Todd et al., 2007). Role ambiguity likely contributes to poor 

optimization of nursing roles. 

As previously described, Oandasan and colleagues (2010) conducted a case-study to illustrate the 

role and competencies of primary care RNs. Findings from this study identified role ambiguity as a 

barrier to optimal utilization of nurses’ skills and knowledge and as a barrier to effective interdisciplinary 

collaboration. Akeroyd and colleagues (2009) provided further insight into the way interdisciplinary team 

members, including nurses, confused knowledge and skill with scope of practice. The interdisciplinary 

team members could not identify why RNs’ practice varied between nurses, and the variation contributed 

to a perception that one nurse lacked initiative, or that another nurse was working beyond his/her scope of 

practice. It was unclear among participants what the actual and potential scope of practice was, and scope 

of practice was often confused with knowledge and skill. Interdisciplinary team members’ perception of 

the nursing role in this study made evident the ambiguity surrounding the role of primary care RNs. 
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Todd and colleagues (2007) found in their descriptive cross-sectional survey that role ambiguity 

was a reoccurring theme and reported the 30 primary care RN participants in their study had unclear role 

expectations. In another descriptive cross-sectional study (Allard, et al., 2010), less than two-thirds of 

participants indicated they had a written job description, and nurses themselves were unclear about which 

activities fell within their scope of practice. The pelvic exam, an activity within RNs’ scope of practice, 

was commonly reported as being outside the scope of practice (Akeroyd, et al., 2009; Allard, et al., 2010); 

however, anticoagulation therapy titration, an activity outside RN’s scope of practice, was reported as a 

common nursing activity (Allard, et al., 2010). As a whole, the evidence provides support that there is 

variation, as expected, with regard to nursing practice, and that the scope of nursing activities is poorly 

understood, and that role ambiguity is a contributing factor.  

Support for role optimization. 

The primary care setting requires a unique skillset. Oelke et al. (2012) report that the transition 

into primary care involves a significant learning curve for nurses of varying levels of experience and 

expertise from other settings. A recurring theme in the literature was the nurses’ desire to enhance their 

role through participation in ongoing education initiatives (Akeroyd, et al., 2009; Allard, et al., 2010; 

Besner, et al., 2011; Oelke, et al., 2012, Todd et al., 2007). Authors reported that nurses felt unprepared 

for their role and that poor orientation, or no orientation, led to a vague definition and underutilization of 

the nursing role. It was suggested that with continuing education, nurses themselves would be better able 

to develop and define their unique role in primary care, and be better able to articulate their role to team 

members. Educating team members would enhance utilization of nursing knowledge and skill, and 

enhance collaboration among the health care team. Todd and colleagues (2007) explored continuing 

education as integral to understanding and defining the role of primary care RNs and identified poor 

access to continuing education within the primary care setting as a barrier to practicing to full scope.  

In summary, role enactment is complex but important to understand if we wish to optimize 

nurses’ roles within the health care team. Because of the complexity of nurses’ roles, it is difficult to 

measure. Collating tasks and activities reflect some but not all activities. Simple measures do not capture 
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the critical elements of professional nursing, including but not limited to critical thinking, decision 

making, assessment, planning, evaluation, communication and so forth. Thus there is a need to measure, 

as best we can, scope of practice enactment – a concept that captures some of the complexity of the 

professional nursing role.  

Measuring Scope of Practice Enactment 

Several studies have suggested that the knowledge, skills, and competencies of RNs are not being 

utilized to the full capacity in the primary care setting (Oelke et al., 2012; Allard, et al., 2010; Lukewich, 

et al., 2014). These studies have predominantly described role and capacity based on activities, and have 

not systematically measured scope of practice enactment. Scope of practice enactment is the extent to 

which nurses enact in practice the breadth of the knowledge, skills, and competencies all RNs are 

educated and authorized to perform. It is important we are able to assess the extent to which key nursing 

competencies, reflected in the knowledge base of the profession, are enacted in order to fully understand 

nursing contributions and nursing capacity within the health system. Currently, we do not have a 

validated measure of nursing scope of practice enactment in the primary care setting, making it difficult to 

adequately assess or articulate the extent to which nursing competencies are being utilized in primary 

care. However, Canadian researchers at the University of Montreal, Quebec have developed an instrument 

that measures scope of practice enactment in the acute care setting (Appendix B). The instrument, titled 

the Actual Scope of Practice questionnaire (ASCOP), is a self-administered Likert-scale questionnaire 

consisting of 26 questions measuring scope of practice enactment rated on a six-point scale. The ASCOP 

was developed from a content analysis of the literature on scope of practice and reflects key nursing 

competencies (Black, et al., 2008).  

Operational Definition: Scope of Practice Enactment 

This thesis examined and measured the concept ‘scope of practice enactment’. This concept relies 

on the broader concept full scope of practice. The Nursing Act (1991) defines nursing practice as “the 

promotion of health and the assessment of, provision of, care for, and treatment of, health conditions by 

supportive, preventative, therapeutic, palliative and rehabilitative means in order to attain or maintain 
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optimal function” (p.1). Registered Nurses are educated and authorized to perform, that is influenced by 

the setting in which the nurse practices, the needs of the patients, and the knowledge and skill of the 

individual nurse (CNA, 2007). Besner and colleagues (2005) add that full scope of practice is a role that is 

reflected in the knowledge base of the profession.  

Role enactment is a concept identified in the literature that is most closely related to scope of 

practice enactment. Role enactment refers to the application of behaviour and knowledge as defined by 

cultural and professional expectations (Besner et al., 2005). Role enactment refers specifically to the 

application of the expected role, as defined by the individual organization, culture, and nurse (D’Amour et 

al., 2012). This concept varies from scope of practice enactment which refers to enactment of the 

professional scope of practice as defined by professional standards and legislation rather than individual 

role expectations.  

Drawing from the work of D’Amour and colleagues (2012), the CNA, and the CNO, scope of 

practice enactment is conceptually defined as the extent to which RNs apply in practice the breadth of the 

professional scope of practice all registered nurses are educated and authorized to perform. Enactment 

speaks specifically to the application of the knowledge base of the profession. For the purpose of this 

study, scope of practice enactment is operationally defined using the ASCOP questionnaire. 

Conceptual framework 

This thesis project was guided by the College and Association of Registered Nurses of Alberta’s 

Scope of Practice Boundaries (SPB) conceptual framework (College and Association of Registered 

Nurses of Alberta [CARNA], 2011), (Appendix C). The framework has been adapted to reflect nursing 

scope of practice boundaries in Ontario (Figure 1). The framework illustrates the outer limits of practice 

all RNs are educated and authorized to perform that is limited by organizational policies, individual nurse 

competence, and client/organizational needs. The framework illustrates the discrepancy between the 

professional full scope of nursing practice and the scope of practice of the individual nurse. The area 

illustrated at the base of the funnel represents the individual scope of practice the nurse actually enacts in 

practice; scope of practice enactment. The area surrounding “scope of practice enactment” acknowledges 
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that some nurses practice outside their individual full scope of practice. Practice enactment dimensions 

are reflective of the outer limits of professional nursing practice.  

 

 

Figure 1. Modified Scope of Practice Boundaries Conceptual Framework. Adapted from CARNA 

(2011).  

Tiers one to three: Outer limits of RN professional scope of practice. 

The top three tiers of the framework represent the outer limits of practice all RNs are educated 

and authorized to perform. The top three tiers were used to define and operationalize the concept full 

scope of practice of RNs in Ontario and informed phase one of the proposed study. 

Tier one: National competencies for RNs. 

Tier one represents national competencies for RNs and the minimum competencies all RNs in 

Canada are educated to perform. The document produced by Black and colleagues (2008) articulates the 

core competencies for entry-level RNs in Canada and includes key components that all RNs in Canada are 

educated to practice.  

Tier two: Nursing Act and Regulated Health Professions’ Act. 
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 Registered nursing scope of practice in Ontario is further limited by provincial legislation as 

illustrated in tier two. In Ontario, this legislation includes the Nursing Act (1991) and the Regulated 

Health Professionals Act (Regulated Health Professionals Act [RHPA], 1991). The Nursing Act contains 

a scope of practice statement including provisions and regulations that govern nursing practice in Ontario. 

The RHPA contains provisions related to specific actions and processes that are permitted to the various 

regulated health professionals in Ontario, including RNs. Tier two represents the full scope of practice all 

RNs in Ontario are educated and authorized to practice according to provincial legislation.  

Tier three: CNO standards, guidelines, and position statements. 

 Tier three represents the full scope of registered nursing practice in Ontario as it is limited by 

provincial regulatory practice standards and guidelines. The CNO is the governing body for RNs in 

Ontario and is responsible for establishing entry to practice requirements, and articulating and enforcing 

standards of nursing practices. Registered nurses in Ontario are accountable for practicing in accordance 

with the 10 practice standards and 17 practice guidelines articulated by the CNO (2013). Practice 

standards outline the accountability and expectations for all nurses in Ontario regardless of their role or 

area of practice; the practice guidelines address specific practice related issues. 

Tiers four to six: scope of practice of individual nurse. 

 The lower three tiers of the framework represent the full scope of practice of individual nurses. 

These tiers illustrate the way in which the professional full scope of practice of RNs in Ontario is further 

limited by organizational policies, individual nurse competence, and unique client needs. This study does 

not seek to measure individual nurses’ full scope of practice. However, the lower three tiers of the 

framework represent the gap between the professional full scope of practice, and scope of practice 

enactment. 

Funnel base: Scope of practice enactment. 

The base of the funnel represents the extent to which RNs apply in practice the breadth of the 

professional scope of practice all RNs are educated and authorized to perform.  
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Conclusion 

 As a whole, the role and scope of practice enactment of primary care RNs varies and is influenced 

by a number of factors including role ambiguity and lack of educational and resource support. Scope of 

practice enactment is a complex concept that is yet to be measured systematically in the primary care 

setting. Such measurement must capture critical elements of professional nursing beyond simple tasks and 

activities. The modified Scope of Practice Boundaries conceptual framework (Figure 1) provided 

conceptual direction for this thesis and illustrates the boundaries of the professional full scope of practice 

for RNs on Ontario. Items from the ASCOP reflect the outer limits of practice as identified in the top 

three tiers of the framework, and scope of practice enactment is operationally defined using the ASCOP 

questionnaire.  This thesis built upon this seminal work and the ASCOP questionnaire development. 

Overview of the Thesis Study 

This thesis project used a two phase design to develop a valid tool to measure scope of practice 

enactment in the primary care setting. The two phases included: (1) narrative and comparative literature 

review and synthesis followed by an expert panel review and (2) cross-sectional survey of nurses working 

in primary care organizations. During phase one, we conducted a descriptive narrative literature review of 

RN roles within Ontario’s primary care setting, and mapped role activities to dimensions from the 

ASCOP questionnaire. In phase two, the questionnaire was presented to a panel of experts. The experts 

evaluated the content, clarity, and comprehension of each item in the ASCOP questionnaire, and provided 

feedback for instrument modification. In phase three, a cross-sectional survey was conducted with a 

convenience sample of RNs practicing in a primary care setting in Ontario, Canada.  
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Chapter 3: Measuring Scope of Practice Enactment 

In this chapter, the development and testing of the original ASCOP questionnaire is described.  

The next phase of the thesis involved a detailed literature review that synthesized the activities and 

practices RNs engage in in the primary care setting. This synthesis of activities was mapped against the 

six dimensions and 26 items from the ASCOP questionnaire, which informed the modified ASCOP, 

herein referred to as Actual Scope of Practice-Primary Care (ASCOP-PC).  Finally, the modified ASCOP 

was reviewed by an expert panel and pilot tested. 

Development and Testing of the Actual Scope of Practice Questionnaire 

The ASCOP questionnaire (D’Amour, et al., 2012) was developed by Canadian researchers at the 

University of Montreal in Montreal, Quebec and is the only published instrument that measures scope of 

practice enactment in nursing or any other health care profession. The instrument (Appendix B) is a self-

administered Likert-scale questionnaire consisting of 26 questions measuring scope of practice enactment 

rated on a six-point scale and study participants are given alternatives ranging from never to always (1, 

never; 2, rarely; 3, sometimes; 4, frequently; 5, almost always; 6, always). The authors conducted a 

content analysis of the literature on scope of practice and defined six dimensions of nurses’ scope of 

practice that reflect key nursing competencies (Black, et al., 2008). The six dimensions include, (1) 

assessment and care planning, (2) teaching of patients and families, (3) communication and care 

coordination, (4) integration and supervision of staff, (5) quality of care and patient safety, and (6) 

knowledge updating and utilization. Each item is assigned a level of complexity from one to three. Level 

one items represent activities of low complexity, level two items represent moderate complexity, and 

level three items represent activities involving a high degree of complexity. The questionnaire items, 

dimensions, and levels of complexity are presented in Appendix B.  

The instrument was reviewed by a panel of 10 academic and clinical experts and subsequently 

pretested with six clinical nurses to verify face validity. The final questionnaire was modified and 

submitted to a subsequent panel of four nurse experts who reached consensus before the survey was 
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administered to 509 RNs working in acute care settings in the province of Quebec. Although legislative 

and practice differences exist across provincial borders, the instrument was largely informed by nationally 

and internationally recognized nursing competencies, thus lending itself appropriate for use in other 

provinces and territories. 

Reliability and validity of the instrument were determined through a variety of psychometric 

statistical analyses. Internal consistency was determined. The alpha coefficients for each of the six 

dimensions demonstrated acceptable internal consistency with values ranging from .61 to .70 for each 

dimension, and, .89 for all 26 items together. Generally, an alpha coefficient between .07 and .95 is 

considered acceptable (Tavakol & Dennick, 2011). However, some sources suggest a limit below .70 may 

be considered as acceptable for new instruments (Churchill & Peter, 1984; Loewenthal, 2004; Nunnally, 

1978; Schmitt, 1996). An alpha coefficient between .60 and .70 is considered acceptable when assessing 

internal consistency of new instruments (Loewenthal, 2004; Nunnally, 1978).  

The Principal Component Analysis (PCA) of the ASCOP confirmed subscale structure. Fifty-nine 

percent of the variance in the model was explained by the instrument as a whole, and each subscale 

dimension individually represented an explained variance ranging from 40.5 to 62.4 percent. Levels of 

complexity of the items were assessed by comparing frequency distributions for each level. D’Amour and 

colleagues (2012) reported the frequency distributions of levels of complexity agreed with a priori levels 

of complexity that were identified for each item.  

Construct validity of the ASCOP instrument was assessed by comparing means of known groups. 

The known-groups technique is a construct validation approach in which the instrument is administered to 

groups hypothesized to differ on critical attributes resulting in variances in average group scores (Polit & 

Beck, 2012). Using a known-groups approach, analysis of variance (ANOVA) and t-tests compared mean 

scores between known subgroups such as job title, years of experience, and shift assignment. Significant 

differences were observed between all subgroups. This finding contributes to construct validity of the 

ASCOP questionnaire.  
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D’Amour and colleagues (2012) established the ASCOP questionnaire as a valid and reliable 

instrument for measuring scope of practice enactment in the acute care setting. However, scope of 

practice enactment is a concept yet to be measured in the primary care settings. The ASCOP 

questionnaire provides a tool for possible measurement. Measuring scope of practice enactment would 

provide nursing researchers, managers, and leaders with a means to measure, assess, and articulate the 

extent to which RNs apply the breadth of their professional scope of practice; resulting in the potential to 

influence research, practice development initiatives, organizational supports, and policy change.   

Literature Review and Content Synthesis 

To determine the potential validity of the ASCOP for use in primary care practice we conducted a 

descriptive narrative literature review. The purpose of the review and synthesis was to assess the extent to 

which items from the ASCOP questionnaire reflect the RN role in the context of primary care nursing. 

The objectives of the review were to (1) synthesize the evidence in regard to the role activities of RNs in 

Canada’s primary care setting, (2) map role activities to the dimensions within the ASCOP questionnaire, 

and (3) modify the existing ASCOP to reflect nursing and the primary care context.  

Search strategy. 

CINAHL, PsychINFO, Medline, and EMBASE databases were searched for papers related to the 

role of RNs in primary care settings. Key words used for the search were nurse, RN, primary care, family 

practice, physician’s office, clinic, role, and scope of practice. The search was limited to articles 

published in English and a date limit was set for 1980. The search was further limited to articles published 

in Canada due to the socio-political nature of nursing scope of practice across national borders. However, 

we maintained the international literature to assist with interpretation of findings and provision of context. 

Papers were also obtained through cross-checking of reference lists of identified studies, as well as hand 

searching unpublished studies, grey literature, and government and societal websites. 181 citations were 

retrieved through electronic searching. Exclusion criteria were: studies not focused on the role of nursing 

within the primary care setting; not available in English; and data related to registered practical nurses 

(RPN), licensed practical nurses (LPN), or nurse practitioners (NP). Due to the limited body of literature 
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on this topic, qualitative and quantitative studies, grey literature, and government and societal websites 

were included in this review.  

A total of 12 papers/reports were included in the review as they met the inclusion criteria. Of the 

12 articles, 4 were reports from professional nursing associations (CNA, 2014; CARNA, 2011; Canadian 

Family Practice Nurses Association [CFPNA], 2012; RNAO, 2012). 

Comparative content review. 

Content from the literature was analyzed, and findings were compared to items from the ASCOP 

questionnaire. The literature was categorized according to the 6 dimensions of practice as demonstrated in 

Table 1. Individual items were mapped to content from the literature and are displayed in Table 2. The 

literature was then compared to each individual item in the questionnaire to identify if the content of the 

items were reflected in primary care RN roles in Canada. Below is a summary of each dimension as it is 

reflected in the current literature.  

