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Abstract 

Background 

Adults with degenerative spine disease constitute a significant proportion of referrals to Ontario 

neurosurgeons.  By 2024, the demand is projected to increase by 67%.  Wait times for patients to 

be seen by a spine surgeon in southeastern Ontario are the longest in the province.   

Purpose of Study 

A three-phase intervention study was designed to determine whether an Advanced Practice 

Physiotherapist (APP) Spine Triage model was feasible within the context of the Neurosurgical 

Referral Clinic. 

Methods 

Sample. In Phase I and III, three categories of participants were sampled using a consecutive 

sampling technique: patients scheduled for a spine assessment; healthcare providers who referred 

patients to the Neurosurgical Referral/APP Spine Triage Clinic; and, Neurosurgical 

Referral/APP Spine Triage Clinic and hospital stakeholders.   In Phase II, key stakeholders were 

recruited to participate in the planning and development of the new APP role using a purposive 

sampling technique. 

Procedure. Phase I assessed the current Neurosurgical Referral practice using a descriptive 

observational cross-sectional design.  Phase II used a modified case study design to determine 

the satisfaction with the APP role development process amongst stakeholders while Phase III 

utilized a cross-sectional multiple methods study design to determine the acceptability and 

feasibility of this new role. 
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Instruments. Various quantitative and qualitative tools were used to collect data related to 

demographic and symptom characteristics, self-perceived pain, function, quality of life, wait 

times, and stakeholder satisfaction.   

Results 

The APP Spine Triage Service for adults with neck and back pain was feasible within the context 

of the Neurosurgical practice with higher rates of stakeholder satisfaction and very strong 

support for the new model of care.  The findings in the current study are in line with existing 

literature that the APP model provides access to patient-centred care that is timely, informative, 

coordinated and integrated to better meet the health needs of patients with neck and back pain. 

Implications  

The APP model of care will provide early identification of patients for whom non-surgical 

management has been deemed the most appropriate approach along with education, reassurance, 

and evidence-based self-management strategies that will be linked to local programs and 

resources.   
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Chapter 1 

                                                Introduction 

1.1 Background 

 Interprofessional care models have been shown to enable delivery of a broader range of 

services, more efficient resource utilization, better access to services, shorter wait times, better 

coordination of care, more comprehensive care and better health outcomes for patients compared 

to a single professional (physician-led) model of health care delivery (Barrett, Curran, Glynn, & 

Godwin, 2007).  The successful implementation of an APP role within the Central Intake and 

Assessment Centre for the Hip and Knee Arthritis Program in 2006 at the same facility was the 

impetus for this formal evaluation and possible redesign of patient care services for adults 

seeking the assessment and advice from a neurosurgeon.  Before implementing an APP Triage 

model in this setting, however, it was important to understand the current state of surgical spine 

activity locally and to identify the acceptability and feasibility of the development and 

implementation of an APP role within the context of the Neurosurgical Referral Clinic. 

1.2 Problem and Significance 

Degenerative spine disease is a breakdown of the cartilage of the (facet) joints of the 

spine and wearing (flattening) of the discs which causes narrowing (stenosis) of the spaces 

through which the nerves exit the spinal column resulting in pain, weakness, and/or altered 

sensation in the arms or legs.  Since most patients do improve with time and conservative 

treatment, surgery is typically recommended when degeneration produces persistent arm or leg 

dominant pain from an intervertebral disc herniation, spinal stenosis, or degenerative 
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spondylosis/listhesis with stenosis (Maymen & Yen, 1999).  Patients with degenerative spine 

disease constitute a significant proportion of referrals to Ontario neurosurgeons, which is 

expected to increase dramatically over the next decade.  Ella Ferris RN, Chair of the Provincial 

Neurosurgery Ontario Spine Subgroup, with Critical Care Services Ontario, reported, in an email 

correspondence to Ontario neurosurgeons (June 2, 2015), a 34% increase in adult spinal 

neurosurgery activity between 2010 and 2015 and projected a 67% increase by 2024, according 

to The Neurosurgery Ontario Final Report which was published in August 2012.  This increase 

in demand is due in part to an aging population, in particular, an increase in the prevalence of 

chronic diseases that comes with living longer, as well as this population’s greater expectation 

for general health and well-being as they age.  The aging population alone accounts for at least a 

1-2% increase in demand every three years while population growth through immigration is 

anticipated to increase general demand an additional 1-2% every three years (Tepper, Jaigobin, 

& Wang, 2005). 

Adults with degenerative spine disease who are referred to a neurosurgeon for neck or 

back pain are also more likely to wait for their initial assessment than those presenting with acute 

and/or potentially life-threatening conditions (Tepper et al., 2005).  Patients with non-life-

threatening neuromusculoskeletal dysfunctions are often assigned a lower priority relative to 

those referred with more urgent procedures related to trauma or other neurogenic dysfunctions 

such as metastatic cancer or aneurysms.  In many cases, the delay for patients with degenerative 

spine disease typically occurs between the referral from the primary care healthcare practitioner 

and the initial assessment by the neurosurgeon.  Current literature suggests that wait times 

greater than 3-6 months may negatively impact a patient’s full recovery (Oudhoff, Timmermans, 
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Bijnen, & Van Der Wal, 2004; Shortt, 2000).  Given the projected increase in demand for 

neurosurgical services, this trend will only worsen without intervention.  

In light of increasing demand and wait times for spinal consults, researchers have found 

that only 5% of these consults lead to surgery (Greenhalgh & Selfe, 2006; Waddell, 2004) 

compared with 30-40% for more urgent non-spinal-related procedures (Tepper et al., 2005).  To 

meet the inevitable increases in demand, an interprofessional collaborative model of healthcare 

delivery, that includes an APP to screen referrals at first consult, was proposed to expedite the 

selection of patients who are more amenable to spinal surgery and redirect patients who are non-

surgical candidates to more appropriate conservative treatment earlier.  Emerging evidence 

suggests that APP Triage models can improve access to care with equal or better outcomes 

compared to a single professional (physician-led) model regarding wait times, treatment 

effectiveness, use of healthcare resources, economic costs, stakeholder satisfaction, and patient 

outcomes such as pain and functional disability (McEvoy, Wiles, Bernhardsson, & Grimmer, 

2015; Oakley & Shacklady, 2015; Robarts, Stratford, Malcom, & Finkelstein, 2017).  

By definition, an APP is a registered physiotherapist with a broad clinical skill set whom 

has acquired additional education, program development, critical appraisal, analytical, research 

and leadership skills that contribute to the knowledge, development and advancement of the 

physiotherapy profession (Woodhouse, 2006). In addition to communicating a diagnosis, the 

APP triages potential surgical candidates, follows-up with patients post-operatively, orders and 

interprets clinical, laboratory, and radiographic tests, monitors medications and complications 

and potentially prescribes/injects medication (College of Physiotherapists of Ontario [CPO], 

2011).  These advanced practice activities fall outside a physical therapist’s present scope of 

practice and are currently performed under medical directives which add to the APP’s current 
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skill set allowing them to manage patients more efficiently.  Unfortunately, defining a 

standardized APP model from the literature is difficult since no two APP roles are alike and 

variability exists across different countries of origin, practice settings, medical delegated acts, 

and education. 

A diverse terminology also exists within the literature to designate physiotherapist's new 

expanded role, including physiotherapist practitioner (Bethel, 2005), extended scope of practice 

[ESP] (Stanhope, Grimmer-Somers, Milanese, Kumar, & Morris, 2012), extended role 

practitioners (MacKay, Veinot, & Badley, 2008) and advanced practice physiotherapy [APP] 

(Desmeules et al., 2012).  The latter is the nomenclature more commonly used and accepted 

throughout Canada.  Therefore, APP designates physiotherapy’s new expanded role throughout 

the remainder of this study. 

Many advanced practice initiatives in physiotherapy within Ontario have been developed 

on a case-by-case basis at the institutional level, often in response to an ever-increasing demand 

for services with fewer resources.  The implementation of an APP in the hip and knee 

arthroplasty clinic at a tertiary hospital in southeastern Ontario in 2006 is a perfect example 

(Aiken, Atkinson, Harrison, & Hope, 2007; Aiken, Harrison, Atkinson, & Hope, 2008; Aiken, 

Harrison, & Hope, 2009).  The success of this role largely formed the impetus for the current 

feasibility study in the Neurosurgical Referral Clinic within the same facility. 

1.3 Purpose 

 Feasibility studies are used to determine whether an intervention is practical in its 

implementation and whether it is worthy of further testing (Bowen et al., 2009; Sidani & Braden, 

2011).  The proposed interprofessional collaborative model, that includes an APP to triage 

referrals at first consult, aims to expedite the selection of potential surgical candidates and 
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redirect non-surgical candidates to more appropriate conservative treatment earlier.  A three-

phase intervention study was designed to determine whether an APP Triage model can assure 

patient-centred care that will be timely, pragmatic, evidence-based and accepted by all intended 

recipients, within the Neurosurgical Referral unit.  In Phase I, the assessment of the context, 

demand, and satisfaction with the current Neurosurgical Referral Clinic was assessed.  In the 

study, satisfaction referred to both patient and various stakeholders’ experiences with the current 

Neurosurgical Referral Clinic and was evaluated using a variety of quantitative and qualitative 

tools that will be described in more detail in Chapter 3 (3.5 Measures).  The results from Phase I 

informed the planning and development process for Phase II and determined the acceptability of 

an APP role amongst stakeholders.  Acceptability referred to the stakeholders’ view of the 

process for planning and development of the APP model of care and whether it addressed the 

following indicators: appropriateness, implementation, practicality, and effectiveness.  Finally, 

Phase III ascertained the acceptability and feasibility of the new APP role within the 

Neurosurgical service by assessing various indicators such as: context, fidelity of intervention 

implementation, and expansion. 

1.4 Conceptual Framework 

The PEPPA framework (Participatory, Evidence-informed, Patient-centred Process for 

Advanced Practice Nursing roles) (Figure 1) was chosen for the conceptual framework to 

facilitate the collaborative planning, development, implementation, and evaluation of the new 

APP role in this study.  The structure of the PEPPA framework is pragmatic, systematic and 

transparent to all stakeholders and has strong empirical support for implementing both nursing 

and non-nursing roles (Canadian Nurses Association [CNA], 2008; McAiney et al., 2008; 

McNamara & Boileau, 2009; Robarts et al., 2008).  The framework’s emphasis on stakeholder  
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Figure 1. PEPPA framework 

Engagement throughout the entire spectrum of role planning through to implementation and 

evaluation was another key component of the PEPPA framework that contributed to the 

successful implementation of the new model of care.   
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The PEPPA framework has also had a positive influence on nursing practice, education, 

administration and research (Bryant-Lukosius & DiCenso, 2004; Charbonneau-Smith, 

McKinlay, & Vohra, 2010).  Originally conceptualized in 2004 by Bryant-Lukosius and DiCenso 

from McMaster University in Hamilton, Ontario, to guide the successful implementation of the 

Advanced Practice Nursing (APN) role (Bryant-Lukosius & DiCenso, 2004), the PEPPA 

framework is the synthesis of two other APN implementation models (Dunn & Nicklin, 1995; 

Spitzer, 1978).  It incorporates additional steps and strategies to address known barriers to 

successful APN role implementation.  Using the principles of participatory action research 

(PAR), the framework has provided APN researchers, health care providers, administrators, and 

policy makers with a guide for promoting the optimal development and deployment strategy for 

APN roles. 

In addition to being recognized as an instrumental tool in advancing nursing practice 

(CNA, 2008), the PEPPA framework has been used to develop unique models of nursing 

practitioner (NP) practice in long-term care (McAiney et al., 2008), specialized NP role in a 

cardiac surgical care centre (McNamara & Boileau, 2009), and in developing APN role specific 

delineation as a unit-based provider for a care delivery model in the United States (US) 

(Feistritzer & Jones, 2014).  The PEPPA framework has also been used successfully to 

implement other advanced health provider roles, such as roles designed to improve access and 

the quality of care for patients undergoing hip and knee replacement surgery (Robarts et al., 

2008).  The PEPPA framework was instrumental in the development and implementation of the 

advanced practice Clinical Specialist Radiation Therapist (CSRT) role to improve access and 

treatment quality for patients requiring radiation therapy (Harnett, Bak, Zychla, & Lockhart, 

2014).  More recently, the Ministry of Health and Long-term Care (MOHLTC) has used the 



ADVANCED PRACTICE PHYSIOTHERAPY SPINE TRIAGE                                             8                             

 

 

PEPPA framework for the development and implementation of the Interprofessional Spine 

Assessment and Education Centre (ISAEC) model across Ontario where advanced practice 

clinicians (physiotherapists, nurse practitioners, and chiropractors) are triaging referrals for 

patients with low back pain (Rutka & Rampersaud, 2019).  With this record of accomplishments, 

it is safe to argue that researchers agree with the processes of the PEPPA framework.  The 

framework is logical and it is appealing in its simplicity and step-by-step approach. 

The clearly articulated steps and strategies for role implementation that are relevant to 

APNs can be applied in a variety of work environments including the curricula of APN 

education programs in some Ontario universities (Kleinpell, 2009).  Administrators can promote 

the APN role development through regular contact, support and evaluation of progress, 

membership, and APN networks and working groups (Bryant-Lukosius & DiCenso, 2004).  In 

terms of research, the PEPPA framework, in conjunction with the APN Research Data Collection 

Toolkit, has been an invaluable resource for clinicians and researchers wishing to conduct APN 

outcomes research.  If researchers follow the steps laid out in the framework and use valid and 

reliable outcome measures, in principle, the intervention is testable and hypotheses can be 

generated quite easily using this framework.  The PEPPA framework, in this study, was used to 

guide the development and subsequent acceptability and feasibility testing of the APP role as the 

first phase of intervention evaluation, before launching into full-scale efficacy or effectiveness 

testing. 

A new APP role was added to the Neurosurgical Referral Clinic at a tertiary care centre 

in southeastern Ontario, in hopes of reducing wait times, improving patient/referring 

practitioner/surgeon satisfaction, and enhancing conservative management options for adults 

suffering with neck and back pain.  Successful implementation of this new role required an 
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effective framework to help organize and identify the specific components, sequential stages, and 

contextual factors that need to be considered to support and promote the acceptability and 

feasibility of the APP role (Graham & Tetroe, 2007).  It is clear from the literature that the 

PEPPA framework is the appropriate to guide the development, implementation, and feasibility 

testing of the APP role.   

As highly skilled autonomous practitioners, APPs may be a viable solution to many of 

the dilemmas our healthcare system is currently facing in terms of optimizing patient access to 

cost-effective quality care.  Patients suffering with neck and back pain comprise a large 

proportion of referrals made to the Neurosurgical Referral Clinic, but just how much (from the 

total referrals including cranial cases) is not exactly known.  The potential benefits of 

implementing an APP triage model in this setting seem encouraging.  As previously mentioned, 

the impetus for this role, comes largely from the success of a similar APP role that was 

implemented in 2006 at the same facility, as a means of reducing wait times for the hip and knee 

arthroplasty clinic (Aiken, 2007; Aiken et al., 2008; Aiken et al., 2009).  Since its inception, not 

only have wait times decreased, but the hip and knee APP triage model has allowed the 

orthopaedic surgeons to care for patients with conditions more amenable to surgical intervention 

(Aiken et al., 2007; Aiken et al., 2008).  Furthermore, patients were very satisfied with the care 

they received from the APP (Aiken et al., 2008; Aiken et al., 2009) and the diagnostic 

concordance between the APP and the orthopaedic surgeon was shown to be excellent (Aiken & 

McColl, 2009).  This unique opportunity to develop a spine triage service in partnership with the 

area neurosurgeons at the tertiary care centre has the potential to positively affect the well-being 

of our local community and to provide a significant model for the future expansion of the 

profession of Physiotherapy in Canada.  Testing the acceptability and feasibility of the APP 
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triage model of care is the first step of intervention evaluation before investigating its efficacy 

and effectiveness.  To the author’s knowledge, this will be the first feasibility study aimed at 

investigating the development and implementation of an APP triage model of care. 

1.5 Thesis Format 

This thesis has been written in a traditional format.  Chapter overviews are presented 

below. 

Chapter one is a broad overview of the significance of the problem and its relation to the 

increasing demand for neurosurgical services by adults with degenerative spine disease. 

Chapter two is a review of the literature, outlining the prevalence of degenerative spine 

disease, wait times for a neurological assessment, and the concept of advanced practice.  The 

types of APP models that are described in the literature as well as the various roles, education 

and experience APPs must have in order to effectively triage spine patients are explored further. 

Chapter three is a description of the methodology for the systematic evaluation of the 

current practice of the Neurosurgical Referral Clinic in Phase I, followed by the planning and 

development of the new APP role in Phase II, and the acceptability and feasibility outcomes 

evaluated in the context of the Neurosurgical unit in Phase III. 

Chapter four is a presentation of the quantitative and qualitative results of the data 

collected over the three phases.  Descriptive statistics provide summaries for the surveys and 

questionnaires used in Phase I and III while summative content analysis interpret the qualitative 

data throughout each phase. 

The final chapter of this thesis is an interpretation of the study results.  Study limitations 

are discussed, along with validity and generalizability of the study.  A similar spine triage model 
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that was implemented throughout the southeast Local Health Integration Network (LHIN) after 

the inception of this study is also described.  Finally, study limitations, practice implications and 

recommendations for future research are presented in the conclusion of this thesis.  