Assessment and care planning. 

All 12 articles from the published and grey literature commented on various aspects of 

assessment and care planning (Akeroyd, et al., 2009; Allard, et al., 2010; Al Sayah, Szafran, Robertson, 

Belle, & Williams, 2014; CFPNA, 2012; CNA, 2014; CARNA, 2011; Lukewich, Edge, VanDenkerkhof, 

& Tranmer, 2014; Moaveni, et al., 2011; Oandasan, et al., 2010; Oelke, Besner, & Carter, 2014; RNAO, 

2012; Todd, Howlett, MacKay, & Lawson, 2007). Assessment is described as a key activity in the 

optimal role of the RN in primary care (Oelke, et al., 2014) and RNs described being in involved in care 

planning as an integral part of their practice (Al Sayah, et al., 2014).  

Todd and colleagues in their descriptive cross-sectional study described triage as a key role for 

nurses in primary care, and telephone triage was reported by many nurses as one of their main 

responsibilities. Oandasan and colleagues (2010) echo this finding in their case-study. Members of an 

interprofessional primary care team described the role of the RN in assessing and prioritizing patient care 

needs, this function was perceived to be of significant value to the patient population and exemplified the 

value of RNs within their team. The CFPNA (2012), RNAO (2012), and CARNA (2011) all include 
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patient triage as in integral component of the RN role in primary care. Each role description produced by 

the associations include assessment and care planning as major role dimensions, with triage listed as a 

common activity. The RNAO (2012) describes assessment as a dimension of practice which includes 

providing comprehensive physical and psychosocial assessments, interpreting findings, and coordinating 

further nursing interventions or referral to other members of the health care team. It involves providing 

health screening of individual patients and needs assessment of communities or populations.  

 Other forms of assessments identified in the literature included completing prenatal care, and 

well-baby assessments (Akeroyd, et al., 2009; RNAO, 2012; CFPNA, 2012; Todd, et al., 2007). Todd and 

colleagues (2007) found that 64.1 percent of participants surveyed reported performing prenatal 

assessments. Reviewing and prioritizing lab results were reported by 77.5 percent of participants, and 

assessments such as vision screening, mental health and mental status screening, wound care, and foot 

care were reported by many participants. Nurses also identified history taking as a common role 

expectation (Moavrni, et al., 2011; Oandasan, et al., 2010; Allard, et al., 2010; Al Sayah, et al., 2014). 

Lukewich and colleagues (2014) conducted a cross-sectional survey to determine roles of nurses working 

in primary care settings in Ontario and described nursing contributions to chronic disease management. In 

their study, a large proportion of RNs reported assessing vital signs, wound care, assessing respiratory 

status, obesity screening, tobacco screening, and medication titration.   

In 2011, the RNAO coordinated a primary care nursing taskforce to analyze the current state of 

nursing workforce utilization in the primary care setting and presented a series of recommendations to 

strengthen Ontario’s primary care nursing workforce (RNAO, 2012). The taskforce of experts collected 

current primary care RN role descriptions from across Ontario, identified key elements of practice, and 

developed a prototype role description. The role description was organized according to eight key practice 

dimensions: assessment, program management, documentation, quality improvement, treatment, patient 

self-management, management/administration, and planning. The resulting role description reflects the 

highest scope of practice utilization identified within each practice dimension.   
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 Activities related to assessment and care planning were prevalent throughout the literature, and 

findings suggest that RNs in primary care often enact components of this dimension in practice. Findings 

from the literature were mapped against items included in the assessment and care planning dimension in 

the ASCOP questionnaire, results are displayed in Table 2.  

Teaching of patients and families. 

The dimension teaching of patients and families was also a prevalent theme throughout the 

literature and was represented in 11 of the 12 articles reviewed (Akeroyd, et al., 2009; Al Sayah, et al., 

2014; CFPNA, 2012; CNA, 2014; CARNA, 2011; Lukewich, et al., 2014; Moaveni, et al., 2011; 

Oandasan, et al., 2010; Oelke, et al., 2014; RNAO, 2012; Todd, et al., 2007). Moaveni and colleagues 

(2011) identified the health educator as one of five thematic roles in their qualitative study. Their paper 

describes the results of a Delphi panel process to gain consensus on the role description and competency 

framework for primary care RNs. The competency framework emerged six distinct roles, professional, 

expert, communicator, synergist, lifelong learner, and health educator. The role of health educator 

involved educating patients/clients in the promotion and maintenance of health and the prevention of 

illness through a culturally sensitive approach, using a variety of delivery methods. The RNAO (2012) 

and the CFPNA describe health education activities in more detail in their RN role descriptions. The 

papers outline education as the process of assessing the education needs of patients and the community, 

identifying readiness for education, leading health education program strategy, and engaging in direct 

health education. The role includes preparing patient education material, evaluating health education 

outcomes, and supporting staff education. The RN uses a variety of educational approaches and 

communication strategies in  

In one study (Todd et al., 2007), 63 percent of the nurses indicated that physicians refer patients 

to them for health education. And a majority of RNs (73%) reported that they would like to provide more 

patient education. In another study (Lukewich, et al., 2012), just over 50 percent of RN respondents 

reported engaging in chronic disease management education, and 58 percent indicated providing lifestyle 
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counseling. In another qualitative study (Oelke, et al., 2014), RNs describe teaching as an activity integral 

to their role.  

Activities related to teaching and health education were prevalent throughout the literature, and 

findings suggest that RNs in primary care often enact components of this dimension in practice. Findings 

from the literature were mapped against items included in the teaching of patients and families dimension 

in the ASCOP questionnaire, results are displayed in Table 2. 

Communication and care coordination. 

Communication and care coordination was reflected strongly in 9 of the 12 articles included in 

the review (Akeroyd, et al., 2009; Al Sayah, et al., 2014; CFPNA, 2012; CNA, 2014; CARNA, 2011; 

Moaveni, et al., 2011; Oandasan, et al., 2010; RNAO, 2012; Todd, et al., 2007). This dimension was 

articulated in four of the key roles identified within Al Sayah and colleagues’ qualitative study (2014). 

The four roles include (1) coordination of patients, (2) serving as a primary care point of contact for 

patients, (3) navigation within the clinic and the broader health care setting, and (4) coordination of care 

among team members. Participants in the study described their role as facilitator and case manager in care 

navigation and spoke to the value of the RN as being a point of contact for the patient. The authors further 

defined coordination of patient care to include identifying a need, setting goals, establishing a care plan, 

consulting with other health care team members, and coordinating health care services for patients. 

Communication and care coordination occurred between the RN and the patient, between health care 

team members, and between the RN and external stakeholders or agencies.  

One study (Todd et al., 2007) reported that 89% of nurses collaborated with family physicians 

internal to their organization and 83-94% of nurse respondents reported collaborating with external care 

providers include public health, Victoria Order of Nurses, community Pharmacists, and others. Nurses 

believed this positive collaboration improved the continuity of care (93%), alleviated workload 

redundancies (83%), increased patient satisfaction (93%), and health provider satisfaction (88%), was 

cost effective (71%) and contributed to a holistic care approach (61%). In another descriptive qualitative 
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study, RN respondents described their role as a communicator between patient and the care team, one 

participant stated that continuity of care is a goal for primary care RNs (Akeroyd, et al., 2009).  

The CFPNA weaves concepts related to communication and care coordination throughout their 

role description. The RN role is reported to involve a variety of communication strategies to support and 

assist transitions in care and to ease the health burden for patients. The RN is expected to coordinate 

health care services with the patient, communicate with secondary and tertiary providers, initiate case 

conferences as needed, and ensure proper follow up. The RN also coordinates referrals or consultations as 

needed. The RNAO (2012) echo’s this role and includes collaboration as a dimension of practice within 

their RN role description. RNAO adds that the RN supports an environment that embraces 

communication and consultation. Findings from the literature were mapped against items included in the 

communication and care coordination dimension in the ASCOP questionnaire, results are displayed in 

Table 2. 

Integration and supervision of staff. 

Five of the twelve articles included in this review reflected the dimension integration and 

supervision of staff (Akeroyd, et al., 2009; CFPNA, 2012; CNA, 2014; Moaveni, et al., 2011; RNAO, 

2012). Of the five articles, three were reports from provincial/national nursing associations (CFPNA, 

2012; CNA, 2014; RNAO, 2012), one was a qualitative descriptive study (Akeroyd, et al., 2009), and the 

final one was a Delphi panel process (Moaveni, et al., 2011). The association reports describe the role of 

the RN in assisting, supervising, and orientating new staff and volunteers, and mentoring students. The 

RN is responsible for assessing education needs of staff, supporting staff education initiatives, and 

leading continuous quality improvement initiatives (CFPNA, 2012; CNA, 2014; RNAO, 2012). 

Integration and supervision of staff is briefly discussed by Moaveni and colleagues (2011). From 

their Delphi panel process, the competency framework describes the RN’s role in supporting professional 

development by acting as a coach or mentor to nurses and other colleagues. This activity was noted within 

the thematic role, professionalism. Further, Akeroyd and colleagues (2009) conducted a qualitative 

descriptive study. In their study, participants described how they worked with nursing and medical 
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students as well as residents. Their role in supervision was to support new or novice team members to 

build new skills within the health care team. Findings from the literature were mapped against items 

included in the integration and supervision of staff dimension in the ASCOP questionnaire, results are 

displayed in Table 2. 

Quality of care and patient safety. 

The dimension quality of care and patient safety was reflected in the four national/provincial 

association reports included in this review. This dimension was not reflected in any of the research 

articles reviewed. The CFPNA (2012) describes the RN role in patient safety and care quality. The RN 

reflects on personal and team practice through a systematic evaluation of professional competencies and 

practice qualities. The RN identifies and collects performance and quality improvement data and 

participates in a process to address the identified issues. Service delivery and design is guided by 

evidence, and RNs participate in and/or conduct research initiatives to support and maintain a safe, 

quality care environment (CARNA, 2011; CFPNA, 2012; CNA, 2014; RNAO, 2012). The RNAO (2012) 

adds that the RN supports an evidence-based culture within his/her organization and acts as an evidence 

based champion, using best practices to guide work environment practices. Findings from the literature 

were mapped against items included in the quality of care and patient safety dimension in the ASCOP 

questionnaire, results are displayed in Table 2.  

Knowledge updating and utilization. 

Knowledge updating and utilization was reflected in five of the articles included in this review 

(CFPNA, 2012; Moaveni, et al., 2011; RNAO, 2012). Moaveni and colleagues (2011) describe the 

thematic role of the lifelong learner as a key component of the role of RNs practicing in primary care. The 

authors state that RNs identify gaps in knowledge to identify areas for growth, actively pursue formal and 

informal professional development opportunities, and integrate new knowledge with nursing peers and 

colleagues. The RN recognizes that primary care nursing is an evolving practice and continuous learning 

is necessary to maintain practice competence (CFPNA, 2012; Moaveni, et al., 2011; RNAO, 2012). 
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Findings from the literature were mapped against items included in the knowledge updating and 

utilization dimension in the ASCOP questionnaire, results are displayed in Table 2. 

Instrument Modification 

Content from the literature was analyzed, and findings were compared to items from the 

questionnaire. The literature was categorized according to the 6 dimensions of practice from the ASCOP 

questionnaire. All 6 dimensions of practice were reflected in three of the articles included in the review. 

The dimensions assessment and care planning and teaching of patients and families were prevalent 

themes throughout the literature and were represented in 11 of the 12 articles reviewed. Communication 

and care coordination was represented in eight articles, knowledge updating and utilization and 

integration and supervision of staff were each represented in five articles, and quality of care and patient 

safety was represented in 4 articles. All items in the questionnaire were represented in the literature. 

Subsequently, the content of the ASCOP questionnaire was reviewed and modified as necessary to reflect 

the nursing role in the primary care setting. No items were removed from the questionnaire, and one new 

item was added to reflect the vast activities RNs engage in within the assessment and care planning 

dimension of practice. For the purpose of this thesis, the modified instrument will be referred to as the 

Actual Scope of Practice-Primary Care (ASCOP-PC) questionnaire. The original ASCOP items, along 

with the modifications and the final ASCOP-PC items, are displayed in Table 3. 

Expert Panel Review 

We presented the ASCOP-PC to a panel of five experts. The panel included four experts in 

primary care nursing, and one expert in survey-based research methods. Using an electronic web based 

platform, the panel was asked to rate each question on a scale of one to four based on content, clarity, and 

comprehension. Reviewers were also asked to add written feedback. Questions receiving a mean rate 

lower than three were revised based on the recommendations, and the process repeated (Davis, 1992; 

Rubio, Berg-Weger, Tebb, Lee, & Rauch, 2003).  

The questionnaire underwent three rounds of review. After the first review, 20 items were 

modified. An additional four items were subsequently modified after the second review. The third and 
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final review yielded mean rates greater than three on all items. In newly developed tools, it is 

recommended that a Content Validity Index (CVI) value of at least 0.8 (Davis, 1992). The CVI was 

calculated at 0.95 which was considered acceptable. No items were modified during this round. Table 3 

displays the modifications to the instrument after the literature review and after each round of expert 

panel review. 

Pilot Testing 

A small convenience sample of five local primary care RNs were asked to pilot the electronic 

survey package (Dillman, 2000; Polit & Beck, 2012). This group included RNs who met the inclusion 

criteria specified for the cross-sectional survey. Participants were asked to report on participant burden, 

estimated time required to complete the survey, and any components of the questionnaire that are difficult 

for the participant to read, understand, or interpret. No items were identified as difficult to read, 

understand, or interpret. The estimated time required to complete the survey averaged 45 minutes, and 

participant burden was reported as minimal. No items on the questionnaire were modified as a result of 

the pilot test and responses from the pilot study participants were not included in the final analysis of the 

cross-sectional survey.  
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Table 1. Mapping the Literature to Dimensions of Nursing Practice 

Author Title Year Study design 

Assessment 

and care 

planning 

Teaching of 

patients and 

families 

Communicati

on and care 

coordination 

Integration 

and 

supervision 

of staff 

Quality of 

care and 

patient 

safety 

Knowledge 

updating 

and 

utilization 

Akeroyd J., Oandasan I., 

Alsaffar A., Whitehead 

C., & Lingard, L. 

Perceptions of the role of the 

registered nurse in an urban 

interprofessional academic family 

practice setting 

2009 
Descriptive 

qualitative interview  
√ √ √ √   

Allard M., Frego A., 

Katz A., & Halas, G. 

Exploring the role of RNs in family 

practice residency training programs 
2010 

Cross-sectional 

survey 
√      

Al Sayah F., Szafran O., 

Robertson S., Bell N.R., 

& Williams, B. 

Nursing perspectives on factors 

influencing interdisciplinary 

teamwork in the Canadian primary 

care setting 

2014 
Descriptive 

qualitative interview 
√ √ √    

Canadian Family 

Practice Nurses' 

Association 

Sample role description for registered 

urses in family practice 
2012 

Professional 

association report : 

Sample role 

description 

√ √ √ √ √ √ 

Canadian Nurses' 

Association 

Optimizing the role of registered 

nurses in primary care in Canada 
2014 

Professional 

association report 
√ √ √ √ √  

College and Association 

of Registered Nurses of 

Alberta 

Primary care: Vision, roles and 

opportunities 
2011 

Professional 

association report 
√ √ √    

Lukewich J., Edge D.S., 

Vandenkerkhof E., & 

Tranmer, J. 

Nursing contributions to chronic 

disease management in primary care 
2014 

Cross-sectional 

survey  
√ √     

Moaveni A., Gallinaro 

A., Conn L.G., Callahan 

S., Hammond M., & 

Oandasan, I. 

A Delphi approach to developing a 

core competency framework for 

family practice registered nurses in 

Ontario 

2011 
Interviews and 

focus groups 
√ √ √ √  √ 

Oandasan I.F., 

Hammond M., Gotlib 

Conn L., Callahan S., 

Gallinaro A., & 

Moaveni, A. 

Family practice registered nurses: The 

time has come 
2010 

Cross-sectional 

survey  
√ √ √    
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Table 2. Mapping the Literature to Individual Questionnaire Items 

  

Assessment and Care Planning 

 

Item number Item Articles 

25 
I assess the patient’s physical and mental condition, taking 

biopsychosocial aspects into consideration. 

Akeroyd, et al., 2009 

CARNA, 2011 

CFPNA, 2012 

CNA, 2014 

Moaveni, et al., 2011 

RNAO, 2012 

21 

I regularly update, in writing, information about the patient’s 

condition and the care provided (therapeutic nursing plan, nurses’ 

notes, etc). 

CARNA, 2011 

CFPNA, 2012 

Todd et al., 2007 

RNAO, 2012 

 

2 
To plan my interventions, I use healthcare problem assessment tools 

(pain scales, wounds assessment tool, etc).  

CARNA, 2011 

CNA, 2014 

Moaveni, et al., 2011 

Todd, et al., 2007 

1 I involve the patient and the patient’s family in care planning. 

Akeroyd, et al., 2009 

Allard, et al., 2010 

Al Sayah, et al., 2014 

RNAO, 2012 

11 
I am involved in designing, applying, and updating patient care 

programs.  