1.6 Contributions to Knowledge 

This investigation contributes to the body of knowledge in the area of advanced practice 

models for physiotherapists, specifically whether it’s feasible for an APP to triage and expedite 

the selection of patients with degenerative spine disease for spinal surgery within the context of 

the Neurosurgical Referral Clinic within a small tertiary care centre in southeastern Ontario.  

While many APP models have been described in several provinces throughout Canada, only a 

few examples of spine triage clinics have been reported in the literature.  None have studied the 

acceptability and feasibility during the planning and development phase or post-implementation. 

1.7 Summary 

Adults with degenerative spine disease constitute a significant proportion of referrals to 

Ontario neurosurgeons.  This demand is projected to dramatically increase over the next five 

years.  Wait times for patients to be seen by a spine surgeon in southeastern Ontario are among 

the longest in the province.  The longer these patients have to wait for their initial spine 

assessment, the greater the negative impact on a full recovery.  Given the projected increase in 

demand for neurosurgical services, this trend will only worsen without intervention.  An 

interprofessional collaborative model, that includes an APP to triage referrals at first consult, has 

not yet been fully explored with respect to acceptability and feasibility.  It was hypothesized that 

implementing an APP within the Neurosurgical Referral Clinic at the tertiary care centre will be 

acceptable and feasible among all stakeholders, enabling delivery of a broader range of services 
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with shorter wait times, and more comprehensive care with better health outcomes compared to a 

single professional (physician-led) model of health care delivery.  



ADVANCED PRACTICE PHYSIOTHERAPY SPINE TRIAGE                                             13                           

 

 

Chapter 2 

                                                   Literature Review 

2.1 Introduction 

Degenerative spine-related disorders are highly prevalent and are associated with a 

considerable burden of pain, disability and work loss (Lawrence et al., 2008; Woolf & Pfleger, 

2003).  These conditions are associated with high health care resource use including primary care 

visits, specialist consultations and diagnostic procedures (Jordan et al., 2010; Lim, Jacobs, & 

Klarenbach, 2006).  This literature review introduces the prevalence of degenerative spine 

disease, the problem of increasing wait times for patients requiring specialty services such as a 

neurosurgical assessment, and describes the concept of advanced practice and existing models of 

care provided by APPs that have emerged to help address problems of access to specialty 

services. 

2.2 Prevalence of Degenerative Spine Disease 

Neck and back pain and related disorders consume a large amount of health care 

resources (Gandjour, Telzerow, & Lauterbach, 2005; Katz, 2006; Lim et al., 2006).  One of the 

primary roles of an APP assessing patients suffering with neck and back pain is to differentiate 

between the small number of serious pathologies and the vast majority of benign conditions.  

Even though neck and back pain are common complaints among those seeking healthcare, 

serious pathology comprises only a small proportion of patients presenting with spinal pain.  An 

estimated 1% of people with low back pain (LBP) have serious spinal pathology such as tumors, 

infections, inflammatory conditions or other conditions requiring urgent specialist investigation 

and treatment. Less than 5% of people with LBP are estimated to have true nerve root pain, 
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arising from a disc prolapse, spinal stenosis or surgical scarring, and only a smaller percentage of 

these cases will require surgical intervention. The remaining 95% of people presenting with back 

pain can be classified as having “non-specific” or mechanical LBP (Greenhalgh & Selfe, 2006; 

Waddell, 2004).  Cervical radiculopathy involving the neck and arm is far less common 

(Wainner & Gill, 2000).  Authors of The Bone and Joint Decade 2000-2010 Task Force on Neck 

Pain and Its Associated Disorders performed a systematic review of the literature published 

between 1980 and 2006 and reported the incidence of self-reported neck pain in North America 

to be 213 per 1000 (Hogg-Johnson et al., 2008).  Despite the low prevalence of serious spinal 

pathology warranting surgical intervention, the rate of referrals and wait times in Ontario, in 

particular, continue to increase exponentially. 

2.3 Wait Times for Neurological Assessment 

Accessibility to health services is a key component of quality health care.  Wait time has 

been identified by Canadians as an important measure of access and is cited as the most 

prominent barrier among those who experience difficulties obtaining care (Carrière & Sanmartic, 

2010; Sanmartin & Berthelot, 2006).  Surgical wait times can be broken down into two 

categories: first, the wait between visiting a general practitioner and attending a consultation with 

a specialist; and, second, the wait between seeing the specialist and having surgery (Napier, 

McCormack, Hunt, & Brooks-Hill, 2013).   

In Canada, the wait time to see a spine surgeon is often longer than the wait time for 

surgery.  In 2011, Barua, Rovere, and Skinner reported that Canadians waited an average of 19.7 

weeks to see a spine surgeon after referral from a general practitioner—143% longer than the 

1993 average of 8.1 weeks—and an average of 19.4 weeks for surgery after that.  This increase 

in wait times since 1993 is concerning, and wait times continue to remain higher in Canada than 
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in many other countries (Barua et al., 2011).  Provincial Neurosurgery Ontario, supported by 

Critical Care Services Ontario, noted a 34% increase in adult neurosurgery activity between 2010 

and 2015, and projected a 67% increase in volume and demand for surgical spine care in Ontario 

by 2024 (personal communication with Ella Ferris, June 2, 2015). 

A number of reasons have been proposed to account for the increase in adult spinal 

neurosurgery activity.  An aging population and the increase in prevalence of chronic diseases 

that goes along with living longer (Tepper et al., 2005) are trends observed and reported by spine 

surgeons; as well, patient and referring practitioners’ greater expectations for health and well-

being have been postulated as contributing to the increase in demand (Findlay & Deis, 2010).  It 

may also be attributed to increasing satisfaction and confidence stakeholders have in the APP 

role (Desjardin-Charbonneau, Roy, Thibault, Ciccone, & Desmeules, 2015).  Whatever the cause 

may be, the reality is that the large majority of patients with neck and back pain referred to spine 

surgeons are not considered to be surgical candidates (Canizares, Badley, Davis, MacKay, & 

Mahomed, 2007; Findlay & Deis, 2010; Mayman & Yen, 1999).  Most of these patients have 

little interest in a surgical intervention to alleviate their symptoms but rather are looking for 

reassurance that they do not have a serious spinal pathology (Waddell, 2004).  Reports from a 

range of settings and patient populations show that 30% or less of patients who see a spine 

surgeon are candidates for surgery (Brinker, O’Connor, Pierce, Woods, & Elliot, 2002; Mayman 

& Yen, 1999; The Chartered Society of Physiotherapy, 2004).  This patient subgroup is therefore 

contributing significantly to wait times for consultation with spine surgeons.   

Waiting extended periods for an initial consultation and then again for treatment, while 

not life threatening for neck and back pain sufferers, often imposes both monetary and non-

monetary costs for patients, including lost work time, decreased productivity, and physical and 



ADVANCED PRACTICE PHYSIOTHERAPY SPINE TRIAGE                                             16                           

 

 

psychological suffering (Napier et al., 2013).  Oudhoff et al. (2004) and Shortt (2000) 

demonstrated that a quarter to a half of patients on elective surgical waiting lists reported a 

worsened condition and increased co-morbidities while waiting assessment and treatment.  

Hikhuysen, Oudhoff, and Rietberg (2005) noted a significant physical decline in patients delayed 

for selected operations, but even greater psychological and social impacts.  Increases in anxiety, 

frustration, fear, anger and depression were noted as the emotional consequences of excessive 

waiting.  Additional observations of uncertainty, worries and stress regarding what might happen 

during the wait, as well as whether the delay will affect postoperative recovery or prognosis were 

also described.  The majority of costs associated with increased wait times for the assessment 

and management of spinal disorders are often not currently recognized by health care budgets but 

are instead borne by society and by those affected by illness and injury (Napier et al., 2013). 

 Wait times in health care symbolize a failure to sufficiently provide needed care and 

involve high costs, particularly when nearly three quarters of the referrals to overburdened spine 

surgeons are deemed “inappropriate” for surgery (Findlay & Deis, 2010).  These patients may 

not need surgery, but they do need access to care that is timely, effective and evidence-based 

(Fourney, 2010).  The waiting list problem will not be solved by surgeon triage alone.  Reducing 

the number of non-surgical consultations in a surgeon’s caseload potentially can help reduce wait 

times for surgical consultation for patients who may benefit from spinal surgery and potentially 

redirect nonsurgical candidates for more appropriate treatment earlier (Aiken et al., 2009). There 

is a growing body of evidence in support of using APPs, with expertise in assessment and 

evaluation of spinal disorders, as an evidence-based solution to this problem (Bath, Bourassa, & 

Lovo, 2010; Hattam, 2004; Oldmeadow, Bedi, & Burch, 2007).  As a result, a number of APP 

models have emerged to address problems of patient access to specialty services, including spine 
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care.  The concept of advanced practice as well as examples of APP care models are described in 

more detail below. 

2.4 Concept of Advanced Practice 

The concept of advanced practice and the challenge around defining and differentiating it 

from standard clinical practice have confounded those in health care professions such as nursing 

(Hutchinson, East, Stasa, & Jackson, 2014; Stasa, Cashin, Buckley, & Donoghue, 2014) and 

medical radiation therapy (Smith, Harris, Woznitza, Maresse, Sale, 2015).  Smith et al. (2015) 

recently described a conceptual model of advanced practitioner characteristics to help 

professions, individual advanced practitioner aspirants, health care administrators and others 

outside the health care professions, better understand the core qualities of advanced practitioners 

and to generically differentiate between standard and advanced clinical practice roles, regardless 

of the clinical specialty (Appendix A).  High levels of communication, collaboration and 

professionalism are foundational characteristics of advanced practice and form the basis of this 

model.  These characteristics are considered essential in order to provide humane, high-quality 

patient care and to work effectively in partnership with other members of the health care team.  

Gateway characteristics in the central part of the model represent: clinical expertise, with high 

levels of clinically relevant knowledge, skills and abilities in a particular area of clinical practice; 

scholarship and teaching, with a minimum requirement of a master’s degree and dissemination of 

knowledge through education of others; and, evidence-based practice, the ability to critically 

appraise research and use valid and reliable results to inform clinical practice.  Clinical 

leadership is the highest achievement in this model where the advanced practitioner serves as a 

strong advocate for the patient, the relevant practice population and the broader community.  

Despite the variability of advanced practice roles within and across disciplines, the conceptual 
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model proposed by Smith et al. (2015) appears to be robust and adaptable enough to capture the 

generic characteristics inherent within the allied health practices. 

2.5 APP Care Models 

Over the past decade, significant attention by the healthcare industry has been focused on 

accessibility, efficiency, quality, safety, and the implementation of evidence-based care. This led 

to a formal evaluation and redesign of care delivery models across the continuum, with a 

subsequent rise in interprofessional collaborative models of care and the emergence of advanced 

practice roles for some healthcare practitioners to meet these goals (Spross, 2014).  Barrett et al. 

(2007) provided the Canadian Health Sciences Research Foundation with a synthesis of 

Canadian and International evidence surrounding Interprofessional collaboration effects on the 

health care system, patient and provider.  Seventy-one Primary Health Care Transition Fund 

(PHCTF) reports, 70 grey literature reports, and 65 articles from the peer-reviewed literature 

search met the inclusion criteria.  The synthesis found evidence in support of all three including 

enhanced patient self-care, knowledge, skills and practice behaviours, patient/provider 

satisfaction, provision of broader range of services, better access, shorter wait times, and more 

effective resource utilization.  No doubt this synthesis led to the redesign of care delivery models 

in the years following.      

Nursing led the way with APN roles emerging worldwide in response to the need for 

expedited, cost-effective care and services for specific priority groups.  The PEPPA framework 

and associated toolkit were developed to provide a systematic and evidence-based process to 

assist with research, policy, and practice contexts related to APN role implementation.  Boyko, 

Cater, and Bryant-Lukosius (2016) recently reviewed published literature between 2004 and 

2014 to determine the spread and uptake of the PEPPA framework and found that the majority 
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(71.5%) of citations reported using the PEPPA framework to support an argument or as a 

theoretical framework for planning and implementation research.  Only 2.1% cited the PEPPA 

framework in policy contexts, such as the CNA’s statement to assess “the need and readiness for 

the nurse practitioner role” (CNA, 2008, p.38), and 11.3% used the PEPPA framework in 

practice settings for role planning, development, implementation, and evaluation.  For example, 

the role of the NP was implemented in a NP-led surgical spine consultation clinic at a Canadian 

neuroscience centre, and was effective in providing earlier assessments and timelier diagnoses 

and management plans for spine patients (Sarro, Rampersaud, & Lewis, 2010), and was 

foundational to the development of the ISAEC model, which will be explained in greater detail 

in 2.5.3 and 2.5.5.  Building on the success of APN roles, other allied health professions, such as 

physiotherapy, started to follow suit (Aiken, 2012; Aiken et al., 2008; Aiken et al., 2009; Bath, 

Grona, & Janzen, 2012; Campos et al., 2002; Desmeules et al., 2013; Robarts et al., 2017). 

2.5.1 Models of Interprofessional Care.   

Three basic models of interprofessional care have been described in the literature (Aiken 

& McColl, 2009) to provide some context around the roles and functions assumed by the 

advanced practitioner, depending on the model of care in which they work.  In the Physician 

Extender Model of care, the advanced practitioner works under the direction of the physician to 

perform duties normally performed by the physician, thereby freeing up the physician’s time for 

more complex medical duties.  The Triage Model improves patient access to services in busy 

healthcare settings, such as emergency departments or tertiary care settings, by using the 

advanced practitioner to screen patients for potential management by the physician and 

conservatively manage those who do not need to see the physician.  In the Parallel Model, the 

advanced practitioner expands the availability of primary, secondary, or tertiary healthcare 
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services by working autonomously (Aiken & McColl, 2009).  In the latter two models, the 

advanced practitioner may provide patients with treatment options and alternative management 

strategies (e.g. education/counselling around self-management strategies) that normally would 

not be part of the traditional physician-led model of care (Bryant‐Lukosius, DiCenso, Browne, & 

Pinelli, 2004). 

2.5.2 Types of APP Models and Settings. 

New and innovative models of care involving APPs have been developed in response to 

an increase in demand, often with limited resources.  In the United States, APP roles originated 

following the Vietnam War (Desmeules et al., 2012).  In the United Kingdom, Extended Scope 

Physiotherapy (APP) was introduced in the late eighties in order to reduce hospital outpatient 

orthopaedic wait times (Byles, & Ling, 1989).  Around this time, APP models began developing 

all over the world, especially following the success of the APN movement. 

The first Canadian APP model was developed in 1995 in a paediatric rheumatology 

setting at the Hospital for Sick Children in Toronto (Campos et al., 2002).  While many APP 

models have been reported in several provinces in Canada since then, the details of these models 

and the evidence supporting them remain unclear.  Currently, published APP models represent 

practices in four provinces: Ontario (Aiken et al., 2007; Aiken et al., 2008; Aiken & McColl, 

2008; Aiken et al., 2009; Campos et al., 2002; Kennedy, Robarts, & Woodhouse, 2010; MacKay 

et al., 2008; MacKay, Davis, Mahomed, & Bradley, 2012; Razmjou et al., 2013; Robarts, 

Kennedy, MacLeod, Findlay, Gollish, 2008; Robarts, Stratford, Kennedy, Malcom, and 

Finklestein, 2017), Saskatchewan (Bath et al., 2012; Bath & Pahwa, 2012), British Columbia 

(Napier et al., 2013), and Quebec (Desmeules et al., 2013).  Patients in these models were seen 

by APPs in various practice settings for either pre-operative/post-operative total joint 
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replacement care (Aiken et al., 2007; Aiken et al., 2008; Kennedy et al., 2010; Robarts et al., 

2008), or hip (Aiken et al., 2009; Desmeules et al., 2013; MacKay et al. 2009; MacKay et al. 

2012), knee (Aiken et al., 2008; Aiken et al., 2009; Desmeules et al., 2013; MacKay et al., 2009; 

Mackay et al., 2012; Napier et al., 2013), shoulder (Aiken et al., 2008; Napier et al., 2013; 

Razmjou et al., 2013), or spinal musculoskeletal disorders (Bath et al., 2012; Bath & Janzen, 

2012; Bath & Pahwa, 2012; Fourney, Dettori, and Hall, 2011; Robarts et al., 2017).   

2.5.3 APP Roles. 

Canadian APP roles range from triage, post-operative follow-up (Aiken et al., 2007; 

Aiken et al., 2009; Kennedy et al., 2010; Robarts et al., 2008), formulation and/or 

communication of a medical diagnosis (Aiken et al., 2008; Bath et al., 2012; Bath & Janzen, 

2012; Bath & Pahwa, 2012; Desmeules et al., 2013; Kennedy et al., 2010; Robarts et al., 2017), 

order of appropriate investigations such as X-rays, laboratory tests, ultrasound investigations and 

other imaging tests (Bath et al., 2012; Bath & Janzen, 2012; Bath & Pahwa, 2012; Desmeules et 

al., 2013; Kennedy et al., 2010; Razmjou et al., 2013; Robarts et al., 2008; Robarts et al., 2017), 

in addition to referral to other practitioners including physicians, dieticians and physiotherapists 

(MacKay et al., 2013).  These roles were mostly undertaken through medical directives. In some 

cases, conservative treatments were also provided in the form of recommendations on either 

education, prescription of non-steroidal anti-inflammatory drugs (NSAIDs), joint injection, 

exercises and/or supervised physiotherapy.   

 ISAEC was implemented in all LHINs across Ontario in January 2019.  LHINs are crown 

agencies established by the Government of Ontario to plan, coordinate, integrate and fund health 

services at a local level.  Fourteen LHINs have been established across the province, including 

the southeast LHIN, where the current study took place.  Under the ISAEC model, there are two 
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types of advanced practice roles.  Community advanced practice clinicians (APCs) 

(physiotherapists, chiropractors, or nurse practitioners) are the first and primary point of contact 

for consultation/assessment for low back pain patients referred to ISAEC.  APCs provide a 

defined program of care to ISAEC patients with an emphasis on education, self-management and 

health promotion strategies.  ISAEC patients who require a change in the treatment plan, further 

investigations and/or referral to a specialist are referred to the Practice Lead (PL), who functions 

as an APC, but has added responsibilities/authority for diagnostic imaging/testing, referral to a 

physician specialist, and also provide clinical leadership and management to APCs.  Only the PL 

will have medical directives for ordering prescribed forms of energy (e.g. Magnetic Resonance 

Imaging [MRI]and ultrasound [U/S]), diagnostics (e.g. X-ray) and specified laboratory tests and 

will have to roster these activities through the College of Physiotherapists of Ontario (CPO) 

(ISAEC). 

 Within Physiotherapy, there have been a number of activities that have recently extended 

the scope of practice.  In 2011, the Physiotherapy Act was revised, updating the scope of practice 

statement and list of Regulated Health Professions act (RHPA) controlled acts authorizing 

physiotherapists to: communicate a diagnosis, treat a wound below the dermis, assess or 

rehabilitate pelvic musculature, administer a substance by inhalation, order a prescribed form of 

energy (i.e. MRI and ultrasound), order diagnostics such as X-ray investigation, and order 

specified laboratory tests.  Except for communicating a diagnosis, which is now considered entry 

level within the scope of practice, all other activities will or already do require performance 

rostered activities through the CPO, where registrants have to show proof of competency and 

training to perform the respective activities (CPO, 2011). 
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 Ordering X-ray and specific lab tests are restricted activities outside the RHPA and will 

require regulation under other legislation (i.e. X-ray is under the Healing Arts Radiation 

Protection Act and lab is under the Laboratory and Specimen Collection Centre Licensing Act).  

With respect to ordering prescribed forms of energy, such as MRI and ultrasound, changes to the 

RHPA are not yet in place and similar to diagnostics, are awaiting government approval.  When 

these activities are passed through government, performance of these activities will require 

physiotherapists to be rostered through the CPO.  In the meantime, performance of these 

activities is through delegation.  The CPO’s definition of delegation is “the process of 

transforming authority to perform an authorized activity (or restricted activity) from an 

authorizer (often a physician) to an implementer (APP)” (CPO, 2011, p.17).  This can either be 

through a direct order (a specific order, for a specific patient, for a specific case) or medical 

directives (put in place in advance to a specific group of people authorized to perform specific 

activities).  Direct orders and medical directives facilitate inter-professional collaboration by 

healthcare practitioners through clarifying role expectations and accountabilities. 

2.5.4 APP Education and Experience. 

From reviewing the literature, APPs’ reported professional preparation was also 

heterogeneous across various models in terms of years of experience, education and additional 

training.  No new graduates were involved in any of the APP programs published.  All APPs had 

more than two years of clinical experience with advanced training in various forms (i.e., research 

Master’s degree or other graduate studies, intermediate or advanced orthopaedic training with the 

Canadian Physiotherapy Association, training in specific programs such as the academic 

Physical Therapy Practitioner program at the Hospital for Sick Children or the Advanced 

Clinician Practitioner in Arthritis Care).  Some models required the APPs to undergo residency 
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type training for various durations: three days (Napier et al., 2013), three months (Kennedy et al., 

2010; Razmyon et al., 2013; Robarts et al., 2008), and part-time, two days a week for four 

months (Robarts et al., 2017) and three days a week up to eleven months (Desmeules et al., 

2013).   

2.5.5 Spine Triage Clinics. 

Few examples of spine triage clinics have been reported in the literature (Bath & Jensen, 

2012; Bath et al., 2012; Bath & Pahwa, 2012; Blackburn et al., 2009; Robarts et al., 2017; Sarro 

et al., 2010).  Bath and Jensen (2012) describe a Spinal Triage Assessment Service (STAS) in 

Saskatchewan whereby four physiotherapists, with advanced orthopaedic training and a 

minimum of five years of related clinical experience, triage patients, predominantly with low 

back pain, from a private rehabilitation clinic.  Although not directly connected to the 

orthopaedic clinic at the area hospital, all physiotherapists discuss their findings of each 

assessment with a physiotherapy consultant via videoconferencing.  Although not clear from 

their study, it is assumed that the physiotherapy consultant is directly linked with the three area 

orthopaedic surgeons within the hospital.  Together, the assessing physiotherapist and the 

physiotherapy consultant jointly decide on the clinical diagnosis and treatment 

recommendations.  A detailed report summarizing the assessment findings, diagnosis, and 

management recommendations is sent to the referring practitioner.  Only the physiotherapy 

consultant had medical directives that permitted direct referral to the orthopaedic surgeons and/or 

order advanced imaging (Bath & Jensen, 2012; Bath et al., 2012; Bath & Pahwa, 2012). 

 Blackburn et al. (2009) describe a physiotherapy-led triage clinic (PLTC) within a 

tertiary care teaching hospital.  Physiotherapists involved in the PLTC roles all had at least 12 

years of extensive musculoskeletal experience.  Patients with low back pain who were more 
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likely to respond to conservative treatment, were first triaged by an orthopaedic surgeon based 

on information provided on the written referral.  A comprehensive physical assessment was then 

performed by the physiotherapist and a management plan was reviewed with the patient.  Similar 

to the STAS model described above, a consultant (allied health background not specified) was 

once again the gatekeeper to the surgeon.  The only difference with the PLTC model, is that the 

clinic was held in the same facility as the orthopaedic surgeon, rather than off-site.  The 

physiotherapist also had medical directives for ordering X-Rays; everything else had to go 

through the consultant. 

 Robarts, Stratford, Kennedy, Malcolm, and Finkelstein (2017) assessed patient 

satisfaction and concordance between an APP and spine surgeon for 102 patient participants with 

lumbar spine pain at an outpatient tertiary care centre in Toronto, Ontario.  Both APP and 

surgeon assessed each patient separately and consecutively and were blinded to the outcome of 

the other’s assessment.  Patient satisfaction was measured using a modified version of the 9-item 

Visit Specific Questionnaire (VSQ-9).  Concordance was determined by whether the APP-

surgeon agreed on the outcome of the clinic visit by indicating “Does not require consultation 

with surgeon” or “Requires consultation with Surgeon/appropriate for consultation.”  The mean 

satisfaction scores for the APP were 91.7 out of 100. 

Building on the work of Sarro et al. (2010) and a pilot project in Toronto, Hamilton, and 

Thunder Bay in November 2012, the ISAEC model developed into an Ontario-wide program 

funded by the MOHLTC, with Dr. Raja Rampersaud as the Provincial Clinical Lead for the Low 

Back Pain Pathway.  The original pilot boasted some positive results including: 99% patient 

satisfaction rate; 97% primary care provider satisfaction rate; two week average wait time for 

patients to be seen by an advanced practice provider and less than six week wait time for a 
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surgical assessment; a 30% reduction in primary care MRI utilization; 96% of patients referred 

for ISAEC surgical consultation by the advanced practice provider were surgically appropriate; 

and 4% of all patients referred to ISAEC have undergone surgical intervention (ISAEC Research 

Database; Principal Investigator: Rampersaud, Y.R. University Health Network – Health Quality 

Programs, March, 2018).  ISAEC is described as an upstream shared-care model in which 

patients with low back pain (persistent for 6 weeks to 12 months or unmanageable recurrent low 

back pain) receive rapid assessment, education and evidence-based self-management plans.  It is 

designed to decrease the prevalence of unmanageable chronic low back pain, reduce unnecessary 

diagnostic imaging as well as unnecessary specialist referral.  ISAEC became the second 

pathway for Rapid Access Clinics (RAC) in Ontario following pathway one for moderate 

hip/knee osteoarthritis.  The expansion of this model through the RACs across Ontario was 

coordinated by ARTIC (Adopting Research to Improve Care), a joint program of Health Quality 

Ontario and the Council of Academic Hospitals of Ontario that are focused on accelerating the 

spread of proven innovative care.  The RAC-LBP pathway (i.e. ISAEC) was not primarily 

designed as a surgical referral management and triaging program, but was designed to enable 

patients, their primary care providers and APPs to manage and mitigate functionally significant 

chronic LBP with an evidenced-informed, patient-centred education and management plan 

(Rutka & Rampersaud, 2018). 

From review of the literature, there doesn’t appear to be another study that tests for the 

acceptability and feasibility of the APP model of care.  A modified PEPPA framework served as 

the conceptual framework that underpinned and guided the process for planning, development, 

implementing, and evaluation of the new APP role.  It served to help organize and understand the 

specific components, sequential stages, and contextual factors that may potentially impact the 
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new role.  The specific PEPPA framework chosen to guide the current study is described in 

detail in the next chapter.  
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Chapter 3 

                                                   Methods 

 A three-phase intervention study systematically assessed the current practice of a 

Neurosurgical Referral Clinic in a small tertiary care centre in southeastern Ontario for adults 

with neck or back pain (Phase I).  The outcome of the Phase I assessment informed the 

collaborative planning and development of a new APP role (Phase II) which was implemented 

and the acceptability and feasibility was evaluated in the context of the neurosurgical unit (Phase 

III).   

 For a new intervention to be worthy of efficacy and/or effectiveness testing, it is critical 

to first determine the intervention’s acceptability and feasibility (Bowen et al., 2009; Sidani & 

Braden, 2011).  Acceptability refers to a recipient’s satisfaction and general view or attitude 

towards a treatment.  In Phase I, this treatment was the current physician-led referral and care 

pathway, and in Phase III the implementation of the new APP role.  Acceptability is also the 

desirability of the intervention, its influence on other areas such as demand (uptake), 

implementation (fidelity), adherence, and effects on outcomes.  Feasibility refers to the 

practicality of implementing the intervention, the logistics in terms of adaptation, integration, 

and expansion (Sidani & Braden, 2011).  Acceptability and feasibility were evaluated using a 

mix of quantitative and qualitative methods to develop a comprehensive and in-depth 

understanding of the recipient’s perception of the context (physical and social environment), 

development, implementation, and assessment of the APP role (Bowen et al., 2009; Sidani & 

Braden, 2011).  Appendix B provides a brief summary of eight areas of focus, their meaning, and 
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possible outcomes, which were used to determine if the new APP role was acceptable and 

feasible and appropriate for further testing.   

An adapted version of the PEPPA framework (Bryant-Lukosius & DiCenso, 2004) and 

its associated toolkit (Bryant-Lukosius, Vohra, & DiCenso, 2009; Vohra & Bryant-Lukosius, 

2009) were used to provide a strategy and a structure to the process that informed the decision-

making throughout the entire spectrum from planning to development, implementation and 

evaluation of the APP role.  Steps one to six of the nine-step framework focused on establishing 

role structure.  Step seven focused on role processes and involved initiating the implementation 

plan and introduction of the new APP role.  Step eight involved the short-term evaluation of the 

APP role and the new model of care.  Step nine, which involves the long-term evaluation, in 

particular, the progress and sustainability in achieving predetermined goals and outcomes, was 

beyond the scope of the current study.   

The first four steps of the PEPPA framework correspond to Phase I of this study 

(assessment of current Neurosurgical Referral Clinic) while steps five and six correspond to 

Phase II (planning and development), and steps seven and eight correspond to Phase III 

(acceptability and feasibility).  The methodological details of Steps one through eight of the 

PEPPA framework are described below while the outcome of the respective Steps is outlined in 

greater detail in Chapter 4. 

Phase I 

The best evidence and relevant sources of data were used to identify needs and establish 

goals for a clearly defined APP role.  Phase I used a variety of quantitative and qualitative tools 

to assess the current practice of the Neurosurgical Referral Clinic at the tertiary care centre.  

Table 1 summarizes steps one through four of the PEPPA framework, the objectives, method of 
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data collection (i.e. questionnaires, interviews, observation), data collected (i.e., quantitative vs 

qualitative), and how this data was used during each of the respective steps to determine 

acceptability.   

3.1 Research Objectives- Phase I 

The overall aim of Phase I was to assess the context, demand, and satisfaction with the 

current Neurosurgical Referral Clinic where the proposed APP role took place.  Specific 

objectives for Steps one to four of the PEPPA framework are described below, as well as 

recapped in Table 1.    

Step 1: Define patient population and describe current model of care.  Step one of the 

PEPPA framework set out to determine how well the current model of care met the health needs 

of patients referred to the Neurosurgical Referral Clinic by identifying: indicators for change to 

the current model of care; the specific patient population that was the focus of the potential 

healthcare restructuring process; and, the scope of healthcare service redesign.  An advisory 

committee, described in Step 2, provided their understanding of the current (physician-led) 

model of care, including inputs, outputs, short-term outcomes, assumptions, and external factors 

that potentially affected the model, for this first step of the planning process. 

Step 2:  Identify stakeholders and recruit participants.  Step two recruited key 

stakeholders from a variety of backgrounds and organizations relevant to the identified model of 

care to participate in the healthcare redesign process.  Three categories of participants were 

sampled: patients scheduled for spine assessments, healthcare providers who referred patients to 

the Neurosurgical Referral Clinic, and Neurosurgical Referral Clinic and tertiary care 

(administrative) stakeholders.  An advisory committee, consisting of a neurosurgeon, a hospital 
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Table 1. Summary of Phase I methods 

Purpose:  Assess context, demand, and satisfaction of the current Neurosurgical practice with which the proposed APP role will take place.   

PEPPA Objectives Method Data Collected Utility of Data 

Step 1 

Define patient 
population and 

describe model of 
care 

Patient population 
Questionnaire 

 
              
 
 
 
 
 
 
 

Semi-Structured  
Stakeholder Interviews 

Quantitative data 
• Baseline Measure – Appendix E 
     - Demographic Characteristics – Q. 11, 20-30 
     - Symptom Characteristics – Q 7, 8 
     - Self-Perceived Function - BPI-sf; Q 1-6 
     - Self-Perceived Pain – SF-MRQ; Q 9 
     - Self-Perceived Health Status – SF-12; Q 10, 12-17 
     - Depression – PHQ-9; Q 18, 19 
• Diagnostic Classification Questionnaire – Appendix I 
     - Diagnosis – Q 1-4; Surgical Candidacy – Q 5 
• Consultation Satisfaction Questionnaire – Appendix F 

 
 

Context 
Context 

Effect on Outcomes 
Effect on Outcomes 
Effect on Outcomes 
Effect on Outcomes 

 
Context 

Satisfaction 
Qualitative data  
        Content analysis 

Context, Satisfaction 
Demand 

Model of care 
Observation 

Qualitative data 
        Field notes Context 

Step 2 
Identify stakeholders 

and recruit 
participants 

Advisory Committee 
Qualitative  
• Meeting minutes 

Context 

Step 3 

 
Determine the need 
for a new model of 

care 
 

Patient Referrals 
 

Questionnaires 
Semi-Structured 

Interviews 

Wait Times 
 
Stakeholder Satisfaction Questionnaire 
Content Analysis of Qualitative Data 

Demand 
 

Satisfaction, 
Demand, Context 

Step 4 
Identify the priority 
problems and goals 

Semi-Structured One-
on-One Stakeholder 

Interviews 

Content Analysis of Qualitative Data Satisfaction, 
Demand, Context 
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administrator, an APP with the central intake for the hip and knee arthritis clinic, and the 

principal researcher, was established during this step to identify key stakeholders to be involved 

in the planning, development and implementation (Steps five through eight of the PEPPA 

framework) of the new APP role. 

 Step 3:  Determine the need for a new model of care.  Step three set out to determine 

how well the current model of care in the Neurosurgical Referral Clinic met the health needs of 

the specific population.  A comprehensive needs assessment was conducted through the semi-

structured interviews to identify patient health needs, health service use, gaps in service, potential 

barriers to implementing a new model of care, and strategies that will address unmet patient 

health needs.  

Step 4:  Identify the priority problems and goals to improve the model of care.  Step 

four established stakeholder consensus on priority problems and outcome-based goals to address 

unmet patient health needs.  A logic model was developed during this step to outline the advisory 

committee’s understanding of priority problems, goals and expected outcomes, as well as 

represent how the proposed APP Spine Triage assessment service for adults with neck and back 

pain would look. 

3.2 Study Design 

Following preliminary collaboration with hospital administrators and participating 

neurosurgeons, a descriptive observational cross-sectional design was used in Phase I of this 

study to explore the context and process of patients, with neck and back pain disorders, referred 

to the Neurosurgical Referral Clinic.   
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3.3 Setting and Sample 

Setting.  Observation of the Neurosurgical Referral Clinic within the tertiary care centre 

was conducted between January 2, 2017 and February 3, 2017, to give the principal investigator 

context to the organizational structure of the centre.  The tertiary care centre is comprised of two 

separate sites, including a cancer centre and research institute.  Altogether, the tertiary care centre 

services more than 500,000 patients and families across southeastern Ontario.  The Neurosurgical 

Referral Clinic is situated within an ambulatory care teaching and research hospital offering 

specialized outpatient programs such as pediatrics, medicine, ophthalmology, surgery, mental 

health, oncology, and urgent care.  The Neurosurgical Referral Clinic is comprised of two full-

time and three part-time neurosurgeons, and two Neurosurgery Divisional Assistants.  Clinics are 

located on two floors, depending on the day of the week.  Clinics are assigned in blocks, either 

mornings ([AM], 8-12pm) or afternoons ([PM], 1-5pm).  There are normally ten clinics per 

week: two clinics on Monday (AM/PM); two on Tuesday (PM x 2); two on Wednesday 

(AM/PM); two on Thursday (PM x 2); and, two on Friday (AM/PM).  One neurosurgeon and two 

examination rooms are assigned to each clinic.  Between 8-12 patients are seen in each clinic 

with a ratio of new to repeat patients being 1:1 or 1:2.   