Lukewich, et al., 2014 

Oandasan, et a., 2010 

RNAO, 2012 

Todd et al., 2007 

Akeroyd, et al., 2009 

Oelke, et al., 2013 

27 

I interpret assessment findings, coordinate/implement further 

nursing actions, and coordinate actions required by other members 

of the patient’s health care team 

 

Al Sayah, et al., 2014 

CARNA, 2011 

CNA, 2014 

CFPNA, 2012 

Lukewich, et al., 2014 

Moaveni, et al., 2011 

Oandasan, et al.,2010 

RNAO, 2012 

Todd et al., 2007 

Moaveni, et al., 2011 

  

Teaching of Patients and Families 

 

Item number Item Articles 

10. 
I assess the specific information and education needs of each patient 

and his/her family.  

CARNA, 2011 

CFPNA, 2012 

RNAO, 2012 

17. 
I verify that the patient and family have understood the teaching 

provided.  

Moaveni, et al., 2011 

RNAO, 2012 

5. 
I use teaching strategies that are adapted to each patient and family 

in accordance with the patient’s level of autonomy. 

Al Sayah, et al., 2014 

CARNA, et al., 2011 

CNA, 2014 

Moaveni, et al., 2011 

Lukewich, et al., 2014 

Oandasan, et a., 2010 
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RNAO, 2012 

Todd et al., 2007 

Akeroyd, et al., 2009 

Oelke, et al., 2013 

22. I check the quality of patient education provided on the unit. 

CFPNA, 2012 

Moaveni, et al., 2011 

RNAO, 2012 

  

Communication and Care Coordination 

 

Item number Item Articles 

16. 
I communicate to members of the team all information that could 

affect the coordination of care.  

Al Sayah, et al., 2014 

CFPNA, 2012 

Moaveni, et al., 2011 

Oandasan, et al.,2010 

RNAO, 2012 

Todd et al., 2007 

Moaveni, et al., 2011 

12. 
I coordinate the work of the nursing team to meet the needs of the 

patient and family.  

Al Sayah, et al., 2014 

Moaveni, et al., 2011 

24. 
I convey all relevant information to healthcare professionals in other 

institutions in order to ensure continuity of care. 

Akeroyd, et al., 2009 

Al Sayah, et al., 2014 

CARNA, 2011 

CNA, 2014 

Moaveni, et al., 2011 

Todd, et al., 2007 

8. I am involved in interprofessional team meetings or activities. Al Sayah, et al., 2014 

15. 
To ensure continuity of care, I coordinate the interventions of the 

interprofessional team.  

Al Sayah, et al., 2014 

Moaveni, et al., 2011 

  

Integration and Supervision of Staff 

 

Item number Item Articles 

20. I am involved in identifying in-service education needs for my unit. 
RNAO, 2012 

CFPNA, 2012 

9. 
I am involved in the orientation and training of nursing students or 

of newly hired staff. 

RNAO, 2012 

CFPNA, 2012 

6. I act as a mentor or educator for newly hired staff.  

RNAO, 2012 

Akeroyd, et al., 2009 

CFPNA, 2012 

CNA, 2014 

Moaveni, 2010 

14 
I am involved in developing and conducting training activities for 

the care team, in accordance with my skills.  

RNAO, 2012 

  

Quality of Care and Patient Safety 

 

# Item Articles 

7. 
I report clinical situations in which I see deficiencies in quality and 

safety of care.  

CFPNA, 2012 

RNAO, 2012 

26. 
I get involved in updating practices to improve the quality and 

safety of care.  

CFPNA, 2012 

RNAO, 2012 

19. 
When I have identified deficiencies, I suggest approaches or 

strategies to improve the quality and safety of care. 

CFPNA, 2012 

RNAO, 2012 

23. I am involved in evaluating the quality and safety of care.  

CARNA, 2011 

CFPNA, 2012 

CNA, 2014 

RNAO, 2012 

3. I am involved in developing nursing practice.  CFPNA, 2012 
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CNA, 2012 

RNAO, 2012 

  

Knowledge Updating and Utilization 

 

Item number Item Articles 

4. I keep my knowledge up-to-date.  

CFPNA, 2012 

Moaveni et al., 2010 

RNAO, 2012 

18. 
I improve my practice based on new knowledge derived from best 

practices and research in nursing science or in health. 

CFPNA, 2012 

Moaveni et al., 2010 

RNAO, 2012 

13. 
I share with the nursing team knowledge emerging from the 

research.  

Moaveni et al., 2010 
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Table 3. Summary of ASCOP Revisions 

 Original Item 
Post Comparative 

Content Review 
Post Expert Review 1 Post Expert Review 2 

Item 

Number 
Assessment and Care Planning 

25 

I assess the patient's 

physical and mental 

condition, taking 

biopsychosocial 

aspects into 

consideration.  

I assess the patient’s 

physical and mental 

condition, taking 

biopsychosocial 

aspects into 

consideration. 

I autonomously 

assess the patient's 

physical and mental 

condition including 

taking 

biopsychosocial 

aspects into 

consideration. 

I autonomously 

assess the patient's 

physical and mental 

condition including 

taking 

biopsychosocial 

aspects into 

consideration. 

21 

I regularly update, 

in writing, 

information about 

the patient's 

condition and the 

care provided 

(therapeutic nursing 

plan, nurses' notes, 

etc). 

I regularly update, in 

writing, information 

about the patient’s 

condition and the 

care provided 

(therapeutic nursing 

plan, nurses’ notes, 

etc). 

I document 

information about the 

patient's condition 

(nursing assessment) 

and the care provided 

(therapeutic nursing 

plan, nurses' notes, 

etc). 

I document 

information about the 

patient's condition 

(nursing assessment) 

and the care provided 

(therapeutic nursing 

plan, nurses' notes, 

etc). 

2 

To plan my 

interventions, I use 

healthcare problem 

assessment tools 

(pain scale, wound 

assessment). 

To plan my 

interventions, I use 

healthcare problem 

assessment tools 

(pain scales, wounds 

assessment tool, etc). 

I use best practice 

guidelines and 

evidence based 

assessment tools 

(pain scales, wound 

assessment tools, 

etc.) to plan nursing 

interventions in 

collaboration with 

patients and their 

family.  

I use best practice 

guidelines and 

evidence based 

assessment tools 

(pain scales, wound 

assessment tools, 

etc.) to plan nursing 

interventions in 

collaboration with 

patients and their 

family.  

1 

I involve the patient 

and the patient's 

family in care 

planning 

 I involve the patient 

and the patient’s 

family in care 

planning. 

I develop patient care 

plans in collaboration 

with the patient, the 

patient's family. 

I develop patient care 

plans in collaboration 

with the patient, the 

patient's family, and 

the interprofessional 

care team. 

11 

I am involved in 

designing, 

applying, and 

updating patient 

care programs.  

 I am involved in 

designing, applying, 

and updating patient 

care programs.  

I am involved in 

designing, applying, 

and 

evaluating/improving 

patient care 

programs.  

I am involved in 

designing, applying, 

and 

evaluating/improving 

patient care 

programs.  
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 Original Item 
Post Comparative 

Content Review 
Post Expert Review 1 Post Expert Review 2 

Item 

Number 
Assessment and Care Planning 

n/a  

I interpret assessment 

findings and 

coordinate further 

nursing actions 

I interpret assessment 

findings, 

coordinate/implement 

further nursing 

actions, and 

coordinate actions 

required by other 

members of the 

patient's health care 

team.  

I interpret assessment 

findings, 

coordinate/implement 

further nursing 

actions, and 

coordinate actions 

required by other 

members of the 

patient's health care 

team.  

Item 

Number 
Teaching of Patients and Families 

10 

I assess the specific 

information and 

education needs of 

each patient and 

his/her family. 

I assess the specific 

information and 

education needs of 

each patient and 

his/her family.  

I assess the specific 

information and 

education needs of 

each patient and 

his/her family.  

I assess the specific 

information and 

education needs of 

each patient and 

his/her family.  

17 

I verify that the 

patient and family 

have understood the 

teaching provided. 

 I verify that the 

patient and family 

have understood the 

teaching provided.  

I assess the patient 

and family's 

comprehension/under

standing of the 

teaching provided 

and tailor further 

educational 

interventions 

accordingly.  

I assess the patient 

and family's 

comprehension/under

standing of the 

teaching provided 

and tailor further 

educational 

interventions 

accordingly.  

5 

I use teaching 

strategies that are 

adapted to each 

patient and family 

in accordance with 

the patient's level of 

autonomy. 

I use teaching 

strategies that are 

adapted to each 

patient and family in 

accordance with the 

patient’s level of 

autonomy. 

I use teaching 

strategies that are 

adapted to each 

patient and family in 

accordance with the 

patient’s current 

needs, intellectual 

competence, 

developmental stage, 

literacy level, etc. 

I use teaching 

strategies that are 

adapted to each 

patient and family in 

accordance with the 

patient’s current 

needs, intellectual 

competence, 

developmental stage, 

literacy level, etc. 

22 

I check the quality 

of patient education 

provided on the 

unit. 

I check the quality of 

patient education 

provided at my 

organization. 

I assess and enhance 

(if applicable) the 

quality of patient 

education provided at 

my organization. 

I assess and enhance 

(if applicable) the 

quality of patient 

education provided at 

my organization. 
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 Original Item 
Post Comparative 

Content Review 
Post Expert Review 1 Post Expert Review 2 

Item 

Number 
Communication and Care Coordination 

16 

I communicate to 

members of the 

team all 

information that 

could affect the 

coordination of 

care. 

I communicate to 

members of the team 

all information that 

could affect the 

coordination of care. 

I communicate all 

information that 

could affect the 

coordination of care 

with members of the 

patient's health care 

team. 

I communicate all 

information that 

could affect the 

coordination of care 

with members of the 

patient's health care 

team. 

12 

I coordinate the 

work of the nursing 

team to meet the 

needs of the patient 

and family.  

I coordinate the work 

of the nursing team to 

meet the needs of the 

patient and family.  

I coordinate the care 

provided by the 

health care team 

work of the nursing 

team to meet the 

needs of the patient 

and family.  

I coordinate the care 

provided by the 

health care team 

work of the nursing 

team to meet the 

needs of the patient 

and family.  

24 

I convey all 

relevant 

information to 

health care 

professionals in 

other institutions in 

order to ensure 

continuity of care.  

I convey all relevant 

information to 

healthcare 

professionals in other 

institutions and 

organizations in order 

to ensure continuity 

of care. 

I convey all relevant 

information to health 

care professionals in 

other institutions and 

external 

organizations in order 

to ensure continuity 

of care. 

I convey all relevant 

information to health 

care professionals in 

other institutions and 

external 

organizations in order 

to ensure continuity 

of care. 

8 

I am involved in 

interprofessional 

team meetings or 

activities. 

I am involved in 

interprofessional 

team meetings or 

activities. 

I am involved in 

interprofessional 

team meetings or 

activities. 

I actively participate 

in interprofessional 

team meetings or 

activities. 

15 

To ensure 

continuity of care, I 

coordinate the 

interventions of the 

interprofessional 

team. 

To ensure continuity 

of care, I coordinate 

the interventions of 

the interprofessional 

team. 

To ensure continuity 

of care, I coordinate 

interventions of the 

patient's health care 

team within my 

organization and 

across sectors. 

interprofessional 

team. 

To ensure continuity 

of care, I coordinate 

interventions of the 

patient's health care 

team within my 

organization and 

across sectors. 

interprofessional 

team. 

Item 

Number 
Integration and Supervision of Staff 

20 

I am involved in 

identifying in-

service education 

needs for my unit. 

I am involved in 

identifying in-service 

education needs for 

my organization. 

I am involved in 

identifying in-service 

education needs for 

my organization. 

I am involved in 

identifying in-service 

education needs for 

my organization. 
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 Original Item 
Post Comparative 

Content Review 
Post Expert Review 1 Post Expert Review 2 

Item 

Number 
Integration and Supervision of Staff 

9 

I am involved in the 

orientation and 

training of nursing 

students or newly 

hired staff. 

I am involved in the 

orientation and 

training of nursing 

students or newly 

hired staff. 

I am involved in the 

orientation and 

training of nursing 

students or newly 

hired staff. 

I am involved in the 

orientation and 

training of nursing 

students and/or newly 

hired staff. 

6 
I act as a mentor or 

educator for newly 

hired staff. 

I act as a mentor or 

educator for newly 

hired staff. 

I act as a mentor or 

educator for newly 

hired staff. 

I act as a mentor or 

educator for newly 

hired staff. 

14 

I am involved in 

developing and 

conducting training 

activities for the 

care team, in 

accordance with my 

skills.  

I am involved in 

developing and 

conducting training 

activities for the care 

team, in accordance 

with my skills.  

I am involved in 

developing and 

conducting training 

activities for the 

health care team, in 

accordance with my 

skills.  

I am involved in 

developing and 

conducting training 

activities for the 

health care team, in 

accordance with my 

skills.  

Item 

Number 
Quality of Care and Patient Safety 

7 

I report clinical 

situations in which 

I see deficiencies in 

quality and safety 

of care.  

I report clinical 

situations in which I 

see deficiencies in 

quality and safety of 

care.  

I report clinical 

situations in which I 

see deficiencies in 

quality and safety of 

care.  

I report clinical 

situations in which I 

see deficiencies in 

quality and safety of 

care.  

26 

I get involved in 

updating practices 

to improve the 

quality and safety 

of care.  

I get involved in 

updating practices to 

improve the quality 

and safety of care.  

I get involved in 

updating practices 

update clinical 

practices to improve 

the quality and safety 

of care.  

I get involved in 

updating practices 

update clinical 

practices to improve 

the quality and safety 

of care.  

19 

When I have 

identified 

deficiencies, I 

suggest approaches 

or strategies to 

improve the quality 

and safety of care.  

When I have 

identified 

deficiencies, I 

suggest approaches or 

strategies to improve 

the quality and safety 

of care.  

When I have 

identified 

deficiencies 

opportunities for 

improvement in care 

practices, I 

recommend 

approaches or 

strategies to improve 

the quality and safety 

of care provided 

within my 

organization.  

When I have 

identified 

deficiencies 

opportunities for 

improvement in care 

practices, I 

recommend 

approaches or 

strategies to improve 

the quality and safety 

of care provided 

within my 

organization.  

23 

I am involved in 

evaluating the 

quality and safety 

of care.  

I am involved in 

evaluating the quality 

and safety of care.  

I am involved in 

evaluating the quality 

and safety of care.  

I am involved in 

evaluating the quality 

and safety of care.  
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 Original Item 
Post Comparative 

Content Review 
Post Expert Review 1 Post Expert Review 2 

Item 

Number 
Quality of Care and Patient Safety 

3 
I am involved in 

developing nursing 

practice.  

I am involved in 

developing nursing 

practice.  

I am involved in 

developing and 

improving nursing 

practice to reflect 

evidence-based 

practice.  

I am involved in 

developing and 

improving nursing 

practice to reflect 

evidence-based 

practice.  

Item 

Number 
Knowledge Updating and Utilization 

4 
I keep my 

knowledge up-to-

date.  

I keep my knowledge 

up-to-date.  
I keep my knowledge 

up-to-date.  
I keep my knowledge 

up-to-date.  

18 

I improve my 

practice based on 

new knowledge 

derived from best 

practices and 

research in nursing 

science or in health.  

I improve my 

practice based on 

new knowledge 

derived from best 

practices and research 

in nursing science or 

in health.  

I improve my 

practice based on 

new knowledge 

derived from best 

practices and research 

in nursing science or 

in health.  

I improve my 

practice based on 

new knowledge 

derived from best 

practices and research 

in nursing science or 

in health.  

13 

I share with the 

nursing team 

knowledge 

emerging from 

research.  

I share with the 

nursing team 

knowledge emerging 

from research.  

I share with the 

nursing team 

knowledge emerging 

from research.  

I share with the 

nursing team 

knowledge emerging 

from research.  
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Chapter 4: Measuring scope of practice enactment in the primary care setting 

Abstract 

Background: Scope of practice enactment is the extent to which nurses apply in practice the breadth of 

the knowledge and skills all Registered Nurses (RNs) are educated and authorized to perform. It is 

reflected in the knowledge base of the profession and is a concept vital to understanding nursing 

contributions and nursing capacity within the health system. There is a need to measure scope of practice 

enactment in the primary care setting. 

Aim: To measure scope of practice enactment in the primary care setting. To meet this aim, two 

objectives were addressed, (1) to revise and adapt the Actual Scope of Practice (ASCOP) questionnaire 

for use in the primary care setting, and (2) to determine content validity, internal consistency and 

sensitivity of the modified instrument (ASCOP-PC).  

Methods: We conducted a content review of the literature, and expert panel review to assess content 

validity of the questionnaire, and subsequently modified the instrument to reflect nursing activities in 

primary care. The ASCOP-PC was administered as a cross-sectional survey to 178 RNs in Ontario. Data 

were analyzed to assess internal consistency, reliability, and sensitivity of the instrument.  

Results: The ASCOP-PC yielded acceptable alpha coefficients ranging from 0.66 to 0.91 and explained 

variances from 44.2 to 62.6. Total mean score of 5.2 suggests that RNs within these models of care 

almost always engage in activities reflected in the ASCOP-PC.   