The administrative assistant receives patients coming to the clinic the day of their 

appointment.  They are then escorted to an examination room where a nurse completes a brief 

patient history, including a list of medications, and records patient vitals.  The Neurosurgeon 

performs a comprehensive subjective and objective examination (variable from surgeon to 

surgeon), including review of imaging (X-Ray, computer tomography [CT], magnetic resonance 

imaging [MRI]), and renders a surgical opinion along with education and advice.   
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    Sample.  In Phase I, three categories of study respondents were sampled between 

November 23, 2017 and July 16, 2018:  a) patients scheduled for spine assessments; b) healthcare 

providers who referred patients to the Neurosurgical Referral Clinic; and, c) Neurosurgical 

Referral Clinic and hospital stakeholders. Patients invited to complete questionnaires pre and 

post their scheduled spine assessment were recruited using a consecutive sampling technique.  

Participants who were invited to complete the stakeholder satisfaction questionnaire and/or one-

on-one interviews were recruited using a purposive sampling technique, to ensure in-house and 

outside stakeholders were adequately represented. 

3.4 Recruitment and Data Collection Procedures 

Various quantitative and qualitative tools and metrics were used to collect data throughout 

Phase I of the study.  Many of these instruments were used in previous studies and were adapted 

for the purpose of the current study.  Table 2 summarizes the variety of measures that were used 

and the timing over the course of the three phases of the study in which they were employed.  

More detail about each tool follows under 3.5, Measures.   

To ensure that the proposed and modified data collection instruments were comprehensible 

and appropriate, and that data items were well defined and presented in a consistent manner, a 

pretest study was conducted from April 3, 2017 through to May 23, 2017.  A purposive sampling 

of patients who met the inclusion criteria within the predetermined time frame dictated the 

sample size of the pretest study (Jairath, Hogerney, & Parsons, 2000).  Careful consideration was 

given to not only securing a minimum of four participants but also to ensuring diversity, so they 

reasonably represented various stakeholders that were recruited into the full Phase I study. 
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Table 2. Summary of measures used in all phases of study 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

A pretest study was undertaken.  The pretest study enabled the principal researcher the 

opportunity to determine the appropriateness of the full study’s proposed protocol, such as the 

type and amount of data collected from and about participants, the frequency and length of study 

visits, and the intrusiveness of the study measures.  It also allowed for the opportunity to explore 

practical matters, such as whether there was enough room on the baseline measures questionnaire 

(Appendix E) for all the data received and whether any questions elicited no answer, multiple 

  Phase I 
(PEPPA Steps 1-4) 

Phase II 
(PEPPA Steps 

5,6) 

Phase III 
(PEPPA Steps 7,8) 

Concept 
Outcome 
Measures 

Patient 
Other 

Stakeholders 
Advisory 

Committee 
Patient 

Other 
Stakeholders 

Pre-Consult   
Baseline 
Measures 

 Appendix E 

 

Planning & 
Development 

Appendix E 

 

• Demographic 
Characteristics 

   

• Symptom 
Characteristics 

   

• Self-perceived 
Function 

BPI-sf   

• Self-perceived 
Pain 

SF-MPQ-2   

• Quality of life SF-12   

• Depression PHQ-9   

Post-Consult  

Clinic Outcome 
• Diagnosis 

Diagnostic 
Classification 
Questionnaire 

 Appendix I  Appendix I 

Satisfaction 
Satisfaction 

Questionnaire 
Appendix F Appendix H Appendix F Appendix H 

Semi-structured 
Interviews 

 
Appendix 

G 
Appendix G 

Appendix 
G 

Appendix G 

Group 
Stakeholder 
Meetings 
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answers, or unanticipated answers.  The pretest also provided an opportunity to elicit feedback 

from relevant stakeholder groups, such as patients, research collaborators, health care providers 

(referring practitioners, neurosurgeons), administrative staff, and institutional managers.   

Inclusion Criteria.  Patient participants were included in the study if they: 

1. were 18 years of age or older;  

2. had the capacity to give informed consent for involvement in the study; 

3. were able to speak and understand English; 

4. were an Ontario resident; and, 

5. have undergone a spinal assessment at the Neurosurgical Referral Clinic within 

the last two months (for semi-structured interviews); or, 

6. were deemed “elective” on their initial referral to the Neurosurgical Spine Clinic 

by the neurosurgeon (for pre and post spine assessment questionnaires). 

Referring practitioners were included in the study if they had referred a patient with neck or back 

pain to the Neurosurgical Referral Clinic within the last six months, and spine surgeons/hospital 

administrators were included in the study if they worked in some capacity with the Neurosurgical 

Referral Clinic.  

Figure 2 outlines the Neurosurgical Referral Clinic’s process with respect to referral, 

assessment, and potential clinical pathways at the onset of the study.  Incoming referrals to the 

Neurosurgical Referral Clinic were first prioritized by the neurosurgeon within days of receiving 

them from the referring health care provider.  Patients were either deemed “elective”, which 

means they were placed on the waitlist for the next available spine clinic appointment, or “early” 

which means these patients were expedited for surgical review by the neurosurgeon.  Potential  
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Figure 2. The neurosurgical spine clinic referral, assessment, and potential clinical 

pathways - (Phase I) 

 

participants who met the inclusion criteria were mailed a study participation request letter for 

Phase I (Appendix C).  Those who expressed their interest in participating in the study were 

approached by the principal researcher to obtain written consent (Appendix D).  Only those  

individuals who contacted the principal researcher were recruited to participate and were 

provided with a clear written explanation of the study procedures used, how they would be 

applied, and why they had been selected to participate in terms of inclusion criteria.   

All foreseeable risks or discomforts to which the participant was subjected, either directly 

or indirectly, as part of the study were disclosed to the participant.  Any potential benefits of 

participation were also disclosed.  Participants were informed of the steps that were taken to 

ensure that confidentiality was maintained and how their anonymity was protected.  Participants 
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were informed that participation in the study was voluntary and they were free to withdraw 

consent at any time without penalty or without jeopardizing the quality of care provided during 

their spine consultation.  All participants completed informed written consent (Appendix D) prior 

to participating in the study.  All participants received a written copy of the consent form 

detailing the principal researcher’s contact information, study purpose and outline. 

Once written consent had been obtained from the various stakeholders, data collection 

began.  Specific clinic dates were dictated by the Neurosurgical Referral Clinic schedule and in 

accordance with the spine surgeons’ clinic hours during this period.  Patients were scheduled far 

enough apart in the schedule to allow sufficient time to complete the data collection before the  

next participant arrived.  Patient participants were asked to arrive 30 minutes prior to their 

scheduled spine assessment with the surgeon to complete the pre-consult baseline measures 

questionnaire (Appendix E) which explored a range of variables including demographic 

information, symptom characteristics, self-perceived pain, function, quality of life, and general  

health status. 

At the completion of the spine examination, the patient left the clinic and the spine 

surgeon was asked to complete the post-consult diagnostic classification questionnaire 

(Appendix I) which detailed the outcome of the spine surgeon’s diagnosis and management plan.  

Between two to four weeks following the patient’s initial spine consult with the surgeon, the 

patient participant was mailed the consultation satisfaction questionnaire (Appendix F – 

excluding questions 11 & 12) to complete and return to the principal researcher in a prepaid, self-

addressed envelope provided.  Two neurosurgeons, an orthopaedic spine surgeon, and one of the 

hospital administrators were invited to complete the stakeholder satisfaction questionnaire 
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(Appendix H).  All completed surveys were returned to the principal researcher in a sealed self-

addressed envelope provided.  Each correspondence had a four-digit code in the top right-hand 

corner to ensure participant confidentiality and track responses.  A reminder was mailed out 3 

weeks after the initial mailing to encourage a reply.  These individuals were also invited to 

participate in a one-on-one semi-structured interview (Appendix G).  All practitioners who had 

referred patients with neck and back pain to the Neurosurgical Referral Clinic in the last six 

months were invited to complete a stakeholder satisfaction questionnaire (Appendix H).  The 

referring practitioners who had the highest referral rates to the Neurosurgical Referral Clinic (two 

and above) were invited to participate in a one-on-one semi-structured interview (Appendix G).   

Semi-structured interviews (Appendix G) of individual stakeholders began on February 6, 

2018.  Interviews were either face-to-face or over the phone, whichever was more convenient for 

the participant.  Face-to-face interviews occurred at the tertiary care hospital or at another 

mutually agreeable location.  An interview guide, adapted from a previous study (Lefman & 

Shepard, 2014), was piloted with two patient participants prior to study implementation.  

Questions explored participants’ thoughts, understanding, and expectations of the current 

Neurosurgical Referral Clinic and what a new APP Triage model might look like and how it may 

impact spine care delivery.  Interviews were audio-recorded for verification of information and 

transcribed verbatim.   

3.5 Measures 

A variety of outcome measures were used to systematically evaluate the current 

neurosurgical spine practice.  A detailed description of these measures can be found below. 
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Demographic characteristics and general health.  The following demographic variables 

were extracted from the baseline measures questionnaire (Appendix E: Questions 11, 20-30): 

age, gender, marital status, highest level of educational attainment, annual household income, 

and treatment options/care providers available and accessible (family physicians, physiotherapy, 

chiropractic, massage therapy, acupuncture, other).  Also collected were the forward sorting area 

of participants’ residential postal codes.  General health measures screening for the presence of 

other health conditions as well as smoking status were also collected.  Employment status (full-

time, part-time, unemployed, housework, disabled, student, retired) and employment type were 

self-reported.  The intake questionnaire also included two questions with dichotomous (i.e. 

yes/no) response options pertaining to work and their neck/back pain: “If you are not working, is 

this because of your neck/back problem?” and “Do you feel (that) your neck/back problem is 

caused by your work?.” 

Symptom characteristics.  Total duration of symptoms and the duration of current episode 

(<3 months, 3-6 months, 7-12 months, >12 months/recurrent) was obtained from the baseline 

measures questionnaire (Appendix E: Questions 7, 8). The presence and location of symptoms, 

(i.e. pain, numbness, tingling, or other), was identified by participants using a body diagram 

(Appendix E: Question 2).  Symptom location was coded as “neck (cervical) only”, “back 

(lumbar) only”, “above elbow/knee referral” or “below elbow/knee referral”.  A clinical 

classification tool (Diagnostic Classification Questionnaire; Appendix I) adapted from an earlier 

study (Bath & Janzen, 2012) was used to identify the surgeon’s diagnosis, classification and 

management recommendations. 



ADVANCED PRACTICE PHYSIOTHERAPY SPINE TRIAGE                                             40

 

 

 

Self-perceived function.  The Brief Pain Inventory – Short Form (BPI-sf; Appendix E: 

questions 1-6) is a 9-item self-administered questionnaire designed to capture two dimensions of 

pain: intensity (severity) and the impact of pain on daily function (interference) (Cleeland, 1989).  

Pain severity was determined by the average of four items asking the patient about their worst, 

least, and average pain in the past 24 hours, and current pain.  These items were scored from 0 

(no pain) to 10 (worst imaginable pain).  Pain interference is determined by the average of seven 

items (0 to 10 scale where 0 reflects “does not interfere” and 10 reflects “completely interferes”) 

assessing the degree to which pain interfered with various domains of functioning such as 

general activity, mood, walking ability, normal work, relations with other persons, sleep, and 

enjoyment of life.  This mean was used if more than 50% (4/7) of the total items were completed 

on a given administration.  Clinically meaningful pain relief was indicated by a relative change 

of at least 30% - 33% or an absolute change of only two points on this scale (Farrar, Berlin, & 

Strom, 2003; Farrar, Portenoy, Berlin, Kinman, & Strom, 2000).   

Initially developed to assess pain related to cancer (Cleeland, 1991), the BPI-sf has been 

shown to be an appropriate measure for pain caused by a wide range of clinical conditions 

including HIV/AIDs (Evans, Fishman, Spielman, & Haley, 2003; Smith, Egert, Winkel, & 

Jacobson, 2002), phantom limb pain (Jensen et al., 2002), critical limb ischemia (Mitchell & 

Fallon, 2002), neuropathy (Semenchuk, Sherman, & David, 2001), low back pain (Gammaitoni, 

Galer, Lacouture, Domingos, & Schlagheck, 2003) and osteoarthritis (Roth et al., 2000).  The 

psychometric properties of the BPI-sf have also been demonstrated in a range of populations with 

cancer and non-cancer related pain.  Pain intensity (r=0.8) and impact (r=0.8) were reported to be 

highly correlated in patients with advanced cancer pain (Pelayo-Alvarez, Perez-Hoyos, & Agra-
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Varela, 2013); the internal consistency reliability, as assessed with Cronbach’s α, was reported to 

be > 0.80 among patients with osteoarthritis pain (Kapstad, Rokne, & Stavem, 2010; Williams, 

Smith, & Fehnel, 2006), and was 0.83 among chronic neuropathic and nociceptive pain patients 

(Erdemoglu & Koc, 2013).  The authors of the latter study also reported no significant 

differences in BPI scores between two applications (r=0.96; p< 0.01).  Confirmatory factor 

analysis performed by Lapane, Quillcam, Benson, Chow, and Kim (2014) supports the two-

factor representation (pain intensity and activity interference) of the BPI in patient populations 

with non-cancer pain including arthritis, neck/back pain, injury/trauma-related pain, neuropathic 

pain, and fibromyalgia-related pain.  The brevity and ease of use of the BPI-sf as well as the 

strong psychometric support for this tool helps both researchers and clinicians better determine 

how pain interferes with common dimensions of feeling and function. 

Self-perceived pain.  The McGill Pain Questionnaire (MPQ) and its short-form version, 

the Short-Form McGill Pain Questionnaire (SF-MPQ), have been widely used to measure the 

sensory, affective, and evaluative characteristics of pain (Melzack, 1975; Melzack, 1987).  The 

reliability and validity of these measures are well documented (Grafton, Foster, & Wright, 2005; 

Katz & Melzack, 2011; Melzack, 2005) and are among the measures most frequently used to 

assess pain in both clinical and research settings (Piotrowski, 2007).  A shortcoming of both the 

MPQ and SF-MPQ, however, is the inability to assess neuropathic pain or comorbid neuropathic 

and non-neuropathic pain (Dworkin et al., 2009), thereby limiting the utility of these measures in 

the assessment of pain in patients with a neuropathic pain diagnosis.   

In 2009, Dworkin et al. created a revised and extended version of the SF-MPQ (SF-MPQ-

2; Appendix E: Question 9) to assess both non-neuropathic and neuropathic pain.  Given the 
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well-established reliability and validity of the SF-MPQ, the original 15 pain descriptors were 

retained and seven additional items were added to capture more symptoms of neuropathic pain.  

The SF-MPQ-2 is composed of four scales: 1) continuous descriptors—throbbing pain, cramping 

pain, gnawing pain, aching pain, heavy pain, and tender (  /60); 2) intermittent descriptors—

shooting pain, stabbing pain, sharp pain, splitting pain, electric-shock pain, and piercing (  /60); 

3) neuropathic descriptors—hot-burning pain, cold-freezing pain, pain caused by light touch, 

itching, tingling or pins and needles, and numbness (  /60); and, 4) affective descriptors—tiring-

exhausting, sickening, fearful, and punishing-cruel (  /40).   

The original four-point rating scale of the SF-MPQ was transformed into an 11-point 

(0=none; 10=worst possible) numeric rating scale in the SF-MPQ-2 to provide better 

responsiveness in longitudinal studies and clinical trials (Dworkin et al., 2009).  A total score 

(out of 220) was determined by averaging participant ratings across all pain descriptors, and the 

pain scores for each of the four subscales were calculated by averaging ratings to pain descriptors 

that comprise the respective subscales.  The higher the total score, the greater the pain experience 

for the patient. 

So far in its application the SF-MPQ-2 has been found to be a highly reliable, sensitive, 

and valid instrument to evaluate pain in patients with and without neuropathic etiology 

(Adelinanesh et al., 2012; Dworkin et al., 2009; Lovejoy, Turk, & Morasco, 2012; Trudeau et al., 

2012).  Dworkin et al. (2009) performed a confirmatory factor analysis (CFA) to provide support 

for four readily interpretable subscales.  The CFA was evaluated based on the Goodness of Fit 

Index (GFI; > 0.90), on the standardized root mean residuals (SRMR; < 0.08), and on the root 

mean square error of approximation (RMSEA; < 0.10).  The results of the CFA demonstrated 
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good fit for each of the four subscales – continuous pain (GFI = 0.98, SRMR = 0.03; RMSEA = 

0.05), intermittent pain (GFI = 0.93, SRMR = 0.05; RMSEA = 0.14), predominantly neuropathic 

pain (GFI = 0.96, SRMR = 0.04; RMSEA = 0.09), and affective descriptors (GFI = 0.96, SRMR 

= 0.04; RMSEA = 0.09).  Internal consistency reliability was reported to be within excellent 

range for the SF-MPQ-2 total pain score (Cronbach’s α = 0.96) and in the good-to-excellent 

range for each of the SF-MPQ-2 pain scale scores (Cronbach’s α ranged between 0.84 and 0.92) 

while convergent validity was supported by large correlations between SF-MPQ-2 and other pain 

measures (Lovejoy et al., 2012). 