Interpretation: The ASCOP-PC is, to our knowledge, the first instrument validated to measure nursing 

scope of practice enactment in the primary care setting, and provides a means for nurse leaders to 

systematically assess and articulate the extent to which nursing capacity is being utilized in this setting. It 

is a consistent and reliable measure of nursing scope of practice enactment in the primary care setting.  
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Registered nurses (RN) are well equipped to address the complex needs of Canadians at the first 

point of contact with the health system and have potential to improve access and quality of primary care 

services without increasing costs (Keleher, Parker, Abdulwadud, & Francis, 2009; Oandasan, et al., 2010; 

Oelke, Besner, & Carter, 2014; Registered Nurses’ Association of Ontario [RNAO], 2012). Primary care 

has been defined as the first level of a health service system, providing entry into the system for all new 

needs and problems, providing care for most health needs, and coordinating or integrating services 

provided by external community agencies and/or specialists (Starfield, 1998). Access to a RN in primary 

care provides patients with a range of care that meets their health needs and can significantly decrease 

referrals to more expensive levels of the health system (Barrett, Curran, Glynn, & Goodwin, 2007; 

Canadian Nurses’ Association [CNA], 2014; Health Council of Canada [HCC], 2009; Keleher, et al., 

2009; Kennedy, 2014). Registered nurses have the potential to address the determinants of health through 

a holistic, patient-centered approach that involves health promotion, illness prevention, and chronic 

disease management (Besner, Drummond, Oelke, McKim, & Carter, 2011; Canadian Family Practice 

Nurses’ Association [CFPNA], n.d.; Jones, 2015; Moaveni, et al., 2011; Oelke, et al., 2014; Todd, 

Howlett, MacKay, & Lawson, 2007). According to statistical reports from the College of Nurses of 

Ontario (College of Nurses of Ontario [CNO], 2016), 4458 RNs identified a primary care setting as their 

place of employment in 2015. The primary care registered nursing workforce in Ontario represents 

approximately 5.8 percent of the 112 691 RNs practicing nursing in Ontario, an increase of 14.9 percent 

between 2005 and 2015.  

Although primary care RNs have experienced, perhaps, more integration among interdisciplinary 

primary care teams over the last decade (Besner, et al. 2005; CNA, 2014; Canadian Policy Research 

Networks, 2008; Health Council of Canada, 2009; Primary Healthcare Planning Group, 2011) few studies 

have assessed the nursing role in this setting. Preliminary research suggests primary care RNs continue to 

work significantly below their full scope of practice, and the knowledge, skills and competencies of RNs 

remain underutilized (Oelke, Wihelm, Jackson, Suter, & Carter, 2012; Allard, Frego, Katz, & Halas, 

2010; Lukewich, Edge, VanDenkerkhof, & Tranmer, 2014), resulting in significant system inefficiencies. 
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When we conducted a review of the literature to seek information related to measuring 

professional scope of practice using the following keywords: scope of practice, role enactment, 

professional role, nursing role, nurses’ practice patterns, measurement, and questionnaire, we identified 

D’Amour and colleagues’ study (2012) as the only published article measuring scope of practice 

enactment. The instrument was developed and validated for use in the acute care setting; however, it has 

not been validated for use in the primary care setting. Without a means to measure the extent to which 

RNs apply the breadth and depth of their professional scope of practice in primary care, we are unable to 

adequately assess, articulate, or evaluate utilization of primary care nursing resources. It is also difficult to 

assess the capacity, or potential capacity, of nursing contributions within primary care. This lack of focus 

on nursing scope of practice enactment and potential underutilization of nursing knowledge can 

compromise the quality of care for patients in the primary care setting. 

Scope of Practice Enactment 

The concept ‘scope of practice enactment’ relies on the broader concept, full scope of practice. 

The Nursing Act (1991) defines nursing practice as “the promotion of health and the assessment of, 

provision of, care for, and treatment of, health conditions by supportive, preventative, therapeutic, 

palliative and rehabilitative means in order to attain or maintain optimal function” (p.1). Full scope of 

practice can be operationally defined as the outer limits of practice all RNs are educated and authorized to 

perform that is influenced by the setting in which the nurse practices, the needs of the patients, and the 

knowledge and skill of the individual nurse (CNA, 2015). Besner et al. (2005) add that full scope of 

practice is a role that is reflected in the knowledge base of the profession. 

Role enactment is a concept identified in the literature that is most closely related to scope of 

practice enactment. Role enactment refers to the application of behaviour and knowledge as defined by 

cultural and professional expectations (Besner, et al., 2005). Role enactment refers specifically to the 

application of the expected role, as defined by the individual organization, culture, and nurse (D’Amour, 

et al., 2012). This concept varies from scope of practice enactment which refers to enactment of the 
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professional scope of practice as defined by professional standards and legislation rather than individual 

role expectations.  

Drawing from the work of D’Amour et al. (2012), the CNA, and the CNO, scope of practice 

enactment is conceptually defined as the extent to which RNs apply in practice the breadth of the 

professional scope of practice all RNs are educated and authorized to perform. Enactment speaks 

specifically to application of the knowledge base of the profession. For the purpose of this study, scope of 

practice enactment is operationally defined using the ASCOP questionnaire.  

Actual Scope of Practice Questionnaire 

The ASCOP questionnaire is a self-administered questionnaire consisting of 26 questions 

measuring scope of practice enactment rated on a six-point Likert-scale and study participants are given 

alternatives ranging from never to always (1, never; 2, rarely; 3, sometimes; 4, frequently; 5, almost 

always; 6, always). D’Amour et al. (2012) conducted a content analysis of the literature on scope of 

practice and defined six dimensions of nurses’ scope. These dimensions reflect key nursing competencies 

(Besner et al., 2005; Black et al., 2008; CNA 2015) and include, (1) assessment and care planning, (2) 

teaching of patients and families, (3) communication and care coordination, (4) integration and 

supervision of staff, (5) quality of care and patient safety, and (6) knowledge updating and utilization. 

Items were further categorized into three levels of complexity, inspired by the work of O’Baugh, Wilkes, 

Vanghan, and O’Donohue (2007).  Appendix B illustrates the ASCOP questionnaire as developed by 

D’Amour et al. (2012). 

Study Aim 

This study aimed to measure scope of practice enactment in the primary care setting. To reach the 

study aim, two research objectives were addressed: (1) to adapt and revise  the existing ASCOP 

questionnaire for use in the primary care setting, and (2) to determine validity, internal consistency and 

sensitivity of the modified questionnaire (ASCOP-PC). 
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Ethics 

Queen’s University Health Science Research Ethics Board provided ethics approval prior to study 

commencement (file number 6011773). See Appendix 1 for Ethics Review Approval letter. 

Methods 

This study consisted of two phases: (1) literature review and synthesis and expert panel review; 

and (2) cross-sectional survey of nurses working in primary care organizations.  

Literature review and synthesis. 

A descriptive narrative literature review was conducted to establish content validity of the 

ASCOP questionnaire for use in Canada’s primary care setting. The purpose of the review and synthesis 

was to assess the extent to which items from the ASCOP questionnaire reflect the RN role in the context 

of primary care nursing. The objectives of the review were to (1) synthesize the evidence in regard to the 

role of RNs in Canada’s primary care setting, (2) map role activities to the dimensions within the ASCOP 

questionnaire, and (3) modify the existing ASCOP to reflect nursing and the primary care context. 

Search strategy. 

CINAHL, PsychINFO, Medline, and EMBASE databases were searched for papers related to the 

role of RNs in primary care settings. Key words used for the search were nurse, RN, primary care, family 

practice, physician’s office, clinic, role, and scope of practice. The search was limited to articles 

published in English and a date limit was set for 1980. The search was further limited to articles published 

in Canada due to the socio-political nature of nursing scope of practice across national borders. Papers 

were also obtained through cross-checking of reference lists of identified studies, as well as hand 

searching unpublished studies, grey literature, and government and societal websites. 181 citations were 

retrieved through electronic searching. Exclusion criteria were: studies not focused on the role of nursing 

within the primary care setting; not available in English, and data related to registered practical nurses 

(RPN), licensed practical nurses (LPN), or nurse practitioners (NP). Due to the limited body of literature 

on this topic, qualitative and quantitative studies, grey literature, and government and societal websites 

were included in this review.  
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A total of 12 papers/reports were included in the review as they met the inclusion criteria. Of the 

12 articles, 4 were reports from professional nursing associations (CNA, 2014; College and Association 

of Registered Nurses’ Association of Alberta [CARNA], 2011; CFPNA, 2012; RNAO, 2012). 

Comparative content review. 

Content from the literature was analyzed, and findings were compared to items from the 

questionnaire. The literature was categorized according to the 6 dimensions of practice from the ASCOP 

questionnaire as demonstrated in Table 1. All 6 dimensions of practice were reflected in three of the 

articles included in the review. The dimensions assessment and care planning and teaching of patients 

and families were prevalent themes throughout the literature and were represented in 11 of the 12 articles 

reviewed. Communication and care coordination was represented in eight articles, knowledge updating 

and utilization and integration and supervision of staff were each represented in five articles and quality 

of care and patient safety was represented in 4 articles. All items in the questionnaire were represented in 

the literature. Subsequently, the content of the ASCOP questionnaire was reviewed and modified as 

necessary to reflect the nursing role in the primary care setting. No items were removed from the 

questionnaire, and one new item was added. The modified ASCOP is referred to as the Actual Scope of 

Practice-Primary Care (ASCOP-PC) questionnaire. 

Expert panel review and pilot test. 

The ASCOP-PC was presented to a panel of four experts in primary care, and one expert in 

survey-based research methods. The panel provided feedback based on the content, clarity, and 

comprehension of the questionnaire items. The instrument underwent three rounds of review until a 

content validity index (CVI) of greater than 0.80 was achieved. The third and final review yielded a CVI 

of 0.95, and the instrument was considered acceptable by the panel. 

A group of five local primary care RNs was asked to pilot the survey package. Participants 

reported on participant burden, estimated time required to complete the survey, and any components of 

the questionnaire that are difficult for the participant to read, understand, or interpret. No items on the 
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questionnaire were modified as a result of the pilot test and responses from the pilot study participants 

were not included in the final analysis of the cross-sectional survey. 

Cross-sectional survey. 

We conducted a cross-sectional survey to assess construct validity, internal consistency and 

sensitivity of the ASCOP-PC questionnaire in the primary care setting. The ASCOP-PC items along with 

the demographic characteristics that were collected are presented in Appendix D 

Sample. 

Potential study participants included RNs in Ontario, Canada, registered in the general class, who 

were practicing in primary care organizations. Nurse Practitioners, RPNs and LPNs were excluded from 

the study. There is no consensus among experts regarding the exact sample size required for instrument 

validation studies (Polit & Beck, 2012); however, many suggest that following a ratio of items to 

respondents is an acceptable approach. Five to 10 respondents per item is considered an acceptable ratio 

(Bryant & Yarnold 1995). Dillman (2000) suggests an average response rate of approximately 27 percent 

can be anticipated for self-administered web based questionnaires. A minimum of 500 participants is 

required to meet the minimum sample size with a 27 percent response rate. A list of potential sources of 

participants was compiled by the Ministry of Health and Long Term Care (MOHLTC) to identify the 77 

community health centers (CHCs), 182 family health teams (FHTs),  and 25 nurse practitioner-led clinics 

(NPLCs), a total of 284 primary care organizations, operating in 2015. Within those organization, 2 525 

RNs were employed (CNO, 2016). RNs practicing in CHCs, FHTs, and NPLCs were approached for 

participation. Attempts were made to contact all organizations; however, we were only able to make 

contact with 158 of the organizations (55.6%). A nursing or clinical lead from each organization was 

contacted by the researcher via telephone, introduced to the study, and invited to distribute the electronic 

survey to their RN staff. The lead was also asked to track and submit the number of RNs who received the 

survey to provide the researchers a means to capture response rate. The questionnaire was delivered to 

210 RNs. The sampling plan was based on feasibility and accessibility to the population.  

Data collection. 
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The ASCOP-PC questionnaire along with personal demographic data such as age, gender, level 

of education, years of practice, and organizational setting were formatted into web-based FluidSurveys© 

electronic platform. Dillman’s recommendations for web based survey research methods (2000) were 

used during development of the self-administered web based survey package, including the physical 

format. The survey was distributed in the fall of 2015. Two weeks following the initial distribution of the 

questionnaire, an email was sent to remind participants to complete the questionnaire. A second reminder 

email was sent out after an additional two weeks.  

Statistical Analysis 

To address the stated objectives, our data analysis plan was informed by a similar study 

conducted by D’Amour and colleagues (2012), and data were analyzed using SPSS© (version 23) 

statistical analysis software. To assess internal consistency and validity of the instrument we employed a 

descriptive and factor analysis approach (Waltz, Strickland, & Lenz, 2010). Because the ASCOP 

questionnaire items are grouped into six dimensions with three levels of complexity, principal component 

analysis (PCA) is an appropriate data analysis approach. We conducted PCA for each subscale and for the 

instrument as a whole to measure the proportion of variance explained by the grouping of items.  

To determine instrument sensitivity and construct validity, we carried out t-tests, comparing total 

and subscale scores between 2-level variables, to test the instrument’s ability to distinguish between 

known groups. Additionally, analysis of variance and Turkey post hoc tests were computed for variables 

with greater than 2 levels. Statistical significance was set at P < 0.05. The groups analyzed include (1) 

years of nursing experience, (2) years of experience in primary care, (3) nursing education, (4) practice 

role, (5) employment status, and (6) organizational structure. Groups one and two were categorized into 

ordinal level data by grouping responses into one of the following categories: less than five years, five to 

10 years, 11 to 25 years, and greater than 25 years. Categories within the nursing education group were 

collapsed to include diploma, baccalaureate, and higher (including graduate level degrees). Current role 

refers to a nurse’s position as either staff nurse, clinical coordinator, manager, educator, or other. For the 

purpose of analysis, this group was collapsed into two categories: staff nurse and other. The staff nurse 



54 

 

group refers to a nurse who provides direct care to clients (CNO, 2016). The “other” category refers to 

nurses who identify as belonging to the clinical coordinator, manager, educator, or other categories. 

Employment status category was dichotomized into two categories: full time, and other (including part 

time, casual, temporary, and job share). The organizational structure category collapsed to include four 

categories: CHC, FHT, NPLC, and other.  

Results 

Of the 210 RNs who received the survey, 181 completed, providing an 86.2% response rate. 

Three questionnaires completed by NPs were excluded from the analysis as not meeting the inclusion 

criteria of nurses registered in the general class leaving 178 participants to be included in the analysis. 

Demographic characteristics of the sample are displayed in Table 7. Of the participants, 87.1% were 

female compared to 93.9% in the general RN population in Ontario (CNO, 2016). 62.6% of the 

participants had a baccalaureate degree or higher, and only 16.5% had practiced in primary care for more 

than 10 years. The majority of respondents worked in a FHT (61.8%) or a CHC (21.4%). As shown in 

Table 8, the overall mean item score was 4.8 out of 6.0, and response means ranged from 2.9 to 6.0 (3.1). 

Subscale mean scores ranged from 4.2 to 5.2, and levels of complexity mean scores ranged from 4.5 to 

5.3. The highest dimension scores were teaching of patients and families (5.2+/-0.7), and knowledge 

utilization and updating (5.1+/-0.7). Those dimensions less often reported include assessment and care 

planning (4.8+/-0.7), communication and care coordination (4.9+/-0.8), and quality of care and patient 

safety (4.7+/-1.0). The dimension least frequently reported was integration and supervision of staff (4.2+/-

1.1). 

Construct validity. 

Descriptive and comparative data analyses for known-groups are presented in 
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Table 9. The following known-groups were analyzed: years of nursing experience, years of experience in primary care, nursing education, 

practice role, employment status, and organizational structure. Scores on the ASCOP-PC varied little across the known sub groups. Nurses with 

less than five years of experience in primary care scored lower in integration and supervision of staff (P = .011). The group categorized as staff 

nurses scored lower in the assessment and care planning dimension (P = .004) as well as lower scores for level of complexity 2 (P = .009) when 

compared with nurses in the “other” category (including clinical coordinators, managers, and educators). No differences were identified in the 

following groups: years of experience in nursing, nursing education, employment status, or organizational structure.   

Internal consistency and validity. 

A PCA was conducted on the 27 item questionnaire as a whole. The Kaiser-Meyer-Olkin (KMO) measure verified the sampling adequacy 

for the analysis, KMO = .828 and all KMO values for the 6 subscales were >.625 which is well above the acceptable limit of .5 (Field, 

2009). Bartlett’s test of sphericity X
2 (351) = 2090.344, p = < .001 indicated that correlations between items were sufficiently large for PCA 

(Appendix E). An initial exploratory analysis was run to explore eigenvalues for each component in the data. Six components had 

eigenvalues over Kaiser’s criterion of 1 and in combination explained 59.8% of the variance (Appendix F). The scree plot (Figure 2) was 

slightly ambiguous and showed inflections that would justify retaining both components one and four. Given the small sample size and the 

Kaiser’s criterion on 6 components, six components were retained in the final analysis. The factor loadings from the final analysis are 

displayed in Appendix G. All six dimensions were well represented on the six components. 
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Table 10 displays the alpha coefficients and factor analysis for the ASCOP-PC as a whole and for 

each dimension. The PCA for each dimension explained variances ranging from 44.2% to 62.6%, and 

59.8% for the instrument as a whole. The alpha coefficient for the 27 items together was .91, 

demonstrating acceptable internal consistency. Two of the dimensions demonstrated adequate internal 

consistency with α coefficients of .75 and .79, while values for the remaining four dimensions range from 

.66 to .68, demonstrating only modest internal consistency within the dimensions. 

 
 

Figure 2. Factor Analysis Scree Plot 

Discussion 

This study conducted initial psychometric testing of the ASCOP-PC questionnaire in the primary 

care setting. A content and context relevant questionnaire was developed from findings of a comparative 

content review and expert panel feedback. Based on our findings, we would suggest that the ASCOP-PC 

questionnaire is a consistent and reliable measure of nursing scope of practice enactment in the primary 

care setting. 

The ASCOP-PC contained valid content as determined by our comparative content review and 

validation by a panel of experts.  Our psychometric testing determined that the tool measured important 

primary care nursing constructs and had good internal consistency. Internal consistency of the modified 
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questionnaire as a whole was high, with alpha coefficients of .91; however, four of the subscales only 

demonstrated moderate internal consistency with alpha coefficients < .70. Generally, an alpha coefficient 

of .70 or higher is considered acceptable (Tabachnick & Fidell, 2007); however, an alpha coefficient 

between .60 and .70 is considered acceptable when conducting initial psychometric testing of an 

instrument (Loewenthal, 2004; Nunnally, 1978). The alpha coefficients for individual dimensions 

(Cronbach α < .70) provide moderate support for internal validity with the proposed dimension structure. 

Four of the six dimensions demonstrated alpha coefficients below .70 including teaching of patients and 

families, knowledge updating and utilization, assessment and care planning, and communication and care 

coordination. Low alpha coefficients may be related to the low number of items within the dimensions 

(Tavakol, Dennick, 2011). Further, low alpha coefficients can occur when the dimension being analyzed 

has additional underlying factors or dimensions (Tavakol, Dennick, 2011). The ASCOP categorizes items 

in two ways, (1) by the dimension of nursing practice it reflects, and (2) according to the level of 

complexity of the activity. Due to the limited research in the primary care setting, we did not assign levels 

of complexity to the individual items. It is possible that the level of complexity of each item may 

represent a separate dimension structure influencing the alpha coefficient. Subsequent research should 

seek to establish a dimension structure for the ASCOP-PC that reflects the levels of complexity of the 

activities to further validate the proposed dimension structure.  

Currently, there is insufficient research in the primary care setting to support differences between 

groups of nurses and the extent to which they enact the full scope of nursing practice. However, it is 

reasonable to assume to some extent that patterns among nursing groups in the primary care setting may 

mimic patterns among the same groups in the acute care setting. For the purpose of this study, the groups 

analyzed were informed by the study conducted by D’Amour et al. (2012) in the acute care setting.  Our 

study found that nurses with less than five years of practice experience in primary care enacted 

integration and supervision of staff less frequently than nurses with more than 5 years of experience. This 

result may reflect the influence of experience on the role of nurses. Novice nurses may be less likely to 

take initiative on activities involving integration and supervision of staff as they focus on refining their 
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own role within the setting; while nurses with greater than 5 years of experience may be both more 

willing to engage in these activities, and more likely to be called upon by leadership to take on this role.  

Responses from the staff nurse group in this study demonstrated lower use of activities within the 

assessment and care planning dimension when compared to nurses in the “other” category (including 

clinical coordinators, managers, and educators). From our literature review, we were able to demonstrate 

that those activities within the assessment and care planning dimension are integral to the role of RNs in 

primary care. However, the studies we reviewed did not differentiate between staff nurses and nurses 

practicing in other roles. Findings reported by D’Amour and colleagues suggest a similar pattern among 

nurses in the acute care setting. Their study revealed RNs practicing in a staff nurse role also reported 

lower scores in the assessment and care planning domain when compared to nurses practicing in other 

roles. It is possible that nursing role within an organization may be a contributing factor to scope of 

practice enactment, particularly in the assessment and care planning dimension. Further research is 

needed to assess this phenomenon and determine if there is an association or causation relationship 

between nursing role and scope of practice enactment.  

Few differences in scope of practice enactment between know-groups were revealed in this study. 

One potential contributing factor is the poor understanding of primary care nursing. Without a clear 

understanding of nursing within this setting, it is difficult to establish “known-groups”. Further research is 

required to better understand the unique experience of RNs in primary care and to reveal and establish 

groups of nurses within the population that are likely to vary in scope of practice enactment. Or 

conversely, they primary care nursing, in comparison to acute care nursing, may have less variation in 

practice.  Second, the sample of RNs working in team based models of care, within an organization in 

which the executive director is willing to forward the survey results contributes to the potential 

homogeneity of the sample and   less variance between known groups. 

 Similarities and differences: comparing the ASCOP-PC with the original ASCOP. 

This study was largely informed by the study conducted by D’Amour et al. (2012) in which the 

initial development and psychometric testing of the ASCOP was completed. The ASCOP-PC was 
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informed by and developed from the ASCOP. Findings from D’Amour and colleagues (2012) are 

compared to findings from this study.  

A literature review and synthesis and expert panel review yielded few changes to the original 

ASCOP questionnaire. Items were altered to reflect language consistent with the role in primary care, and 

one item was added to expand on activities within the assessment and care planning dimension. The 

changes did not significantly alter the original meaning behind the item and/or the dimension. Our 

findings suggest that the original questionnaire adequately reflects key nursing competencies consistent in 

all areas across various nursing roles and care settings. 

Variances among mean scores were found between this study and findings from D’Amour and 

colleagues’ study (2012). A comparison of mean scores for each dimension and for the instrument as a 

whole is illustrated in Table 11. D’Amour and colleagues’ study found a mean score of 3.47 for the 

ASCOP instrument as a whole suggesting that most activities were performed infrequently. In contrast to 

findings from this study demonstrating primary care RNs reported engaging in most activities on the 

ASCOP-PC almost always. Literature in both primary care and acute care suggest that RNs generally 

practice well below their full scope of practice (Besner, et al., 2005; D’Amour et al., 2012; Kennedy, 

2014; Lukewich, et al., 2014; Moaveni, et al., 2011; Nathenson, Schafer, & Anderson, 2007; Upenieks, 

Akhavan, Kotlerman, Esser, & Ngo, 2007; White, et al., 2008;). Variances between the sampling plans 

for the two studies may be a factor influencing these findings. It is possible characteristics of 

organizational attributes may be a factor influencing scope of practice enactment. Nurses practicing in 

team based models of care may be more likely to enact their full scope of practice. 

The practice dimension teaching of patients and families was reported as the most frequent 

activity performed in the primary care setting however, in acute care, these activities were performed less 

frequently. This finding may reflect differences in practice settings between primary care and acute care. 

Primary care has a heightened focus on health promotion and disease prevention. Primary care RNs often 

engage in roles involving health teaching such as chronic disease management, sexual health education, 

and well-baby care. Acute care RNs may engage in similar activities, however, less frequently. In both 
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settings, teaching activities may be under-reported as nurses do not recognize teaching moments and 

opportunities as it is an integral component of their practice. 

The most significant variance in mean scores between the two studies is within the knowledge 

updating and utilization dimension. D’Amour and colleagues state that the knowledge updating and 

utilization is a key dimension for nurses’ leadership in supporting professional, accountable, and quality 

practice. Yet, nurses in acute care reported only performing these activities sometimes. In contrast, 

primary care RNs reported almost always performing these activities. This finding reflects nurses’ desire 

to enhance their role and build on their knowledge in this setting, and the availability of resources to 

support knowledge utilization. The transition into primary care has been reported in other studies as 

involving a significant learning curve (Oelke et al., 2012), and nursing in primary care involves a skillset 

unique to the setting.  

Findings from the PCA in this study are consistent with findings from D’Amour’s study (2012) as 

listed in Table 11. Both studies have a very comparable alpha Cronbach for the instrument as a whole 

demonstrating acceptable internal consistency. Within dimensions, the ASCOP yielded alpha coefficients 

ranging from 0.61 to 0.76 and the ASCOP-PC yielded alpha coefficients ranging from 0.64 to 0.79 

demonstrating modest to acceptable internal consistency within dimensions. Explained variances were 

also similar with explained variances for the both instruments close to 60 percent.  

The ASCOP questionnaire and the ASCOP-PC questionnaire both demonstrate internal 

consistency and validity. Content review of the literature and expert panel review provide support for 

content validity. Variances were found between mean dimension scores and mean global scores; however, 

some similarities were found between patterns of mean dimension scores and primary care nurses in this 

sample reported higher levels of scope of practice enactment.  

Findings from this study suggest that primary care RNs enact their full scope of practice. This 

finding is inconsistent with previous studies which suggest RNs in primary care practice significantly 

below their full scope of practice. Further research is required to understand if unique organizational 
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characteristics of this sample contribute to scope of practice enactment. Further population-based research 

and descriptive observational studies are needed to validate this finding.  

Strengths and Limitations. 

Research that relies solely on self-report measures is prone to self-report response bias (Waltz, et 

al., 2010). Participants have a tendency to respond in a socially desirable way, particularly when the 

questions are of sensitive nature, and participants are hesitant to report behaviour that may be perceived 

as less desirable (Donaldson, & Grant-Vallone, 2002). Further, organizational research suggests that when 

participants are asked to respond to questions related to their performance in the workplace, self-report 

biases is increasingly prevalent (Donaldson, & Grant-Vallone, 2002). It is reasonable to assume results 

from this study may over-estimate actual nursing scope of practice enactment. This potentially limits the 

interpretation of the findings.  

 An additional limitation of the study is the representativeness of the sample. Our study was 

limited by a convenience sample. The accessible population included RNs practicing in a team based 

model of care (CHC, FHT or NPLC) in an organization who agreed to forward the survey on to 

participants. Of the 2 525 RNs practicing in the target organizations, the survey was only forwarded to 

210 RNs (7.0%). Of those, 86.2% completed the survey. It is reasonable to assume that this sampling bias 

may have produced a sample with unique characteristics that are not necessarily representative of the 

population. Further, these team based models of care may have more supports in place to engage in more 

nursing specific activities. These differences have been considered in the interpretation of this data. This 

limitation threatens the external validity of the study.  

Reliability of factor analysis is dependent on sample size (Field, 2009). And although the minimal 

sample size required for factor analysis was obtained (calculated at minimum 5 participants per 

questionnaire item), the sample size is at the lower end of acceptable. Future research using a larger 

sample would strengthen the results of this study.  

The known-groups approach to establishing construct validity relies on prior research to identify 

groups that are expected to have differences in their responses. There is currently insufficient literature, 
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regarding primary care nursing, to effectively identify known groups within the target population. This 

limits the interpretation of the results. The known groups in this study were informed by a previous study 

in the acute care setting, and the limitation was considered in the interpretation of the results.  

Finally, the instrument was studied in one province within Canada and the results are limited to 

the unique social, political, and professional landscape of Ontario's primary care setting. This study 

requires further validation in other jurisdictions within Canada and internationally.  

Conclusions 

As Canada has made a commitment to reforming the primary health care system, which includes 

optimization of the inter-disciplinary professional team (Hutchison, Levesque, Strumpf, & Coyle, 2011; 

Primary Healthcare Planning Group, 2011; Wodchis, 2013), it is vital that nurses are able to effectively 

identify nursing contributions and roles within the primary care team.  Thus, there is a need to accurately 

assess, measure, and articulate the extent to which nurses are enacting their full scope of practices. The 

modified ASCOP questionnaire is a promising tool with potential to serve as an instrument to measure the 

extent to which RNs are applying the breadth of their professional scope of practice. This tool can be used 

to assess scope of practice enactment from the level of the organization, the Local Health Integration 

Network, or the province, and as a means to assess for opportunities to expand on current nursing roles. 

The instrument could be used as a tool to measure system change and to identify the effectiveness of 

change efforts. Nursing leaders, administrators, and decision makers could use this tool to guide 

transformational change within the health system and to advance the development of primary care models 

that promote full scope of practice enactment, appropriate utilization of scarce resources, and effective 

team based collaboration.   
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Table 4. Mapping the Literature to Dimensions of Nursing Practice 

Author Title Year Study design 

Assessment 

and care 

planning 

Teaching of 

patients and 

families 

Communicati

on and care 

coordination 

Integration 

and 

supervision 

of staff 

Quality of 

care and 

patient 

safety 

Knowledge 

updating 

and 

utilization 

Akeroyd J., Oandasan I., 

Alsaffar A., Whitehead 

C., & Lingard, L. 

Perceptions of the role of the 

registered nurse in an urban 

interprofessional academic family 

practice setting 

2009 
Descriptive 

qualitative interview  
√ √ √ √   

Allard M., Frego A., 

Katz A., & Halas, G. 

Exploring the role of RNs in family 

practice residency training programs 
2010 

Cross-sectional 

survey 
√      

Al Sayah F., Szafran O., 

Robertson S., Bell N.R., 

& Williams, B. 

Nursing perspectives on factors 

influencing interdisciplinary 

teamwork in the Canadian primary 

care setting 

2014 
Descriptive 

qualitative interview 
√ √ √    

Canadian Family 

Practice Nurses' 

Association 

Sample role description for registered 

urses in family practice 
2012 

Professional 

association report : 

Sample role 

description 

√ √ √ √ √ √ 

Canadian Nurses' 

Association 

Optimizing the role of registered 

nurses in primary care in Canada 
2014 

Professional 

association report 
√ √ √ √ √  

College and Association 

of Registered Nurses of 

Alberta 

Primary care: Vision, roles and 

opportunities 
2011 

Professional 

association report 
√ √ √    

Lukewich J., Edge D.S., 

Vandenkerkhof E., & 

Tranmer, J. 

Nursing contributions to chronic 

disease management in primary care 
2014 

Cross-sectional 

survey  
√ √     

Moaveni A., Gallinaro 

A., Conn L.G., Callahan 

S., Hammond M., & 

Oandasan, I. 

A Delphi approach to developing a 

core competency framework for 

family practice registered nurses in 

Ontario 

2011 
Interviews and 

focus groups 
√ √ √ √  √ 

Oandasan I.F., 

Hammond M., Gotlib 

Conn L., Callahan S., 

Gallinaro A., & 

Moaveni, A. 

Family practice registered nurses: The 

time has come 
2010 

Cross-sectional 

survey  
√ √ √    

 



69 

 

Table 5. Mapping the Literature to Individual Questionnaire Items 

  

Assessment and Care Planning 

 

Item number Item Articles 

25 
I assess the patient’s physical and mental condition, taking 

biopsychosocial aspects into consideration. 

Akeroyd, et al., 2009 

CARNA, 2011 

CFPNA, 2012 

CNA, 2014 

Moaveni, et al., 2011 

RNAO, 2012 

21 

I regularly update, in writing, information about the patient’s 

condition and the care provided (therapeutic nursing plan, nurses’ 

notes, etc). 

CARNA, 2011 

CFPNA, 2012 

Todd et al., 2007 

RNAO, 2012 

 

2 
To plan my interventions, I use healthcare problem assessment tools 

(pain scales, wounds assessment tool, etc).  

CARNA, 2011 

CNA, 2014 

Moaveni, et al., 2011 

Todd, et al., 2007 

1 I involve the patient and the patient’s family in care planning. 

Akeroyd, et al., 2009 

Allard, et al., 2010 

Al Sayah, et al., 2014 

RNAO, 2012 

11 
I am involved in designing, applying, and updating patient care 

programs.  

Lukewich, et al., 2014 

Oandasan, et a., 2010 

RNAO, 2012 

Todd et al., 2007 

Akeroyd, et al., 2009 

Oelke, et al., 2013 

27 

I interpret assessment findings, coordinate/implement further 

nursing actions, and coordinate actions required by other members 

of the patient’s health care team 

 

Al Sayah, et al., 2014 

CARNA, 2011 

CNA, 2014 

CFPNA, 2012 

Lukewich, et al., 2014 

Moaveni, et al., 2011 

Oandasan, et al.,2010 

RNAO, 2012 

Todd et al., 2007 

Moaveni, et al., 2011 

  

Teaching of Patients and Families 

 

Item number Item Articles 

10. 
I assess the specific information and education needs of each patient 

and his/her family.  

CARNA, 2011 

CFPNA, 2012 

RNAO, 2012 

17. 
I verify that the patient and family have understood the teaching 

provided.  

Moaveni, et al., 2011 

RNAO, 2012 

5. 
I use teaching strategies that are adapted to each patient and family 

in accordance with the patient’s level of autonomy. 

Al Sayah, et al., 2014 

CARNA, et al., 2011 

CNA, 2014 

Moaveni, et al., 2011 

Lukewich, et al., 2014 

Oandasan, et a., 2010 

RNAO, 2012 

Todd et al., 2007 
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Akeroyd, et al., 2009 

Oelke, et al., 2013 

22. I check the quality of patient education provided on the unit. 

CFPNA, 2012 

Moaveni, et al., 2011 

RNAO, 2012 

  

Communication and Care Coordination 

 

Item number Item Articles 

16. 
I communicate to members of the team all information that could 

affect the coordination of care.  

Al Sayah, et al., 2014 

CFPNA, 2012 

Moaveni, et al., 2011 

Oandasan, et al.,2010 

RNAO, 2012 

Todd et al., 2007 

Moaveni, et al., 2011 

12. 
I coordinate the work of the nursing team to meet the needs of the 

patient and family.  

Al Sayah, et al., 2014 

Moaveni, et al., 2011 

24. 
I convey all relevant information to healthcare professionals in other 

institutions in order to ensure continuity of care. 

Akeroyd, et al., 2009 

Al Sayah, et al., 2014 

CARNA, 2011 

CNA, 2014 

Moaveni, et al., 2011 

Todd, et al., 2007 

8. I am involved in interprofessional team meetings or activities. Al Sayah, et al., 2014 

15. 
To ensure continuity of care, I coordinate the interventions of the 

interprofessional team.  

Al Sayah, et al., 2014 

Moaveni, et al., 2011 

  

Integration and Supervision of Staff 

 

Item number Item Articles 

20. I am involved in identifying in-service education needs for my unit. 
RNAO, 2012 

CFPNA, 2012 

9. 
I am involved in the orientation and training of nursing students or 

of newly hired staff. 