Self-perceived health status.  The Medical Outcomes Study 12-Item Short-Form Health 

Survey (SF-12; Appendix E: Questions 10, 12-17) is a multipurpose perceived health status 

questionnaire.  The 12 items in the SF-12 are a subset of those in the SF-36, an established health 

related quality of life tool that has been evaluated in a range of medical conditions and for which 

normative data is available (Finch, Brooks, Stratford, & Mayo, 2002).  Despite being relatively 

user friendly, the SF-36 can be time consuming, especially when combined with essential 

demographic and other questionnaires, leading to reduced response rates, incompleteness, and 

unreliability (Melville, Lari, Brown, Young, & Gray, 2003).  The SF-12 was developed to be a 

much shorter (two minutes to complete), yet valid, alternative to the SF-36 for use in large 

surveys of general and specific populations and large longitudinal studies of health outcomes 

(Finch et al., 2002). 

Items from each of the eight concepts represented in the SF-36 Health Survey are 

included in the SF-12: physical functioning (two items), role limitations owing to physical health 

problems (two items), bodily pain (one item), general health perceptions (one item), vitality (one 
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item), social functioning (one item), role limitations owing to emotional problems (two items), 

and mental health (two items).  Since response choices range from two-level to six-level response 

scales, scores were weighted and summed to provide easily interpretable scales for physical 

(Physical Composite Scores [PCS]; questions: *10, 12a, 12b, 13a, 13b, *15) and mental (Mental 

Health Composite Scores [MCS]; questions: 14a, 14b, *16a, *16b, 16c, 17) health.  PCS and 

MCS are computed using the scores of the twelve questions which range from 0 to 100, where a 

zero score indicates the lowest level of health measured by the scales and 100 indicates the 

highest level of health.   

Ware, Kosinski, Keller, and Lincoln (1995) describe a four-step process for analyzing the 

SF-12.  The first step, Data Cleaning and Item Recording, involves recording all out of range 

values as missing data.  Four SF-12 items (Questions 10, 15, 16a, 16b) were reverse scored 

because higher pre-coded item values for these items indicate a poorer health state.  The second 

step, Creating Indicator Variable for Item Response Choices, involves assigning a ‘1’ to the 

response choice if endorsed and ‘0’ will be assigned if it is not endorsed.  The third step, 

Weighting and Aggregation of Indicator Variables, involves computation of PCS-12 and MCS-

12 by multiplying each indicator variable by its respective physical and mental regression weight 

and summing the 35 products.  Ware et al. (1995) recommends that SF-12 summary scale scores 

be set to ‘missing’ if the respondent is missing any one of the SF-12 items in the survey.  The 

fourth and final step, Norm-Based Standardization of Scale Scores, involves transforming each 

summary scale score to norm-based scoring by adding the respective constant to the sum of the 

35 products from step two for physical and mental respectively.  In the end, higher scores 

represent greater health status or quality of life.   
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Reliability and validity testing by Melville et al. (2003) yielded no significant difference 

between physical summary scores generated from the SF-36 compared to the SF-12, whether 

analyzed individually or as a group (paired Wilcoxon sign rank test z = 1.83, p = 0.067), at least 

when applied to a cohort of myocardial infarction survivors.  The internal consistency reliability 

was in the good range for both the Physical Component Summary (PCS-12) (Cronbach’s α = 

0.84) and the Mental Component Summary (MCS-12) (Cronbach’s α = 0.81) (Lim & Fisher, 

1999).  The test-retest correlations for the PCS-12 were reported to be 0.89 and 0.76 for the 

MCS-12 in the general U.S. population (Ware, Kosinski, & Keller, 1996).  The same authors 

reported relative validity (RV) estimates ranging from 0.43 to 0.93 (median = 0.67) for the PCS-

12 and estimates for the MCS-12 ranging from 0.60 to 1.07 (median = 0.97) in comparison with 

best 36-item short form scale.  Reliability and validity testing for the SF-12 are comparable with 

those observed for the SF-36.  Despite yielding less precise scores than the SF-36, as would be 

expected for single-item and two item scales (Riddle, Lee, & Stratford, 2001), the SF-12 has 

been demonstrated to be a valid and reliable substitute for the SF-36 and more efficient in its 

application (Ware et al., 1995; Ware et al., 1996). 

Depression.  Patients were screened for depression and if screening revealed a concern, 

the patient were referred appropriately.  There are many published gold standard outcome 

measures for detecting depression, such as the Hamilton Rating Scale for Depression (HAM-D) 

and the Montgomery-Asberg Depression Rating Scale.  Self-administered scales, such as the 21-

item Beck Depression Inventory and the 20-item Zung Self-Rating Depression Scale, have also 

been used (Pasacreta, 1997); but like the measures above, several pragmatic considerations such 

as the number of items, time required for completion, mode of administration (self-rating vs. 
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interview-administered scale), complexity of scoring, inter-rater agreement, and special training 

requirements have negated their consistent use in clinical practice.  Rather, simple self-

administered measures are being used more often in the busy setting of clinical practice. 

The recommended screening tool for depression consists of a 9-item Patient Health 

Questionnaire (PHQ-9; Appendix E: Questions 18, 19), a multipurpose instrument which 

incorporates DSM-IV depression criteria for screening, diagnosing, monitoring, and measuring 

the severity of depression.  The PHQ-9 rates the frequency of the symptoms that factor into the 

scoring severity index.  Each of the nine criteria are scored as “0” (not at all) to “3” (nearly every 

day) for a maximum score of 27.  A Total Score (Severity Score) is calculated by adding the total 

points for each of the columns 2-4.  A severity score ranging from 5-9 indicates ‘minimal 

symptoms’; 10-14 indicates ‘mild major depression’; 15-19 indicates ‘moderate major 

depression’; and >20 indicates ‘severe major depression’ (Kroenke, Spitzer, & Williams, 2001).   

Using the mental health professional (MHP) interview as the criterion standard, Kroenke 

and colleagues (2001) reported a PHQ-9 score > 10 to have a sensitivity of 88% and a specificity 

of 88% for major depression in primary care and obstetrics-gynecology sample.  Using the 

Composite International Diagnostic Interview (CIDI) as the criterion standard, Arroll et al. 

(2010) reported a PHQ-9 score of 10 or higher to have a sensitivity of 74% and a specificity of 

91% for major depression in an exclusively primary care population.  Kroenke at al. (2001) 

reported excellent internal reliability of the PHQ-9 with a Cronbach’s α of 0.89 in the primary 

care study and 0.86 in the obstetrics-gynecology study.  Test re-test reliability was also excellent 

with a strong correlation (0.84) between the PHQ-9 completed by the patient in the clinic versus 

the PHQ-9 administered telephonically by the MHP within 48 hours. 
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Patient satisfaction.  A modified version of the consultation satisfaction questionnaire 

(CSQ; Appendix F) was used by patients to rate their satisfaction and acceptability with the 

quality of care provided by their healthcare practitioner during their clinic visit.  The CSQ is a 

validated questionnaire developed for exploring patient satisfaction with professional care, the 

healthcare professional-patient relationship and perceived time for the consultation (Baker, 

1990).  In 2010, the CSQ was modified to explore patient satisfaction with a nurse practitioner-

led spine consultation clinic (Sarro et al., 2010).  The modified questionnaire comprises 11 

questions, which are scored using a five-point Likert scale from strongly agree to strongly 

disagree.  Responses were summed to produce a total score and converted to percentages for 

analysis. 

Referring practitioner satisfaction.  Practitioners who most frequently refer patients to the 

Neurosurgical Spine Clinic were mailed the stakeholder satisfaction survey (Appendix H).  The 

survey evaluated physicians’ and nurse practitioners’ (NPs) acceptability regarding (1) waiting 

time for an appointment; (2) quality and timeliness of feedback; and, (3) overall management of 

patients in the current Neurosurgical Spine Triage Clinic (Blackburn et al., 2009).  Each of the 

five items were measured on a 4-point Likert scale: 1 = very satisfied, 2 = satisfied; 3 = 

dissatisfied; 4 = very dissatisfied.  Responses were summed to produce a total score and total 

scores were converted to percentages for analysis.  Higher scores represent lower levels of 

satisfaction. 

Neurosurgeon satisfaction.  Similar to the referring practitioner stakeholder satisfaction 

survey, the spine surgeons also were asked to complete a slightly modified version of the 

stakeholder satisfaction survey, originally developed by Blackburn et al. (2009).  The overall aim 
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and 4-point Likert scale remained the same, however, the individual questions were modified to 

explore the Neurosurgeon’s satisfaction and acceptability with the current spine assessment 

service (Appendix H). 

Other measures.  Wait times were recorded from the time of initial referral from the 

healthcare provider to the time of initial assessment by the neurosurgeon in the Spine Triage 

Clinic.  Clinic outcome, in terms of surgical candidacy, was also recorded.  

3.6 Data Analysis 

Descriptive statistics were used to provide summaries for pre-consult baseline measures for 

demographic and symptom characteristics, and post-consult wait times and responses from the 

diagnostic classification questionnaire (Appendix I).  This data was analyzed using frequency of 

distributions (numbers and percentages), percent categorical variables, measures of central 

tendency (mean) and measures of variation (range and standard deviation) using SPSS, version 

25. 

Data collected during the semi-structured interviews was transcribed verbatim by 

Academic Transcription Services and analyzed by the principal investigator using content 

analysis to explore the thoughts and perceptions of participants.  Content analysis may be 

described as “…the systematic, objective, quantitative analysis of message characteristics” 

(Neuendorf, 2002, p.1).  It is a research technique for making “replicable and valid inferences 

from texts (or other meaningful matter) to the contexts of their use” (Krippendorff, 2012, p.24).  

To ensure that the essence of the data was retained during analysis, the current study used a 

summative approach to qualitative content analysis.  Summative content analysis involves the 

counting of words or content and the interpretation of that quantification (Hsieh & Shannon, 
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2005).  Data analysis began with frequency counts of identified words.  This approach was used 

not to infer meaning but, rather, to identify patterns in the data which may provide insight into 

how words are used and the range of meanings that a word can have.  An analysis of these 

patterns led to an interpretation of the contextual meaning of the specific terms or content.  To 

ensure accuracy of interpretation, the analysis of findings was sent back to participants for 

verification as to their intended meaning (Graneheim & Lundman, 2004).  Throughout the 

content analysis stage, the principal investigator retained copies of the raw data set analysis to 

document the reasoning processes behind the decisions made during the data reduction process.   

3.7 Ethical Considerations 

Ethical approval was obtained from the Queen’s Health Sciences Research Ethics Board on 

March 21, 2017 (Appendix J).  It was later amended on January 11, 2018 to obtain permission to 

contact potential participants 7-10 days after the original mail out of the Study Participation 

Request Letter (Appendix C) via telephone to facilitate both patient and stakeholder recruitment.  

Participants were assured confidentiality by ascribing a four-digit ID code to each participant in 

the reporting of data.  All information was stored on a secure, password-protected, encrypted 

server.  The ethics proposal submitted for approval included a clear outline of the pretest study 

objectives, type of information it was intended to provide, and a clear description of and rationale 

for the anticipated full study.  Participants were informed as to whether they were participating in 

the pretest study or the full, proposed Phase I study.   
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3.8 Risks and Benefits 

If patient participants met the criteria for a provisional depressive disorder (i.e. if their 

severity score was > 10 on the PHQ-9), the participant was contacted and encouraged to follow 

up with their referring practitioner for further investigations/management.   

Phase II 

The provision of a practice environment that supported APP role development by 

engaging key stakeholders throughout the planning and development process was the focus of 

Phase II, that coincided with Steps five and six of the PEPPA framework.  This phase of the 

study served as an opportunity for innovation to improve health outcomes, increase patient and 

provider satisfaction and use health services more appropriately.  Table 3 summarizes the 

objectives, method of data collection, data collected, and how this data was used to determine 

satisfaction. 

Table 3. Summary of Phase II methods  

Purpose:  To determine the satisfaction of the APP role planning and development process 
amongst stakeholders. 

PEPPA Objectives Method Data Collected Utility of Data 

Step 5 
Define the new 
model of care and 
APP role 

 

Group Stakeholder 
Meetings 

 

 

Qualitative data 

Meeting minutes 

 

Satisfaction 

Step 6 
Plan the 
implementation 
strategies 
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3.9 Research Objectives - Phase II 

To determine stakeholder satisfaction with the APP role planning and development 

process. 

Step 5:  Define the new model of care and APP role.  The objective of Step five was to not only 

define the new model of care and the proposed APP role, but to determine how well it addressed 

the priority patient health needs identified above.  With the priorities and goals set based on the 

work from Phase I, a new model of care evolved from stakeholder discussions and strategies for 

enhancing the current model of care to meet these priority patient health needs was developed.  A 

standard physiotherapy assessment was developed along with potential management strategies by 

the APP.  Additionally, an APP job description was developed to give clarity in regards to the 

specific type and title of the APP role, educational, licensing and credentialing requirements, and 

specific roles and responsibilities.  Based on the Essential Competency Profile for 

Physiotherapists in Canada (CPA, 2017), the proposed APP job description was written with the 

context of the Neurosurgical Referral Clinic in mind.   

Step 6:  Plan implementation strategies.  Step six involved developing a detailed plan to 

ensure system readiness for the APP role including: articulating a clear vision, identifying and 

planning for potential barriers to and facilitators of role implementation, developing an 

evaluation plan and establishing timelines for role implementation, and achieving outcome-based 

goals.  Other key factors considered as part of planning implementation strategies, such as APP 

and stakeholder education, role reporting structures, and policy development, were addressed 

with the implementation of ISAEC to the southeast LHIN at the end of January 2019.  The 

impact ISAEC had on the current study will be described in greater detail in Chapter 4.  
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3.10 Study Design 

A modified case study design, similar to that used by Cummings, Fraser, and Tarlier 

(2003), was used to examine the planning and development of the new APP role.   

3.11 Setting and Sampling 

Phase II was conducted between November 14, 2017 and November 30, 2018.  Key 

stakeholders were to be identified by the advisory committee to participate in the planning and 

development of the new APP role alongside the advisory committee, to ensure adequate 

stakeholder representation; however, the MOHLTC had just announced (November 2017) the 

province-wide expansion of ISAEC.  Since ISAEC was also seeking similar stakeholder 

representation for implementation, the advisory committee members agreed that the sample for 

Phase II would consist of just members of the advisory committee.    

3.11.1 Recruitment Procedure. 

All members of the advisory committee had participated in Phase I and were fully aware 

of the foreseeable risks and potential benefits to participating in the study.  Participants were 

informed of the steps taken to ensure confidentiality, that participation was voluntary and they 

were free to withdraw consent at any time.  All participants gave informed written consent 

(Appendix D) prior to participating in the study and received a written copy of the consent form 

detailing the principal researcher’s contact information, study purpose and outline. 

3.11.2 Inclusion Criterion.   

Participants were included in the study if they: 

1. were 18 years of age or older;  

2. had the capacity to give informed consent for involvement in the study; 

3. were able to speak and understand English; 
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4. were an Ontario resident; and, 

5. worked in some capacity with the Neurosurgical Referral Clinic.  

3.12 Data Collection 

Due to similarities in planning, development, and implementation between the current 

study and ISAEC, as well as duplication of stakeholder representation on the respective 

committees, the planning meetings were combined (when able) so as not to cause undue hardship 

to stakeholders.  Minutes from seven stakeholder meetings (Nov 14, 2017 – ISAEC Process and 

Proposed Approach to Implementation Across the SE LHIN; Mar 12, 2018 – ISAEC Status 

Update; Mar 22, 2018 – Onsite visit with Maple FHT; April 3, 2018 – ARTIC Webinar – 

Implementation Timeline; Clinical Path Workflow; APP & PL Training Programs; April 12; 

2018 – Meeting with LHIN Representatives; April 19, 2018 – ARTIC Webinar – Rapid Access 

Clinics; and, June 6, 2018 -ARTIC Webinar – Community of Practice: Rapid Access Clinics for 

Musculoskeletal Conditions), and a (Qualtrics) survey, distributed to advisory committee 

members on November 30, 2018, were the only sources of data collected during Phase II of the 

study.  The Qualtrics survey included 26 questions with mostly ‘Yes’/’No’ options and a section 

for members to add their comments after each question (Appendix K).   

3.12.1 Procedures. 

Combined stakeholder meetings were scheduled starting in November 14, 2017 and were 

organized according to the steps in the PEPPA framework (Bryant-Lukosius, 2009) and 

associated toolkit (Bryant-Lukosius et al, 2009; Vohra & Bryant-Lukosius, 2009).  Data collected 

during Phase I (quantitative and qualitative) informed the planning and development process.   
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  3.12.2 Measures. 

Information regarding satisfaction of the APP role planning and development process was 

not explicitly undertaken using any formal instruments or tools but rather gathered through 

stakeholder meeting minutes and survey results. 

3.13 Proposed Data Analysis 

Data collected during the stakeholder meetings was analyzed using a summative approach 

to qualitative content analysis (Hsieh & Shannon, 2005).  Patterns in the data were identified and 

analyzed to give interpretation to the content.  To ensure the accuracy of interpretation, the 

analysis of findings was verified in a Qualtrics survey distributed to advisory committee 

members (only) on November 30, 2018.   

3.14 Ethical Considerations 

Ethical approval was obtained from the Queen’s Health Sciences Research Ethics Board 

on Mar 21, 2017 and amended Jan 11, 2018.  The study was explained to each member of the 

advisory committee verbally and written informed consent (Appendix D) was obtained.  

Participants were ascribed a four-digit ID code to assure anonymity in the reporting of data.  All 

information (including audio and transcribed material) was stored on a secure, password-

protected server.  Confidentiality and anonymity was ensured. 

3.15 Risks and Benefits 

There were no anticipated risks to participants. 

Phase III 

The new APP role, developed from the collaborative stakeholder input during Phase II 

and assessment of the current spine practice in Phase I, functioned in parallel with the 

Neurosurgical Referral Clinic, out of the same location, at the same time.  Unlike most other  
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Table 4. Summary of Phase III methods 

Purpose:  To determine the acceptability and feasibility of the new APP role within the context of the Neurosurgical unit. 

PEPPA Objectives Method Data Collected Utility of Data 

Step 7 
Initiate the APP role 
implementation plan 

Group Stakeholder 
Meetings 

Qualitative data 
       Meeting minutes 

Implementation 
Practicality 
Adaptation 
Integration 
Expansion 

Step 8 
Evaluate the APP 
role and the new 

model of care 

 
 
 
 
 
 

Questionnaire 
 
 
 
 
 

Quantitative data 
• Baseline Measure – Appendix E 
     - Demographic Characteristics – Q. 11, 20-30 
     - Symptom Characteristics – Q 7, 8 
     - Self-Perceived Function - BPI-sf; Q 1-6 
     - Self-Perceived Pain – SF-MRQ; Q 9 
     - Self-Perceived Health Status – SF-12; Q 10, 
                                                         12-17 
     - Depression – PHQ-9; Q 18, 19 
• Diagnostic Classification Questionnaire –  
       Appendix I 
     - Diagnosis – Q 1-4 
     - Surgical Candidacy – Q 5 
• Consultation Satisfaction Questionnaire –  
      Appendix F 

 
 

Context 
Context 

Effect on Outcomes 
Effect on Outcomes 
Effect on Outcomes 
Effect on Outcomes 

Context 
 
 

Acceptability 

Semi-Structured 
One-on-One 
Stakeholder 
Interviews 

Qualitative data  
        Content analysis 

Acceptability 
     Satisfaction 
Feasibility 
     Context 
     Fidelity 
     Expansion 
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spine triage models described in the literature, the newly developed APP model had the APP 

independently conduct a comprehensive subjective and objective examination and determine an 

appropriate management plan, independent of a consultant or surgeon input.  However, the 

nature of the clinic running in parallel to the Neurosurgical Referral Clinic, afforded the 

opportunity for an immediate consult or advice from the surgeon, if warranted.  Table 4 

summarizes steps seven and eight of the PEPPA framework, including objectives, method of data  

collection, data collected, and how this data was used to determine the acceptability and 

feasibility of the new APP role. 

3.16 Research Objective- Phase III 

To determine the acceptability and feasibility of the new APP role within the context of 

the Neurosurgical unit.  

Step 7:  Initiate the APP role implementation plan.  Role development was monitored 

and strategies were initiated to support APP role implementation.  

Guiding questions: To what extent will the new APP Triage model of care be successfully 

implemented and available to intended recipients?  To what extent can the APP Triage model of  

care be integrated within the existing infrastructure?  To what extent can the Neurosurgical 

Referral Clinic be expanded to provide the new APP Triage model? 

Step 8:  Evaluate the APP role and the new model of care.  Feasibility was evaluated 

with acceptability.  A mix of quantitative and qualitative methods were used to obtain a 

comprehensive and in-depth understanding of aspects of the intervention design, any difficulties 

or issues encountered during implementation, and any modifications that were needed to enhance 

the appropriateness of the intervention and facilitate its delivery (Sidani & Braden, 2011). 



ADVANCED PRACTICE PHYSIOTHERAPY SPINE TRIAGE                                             57

 

 

 

3.17 Study Design 

Phase III utilized a cross-sectional, multiple methods design to assess the acceptability 

and feasibility of the APP triage model, in the assessment and management of adults with back 

pain, relative to the standard care provided by neurosurgeons.   

3.18 Setting and Sampling 

The study APP Triage Clinic ran in parallel with the Neurosurgical Referral Clinic from 

December 21, 2018 to January 25, 2019.  Similar to Phase I, three categories of study 

participants were sampled: a) patients scheduled for spine assessments; b) healthcare providers 

who referred patients with spine pain to the APP triage Clinic; and, c) Neurosurgical Referral 

Clinic and hospital stakeholders.   

3.19 Recruitment and Data Collection Procedures 

Figure 3 outlines the referral, assessment, and potential clinical pathways of the proposed 

APP Triage Clinic.  Patient participants (different from those recruited in Phase I) recently 

referred to the Neurosurgical Referral Clinic, deemed ‘elective’, who met the inclusion criteria 

(below) and had the consent from their family physician, were approached to determine their 

preference for an assessment by the APP or by the surgeon at the next available appointment.  

Those who wished to be assessed by the APP were recruited using a purposive sampling 

approach.  A purposive sampling approach was also used to ensure that other participants 

recruited to complete the stakeholder satisfaction questionnaire and one-on-one interviews 

represented various stakeholder involvement. 

All foreseeable risks or discomforts to which the participants may have been subjected, 

either directly or indirectly, as part of the study were disclosed to participants.  Potential benefits  
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Figure 3. The APP Spine Triage Clinic referral, assessment, and potential clinical pathways 

(Phase III) 

 

of participation were also disclosed.  Participants were informed of the steps that were taken to 

ensure that confidentiality was maintained at all times.  Patients were informed that participation 

in the study was voluntary and they were free to withdraw consent at any time without penalty or 

without jeopardizing the quality of care provided during their spine consultation.  All participants 

provided informed written consent (Appendix D) prior to participating in the study.  All 

participants received a written copy of the consent form detailing the principal researcher’s 

contact information, study purpose and outline. 

Inclusion and Exclusion Criteria.  Patient participants were included in the study if they: 

1. were 18 years of age or older;  

2. had the capacity to give informed consent for involvement in the study; 

(Adapted from Bath & Janzen, 2012) 
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3. were able to speak and understand English; 

4. were an Ontario resident; and, 

5. were deemed “elective” on their initial referral to the APP Triage Clinic by the 

neurosurgeon and had neck or back pain. 

Referring practitioners were included in the study if they had referred a patient with neck or back 

pain to the APP Triage Clinic at the tertiary care centre within the last two months. Spine 

Surgeon/Hospital Administrators were included in the study if they worked in some capacity 

with the APP Triage Clinic. Patient participants were excluded from the study if they were 

deemed “early” on their initial referral to the Neurosurgical Spine Clinic by the respective spine 

surgeon. 

Once informed consent was obtained from the various stakeholders, the formal data 

collection commenced from December 21, 2018 through to April 2, 2019.  Specific APP clinic 

dates were booked with already scheduled Neurosurgical Referral Clinics during this period 

where central booking was able to provide an additional examination room.  Patient participants 

were asked to arrive 30 minutes prior to their scheduled spine assessment at the Neurosurgical 

Referral Clinic to complete the baseline measures questionnaire (Appendix E).  Following the 

spine examination with the APP, the patient left the clinic and the APP completed the post-

consult diagnostic classification questionnaire (Appendix I), which detailed the outcome of the 

APP’s diagnosis and management plan. 

Between two to four weeks following the patient’s initial spine consult, patient 

participants were mailed the consultation satisfaction questionnaire (Appendix F – including 

questions 11 & 12) and asked to complete and return the questionnaire in the prepaid, self-



ADVANCED PRACTICE PHYSIOTHERAPY SPINE TRIAGE                                             60

 

 

 

addressed envelope provided.  Healthcare practitioners who had consented to sending patients 

with back pain to the APP Triage Clinic were mailed a participant request letter (Appendix C).  

All completed surveys were returned in sealed self-addressed envelopes provided.  All 

correspondence was labelled with a four-digit code to maintain confidentiality and to keep a 

record of who had returned the questionnaire.  A telephone reminder was given three weeks after 

the initial mailing to encourage a reply.  Semi-structured interviews (Appendix G) with 

individual stakeholders were conducted either face-to-face or over the phone, whichever was 

more convenient for the participant.  A digital voice recorder and a notepad was used to record 

participant interviews for verification of information if required. 

3.20 Measures 

Data collection during phase III of this study utilized similar outcomes that were used in 

Phase I.  Key informant interviews (Appendix G), were administered and data from the 

stakeholder satisfaction surveys (Patient - Appendix F, including questions 11 and 12; other 

stakeholders - Appendix H) were collected.  In addition to the questionnaires, surveys, and 

interviews, Phase III addressed the areas of focus, recommended by Bowen et al. (2009), to 

determine the acceptability and feasibility of the proposed APP Triage model.  Appendix B 

summarizes the eight areas of focus and sample outcomes that were used to determine whether 

the APP Triage intervention was acceptable and feasible in the context of the Neurosurgical 

Referral Clinic. 

3.20 Proposed Data Analysis 

Descriptive statistic summaries for demographic and symptom characteristics from the 

baseline measures questionnaire (Appendix E), and responses from the diagnostic classification 
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questionnaire (Appendix I) were tabulated.  This data was analyzed using frequency of 

distributions (numbers and percentages), percent categorical variables, measures of central 

tendency (mean) and measures of variation (range and standard deviation).  The pre-consult 

baseline measures questionnaire was comprised of the Brief Pain Inventory – Short Form (BPI-

sf; questions 1-6) for self-perceived function; Short Form McGill Pain Questionnaire Version 2 

(SF-MPQ-2; question 9) for self-perceived pain; Short Form Health Survey (SF-12, questions 10, 

12-17) for self-perceived health status; and the 9-item Pain Health Questionnaire (PHQ-9, 

questions 18, 19) for depression.  Analysis of these pre-consult questionnaires as well as the post-

consult consultation satisfaction questionnaire (Appendix F) that were mailed to patients and 

referring practitioners two to four weeks after their initial spine consult, were described 

previously in detail in the Phase I methods.  Finally, the descriptive quantitative results from 

Phase I patient participants were compared with those who participated in Phase III.  

Semi-structured interviews were audio-recorded and transcribed verbatim by Academic 

Transcription Services.  A summative approach to qualitative content analysis was used to 

analyze the transcribed data.  Analysis using this approach was described in Phase I.   

The acceptability and feasibility of the APP Triage model in this context was determined 

by whether Sidani and Braden’s (2011) indicators and Bowen’s et al. (2009) areas of focus had 

been addressed by the myriad of measures collected throughout the three phases. 

3.21 Ethical Considerations 

Ethical approval was obtained from the Queen’s Health Sciences Research Ethics Board 

on Mar 21, 2017 and amended Jan 11, 2018.  Participants were assured anonymity by ascribing a 

four-digit ID code to each participant in the reporting of data.  All information (including audio 
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and transcribed material) was stored on a secure, password-protected server.  Measures were 

taken to ensure participant confidentiality and anonymity, and written informed consent 

(Appendix D) was obtained. 

3.22 Risks and Benefits 

Patients meeting the criteria for a provisional depressive disorder (i.e. if the severity score 

was > 10 on the PHQ-9) were contacted and encouraged to follow up with their referring 

practitioner for further investigations/management.  All patients presenting to the APP Spine 

Triage Clinic already had an MRI ordered, a condition for referral under the previous model of 

care.  Therefore, there was no risk to patient safety from the APP ordering a prescribed form of 

energy (i.e. MRI) since the performance of this activity rests with the referring practitioner.  The 

care provided by the APP was unlikely to put patients at increased safety risk.  This pre-study 

assessment was supported by Razmjou et al. (2013) as well as by Kirsten Pavelich, Practice 

Advisor for the College of Physiotherapists of Ontario, who in a recent email correspondence 

(August 19, 2019), contested that there hasn’t been any professional issues that have arisen from 

APPs to date. 

In terms of benefits, APP Triage models have shown to enable delivery of a broader 

range of services, more efficient resource utilization, better access to services (shorter wait 

times), better coordination of care, more comprehensive care and better health outcomes for 

patients compared to a single professional (physician-led) model of health care delivery (Barrett 

et al., 2007). 
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Chapter 4 

                                                    Results 

 Figure 4 provides a schematic overview of the study timeline including the unexpected 

introduction and implementation of ISAEC within the southeast LHIN. 

 

Figure 4. Study timeline 

 

Phase I 

During the observation of the Neurosurgical Referral Clinic from January 2, 2017 to 

February 3, 2017, the primary investigator attended 14 separate full and half-day clinics with 

various spine surgeons to gain a better understanding of the clinic setting, process, and patient 

flow.  The typical time for a surgeon to complete an initial assessment varied between 15-30 

minutes, depending on the surgeon and the complexity of the patient.   
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4.1 Participants 

Three categories of participants were sampled in Phase I:    

4.1.1 Patients scheduled for spine assessments.   

Ninety-three patients referred to the Neurosurgical Referral Clinic with neck and/or back 

pain met the Phase I study inclusion criteria (n=93).  Nineteen patients (response rate = 20%) 

consented to completing the pre-consult baseline questionnaire and post-consultation satisfaction 

questionnaire after waiting several months for their appointment with a spine surgeon.  One 

participant was excluded from the study after their initial consult due to poor cognitive status.  

Five patient participants further agreed to a one-on-one semi-structured telephone interview. 

 The median age of patient participants was 57 years, 61% who were male, and just over 

half (56%) had an educational attainment of high school or less [Table 5].  Participants with an 

annual household income of greater than $60,000 (Canadian dollars) accounted for 39% of the 

sample, as did the percentage of participants currently employed (either full-time or part-time) at 

the time of the study.  The large majority (89%) of participants lived within the southeast LHIN, 

while 11% resided from neighbouring LHINs.  The mean wait time for participants to be 

examined by a spine surgeon, from the time of referral by their referring practitioner, was 

156(SD=26) days, with an interquartile range (IQR) of 97 to 189. 

 Symptom characteristics of the study sample can be found in Table 6.  Of the patient 

participants sampled, 56% reported pain radiating below their knee, 33% reported pain radiating 

below their elbow, and 44% reported pain in both their neck/arm and back/leg.  Patient 

participants reported having relatively long total duration of symptoms (83%) and current 

episode duration (78%) lasting longer than 12 months, respectively.  Just over half (55%) of the  
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Table 5. Demographic characteristics of patients with neck and back pain - Phase I 

Variable 
n=18 
n(%) 

Age quartiles  
     18 - 51 4(22) 
     52 - 62 8(44) 
     > 62 yrs 6(33) 
Sex  
     Male     11(61)      
     Female 7(39) 
Education  
     High school or less     10(56) 
     Post secondary 8(44) 
Family Income  
     $30,000 – $59,000 6(33) 
     $60,000 – $99,000 7(39) 
     > $100,000 4(22) 
Employment  
     Working (full-time and part-time) 7(39) 
     Not working (unemployed, disabled, retired) 9(50) 
Area of Primary Residence  
     Southeast LHIN  
          Quinte     11(61) 
          Kingston, Lanark, Leeds & Grenville 5(28) 
     Central East & Champlain  
          Haliburton County, City of Kawartha   
          Lakes, and Western Champlain 

2(11) 

 

participants reported having other health problems in addition to their neck/back pain, with 

‘headaches’ and ‘musculoskeletal problems’ being equally prevalent (67% each). 

 General health outcomes such as self-perceived function (BPI-sf), pain (SF-MPQ-2), 

health status (SF-12), and depression (PHQ-9) can be found in Table 7.  The mean (standard 

deviation [SD]) of study participants’ (n=18) self-perceived pain severity were calculated at their 

worst, 6(SD=3), least, 3(SD=2), average, 5(SD=3), and current, 4(SD=3).  Sleep, enjoyment of  
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Table 6. Symptom characteristics of patients with neck or back pain - Phase I (n=18) 

 

 

 

 

 

 

 

 

 

 

 

 

 

life, normal work and general activity were the four functional activities (out of seven) to which 

pain interfered with most.  The total pain interference score (out of 70) for all seven activities 

was 32(SD=21), with higher scores representing greater pain interference.  Participants (n=18) 

had a mean self-perceived pain score of 25(SD=16) for continuous pain, 28(SD=17) for 

intermittent pain, 26(SD=14) for neuropathic pain, and 12(SD=11) for affective pain on the sf-

MPQ.  The total pain score was 91 (out of 220).  The higher the total score, the greater the pain 

experience for the patient.  In terms of self-perceived health status, according to the SF-12 

Physical and Mental Health Summary Scales, study participants had a mean of 34(SD=11) for  

Variable n(%) 

Pain Location  
     Neck/back only 2(11) 
     Radiating below elbow 6(33) 
     Radiating below knee    10(56)  
     Both neck/arm and back/leg 8(44) 
Pain Duration  
     12 months or less 2(11) 
     > 12 months    15(83) 
Pain, Current Episode  
     12 months or less 3(17) 
     > 12 months    14(78) 
Other Health Co-morbidities  
     Headaches    12(67) 
     Respiratory problems 2(11) 
     Musculoskeletal problems    12(67) 
     Gastrointestinal problems 8(44) 
     Cardiac problems 2(11) 
     Other     11(61) 
Number of Comorbidities  
     0 8(44) 
     1 8(44) 
     2 or more 2(11) 
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Table 7. General health outcomes of patients with neck or back pain - Phase I (n=18) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

the physical composite scores (PCS) and 44(SD=10) for the mental health composite scores 

(MCS) indicating a lower level of perceived health.   