RNAO, 2012 

CFPNA, 2012 

6. I act as a mentor or educator for newly hired staff.  

RNAO, 2012 

Akeroyd, et al., 2009 

CFPNA, 2012 

CNA, 2014 

Moaveni, 2010 

14 
I am involved in developing and conducting training activities for 

the care team, in accordance with my skills.  

RNAO, 2012 

  

Quality of Care and Patient Safety 

 

# Item Articles 

7. 
I report clinical situations in which I see deficiencies in quality and 

safety of care.  

CFPNA, 2012 

RNAO, 2012 

26. 
I get involved in updating practices to improve the quality and 

safety of care.  

CFPNA, 2012 

RNAO, 2012 

19. 
When I have identified deficiencies, I suggest approaches or 

strategies to improve the quality and safety of care. 

CFPNA, 2012 

RNAO, 2012 

23. I am involved in evaluating the quality and safety of care.  

CARNA, 2011 

CFPNA, 2012 

CNA, 2014 

RNAO, 2012 

3. I am involved in developing nursing practice.  

CFPNA, 2012 

CNA, 2012 

RNAO, 2012 
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Knowledge Updating and Utilization 

 

Item number Item Articles 

4. I keep my knowledge up-to-date.  

CFPNA, 2012 

Moaveni et al., 2010 

RNAO, 2012 

18. 
I improve my practice based on new knowledge derived from best 

practices and research in nursing science or in health. 

CFPNA, 2012 

Moaveni et al., 2010 

RNAO, 2012 

13. 
I share with the nursing team knowledge emerging from the 

research.  

Moaveni et al., 2010 

  

Assessment and Care Planning 

 

Item number Item Articles 

25 I assess the patient’s physical and mental condition, taking 

biopsychosocial aspects into consideration. 

 

21 I regularly update, in writing, information about the patient’s 

condition and the care provided (therapeutic nursing plan, nurses’ 

notes, etc). 

 

2 To plan my interventions, I use healthcare problem assessment tools 

(pain scales, wounds assessment tool, etc).  

 

1 I involve the patient and the patient’s family in care planning.  

11 I am involved in designing, applying, and updating patient care 

programs.  

 

27 I regularly update, in writing, information about the patient’s 

condition and the care provided (therapeutic nursing plan, nurses’ 

notes, etc). 

 

 

  

Teaching of Patients and Families 

 

Item number Item Articles 

10. 
I assess the specific information and education needs of each patient 

and his/her family.  

CARNA, 2011 

CFPNA, 2012 

RNAO, 2012 

17. 
I verify that the patient and family have understood the teaching 

provided.  

Moaveni, et al., 2011 

RNAO, 2012 

5. 
I use teaching strategies that are adapted to each patient and family 

in accordance with the patient’s level of autonomy. 

Al Sayah, et al., 2014 

CARNA, et al., 2011 

CNA, 2014 

Moaveni, et al., 2011 

Lukewich, et al., 2014 

Oandasan, et a., 2010 

RNAO, 2012 

Todd et al., 2007 

Akeroyd, et al., 2009 

Oelke, et al., 2013 

22. I check the quality of patient education provided on the unit. 

CFPNA, 2012 

Moaveni, et al., 2011 

RNAO, 2012 

  

Communication and Care Coordination 

 

Item number Item Articles 

16. 
I communicate to members of the team all information that could 

affect the coordination of care.  

Al Sayah, et al., 2014 

CFPNA, 2012 

Moaveni, et al., 2011 

Oandasan, et al.,2010 
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RNAO, 2012 

Todd et al., 2007 

Moaveni, et al., 2011 

12. 
I coordinate the work of the nursing team to meet the needs of the 

patient and family.  

Al Sayah, et al., 2014 

Moaveni, et al., 2011 

24. 
I convey all relevant information to healthcare professionals in other 

institutions in order to ensure continuity of care. 

Akeroyd, et al., 2009 

Al Sayah, et al., 2014 

CARNA, 2011 

CNA, 2014 

Moaveni, et al., 2011 

Todd, et al., 2007 

8. I am involved in interprofessional team meetings or activities. Al Sayah, et al., 2014 

15. 
To ensure continuity of care, I coordinate the interventions of the 

interprofessional team.  

Al Sayah, et al., 2014 

Moaveni, et al., 2011 

  

Integration and Supervision of Staff 

 

Item number Item Articles 

20. I am involved in identifying in-service education needs for my unit. 
RNAO, 2012 

CFPNA, 2012 

9. 
I am involved in the orientation and training of nursing students or 

of newly hired staff. 

RNAO, 2012 

CFPNA, 2012 

6. I act as a mentor or educator for newly hired staff.  

RNAO, 2012 

Akeroyd, et al., 2009 

CFPNA, 2012 

CNA, 2014 

Moaveni, 2010 

14 
I am involved in developing and conducting training activities for 

the care team, in accordance with my skills.  

RNAO, 2012 

  

Quality of Care and Patient Safety 

 

# Item Articles 

7. 
I report clinical situations in which I see deficiencies in quality and 

safety of care.  

CFPNA, 2012 

RNAO, 2012 

26. 
I get involved in updating practices to improve the quality and 

safety of care.  

CFPNA, 2012 

RNAO, 2012 

19. 
When I have identified deficiencies, I suggest approaches or 

strategies to improve the quality and safety of care. 

CFPNA, 2012 

RNAO, 2012 

23. I am involved in evaluating the quality and safety of care.  

CARNA, 2011 

CFPNA, 2012 

CNA, 2014 

RNAO, 2012 

3. I am involved in developing nursing practice.  

CFPNA, 2012 

CNA, 2012 

RNAO, 2012 

  

Knowledge Updating and Utilization 

 

Item number Item Articles 

4. I keep my knowledge up-to-date.  

CFPNA, 2012 

Moaveni et al., 2010 

RNAO, 2012 

18. 
I improve my practice based on new knowledge derived from best 

practices and research in nursing science or in health. 

CFPNA, 2012 

Moaveni et al., 2010 

RNAO, 2012 

13. 
I share with the nursing team knowledge emerging from the 

research.  

Moaveni et al., 2010 
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Table 6. Summary of ASCOP Revisions 

 Original Item 
Post Comparative 

Content Review 
Post Expert Review 1 Post Expert Review 2 

Item 

Number 
Assessment and Care Planning 

25 

I assess the patient's 

physical and mental 

condition, taking 

biopsychosocial 

aspects into 

consideration.  

I assess the patient’s 

physical and mental 

condition, taking 

biopsychosocial 

aspects into 

consideration. 

I autonomously 

assess the patient's 

physical and mental 

condition including 

taking 

biopsychosocial 

aspects into 

consideration. 

I autonomously 

assess the patient's 

physical and mental 

condition including 

taking 

biopsychosocial 

aspects into 

consideration. 

21 

I regularly update, 

in writing, 

information about 

the patient's 

condition and the 

care provided 

(therapeutic nursing 

plan, nurses' notes, 

etc). 

I regularly update, in 

writing, information 

about the patient’s 

condition and the 

care provided 

(therapeutic nursing 

plan, nurses’ notes, 

etc). 

I document 

information about the 

patient's condition 

(nursing assessment) 

and the care provided 

(therapeutic nursing 

plan, nurses' notes, 

etc). 

I document 

information about the 

patient's condition 

(nursing assessment) 

and the care provided 

(therapeutic nursing 

plan, nurses' notes, 

etc). 

2 

To plan my 

interventions, I use 

healthcare problem 

assessment tools 

(pain scale, wound 

assessment). 

To plan my 

interventions, I use 

healthcare problem 

assessment tools 

(pain scales, wounds 

assessment tool, etc). 

I use best practice 

guidelines and 

evidence based 

assessment tools 

(pain scales, wound 

assessment tools, 

etc.) to plan nursing 

interventions in 

collaboration with 

patients and their 

family.  

I use best practice 

guidelines and 

evidence based 

assessment tools 

(pain scales, wound 

assessment tools, 

etc.) to plan nursing 

interventions in 

collaboration with 

patients and their 

family.  

1 

I involve the patient 

and the patient's 

family in care 

planning 

 I involve the patient 

and the patient’s 

family in care 

planning. 

I develop patient care 

plans in collaboration 

with the patient, the 

patient's family. 

I develop patient care 

plans in collaboration 

with the patient, the 

patient's family, and 

the interprofessional 

care team. 

11 

I am involved in 

designing, 

applying, and 

updating patient 

care programs.  

 I am involved in 

designing, applying, 

and updating patient 

care programs.  

I am involved in 

designing, applying, 

and 

evaluating/improving 

patient care 

programs.  

I am involved in 

designing, applying, 

and 

evaluating/improving 

patient care 

programs.  



74 

 

 Original Item 
Post Comparative 

Content Review 
Post Expert Review 1 Post Expert Review 2 

Item 

Number 
Assessment and Care Planning 

n/a  

I interpret assessment 

findings and 

coordinate further 

nursing actions 

I interpret assessment 

findings, 

coordinate/implement 

further nursing 

actions, and 

coordinate actions 

required by other 

members of the 

patient's health care 

team.  

I interpret assessment 

findings, 

coordinate/implement 

further nursing 

actions, and 

coordinate actions 

required by other 

members of the 

patient's health care 

team.  

Item 

Number 
Teaching of Patients and Families 

10 

I assess the specific 

information and 

education needs of 

each patient and 

his/her family. 

I assess the specific 

information and 

education needs of 

each patient and 

his/her family.  

I assess the specific 

information and 

education needs of 

each patient and 

his/her family.  

I assess the specific 

information and 

education needs of 

each patient and 

his/her family.  

17 

I verify that the 

patient and family 

have understood the 

teaching provided. 

 I verify that the 

patient and family 

have understood the 

teaching provided.  

I assess the patient 

and family's 

comprehension/under

standing of the 

teaching provided 

and tailor further 

educational 

interventions 

accordingly.  

I assess the patient 

and family's 

comprehension/under

standing of the 

teaching provided 

and tailor further 

educational 

interventions 

accordingly.  

5 

I use teaching 

strategies that are 

adapted to each 

patient and family 

in accordance with 

the patient's level of 

autonomy. 

I use teaching 

strategies that are 

adapted to each 

patient and family in 

accordance with the 

patient’s level of 

autonomy. 

I use teaching 

strategies that are 

adapted to each 

patient and family in 

accordance with the 

patient’s current 

needs, intellectual 

competence, 

developmental stage, 

literacy level, etc. 

I use teaching 

strategies that are 

adapted to each 

patient and family in 

accordance with the 

patient’s current 

needs, intellectual 

competence, 

developmental stage, 

literacy level, etc. 

22 

I check the quality 

of patient education 

provided on the 

unit. 

I check the quality of 

patient education 

provided at my 

organization. 

I assess and enhance 

(if applicable) the 

quality of patient 

education provided at 

my organization. 

I assess and enhance 

(if applicable) the 

quality of patient 

education provided at 

my organization. 
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 Original Item 
Post Comparative 

Content Review 
Post Expert Review 1 Post Expert Review 2 

Item 

Number 
Communication and Care Coordination 

16 

I communicate to 

members of the 

team all 

information that 

could affect the 

coordination of 

care. 

I communicate to 

members of the team 

all information that 

could affect the 

coordination of care. 

I communicate all 

information that 

could affect the 

coordination of care 

with members of the 

patient's health care 

team. 

I communicate all 

information that 

could affect the 

coordination of care 

with members of the 

patient's health care 

team. 

12 

I coordinate the 

work of the nursing 

team to meet the 

needs of the patient 

and family.  

I coordinate the work 

of the nursing team to 

meet the needs of the 

patient and family.  

I coordinate the care 

provided by the 

health care team 

work of the nursing 

team to meet the 

needs of the patient 

and family.  

I coordinate the care 

provided by the 

health care team 

work of the nursing 

team to meet the 

needs of the patient 

and family.  

24 

I convey all 

relevant 

information to 

health care 

professionals in 

other institutions in 

order to ensure 

continuity of care.  

I convey all relevant 

information to 

healthcare 

professionals in other 

institutions and 

organizations in order 

to ensure continuity 

of care. 

I convey all relevant 

information to health 

care professionals in 

other institutions and 

external 

organizations in order 

to ensure continuity 

of care. 

I convey all relevant 

information to health 

care professionals in 

other institutions and 

external 

organizations in order 

to ensure continuity 

of care. 

8 

I am involved in 

interprofessional 

team meetings or 

activities. 

I am involved in 

interprofessional 

team meetings or 

activities. 

I am involved in 

interprofessional 

team meetings or 

activities. 

I actively participate 

in interprofessional 

team meetings or 

activities. 

15 

To ensure 

continuity of care, I 

coordinate the 

interventions of the 

interprofessional 

team. 

To ensure continuity 

of care, I coordinate 

the interventions of 

the interprofessional 

team. 

To ensure continuity 

of care, I coordinate 

interventions of the 

patient's health care 

team within my 

organization and 

across sectors. 

interprofessional 

team. 

To ensure continuity 

of care, I coordinate 

interventions of the 

patient's health care 

team within my 

organization and 

across sectors. 

interprofessional 

team. 

Item 

Number 
Integration and Supervision of Staff 

20 

I am involved in 

identifying in-

service education 

needs for my unit. 

I am involved in 

identifying in-service 

education needs for 

my organization. 

I am involved in 

identifying in-service 

education needs for 

my organization. 

I am involved in 

identifying in-service 

education needs for 

my organization. 

 Original Item 
Post Comparative 

Content Review 
Post Expert Review 1 Post Expert Review 2 
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Item 

Number 
Integration and Supervision of Staff 

9 

I am involved in the 

orientation and 

training of nursing 

students or newly 

hired staff. 

I am involved in the 

orientation and 

training of nursing 

students or newly 

hired staff. 

I am involved in the 

orientation and 

training of nursing 

students or newly 

hired staff. 

I am involved in the 

orientation and 

training of nursing 

students and/or newly 

hired staff. 

6 
I act as a mentor or 

educator for newly 

hired staff. 

I act as a mentor or 

educator for newly 

hired staff. 

I act as a mentor or 

educator for newly 

hired staff. 

I act as a mentor or 

educator for newly 

hired staff. 

14 

I am involved in 

developing and 

conducting training 

activities for the 

care team, in 

accordance with my 

skills.  

I am involved in 

developing and 

conducting training 

activities for the care 

team, in accordance 

with my skills.  

I am involved in 

developing and 

conducting training 

activities for the 

health care team, in 

accordance with my 

skills.  

I am involved in 

developing and 

conducting training 

activities for the 

health care team, in 

accordance with my 

skills.  

Item 

Number 
Quality of Care and Patient Safety 

7 

I report clinical 

situations in which 

I see deficiencies in 

quality and safety 

of care.  

I report clinical 

situations in which I 

see deficiencies in 

quality and safety of 

care.  

I report clinical 

situations in which I 

see deficiencies in 

quality and safety of 

care.  

I report clinical 

situations in which I 

see deficiencies in 

quality and safety of 

care.  

26 

I get involved in 

updating practices 

to improve the 

quality and safety 

of care.  

I get involved in 

updating practices to 

improve the quality 

and safety of care.  

I get involved in 

updating practices 

update clinical 

practices to improve 

the quality and safety 

of care.  

I get involved in 

updating practices 

update clinical 

practices to improve 

the quality and safety 

of care.  

19 

When I have 

identified 

deficiencies, I 

suggest approaches 

or strategies to 

improve the quality 

and safety of care.  

When I have 

identified 

deficiencies, I 

suggest approaches or 

strategies to improve 

the quality and safety 

of care.  

When I have 

identified 

deficiencies 

opportunities for 

improvement in care 

practices, I 

recommend 

approaches or 

strategies to improve 

the quality and safety 

of care provided 

within my 

organization.  

When I have 

identified 

deficiencies 

opportunities for 

improvement in care 

practices, I 

recommend 

approaches or 

strategies to improve 

the quality and safety 

of care provided 

within my 

organization.  

23 

I am involved in 

evaluating the 

quality and safety 

of care.  

I am involved in 

evaluating the quality 

and safety of care.  

I am involved in 

evaluating the quality 

and safety of care.  

I am involved in 

evaluating the quality 

and safety of care.  

 Original Item 
Post Comparative 

Content Review 
Post Expert Review 1 Post Expert Review 2 
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Item 

Number 
Quality of Care and Patient Safety 

3 
I am involved in 

developing nursing 

practice.  

I am involved in 

developing nursing 

practice.  

I am involved in 

developing and 

improving nursing 

practice to reflect 

evidence-based 

practice.  

I am involved in 

developing and 

improving nursing 

practice to reflect 

evidence-based 

practice.  

Item 

Number 
Knowledge Updating and Utilization 

4 
I keep my 

knowledge up-to-

date.  

I keep my knowledge 

up-to-date.  
I keep my knowledge 

up-to-date.  
I keep my knowledge 

up-to-date.  

18 

I improve my 

practice based on 

new knowledge 

derived from best 

practices and 

research in nursing 

science or in health.  

I improve my 

practice based on 

new knowledge 

derived from best 

practices and research 

in nursing science or 

in health.  

I improve my 

practice based on 

new knowledge 

derived from best 

practices and research 

in nursing science or 

in health.  

I improve my 

practice based on 

new knowledge 

derived from best 

practices and research 

in nursing science or 

in health.  

13 

I share with the 

nursing team 

knowledge 

emerging from 

research.  

I share with the 

nursing team 

knowledge emerging 

from research.  

I share with the 

nursing team 

knowledge emerging 

from research.  

I share with the 

nursing team 

knowledge emerging 

from research.  
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Table 7. Demographic characteristics of the study population 

 Mean Median Range 

Age (years) 43.2 43 22-71 

Years of Nursing Experience 18.0 15.5 1-50 

Years of Experience in Primary Care 7.0 5.0 1-44 

 Responses, n (%) 

Sex  

Male 6 (3.4) 

Female 155 (87.1) 

No response 17 (9.6) 

Current rolei  

Staff nurse 123 (73.2) 

Other 45 (26.8) 

Employment statusa  

Full time 125 (74.4) 

Other 43 (25.6) 

Localityb  

Urban/City 96 (55.5) 

Rural 71 (41.0) 

Remote 6 (3.5) 

Also working outside of primary carec  

Yes 35 (21.0) 

No 132 (79.0) 

Organizational structureb  

Community Health Centre 37 (21.4) 

Family Health Team 107 (61.8) 

NPLC 9 (5.2) 

Other 20 (11.6) 

Highest level of educationd  

Diploma 61 (37.4) 

Baccalaureate or higher 102 (62.6) 
aMissing n=10 
bMissing n=5 
cMissing n=11 
dMissing n=15 
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Table 8. Profile of Scores: Dimensions and Levels of Complexity 

   Dimensions  Levels of Complexity 

 

Global 

Mean 

Score 

Assessm
ent and 

care 

planning 

Teaching 
of patients 

and 

families 

Communicati

on and care 

coordination 

Integration 
and 

supervisio

n of staff 

Quality of 
care and 

patient 

safety 

Knowledge 
utilization 

and 

updating  1 2 3 

Number of Items 26 6 4 5 4 5 3  7 10 10 

Mean 4.81 4.83 5.16 4.86 4.20 4.66 5.12  5.31 4.76 4.49 

SD 0.668 0.749 0.725 0.824 1.174 1.00 0.747  0.597 0.697 0.917 

Median 4.84 4.83 5.25 5.00 4.33 4.75 5.33  5.43 4.90 4.50 

Range 
3.10(2.
9-6.0) 

3.40(2.6
-3.4) 

3.00(3.0-
6.0) 

3.60(2.4-6.0) 5.00(1.0-
6.0) 

4.75(1.3-6.0) 3.33(2.7-
6.0) 

 2.57(3.4
-6.0) 

3.40(2.6
-6.0) 

4.56(1.4
-6.0) 
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Table 9. Known-groups Analysis 

   Dimensions 
 

Levels of Complexity 

 N % 

Global 

Mean 

Score 

Assessment 

and care 

planning 

Teaching of 

patients and 

families 

Communication 

and care 

coordination 

Integration 
and 

supervision 

of staff 

Quality of 
care and 

patient 

safety 

Knowledge 
utilization 

and 

updating 
 

1 2 3 

Years of nursing 

experience 

         
 

   

<5 29 17.9 4.83 4.99 5.14 4.76 4.16 4.82 5.14 
 

5.32 4.78 4.53 

5-10 26 16.0 4.89 5.01 5.02 5.13 4.12 4.64 5.20 
 

5.33 4.90 4.53 

11-25 60 37.0 4.84 4.84 5.25 5.01 4.26 4.60 5.12 
 

5.40 4.80 4.51 

>25 47 29.0 4.84 4.82 5.22 4.78 4.30 4.76 5.16 
 

5.36 4.74 4.55 

Years of 

experience in 
primary care 

         
 

   

<5 72 44.2 4.77 4.92 5.14 4.81 3.95 4.58 5.14 
 

5.38 4.68 4.40 

5-10 64 39.3 4.91 4.78 5.21 4.96 4.57 a 4.83 5.16 
 

5.31 4.89 4.64 

11-25 24 14.7 4.98 5.12 5.26 5.19 4.19 4.80 5.19 
 

5.51 4.93 4.66 

>25 3 1.8 4.92 4.60 5.75 4.80 4.78a 4.33 5.28 
 

5.20 4.61 4.89 a 

Nursing 

Education 

         
 

   

Diploma 61 37.4 4.86 4.78 5.29 4.97 4.30 4.74 5.16 
 

5.39 4.74 4.58 

Baccalaureate 

or higher 

100 62.6 4.85 4.96 5.13 4.90 4.21 4.69 5.15 
 

5.35 4.80 4.54 

Current role          
 

   

Staff nurse 123 73.2 4.79 4.77 5.17 4.86 4.19 4.66 5.11 
 

5.33 4.70 4.47 

Other 45 26.4 5.01 5.15* 5.17 5.08 4.42 4.80 5.23 
 

5.38 5.02

* 

4.72 

Employment 

Status 

           
 

   

Full time 125 74.4 4.81 4.85 5.17 4.88 4.15 4.67 5.12 
 

5.33 4.77 4.48 
Other 43 25.6 4.86 4.80 5.17 4.93 4.47 4.69 5.18 

 

5.28 4.83 4.62 

Organizational 

Structure 

         
 

   

CHC 37 21.4 4.85 4.92 5.11 4.85 4.35 4.79 5.09 
 

5.33 4.84 4.51 
FHT 102 61.8 4.82 4.80 5.18 4.87 4.24 4.64 5.17 

 

5.34 4.76 4.49 

NPLC 9 5.2 4.58 4.56 5.21 4.89 3.35 4.45 4.94 
 

5.10 4.51 4.25 

Other 20 11.6 4.79 4.89 5.03 4.85 4.14 4.66 5.13 
 

5.31 4.76 4.49 

P < 0.05 
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Table 10. Alpha Coefficients and Factor Analysis for the Dimensions of the ASCOP-PC 

Dimensions 
Number 

of Items 

Cronbach's 

α 

% Explained 

Variance 
KMO 

Total for the 6 dimensions 27 0.91 59.8 0.858 

Assessment and care 

planning 
6 0.67 58.2 0.678 

Teaching of patients and 

families 
4 0.64 52.7 0.688 

Communication and care 

coordination 
5 0.68 44.2 0.725 

Integration and supervision 

of staff 
4 0.79 61.3 0.637 

Quality of care and patient 

safety 
5 0.75 51.2 0.790 

Knowledge utilization and 

updating 
3 0.66 62.6 0.671 

Barlett’s Test of Sphericity P<.001 
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Table 11. Comparison of ASCOP-PC and ASCOP   

Dimensions 
Means Cronbach's α % Explained Variance 

D’Amour Braithwaite D’Amour Braithwaite D’Amour Braithwaite 

Total for the 6 

dimensions 
3.47 4.81 0.89 0.91 59.1 59.8 

Assessment and 

care planning 
4.19 4.83 0.64 0.67 43.0 58.2 

Teaching of 

patients and 

families 

3.88 5.16 0.67 0.64 54.5 52.7 

Communication 

and care 

coordination 

3.43 4.86 0.61 0.68 40.5 44.2 

Integration and 

supervision of staff 
3.03 4.20 0.70 0.79 52.9 61.3 

Quality of care and 

patient safety 
3.11 4.66 0.8 0.75 42.9 51.2 

Knowledge 

utilization and 

updating 

3.09 5.12 0.70 0.66 62.4 62.6 
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Chapter 5: General Discussion 

Summary of Findings 

The purpose of this thesis was to develop an instrument to measure scope of practice enactment in 

the primary care setting. Two research objectives were addressed: (1) to modify the ASCOP questionnaire 

for use in the primary care setting, and (2) to determine validity, internal consistency, and sensitivity of 

the ASCOP-PC.  

Based on a detailed narrative literature and expert panel review we determined that the ASCOP, 

with few modifications to address applicability in the primary care setting, addressed key attributes of 

scope of practice enactment among primary care RNs. The instrument adequately represents the construct 

‘scope of practice enactment’ within the primary care setting, and all 6 dimensions of practice were 

adequately represented in the literature. Our cross-sectional survey to determine psychometric rigor 

determined that the questionnaire demonstrated internal consistency and to a lesser extent, construct 

validity. The PCA demonstrates acceptable internal consistency with alpha coefficients of .91 for the 

instrument as a whole. These findings are consistent with D’Amour and colleagues findings in the acute 

care setting (2012). The ASCOP was modified for use in the primary care setting, and results from initial 

psychometric testing suggests that the ASCOP-PC is a reasonable measure of scope of practice enactment 

in the primary care setting.  

Nursing practice and policy implications 

Canadians rely heavily on a publicly funded health system, and will continue to rely more heavily 

on it as chronic diseases and comorbidities prevail and the aging population exceeds the number of 

children for the first time in history (Wodchis, 2013). By 2030 the number of senior citizens is projected 

to reach 10.9 million, more than double the current population (Statistics Canada, 2015), and chronic 

disease and comorbidity is expected to plague the greatest proportion of adults and children in Canada’s 

history (Wodchis, et al. ). Appropriate RN roles are needed to address the complex health needs 

Ontarians, and the need for primary care nursing services is expected to grow significantly as we face new 
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population needs and health demands.  A strong primary care foundation is considered to be a key 

characteristic of a high performing health system (Primary Health Care Planning Group [PHCPG], 2011). 

Access to a RN in primary care provides patients with a range of care that meets their health needs and 

can significantly decrease referrals to more expensive levels of the health system (HCC, 2009). Primary 

care RNs have the potential to address the determinants of health and present opportunity for 

improvement to Ontario’s health system. 

Previous studies suggest the role of RNs in primary care is currently misaligned to the 

competencies, knowledge, and skills of the profession (Akeroyd, Oandasan, Alsaffar, Whitehead, & 

Lingard, 2009; Allard, Frego, Katz, & Halas, 2010; Kenndy, 2014; Lukewich, Edge, VanDenkerkhof, & 

Tranmer, 2014; Moaveni, 2011; RNAO, 2012). However, our study found that RNs practicing in CHCs, 

FHTs, and NPLCs may be enacting their full scope of practice to a greater extent than previously 

expected. Ontario has supported integration of these interdisciplinary primary health care teams across the 

province and it is important to understand how nursing contributions within these teams are impacted by 

scope of practice enactment patterns.  

The ASCOP-PC questionnaire is a promising tool with potential to serve as an instrument to 

measure scope of practice enactment in the primary care setting. As the first survey to measure this 

concept in the primary care setting, the initial psychometric testing of the instrument yields promising 

results and provides a strong base for future instrument validation and scope of practice descriptive 

studies.  

Strengths and Limitations 

Few limitations were identified in this study including self-report response bias, sample 

representativeness, and sample size. Research that relies solely on self-report measures is prone to self-

report response bias (Waltz, Strickland, & Lenz, 2010). Participants have a tendency to respond in a 

socially desirable way, particularly when the questions are of sensitive nature, and participants are 

hesitant to report behaviour that may be perceived as less desirable (Donaldson, & Grant-Vallone, 2002). 

Further, organizational research suggests that when participants are asked to respond to questions related 
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to their performance in the workplace, self-report biases is increasingly prevalent (Donaldson, & Grant-

Vallone, 2002). It is reasonable to assume results from this study may over-estimate actual nursing scope 

of practice enactment. This potentially limits the interpretation of the findings.  

 An additional limitation of the study is the representativeness of the sample. The accessible 

population was limited to RNs practicing in a team based model of care (CHC, FHT or NPLC) in an 

organization who agreed to forward the survey on to participants. Of the 2 525 RNs practicing in the 

target organizations, the survey was only forwarded to 210 RNs (7.0%). Of those, 86.2% completed the 

survey. It is reasonable to assume that this sampling bias may produce a sample with unique 

characteristics that are not necessarily representative of the population. This limitation threatens the 

external validity of the study.  

Reliability of factor analysis is dependent on sample size (Field, 2009). And although the minimal 

sample size required for factor analysis was obtained (calculated at minimum 5 participants per 

questionnaire item), the sample size is at the lower end of acceptable. A larger sample would strengthen 

of the results of this study.  

Finally, the instrument was studied in one province within Canada and the results are limited to 

the unique social, political, and professional landscape of Ontario's primary care setting. This study 

requires further validation in other jurisdictions within Canada and internationally.  

The study was strengthened by a strong research design. The three phase approach involved a 

comprehensive approach to instrument validation. This designed provided the opportunity to establish 

construct validity, content validity, and internal consistency and responsiveness of the instrument.  

Future Research 

 This instrument requires further validation in other jurisdictions outside Ontario, Canada, and 

among RNs practicing in a variety of settings. It should be tested in primary care settings and 

organizations that differ from the collaborative interprofessional models studied in this project. To date, 

no study has quantitatively assessed the extent to which RN apply the breadth of their professional full 

scope of practice; thus the current state of scope of practice enactment in this setting is not fully 
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understood. Our study suggests that the professional scope of practice of RNs is being effectively utilized 

within Ontario’s primary care site, within interprofessional care teams. This finding requires additional 

research to adequately describe the extent to which RNs enact their full scope of practice in this setting.  

 Future studies may also compare nursing scope of practice enactment and organizations 

characteristics. This research would provide insight into the structures and processes that support or 

inhibit full scope of nursing practice. Findings from this could further support system redesign and 

provide nursing leaders with the knowledge to implement organizational interventions to enhance and 

support the role of nursing in primary care.    

Further, research should seek to explore the relationship between nursing scope of practice 

enactment and patient health outcomes. It is important to understand the extent to which nursing scope of 

practice enactment may impact the health and wellbeing of patients. This research would provide 

significant direction for policy makers and decision makers in the reform of primary care services and 

organizational changes to support full scope of practice. 

Conclusion 

The case for change to place primary care at the center of Ontario’s health system is cited in 

multiple reports with universal agreement that primary care offers tremendous potential to benefit the 

health system and should be the absolute priority to attain a high functioning health system. No other 

initiative holds as much potential for improving health and sustaining a health care system (Romanow, 

2002) and by making primary care the focus of Ontario’s health system, patient health outcomes and 

health system efficiency will be optimized. RNs are uniquely positioned with the knowledge and skill to 

provide accessible primary care services from a health promotion, disease prevention, and chronic disease 

management perspective and have the opportunity to enhance patient health outcomes in a financially 

strapped healthy system. The ASCOP questionnaire is a promising tool that can provide nurse managers, 

leaders, and political decision makers with a clear picture of scope of practice enactment in primary care. 

The instrument has the potential to measure the extent to which RNs are enacting their full scope of 

practice, drive system change and support full scope of nursing practice in primary care.  
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Appendix A: Primary Care Delivery Models in Canada 

Community health centre/community health 

service centre* 
Family medicine group 

Family health network* Nurse practitioner-led clinic* 

Fee-for-service solo or group practice* Canadian/patient medical home 

Family practice 
Responsive interdisciplinary child-community 

health education and research 

Family health team* 
Integrated model of primary and community 

care 

Family health group* 
Nurse practitioner/paramedic/family physician 

rural model 

Health services organization Family health organization* 

Primary care network Community care access centre* 

Family medicine unit Family practice unit 

Integrated family medicine group and network 

clinic 
Group medical visit 

Home is best model Private medical clinics 

Integrated care management model Network clinics 

Family care clinic Centralized teledermatology clinic 

*care delivery models operating in Ontario 
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Appendix B. Actual Scope of Practice Instrument (D’Amour, et al., 2012) 

Dimensions Items 
Levels of 

complexity 

Assessment and 

care planning 

25. I assess the patient’s physical and mental condition, taking 

biopsychosocial aspects into consideration.  
1 

21. I regularly update, in writing, information about the patient’s condition 

and the care provided (therapeutic nursing plan, nurses’ notes, etc). 
1 

2. To plan my interventions, I use healthcare problem assessment tools 

(pain scales, wounds assessment tool, etc).  
2 

1. I involve the patient and the patient’s family in care planning. 2 

11. I am involved in designing, applying, and updating patient care 

programs.  
3 

Teaching of 

patients and 

families 

10. I assess the specific information and education needs of each patient and 

his/her family.  
1 

17. I verify that the patient and family have understood the teaching 

provided.  
1 

5. I use teaching strategies that are adapted to each patient and family in 

accordance with the patient’s level of autonomy. 
2 

22. I check the quality of patient education provided on the unit. 3 

Communication 

and care 

coordination 

16. I communicate to members of the team all information that could affect 

the coordination of care.  
1 

12. I coordinate the work of the nursing team to meet the needs of the patient 

and family.  
2 

24. I convey all relevant information to healthcare professionals in other 

institutions in order to ensure continuity of care. 
2 

8. I am involved in interprofessional team meetings or activities. 3 

15. To ensure continuity of care, I coordinate the interventions of the 

interprofessional team.  
3 

Integration and 

supervision of 

staff 

20. I am involved in identifying in-service education needs for my unit. 2 

9. I am involved in the orientation and training of nursing students or of 

newly hired staff. 
2 

6. I act as a mentor or educator for newly hired staff.  3 

14 I am involved in developing and conducting training activities for the 

care team, in accordance with my skills.  
3 

Quality of care 

and patient 

safety 

7. I report clinical situations in which I see deficiencies in quality and 

safety of care.  
1 

26. I get involved in updating practices to improve the quality and safety of 

care.  
2 

19. When I have identified deficiencies, I suggest approaches or strategies to 

improve the quality and safety of care. 
2 

23. I am involved in evaluating the quality and safety of care.  3 

3. I am involved in developing nursing practice.  3 

Knowledge 

updating and 

utilization 

4. I keep my knowledge up-to-date.  1 

18. I improve my practice based on new knowledge derived from best 

practices and research in nursing science or in health. 
2 

13. I share with the nursing team knowledge emerging from the research.  3 
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Appendix C. Scope of Practice Boundaries Conceptual Framework 

 

 

CARNA Scope of Practice Boundaries from: College and Association of Registered Nurses of Alberta. 