Brief Pain Inventory – Short Form M(SD) Median IQR 
Pain Severity (0-10) 
     Worst 6(3)   
     Least 3(2)   
     Average 5(3)   
     Current 4(3)   
Pain Related Interference with Activity (0-10) 
     General Activity 5(3) 5  2-7 
     Mood 4(3) 5  0-7 
     Walking Ability 4(3) 4  0-6 
     Normal Work 5(4) 5 2-8 
     Relations with Other People 3(3) 5  0-6 
     Sleep 6(3) 7 3-8 
     Enjoyment of Life 5(4) 7 2-8 
   Total Pain Interference (out of 70)       32(21)   

Short Form McGill Pain Questionnaire (SF-MPQ) M(SD) Sum  

     Continuous (out of 60) 25(16)   
     Intermittent (out of 60) 28(17)   
     Neuropathic (out of 60) 26(14)   
     Affective (out of 40) 12(11)   
Total Pain Score (out of 220)  91  

12-Item Short-Form Health Survey (SF-12) M(SD) Min Max 
     Physical Composite Score (PCS) 34(11) 19 56 
     Mental Health Composite Score (MCS) 44(10) 29 58 

 
9-Item Patient Health Questionnaire (PHQ-9) M(SD) n(%)  
       5 – 9   = Minor symptoms  4(22)  
     10 – 14 = Mild major depression  3(17)  
     15 – 19 = Moderate major depression  2(11)  
         >20   2(11)  
     Mean severity score 9(7)   
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A screen for depression using the Patient Health Questionnaire (PHQ-9) revealed a mean 

severity score of 9 (out of 27) with scores ranging from 0 to 26, indicating mild symptoms of 

depression.  Seven of the 18 respondents (39%) had a provisional diagnosis of mild to severe 

major depression.  Participants (n=7) who had a PHQ-9 score of 10 or greater (39%) were 

contacted by the principal investigator and encouraged to follow-up with their referring 

practitioner for further investigations/management. 

 Summary findings from the Diagnostic Classification Questionnaire, following the 

surgeon’s initial consult with patient participants (n=18), revealed the origin of patient’s 

presenting symptoms to be equal (n=9), with respect to neck and back.  A relatively small 

proportion of participants were classified as having a ‘medical’ (e.g. genitourinary, systemic) 

problem (11%) while ‘mechanical/degenerative from elsewhere’ (e.g. hip, knee) and ‘spinal 

cord/cauda equina’ were equally classified (17%).  Similarly, categorization according to the 

neck/back pain triage categories demonstrated relatively high proportions of ‘not spine related’ 

(56%) followed by ‘nerve root pathology’ (44%) and ‘serious spinal pathology’ (e.g. cauda 

equine syndrome, progressive neurological deficit, significant trauma; 22%).  Of the participants 

with a nerve root source, the majority were diagnosed as ‘discogenic’ (50%) followed by 

‘stenotic’ (44%).  In terms of treatment recommendations made by the spine surgeons, 56% of 

participants did not require further follow-up from the surgeon, while 61% were recommended 

‘PT only’.  Only two participants (11%) were referred on for a surgical consult and two others 

were referred for further ‘advanced imaging’.   
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4.1.2  Health care providers who refer patients to the Neurosurgical 

Referral Clinic. 

All health care providers who referred patients with neck and back pain to the 

Neurosurgical Referral Clinic between July 5 and December 15, 2017, and met the Phase I study 

inclusion criteria (N=67), were mailed a study participation request letter.  One hundred percent 

of the referring practitioners were family physicians, 27% of whom were from Kingston.  Only 

two (of the 67) family physicians responded to the initial participation request letter, but agreed 

only to complete the stakeholder satisfaction survey.  A study participation request letter 

reminder was faxed to the remaining referring practitioners who referred more than one patient to 

the Neurosurgical Referral Clinic with neck or back pain between July 5 and December 15, 2017 

(n=17 out of the 65 remaining family physicians).  Of these seventeen referring practitioners, 10 

referred two patients each within this time, 5 referred three patients each, and 2 referring 

practitioners referred four patients each to the Neurosurgical Referral Clinic during this five-

month period.  Unfortunately, no further response was received despite the above recruitment 

efforts. 

4.1.3 Neurosurgical Referral Clinic and tertiary care centre 

Stakeholders. 

 Two out of 4.5 full-time equivalent neurosurgeons working within the tertiary care centre 

consented to participate in the study.  A physician assistant, whose position was recently added to 

the current Neurosurgical practice within the last year, along with an Administrative Assistant, 

also consented to participate in the study.  A request to participate was extended to four other 

hospital administrators, however, none of them responded to the principal investigator despite 

multiple requests.  Two additional stakeholders at the tertiary care centre, an orthopaedic spine 
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surgeon and an advanced practice physiotherapist with another service, both with knowledge of 

the Neurosurgical Referral practice and the current model of care delivery, consented to 

participate.  All consenting participants (n=6) within this category completed a stakeholder 

satisfaction questionnaire and a face-to-face, in-person semi-structured interview with the 

principal investigator. 

4.2 Patient and stakeholder satisfaction results 

 Prior to the implementation of the new APP Spine Triage role, Patient and stakeholder 

completed a questionnaire in Phase I asking about their satisfaction with the current (Physician-

led) neurosurgical practice.  The results of the consultation satisfaction questionnaire completed 

by patient participants are summarized in Table 8.  In terms of general satisfaction, 89% of 

patient participants were satisfied with the overall service they received and 78% were satisfied 

with recommendations made by the health care provider (i.e., surgeon).  When it came to 

professional care, 78% of participants agreed that their examination by the health care provider 

was thorough, they were told everything about their condition (72%) and their understanding was 

much better as a result (61%).  The majority of participants (66%) also reported the depth of 

relationship with the health care provider was such that they did not find it difficult to confide in 

the provider with personal matters, the provider really knew what they were thinking (72%), and 

wished they were able to spend more time with the provider (78%). 

 Results from the stakeholder satisfaction questionnaire are summarized in Table 9.  Only 

50% of stakeholders were satisfied with the length of time patients with neck and back pain had 

to wait for an appointment in the Neurosurgical Referral Clinic.  The appropriateness with 

patients referred to the Neurosurgical Referral Clinic yielded a satisfaction rate of 38% among  
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Table 8. Patient participant satisfaction with Neurosurgical Clinic consultation prior to 

APP model introduction – Phase I (n=18) 

     n(%) 

Variable/Item SA/A N D/SD 

General Satisfaction 
     I am satisfied with the overall service I received from this  
     health care provider. 

16(89) 2(11) 0(0) 

     Some things about my consultation with the health care  
     provider could have been better. 

4(22) 4(22) 10(56)

     I am satisfied with the recommendations that the health care 
     provider will make to my doctor. 

14(78) 3(18) 0(0) 

Professional Care 
     The health care provider told me everything about my  
     condition. 

13(72) 5(18) 0(0) 

     My examination was very thorough. 14(78) 2(11) 2(11) 
     This health care provider was interested in me as a person, not  
     just my condition. 

18(100) 0(0) 0(0) 

     I understand my condition much better after seeing this health 
     care provider. 

11(61) 5(28) 2(11) 

Depth of Relationship 
     I felt this health care provider really knew what I was thinking. 13(72) 5(28) 0(0) 
     I would find it difficult to tell this health care provider about  
     some private things. 

3(17) 3(17) 12(67)

Perceived Time 
     I wish it had been possible to spend a little more time with the  
     health care provider. 

14(78) 3(17) 0(0) 

 
SA = Strongly Agree     A = Agree     N = Neutral     D = Disagree     SD = Strongly Disagree 

 

 

stakeholder participants while 50% were neutral with respect to the overall management of 

neck/back pain patients by the Neurosurgical Referral Clinic.  Stakeholder participants were 

equally ‘satisfied’ (38%) and ‘neutral’ (38%) with the perceived patient satisfaction with the 

Neurosurgical Referral Clinic while 25% were ‘dissatisfied’. 
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Table 9. Stakeholder satisfaction with Neurosurgical Clinic practice model prior to APP 

model being introduced – Phase I (n=8) 

                                                                                                               n(%) 

Variable/Item VS/S N D/VD 

     Wait times for appointment 1(12.5) 3(37.5) 4(50.0) 

     Quality of patient referrals 2(25.0) 3(37.5) 3(37.5) 

     Appropriateness with patients referred to the  
         Neurosurgical Referral Clinic 

3(37.5) 3(37.5) 2(25.0) 

     Overall management of patients with neck/back pain 3(37.5) 4(50.0) 1(12.5) 

     Patient satisfaction with the Neurosurgical Referral  
         Clinic 

3(37.5) 3(37.5) 2(25.0) 

VS = Very Satisfied     S = Satisfied     N = Neutral     D = Dissatisfied     VD = Very Dissatisfied 

 

4.3 Qualitative results 

 Five patient participants took part in a one-on-one telephone interview providing 

comments on a diverse range of themes that gave context to the current (pre-APP role 

implementation) state of surgical spine activity through the Neurosurgical Referral Clinic, from 

the patient’s perspective.  Themes explored ranged from the patient’s overall satisfaction with the 

Neurosurgical Referral Clinic, their interactions with the spine surgeon, their understanding and 

expectations, and future directions in terms of how the delivery of health care services might be 

improved, including their thoughts on how the inclusion of an APP might impact service 

delivery.  The guide used in the semi-structured interview is outlined in Appendix G and patient 

comments are summarized in greater detail below.   
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Overall satisfaction.  Patient’s overall satisfaction was very good with respect to:  clinic 

administration, the wait time for their initial spine assessment, and overall patient care.  Only one 

patient participant expressed dissatisfaction.  

“…how long I waited?  It felt like forever.  I guess I would have to say, I was a little 

disappointed it took so long to get an appointment.”  IP05 

Almost all participants learned something new about their condition that wasn’t previously 

addressed by their referring practitioner: 

“He explained everything in great detail and when I left I felt a lot more informed about 

what was happening with my legs.”  IP04 

When reflecting on their initial spine assessment with the surgeon, one participant was dismayed 

by their own inability at the time to ask questions, a common occurrence following specialty 

appointments:   

 “So, I was kind of in shock so, I didn’t really have the questions I should have.”  IP02 

Interactions with the surgeon.  With respect to how well the surgeon communicated with 

patients, all patient participants described their interactions with the spine surgeon in the highest 

regard: 

“He was very informative.  He showed me my MRI and explained exactly what was 

happening and where the problems were and what I could expect in the future and it was 

like nobody has ever done that before.”  IP04 

Likewise, all participants indicated that the surgeon treated them with respect and dignity, took 

the time to hear their side of the story, and felt that they were able to confide in the surgeon about 

private things. 
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“Yeah, he was very easy to talk to, and he didn’t talk down, he talked on a level I 

understood everything he said, and I could have told him anything, absolutely.”  IP04  

Understanding/expectations.  All participants indicated that their expectations had been 

met, if not exceeded, with regards to: administrative assistance, the care received, their spine 

examination, length of consult, and wait time for their initial assessment with the spine surgeon. 

“It was better than I thought [3-4 months], which as I know they are busy and everything 

but it was getting the other doctor [family physician] to get to the point where he actually 

booked the appointment that took the longest, like you know, but the actual wait time 

wasn’t too bad.”  IP04 

The education they received from the surgeon and level of understanding about their condition 

also exceeded participants’ expectations. 

“I understand it to be better than what I thought it was and I understand that with the 

other options and strengthening my core area that will be helpful for me.  I think may be 

like I said, I might have gone to the wrong professional [previously] to help me.”  IP05 

Most participants believed that education, prevention, and reassurance were what the 

Neurosurgical Referral Clinic was designed to offer patients, in addition to surgery. 

“Options, let’s face it, nobody really wants to have surgery if they don’t have to.  Just 

options of what I can do to make my life easier, and less painful.”  IP05 

One participant remarked that it was the level of information they received by the surgeon, 

through the Neurosurgical Referral Clinic, that made this service unique. 

“I think just the level of the knowledge and care that seemed to be given to my condition 

was greater than I have received from my own physician.”  IP01 
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One participant acknowledged the close proximity of the Neurosurgical Referral Clinic to their 

home and preference to commute to the smaller tertiary care centre than Toronto, that made this 

service unique.  Another participant felt the uniqueness was largely surgeon/physician dependent. 

“…I think it really depends on the surgeon, because some doctors are really good, and 

some doctors just don’t care.”  IP05 

Future directions.  When asked how the delivery of health care services could be 

improved, two participants meekly suggested improving wait times while another advocated for 

more appropriate and timelier triage from their family physician.  One participant suggested a 

specialized referral system and another recommended better access to services after seeing their 

family physician but before seeing the surgeon, as two priorities moving forwards.  Skills and 

attributes essential to working within the Neurosurgical Referral Clinic, as identified by the 

patient participants, is someone who is compassionate, sympathetic/empathetic, sensitive, 

informal, friendly, a good listener, and effective educator and communicator. 

“I think communication is the biggest thing, that to be able to listen and communicate 

back to you.  He made sure that I understood what could happen and what to keep an eye 

on.”  IP03 

When participants were asked whether they thought adding an advanced practice physiotherapist 

to the Neurosurgical Referral Clinic will address some of the service delivery problems identified 

above, all of them supported the concept of an APP to screen all neck and back pain patients 

prior to seeing the surgeons and thought it would enhance the system by expediting the process. 

 As noted above, six additional stakeholders consented to a face-to-face semi-structured 

interview with the principal investigator.  Themes explored ranged from participants’ 
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understanding of the Neurosurgical Referral Clinic, including the various roles that contribute to 

service delivery, stakeholder interpretation of the APP spine triage model, the potential impact of 

the APP to spine service delivery, collaboration within the Neurosurgical Referral Clinic, and 

potential implications for the APP role.  Stakeholder comments have been summarized in greater 

detail below.   

Roles within the Neurosurgical Referral Clinic.  The role of the Neurosurgical 

Divisional Assistant is to receive incoming referrals and distribute them to the physicians. 

“So, when it comes in, I take a look at it and decide who is available, if it needs to be 

seen quickly in my opinion or not quickly and just distribute it to the physicians, deal with 

the patients’ appropriate wait time, send them back to the referring physicians if they’re 

incomplete and field any questions from patients.”  IS04 

In addition to seeing a significant percentage of patients with neck, back and other spinal 

problems, the participating neurosurgeons reported also seeing cranial patients with conditions 

such as brain tumors, aneurisms, trigeminal neuralgia, Chiari malformation, and hydrocephalus.  

The neurosurgeons and orthopaedic surgeon review incoming referrals and assign priority.  The 

physician assistant, in a relatively new role that has been added to the Neurosurgical Referral 

Clinic within the last 2 years, described her role as a collection of duties that involve both in-

patient and out-patient groups: 

“So, my in-patient responsibilities include patient care surrounding ordering and 

prescribing medication, diagnostic investigations, small procedures, consultations, 

discharges, sanctioning patient flow.  There’s a role for intra-operative assistance and in 

clinic it is assessing patients.  So, if I am coupled up with the surgeon that day, they’ll 
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tend to book extra patients so that we can try to expedite some time during out-patient 

consults.  I review the case with the surgeon, they make the final decision and that’s the 

end of it.”  IS05 

In terms of non-physician professionals, two physician assistants have been effective in seeing a 

large number of elective patients in the Neurosurgical Referral Clinic.   

“The surgeon increases the number of consults per hour when the physician assistant is 

scheduled.  That worked fine until June [2018], and with our decreasing resident 

complement no co-coverage, the PAs have basically been yanked from the clinic.”  IS01 

The role of the advanced practice physiotherapist affiliated with another service within the 

hospital is external to the Neurosurgical Referral Clinic, but internal to the tertiary care centre.  

The knowledge and experience of this individual who has been working in this capacity for the 

past 12 years facilitated better understanding of the current state of surgical spine activity locally 

and was able to identify potential gaps and opportunities that may enhance care delivery.   

Other roles that contribute to the Neurosurgical Referral Clinic are the administrative 

staff who greet patients when they arrive the day of their appointments, the nursing staff who 

take patient vitals and a brief medical history, and medical students [Clerks] and surgical 

residents who have both active and passive roles within the clinic. 

“…we will have a medical student from time to time.  These are really learning positions.  

They’re not as effectual patient assessment support.”  IS01  

Nurse practitioners were, at one time, part of the Neurosurgical Referral Clinic, according to one 

participant. 
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“…the nurse practitioners, we did try at the clinic but there’s just so much work on the 

in-patient floor that it’s not really useful to try and cross-train them at this point 

especially when we have only one or two.’  IS04 

Physiotherapy is available to the orthopaedic surgeon for treatment management of spine patients 

but not to triage potential surgical candidates.  Neither advanced practice physiotherapy or 

chiropractors are part of the current Neurosurgical Referral Clinic model despite the desire 

amongst stakeholders to have an APP as part of the clinic service. 

“From us, knowing full well that the gold standard of any acute sciatica radicular pain 

and non-surgical back pain, the majority of management plan actually does rest within 

physiotherapy.  They actually have a large if not crucial role in patient management 

because the majority of patients that we see tend to be non-operative to begin with.”  

IS05 

In terms of the similarity in roles between the spine surgeon and physician assistant, as one 

participant put it: 

“They walk into the same room and do exactly the same thing, the physician will get the 

final say because the physician assistants are not practicing independently.”  IS01 

Another surgeon suggested that where they may differ from one another is in their approach. 

“Well the PAs, once they’re in practice, function pretty much equivalent, they’ll be 

familiar with my approach and philosophy.”  IS02 

Another participant added: 

“Where it differs is probably, they may have different ideas about what’s needed, whether 

the patient needs surgery or not need surgery.’  IS04 
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Understanding the philosophy of the individual surgeons was echoed by another participant. 