(2011). Scope of practice of registered nurses. Retrieved from http://www.nurses.ab.ca/Carna-

Admin/Uploads/Scope_of_%20Practice_2011.pd
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Appendix D. ASCOP-PC Survey Package 

 The purpose of this questionnaire is to assess the various nursing activities primary care RNs may 

be carrying out in practice.  

 

Listed below are activities that RNs may engage in when working in a primary care setting. 

Considering your current practice, please indicate how often you perform each activity 
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1 

I develop patient care plans in collaboration 

with the patient, the patient's family, and the 

interprofessional care team. 

 

       

2 

I use best practice guidelines and evidence 

based assessment tools (pain scales, wound 

assessment tools, etc.) to plan nursing 

interventions in collaboration with patients and 

their family.  

 

       

3 

I am involved in developing and improving 

nursing practice to reflect evidence-based 

practice.  
       

4 I keep my knowledge up-to-date.         

5 

I use teaching strategies that are adapted to each 

patient and family in accordance with the 

patient’s current needs, intellectual competence, 

developmental stage, literacy level, etc. 

       

6 
I act as a mentor or educator for newly hired 

staff.        

7 
I report clinical situations in which I see 

deficiencies in quality and safety of care.         

8 
I actively participate in interprofessional team 

meetings or activities.        

9 
I am involved in the orientation and training of 

nursing students and/or newly hired staff.        

10 
I assess the education needs of each patient and 

his/her family.         

11 
I am involved in designing, applying, and 

evaluating/improving patient care programs.         

12 

I coordinate the care provided by the health care 

team to meet the needs of the patient and 

family.  
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13 
I share with the nursing team knowledge 

emerging from research.         

14 

I am involved in developing and conducting 

training activities for the health care team, in 

accordance with my skills.  
       

15 

To ensure continuity of care, I coordinate 

interventions of the patient's health care team 

within my organization and across sectors.  
       

16 

I communicate all information that could affect 

the coordination of care with members of the 

patient's health care team. 
       

17 

I assess the patient and family's 

comprehension/understanding of the teaching 

provided and tailor further educational 

interventions accordingly.  

       

18 

I improve my practice based on new knowledge 

derived from best practices and research in 

nursing science or in health.  
       

19 

When I have identified opportunities for 

improvement in care practices, I recommend 

approaches or strategies to improve the quality 

and safety of care provided within my 

organization.  

       

20 
I am involved in identifying in-service 

education needs for my organization.        

21 

I document information about the patient's 

condition (nursing assessment) and the care 

provided (therapeutic nursing plan, nurses' 

notes, etc). 

       

22 

I assess and enhance (if applicable) the quality 

of patient education provided at my 

organization. 
       

23 
I am involved in evaluating the quality and 

safety of care.         

24 

I convey all relevant information to health care 

professionals in external organizations in order 

to ensure continuity of care. 
       

25 

I autonomously assess the patient's physical and 

mental condition including taking 

biopsychosocial aspects into consideration. 
       

26 
I update clinical practices to improve the quality 

and safety of care.         

27 

I interpret assessment findings, 

coordinate/implement further nursing actions, 

and coordinate actions required by other 

members of the patient's health care team.  

       

 

Listed below are questions related to your personal demographics.  
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1) What is your current age?   

Years 
□ No Response 

 
2) Do you identify as:  

□ Female 
□ Male 
□ No Response 

 
 

3) What city/town is your workplace located?  
□ No Response 

 
 
4) What best describes your current role?  

□ Staff Nurse  
□ Clinical manager/coordinator  
□ Manager  
□ Educator  

□ Other (specify):  

 
5) What is your current employment status in primary care?  

□ Permanent full-time    
□ Temporary full-time    
□ Permanent part-time     
□ Temporary part-time  
□ Job Share 
□ Casual 

□ Other (specify):  
 
6) How many hours per week are you employed as a primary care nurse?    

Hours 
 
7) Do you also work as a nurse outside of primary care?  

□ Yes  
□ No 
 
 If No, go to question 8 

 
If Yes, in which area do you work in? (Check all that apply)  
□ Acute care hospital  
□ Non-acute care hospital (i.e. psychiatric, rehab, long term care)  
□ Long term care home (i.e. nursing home, municipal home)  
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□ Community (i.e. CCAC, VON, St. Elizabeth, Public Health)  
□ Workplace/Occupational Health/Correctional Centre  

□ Other (specify):   
 

How many hours per week do you work in this other nursing role?  

Hours  
 
8) As a nurse, how many primary care practices have you ever worked in? (Check one only)  

□ 1  
□ 2  
□ 3  
□ 4  
□ >4  

 
9) As a nurse, how many primary care practices do you currently work in? (Check one only)  

□ 1  
□ 2  
□ 3  
□ 4  
□ >4  

 
10) As a primary care nurse, what is your organizational structure? (Check one only)  

□ Community Health Centre  
□ Family Health Team  
□ Family Health Group  
□ Family Health Network 
□ Family Health Organization  
□ Individual General Practitioner(s) 
□ Nurse Practitioner Led Clinic  
□ Remote Nursing Station 

□ Other (specify):  
 
11) Including yourself, how many nurses are employed by the organization in which you work? (Check all 
that apply)  (Please specify how many)  

□ RPN  Fulltime  Part-time  

□ RN Fulltime  Part-time  

□ NP Fulltime  Part-time  
 
12) Are there other health care professionals in you practice?  
(Check all that apply)   (Please specify how many)  

□ Dietician  Fulltime  Part-time  

□ Occupational Therapist Fulltime  Part-time  

□ Pharmacist  Fulltime  Part-time  
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□ Physiotherapist  Fulltime  Part-time  

□ Physician  Fulltime  Part-time  

□ Psychologist  Fulltime  Part-time  

□ Social Worker   Fulltime  Part-time  
 
13) Which term best describes the locality covered by your practice?  
(Check one only)  

□ Urban/City  
□ Rural 
□ Remote  

 
14) How long have you worked as a registered nurse?  

Year/s  
 
15) How long have you worked as a primary care nurse?  

Year/s  
 
16) What is the highest level of nursing education you have completed? (Check one only) 

□ Diploma nursing  
□ Baccalaureate  
□ Nurse Practitioner certificate  
□ Masters  
□ Nurse Practitioner Masters 
□ Masters  
□ Doctorate 

 
17) What other nursing education programs have you completed? (Check all that apply)  

□ None  

□ CNA certification (specify):  

□ Other (specify):  
 

18) Thank you for completing this survey. Please provide any additional comments in the space provided 
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Appendix E. KMO and Bartlett’s Test of Sphericity 

Kaiser-Meyer-Olkin Measure of Sampling 

Adequacy. 
.828 

Bartlett's Test of 

Sphericity 

Approx. Chi-Square 1468.318 

df 351 

Sig. .000 
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Appendix F. Initial Exploratory Analysis: Total Variance Explained 

Component 

Initial Eigenvalues Extraction Sums of Squared Loadings 

Total % of Variance Cumulative % Total % of Variance Cumulative % 

1 8.477 31.398 31.398 8.477 31.398 31.398 

2 2.394 8.868 40.266 2.394 8.868 40.266 

3 1.799 6.665 46.930 1.799 6.665 46.930 

4 1.260 4.668 51.598 1.260 4.668 51.598 

5 1.144 4.236 55.834 1.144 4.236 55.834 

6 1.067 3.953 59.787 1.067 3.953 59.787 

7 .992 3.675 63.462    

8 .906 3.354 66.816    

9 .844 3.126 69.942    

10 .779 2.885 72.827    

11 .754 2.791 75.618    

12 .675 2.499 78.116    

13 .642 2.376 80.493    

14 .589 2.180 82.672    

15 .569 2.109 84.781    

16 .541 2.003 86.785    

17 .472 1.750 88.534    

18 .452 1.673 90.207    

19 .431 1.595 91.802    

20 .372 1.376 93.179    

21 .359 1.329 94.508    

22 .340 1.258 95.765    

23 .295 1.091 96.857    

24 .263 .974 97.831    

25 .215 .796 98.627    

26 .204 .757 99.384    

27 .166 .616 100.000    
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Appendix G. Final Factor Analysis Component Matrix 

Item Dimension 
Component 

1 2 3 4 5 6 
I assess the 

educational needs 

of each patient and 

his/her family 

Teaching of 

Patients and 

families 
.691      

I share with the 

nursing team 

knowledge 

emerging from 

research 

Knowledge 

Updating and 

Utilization 
.674      

To ensure 

continuity of care, 

I coordinate 

interventions of the 

patient's health 

care team within 

my organization 

and across sectors 

Communication 

and Care 

Coordination 
.662      

When I have 

identified 

opportunities for 

improvement in 

care practices, I 

recommend 

approaches or 

strategies to 

improve the 

quality and safety 

of care provided 

within my 

organization 

Quality of Care 

and Patient 

Safety 
.646    -.310  

I coordinate the 

care provided by 

the health care 

team to meet the 

needs of the patient 

and family 

Communication 

and Care 

Coordination 
.646      

I assess the patient 

and family's 

comprehension/un

derstanding of the 

teaching provided 

and tailor further 

educational 

interventions 

accordingly 

Teaching of 

Patients and 

families 
.642 -.399     
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Item Dimension 
Component 

1 2 3 4 5 6 

I am involved in 

developing and 

conducting training 

activities for the 

health care team, 

in accordance with 

my skills 

Integration and 

Supervision of 

Staff 
.628 .483     

I improve my 

practice based on 

new knowledge 

derived from best 

practices and 

research in nursing 

science or in health 

Knowledge 

Updating and 

Utilization 
.626 -.384     

I update clinical 

practices to 

improve the 

quality and safety 

of patient care 

Quality of Care 

and Patient 

Safety 
.608      

I interpret 

assessment 

findings, 

coordinate/implem

ent further nursing 

actions and 

coordinate actions 

required by other 

members of the 

patient's health 

care team as 

needed 

Assessment and 

Care Planning 
.600    -.304  

I am involved in 

developing and 

improving nursing 

practice to reflect 

evidence-based 

practices 

Quality of Care 

and Patient 

Safety 
.587 .316   -.360  

I am involved in 

evaluating the 

quality and safety 

of care 

Quality of Care 

and Patient 

Safety 
.577 .456     
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Item Dimension 
Component 

1 2 3 4 5 6 
I asses the patient's 

physical and 

mental condition, 

taking 

biopsychosocial 

aspects into 

consideration 

Assessment and 

Care Planning 
.575 -.335     

I assess and 

enhance (if 

applicable) the 

quality of patient 

education provided 

at my organization 

Teaching of 

Patients and 

families 
.570   -.314   

I use best practice 

guidelines and 

evidence based 

assessment tools 

(pain scales, 

wound assessment 

tools, etc.) to plan 

nursing 

interventions in 

collaboration with 

patients and their 

family. 

Assessment and 

Care Planning 
.570 -.308  .350   

I am involved in 

designing, 

applying, and 

evaluating/improvi

ng patient care 

programs 

Assessment and 

Care Planning 
.545 .315  .343   

I convey all 

relevant 

information to 

healthcare 

professionals in 

external 

organizations in 

order to ensure 

continuity of care 

Communication 

and Care 

Coordination 
.535   -.413   

I use teaching 

strategies that are 

adapted to each 

patient and family 

in accordance with 

the patient's 

current needs, 

intellectual 

competence, 

developmental 

stage, literacy 

level, etc. 

Teaching of 

Patients and 

families 
.514  .319    
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Item Dimension 
Component 

1 2 3 4 5 6 

I communicate all 

information that 

could affect the 

coordination of 

care with members 

of the patient's 

health care team 

Communication 

and Care 

Coordination 
.514 -.343   .313  

I am involved in 

identifying in-

service education 

needs for my 

organization 

Integration and 

Supervision of 

Staff 
.510 .391     

I keep my 

knowledge up to 

date 

Knowledge 

Updating and 

Utilization 
.497  .430  -.327  

I report clinical 

situations in which 

I see deficiencies 

in quality and 

safety of care 

Quality of Care 

and Patient 

Safety 
.495  .489   .321 

Integration and 

Supervision of 

Staff: (6) I act as a 

mentor or educator 

for newly hired 

staff 

 .474 .464 .455    

Communication 

and Care 

Coordination: (8)  I 

am involved in 

interprofessional 

team meetings or 

activities 

 .438 .303  .399  .385 

I am involved in 

the orientation and 

training of nursing 

students or newly 

hired clinical staff 

Integration and 

Supervision of 

Staff 
.381 .548 .500    

I develop patient 

care plans in 

collaboration with 

the patient, the 

patient's family, 

and the 

interprofessional 

care team. 

Assessment and 

Care Planning 
.396  -.416 .484   
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Item Dimension 
Component 

1 2 3 4 5 6 

I document 

information about 

the patient's 

condition (nursing 

assessment) and 

the care provided 

(therapeutic 

nursing plan, 

nurses' notes, etc) 

Assessment and 

Care Planning 
.324    .385  
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Appendix H. Profile of Scores: Individual Items from the ASCOP-PC 

Dimensions Items Mean 
Standard 

Deviation 
Median Range 

Assessment 

and care 

planning 

I autonomously assess the patient's 

physical and mental condition 

including taking biopsychosocial 

aspects into consideration. 

5.13 .978 5.000 
4.00(2.0-

6.0) 

I document information about the 

patient's condition (nursing 

assessment) and the care provided 

(therapeutic nursing plan, nurses' 

notes, etc). 

5.93 .629 6.00 
4.00(2.0-

6.0) 

I use best practice guidelines and 

evidence based assessment tools 

(pain scales, wound assessment tools, 

etc.) to plan nursing interventions in 

collaboration with patients and their 

family.  

4.94 1.164 5.00 
4.00(2.0-

6.0) 

I develop patient care plans in 

collaboration with the patient, the 

patient's family, and the 

interprofessional care team. 

3.83 1.451 4.00 
5.00(1.0-

6.0) 

I am involved in designing, applying, 

and evaluating/improving patient 

care programs.  
4.45 1.359 5.00 

5.00(1.0-

6.0) 

I interpret assessment findings, 

coordinate/implement further nursing 

actions, and coordinate actions 

required by other members of the 

patient's health care team.  

5.23 .937 5.00 
4.00(2.0-

6.0) 

Teaching of 

patients and 

families 

I assess the education needs of each 

patient and his/her family.  
5.11 1.007 5.00 

4.00(2.0-

6.0) 
I assess the patient and family's 

comprehension/understanding of the 

teaching provided and tailor further 

educational interventions 

accordingly.  

5.24 .875 5.00 
4.00(2.0-

6.0) 

I use teaching strategies that are 

adapted to each patient and family in 

accordance with the patient’s current 

needs, intellectual competence, 

developmental stage, literacy level, 

etc. 

5.62 .670 6.00 
3.00(3.0-

6.0) 

I assess and enhance (if applicable) 

the quality of patient education 

provided at my organization. 
4.61 1.329 5.00 

5.00(1.0-

6.0) 
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Dimensions Items Mean 
Standard 

Deviation 
Median Range 

Communication 

and care 

coordination 

I communicate all information that 

could affect the coordination of care 

with members of the patient's health 

care team. 

5.29 .934 6.00 
3.00(3.0-

6.0) 

I coordinate the care provided by the 

health care team to meet the needs of 

the patient and family.  
4.70 1.207 5.00 

4.00(2.0-

6.0) 

I convey all relevant information to 

health care professionals in external 

organizations in order to ensure 

continuity of care. 

4.88 1.171 5.00 
5.00(1.0-

6.0) 

I actively participate in 

interprofessional team meetings or 

activities. 
5.13 1.225 6.00 

5.00(1.0-

6.0) 

To ensure continuity of care, I 

coordinate interventions of the 

patient's health care team within my 

organization and across sectors. 

4.46 1.293 5.00 
5.00(1.0-

6.0) 

Integration and 

supervision of 

staff 

I am involved in identifying in-

service education needs for my 

organization. 
3.95 1.375 4.00 

5.00(1.0-

6.0) 

I am involved in the orientation and 

training of nursing students and/or 

newly hired staff. 
4.72 1.508 5.00 

5.00(1.0-

6.0) 

I act as a mentor or educator for 

newly hired staff. 
4.94 1.320 6.00 

5.00(1.0-

6.0) 

I am involved in developing and 

conducting training activities for the 

health care team, in accordance with 

my skills.  

3.62 1.466 4.00 
5.00(1.0-

6.0) 

Quality of care 

and patient 

safety 

I report clinical situations in which I 

see deficiencies in quality and safety 

of care.  
5.24 1.129 6.00 

4.00(2.0-

6.0) 

I update clinical practices to improve 

the quality and safety of care.  
4.90 1.135 5.00 

4.00(2.0-

6.0) 

When I have identified opportunities 

for improvement in care practices, I 

recommend approaches or strategies 

to improve the quality and safety of 

care provided within my 

organization.  

5.03 1.034 5.00 
5.00(1.0-

6.0) 

I am involved in evaluating the 

quality and safety of care.  
4.32 1.496 5.00 

5.00(1.0-

6.0) 

I am involved in developing and 

improving nursing practice to reflect 

evidence-based practice.  
4.36 1.306 4.00 

5.00(1.0-

6.0) 
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Dimensions Items Mean 
Standard 

Deviation 
Median Range 

Knowledge 

utilization and 

updating 

I improve my practice based on new 

knowledge derived from best 

practices and research in nursing 

science or in health.  

5.32 .854 6.00 
4.00(2.0-

6.0) 

I share with the nursing team 

knowledge emerging from research.  
4.57 1.257 5.00 

5.00(1.0-

6.0) 

I keep my knowledge up-to-date.  5.52 .693 6.00 
2.00(4.0-

6.0) 
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