“The advanced practice physiotherapist has been trained and mentored by an 

orthopaedic surgeon and that allows a level of knowledge to basically think and function 

like a surgeon, from a clinical point of view.”  IS05 

Understanding of the Neurosurgical Referral Clinic.  To get a sense of their 

understanding of the current Neurosurgical Referral practice (pre-APP role implementation), 

stakeholders were asked what they thought the clinic was designed to offer.  Two of the 

participants described a split clinic with roughly half of the clinic devoted to assessing patients 

with arm/leg dominant symptoms related to a spinal source.  The other half of the clinic is 

devoted to cranial cases such as brain/spinal tumors, hemorrhage strokes, and to attend to 

patients post-operatively in the hospital following spine/cranial surgical procedures. 

“So, we will assess patients clinically and making use of radiologic information and 

primarily make a decision whether or not we think there’s a need for an operation or no 

need for an operation and review the current therapy or past therapy and make any 

suggestions of orthotherapy that we can think of.  We usually make that as a 

recommendation to the family doctor.”  IS02 

The system for referrals for both spinal and cranial cases is the same, however, the wait time for 

cranial cases is between 2-3 weeks and 1-2 months for ‘early’ spinal and 3-4 months for 

‘elective’ spinal, not including cases deemed emergent.  Another participant added: 

“The goal of the neurosurgical clinic is designed to determine whether a patient is 

surgical or not.  So, you’re not referring this patient to a surgeon to see how their back 
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pain is going to be managed non-operatively.  You’re sending them there if you think they 

need surgery.”  IS05 

One participant felt the Neurosurgical Clinic was designed to: 

“…offer a lot of patient education.  It’s designed to manage patients that require 

conservative management or surgical management and to streamline those patients to the 

appropriate treatment options.”  IS06 

 In terms of how participants think this differs from what the Neurosurgical Referral 

Clinic actually offers, one participant was adamant that the clinic is functioning as it was 

intended to. 

 “I think it’s offering what the neurosurgeons designed it to offer.”  IS02 

Another participant pointed out that: 

 “The trouble is that a large proportion of the referrals don’t need to see a surgeon.” 

“…the likelihood of a cranial case referred to us going to surgery is high because it’s 

usually a tumor, whereas the likelihood of a spinal case being referred to us going to 

surgery is low.” 

“…there is a subset of people out there that don’t need to see a surgeon, but no one else 

is fulfilling that role because the GP is not doing it.”  IS01 

A different participant remarked that right now, the clinic is merely a place to send referrals. 

 “They’re not offering what they could be offering…” 

“If we had somebody that had the time to look at them [referrals] and call the family 

physician or call the patient and say, ‘have you tried any of these modalities of treatment 
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[physio or chiro] and what can we do to find out if you’re appropriate for that type of 

treatment?’  I think that would probably really shorten our wait time.”  IS04 

This participant goes on to acknowledge an expectation, on the part of the patient, to see a 

specialist, not for surgery but rather to seek reassurance that their problem is not a surgical fix.  

These sentiments were echoed by another participant who suggested that: 

 “…patient expectations might drive the referral process a bit too…”  IS05 

They go on to say: 

“What’s occurring is we’re getting a lot of referrals that are inappropriate.  So, back 

dominant pain, very little information about the exam, patients have often been told to 

wait until they hear from us before going to physio when in fact it should be the other way 

around.”  IS05 

Aside from being the only neurosurgical clinic in the area, one participant did not feel that the 

Neurosurgical Referral Clinic offered anything unique or special [IS01], however, one participant 

emphasized the education and advocacy on behalf of patients requiring both conservative and/or 

surgical management [IS06]. 

Stakeholder interpretation of the proposed APP spine triage model.  Two main roles 

were identified amongst stakeholders when asked what they believed the role of the APP should 

be within the Neurosurgical Referral Clinic.  The first was to triage incoming referrals for 

patients with neck and back pain, after a period of training with the surgeons (to understand their 

respective philosophies/approaches), in a parallel clinic with an independent caseload.  The 

second role was for the APP to educate patients on their condition and provide expert knowledge 

for conservative management. 
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“I’m hoping that physiotherapists can be a referral tool to get people the services that 

they need in a reasonable amount of time.  So, speed along referrals, an extra step of 

triage and more information to the patients regarding conservative treatments.”  IS04 

When asked how the APP in the Neurosurgical Referral Clinic might be different from 

physiotherapy in general, the majority of participants identified the additional 

training/specialization and focused experience that APPs acquire to be the main difference from 

regular physiotherapists.  Participants all agreed that time with the surgeon would be essential for 

developing the APP’s knowledge and experience to appropriately triage potential surgical 

candidates as the surgeon would, including interpreting and correlating imaging with physical 

exam findings, and providing a variety of treatment options and community resources for non-

surgical cases. 

“Until you’re capable of doing that [correlate physical findings with specific radiologic 

features], that’s hard to then distinguish cases where surgical management is 

appropriate and helpful.”  IS02 

Contribution of the APP to spine delivery.  According to the surgeons, the introduction 

of a PA to the Neurosurgical Referral Clinic two years ago, reduced the wait times for spine 

surgery from 6-7 months to 3 months.  They also added that with the PAs working along their 

side, they were able to see approximately 40% more patients in a given clinic.  With wait times 

to consultation decreasing, however, there was a subsequent increase in surgical wait times.  

Unfortunately, the PAs have been tasked with covering the wards more recently and as a result 

are less able to participate in the spine clinics due to changes in the surgical residency program, 

rendering residents almost “useless” to the Neurosurgical Referral Clinic.  [IS01] 
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“Their presence has decreased so much that we can’t rely on them to attend clinics or to 

provide coverage on the wards.  [Why?]  Well, they’ve shortened the number, the ratio of 

resident rotations, services and attendance and then the so-called educational obligations 

to the residents.  So, they have all sorts of things they have to attend all the time which 

means they can’t participate in patient care activities.’  IS02 

Adding an APP to the Neurosurgical Referral Clinic, according to one participant, will be the: 

“…exact same.  You’re decreasing wait times, you’re increasing patient education, and 

you’re offering avenues for these patients who otherwise thought that surgery was the 

only option for their symptoms.”  IS05 

There was a consensus amongst all stakeholder participants that adding an APP to the 

Neurosurgical Referral Clinic would improve service delivery for the elective group.  In 

particular, one participant suggested that: 

“If you have somebody who’s consistently working with a group of physicians who have 

approximately the same approach and philosophy and you develop a concordance 

approach, I think it will work.  If you have somebody who’s going to different clinics with 

different doctors, with different orientations, I think there will be some confusion.”  IS02 

While half of the participants felt that adding an APP to the Neurosurgical Referral service would 

be similar to the triage role performed currently by the PA, others had a wait-and-see attitude and 

were reluctant to speculate.  One participant did not think that adding an APP to the 

Neurosurgical Referral service would have any impact on the roles performed by other spine 

triage professions. 
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“No, because unless you have a massive education in GPs or unless you restrict the 

numbers of MRs [magnetic resonance imaging], the flow towards our clinic is going to 

stay the same.  The only worry is that if you get better at it they’ll send you more.”  IS01 

 In terms of collaboration in the Neurosurgical Referral Clinic and what stakeholder 

participants perceived to be the dominant or most important partnerships to ensure it ran well, 

one participant observed that no partnerships existed, that is, until the introduction of the PA two 

years ago. 

“We didn’t have partnerships.  That’s the unfortunate thing.  There’s the physicians and 

the physicians go to the clinic and they see the patients and there’s nobody else.  The PA 

is an important partnership but I don’t see any other ones, I just don’t.”  IS04 

All other participants reported that for the clinic to run well the most important partnership is that 

between the surgeon and the APP, and the dominant features underlying this relationship is trust, 

confidence, and to think like the surgeon. 

“Trust is the big thing.  They have to get along with each other.  They have to think the 

same way.”  IS06 

A tremendous number of patients with neck and back pain derive a lot of benefit in managing 

their symptoms conservatively, from various health care professionals such as chiropractors, 

physiotherapists, acupuncturists, massage therapists, and pain specialists.  While participants 

agreed that the APP should be collaborating with various professionals outside the Neurosurgical 

Referral Clinic, for continuity of care of patients deemed ‘non-surgical’, the current model of 

care is not structured for appropriate patient follow through. 
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“As soon as you’re non-surgical, you’re no longer followed up by a surgeon.  You’re 

followed up by a multidisciplinary approach to pain.  So whether that’s a pain specialist, 

GP for various medications, physio, or chiro or osteopath or whoever needs to be 

involved in order to make this patient’s pain better.  Unfortunately, we don’t really get to 

see a lot of follow through in the surgical clinic because once they’re out of clinic and we 

haven’t arranged follow-up, we don’t really know what happens.”  IS05 

Another participant noted that many inappropriate referrals to the spine specialist could be 

avoided if referring practitioners recommended to their patients to try some of the above non-

surgical conservative alternatives first before filling out a requisition for an MRI and referral to 

the specialist.  They added that this responsibility will likely fall to the APP. 

“I think you are going to find that there is going to be an increasing role for having 

advanced practice physiotherapist working with a variety of different health care 

practitioners especially in the MSK [musculoskeletal] field.”  IS06 

4.4 Context, demand and satisfaction with the Neurosurgical Referral Clinic 

 The context of the Neurosurgical Referral Clinic pre-APP implementation was evaluated 

with respect to the physical and social environment with which the spine triage service was 

provided.  The clinic physical environment’s adequacy was assessed by examining the clinic’s 

location, accessibility, and characteristics.  In terms of location, the demographic data collected 

in Phase I from the Baseline Measures pre-consult intake questionnaire (Appendix E) revealed 

the majority (78%) of patients’ primary residence was outside of Kingston, with 11% of those 

commuting two or more hours from neighbouring LHINs. 



ADVANCED PRACTICE PHYSIOTHERAPY SPINE TRIAGE                                             86

 

 

 

 The tertiary care centre is centrally located downtown with multiple bus stops nearby and 

a large public parking lot located across the street.  The hospital is equipped with several 

elevators and the clinic rooms are entirely wheelchair accessible with plenty of accessible 

washrooms on each floor.  The two floors where the Neurosurgical Referral Clinic are now held 

were newly re-developed in 2013 with new reception and waiting areas, examination and 

consultation rooms, conference rooms and multi-disciplinary teaching areas.  For any given 

clinic, a spine surgeon is typically assigned between 2-3 examination rooms.  The examination 

rooms are big, bright spaces with all updated furniture including a desk, chair, computer, two 

chairs for patients and family members, an examination table and sink. 

 The social environment, including personnel and support from other healthcare 

professionals for patient participants referred to the Neurosurgical Referral Clinic, was also 

evaluated.  All patient referrals from referring practitioners to the Neurosurgical Referral Clinic 

are received by the Assistant, who then books the initial patient assessment after the spine 

surgeon has reviewed the referral and deemed it to be either ‘elective’ or ‘early’.  The day of the 

patient’s initial assessment, the patient is greeted by reception and brought into an examination 

room by a staff nurse who, depending on the surgeon, will take a brief subjective history 

including a list of medications, and vitals.  After the consult, the patient leaves and the Assistant 

will send the surgeon’s report and recommendations to the referring practitioner. 

 The demand for neurosurgical services within Ontario is on the rise as evidenced in the 

Neurosurgery Ontario Final Report from August 2012.  In Phase I, demand translated into an 

average wait time of 5.2 months (SD = 0.87) from the time patient participants’ referring 

practitioners initiated the referral to the Neurosurgical Referral Clinic to the time they were 



ADVANCED PRACTICE PHYSIOTHERAPY SPINE TRIAGE                                             87

 

 

 

assessed in clinic by the spine surgeon.  The shortest wait time was 3.2 months and the longest 

amongst Phase I patient participants was 6.3 months. 

 As noted earlier in Section 4.1.2, patient, referring practitioner, and tertiary care 

stakeholder’s satisfaction with the process, procedures, and outcomes of the Neurosurgical 

Referral Clinic were evaluated in Phase I (pre-APP implementation).  The results indicated that 

89% of the eighteen patient participants were satisfied with the overall service received, 78% 

agreed that their examination by the surgeon was thorough, and 61% had a better understanding 

of their condition.  In addition to the 18 participants, eight additional stakeholders provided 

further context to the current Neurosurgical Referral practice.  Only 38% of stakeholders were 

satisfied with the overall management of patients, appropriateness of referrals, patient 

satisfaction with the Neurosurgical Referral Clinic, and fifty percent of stakeholder participants 

were dissatisfied with the length of time patients had to wait for an appointment with a spine 

surgeon. 

4.5 The application of the PEPPA framework to assess the context of the Neurosurgical 

Referral Clinic – Phase I 

An adapted version of the PEPPA framework and associated toolkit was helpful in 

evaluating the pre-APP implementation Neurosurgical Practice in Phase I of this study (Steps 1-

4).  The results of Steps 1-4 will be described in greater detail below. 

4.5.1 Step 1: Define patient population and describe the current model 

of care. 

Step one determined how well the current model of care was meeting the health needs of 

patients referred to the Neurosurgical Referral Clinic pre-APP implementation by identifying: 

indicators for change to the current model of care; the specific patient population that was the 
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focus of the potential healthcare restructuring process; and, the scope of healthcare service 

redesign.   

Indicators for change.  Despite the longer than expected wait to see a spine surgeon, 89% 

of patient participants were still satisfied with the overall service they received at the 

Neurosurgical Referral Clinic; however, only 13% of stakeholders surveyed were “satisfied” 

with the length of time patients with neck and back pain had to wait for their initial consult with 

the spine surgeon.  Another indicator for change was the successful implementation of an APP 

within a similar program in 2006, within the same facility.  The addition of an APP to this 

service had proven to be a viable solution to the wait time dilemma and this model has certainly 

provided insight into the best place to begin the process of healthcare service redesign.  One of 

the APPs from this service, in fact, was one of the stakeholders who agreed to participate in 

Phase I of the current study to provide insight and context into the assessment of the current 

Neurosurgical Referral Clinic, and in Phase II, as a member of the advisory committee to assist 

in the new APP role planning and development process. 

 Specific patient population.  According to stakeholder testimony during one of the 

interviews, approximately half of the incoming referrals to the Neurosurgical Referral Clinic are 

comprised of patients with cranial conditions such as brain/spinal tumors, hemorrhage strokes, 

and aneurisms.  The other half of the patients referred to the clinic present with neck and back 

pain.  Priority is often given to those with cranial cases (wait time is between 2-3 weeks) leaving 

the patients with neck and back pain with longer wait times (3-7 months).  Therefore, those with 

neck and back pain referrals who have been deemed ‘elective’ by the spine surgeon constituted 

the central focus for the healthcare service redesign in this study. 
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 Scope of healthcare service redesign.  A single professional (Physician-led) model of 

health care delivery represents the current Neurosurgical Referral Clinic at the tertiary care 

centre, where the spine surgeon independently assesses and manages patients with neck and back 

pain.  Figure 2 (see 3.4.1; Procedures) outlines the Neurosurgical Referral Clinic’s (physician-

led) model of care.  When the PA is available to assist the surgeons in clinic, the model of 

healthcare delivery changes to a Physician Extender model of care.  In this model, the PA works 

under the direction of the surgeon to perform duties normally performed by the surgeon, thereby 

freeing up the surgeon’s time.   

4.5.2 Step 2: Identify stakeholders and recruit participants. 

 Various stakeholders from a variety of backgrounds were recruited for Phase I of the 

current study to reflect on their overall satisfaction with the current model of care. This included 

their awareness and understanding of various roles within the Neurosurgical Referral Clinic, 

interactions, expectations, and future directions in terms of the potential impact that the addition 

of an APP may have on spine service delivery.  Three categories of participants were sampled 

during this phase: patients scheduled for spine assessments (n=18), healthcare providers who 

referred patients to the Neurosurgical Referral Clinic (n=2), and Neurosurgical Referral Clinic 

and tertiary care stakeholders (n=6).   

The advisory committee, formed during Step 2, was comprised of key stakeholders (one 

neurosurgeon, one of the APPs with the Central Intake and Assessment Centre for Hip and Knee 

Arthritis Program, one of the hospital administrators, and the principal researcher) to assist with 

the planning, development and implementation (Steps 5-8) of the new APP role.  The original 

intent was to schedule five, 1-hour meetings with committee members to review the results 
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obtained during Phase I and ensure they accurately represented the current neurosurgical practice 

and approach to the new APP role planning, development, and implementation, before 

proceeding to Phase III.  Unfortunately, most of the advisory committee members had also been 

seconded to the LHIN and the tertiary care centre for the planning and implementation of ISAEC 

within the southeast LHIN, making it difficult to schedule these meetings, not to mention the 

duplication with respect to time commitment for each member.  To circumvent this issue, the 

primary investigator created a summary of Phase I results and distributed to members, using 

Qualtrics XM, on November 30, 2018.  One committee member completed their survey on 

December 11, 2018, and the other two members completed their surveys on December 31, 2018 

and January 2, 2019, following a reminder that was sent out on December 21, 2018.  The time for 

members to complete the survey ranged from 33-98 minutes.  The outcome of the advisory 

committee’s survey will be incorporated into the results of Steps 3-6 below. 

There was consensus among the advisory committee members that the advisory 

committee was representative of key stakeholder groups.  One of the committee members had 

suggested adding a referring practitioner to the committee: 

“Add a family doc representative of a referring physician??”  IS01 

Despite multiple requests to participate, none of the referring practitioners expressed an interest 

to join the advisory committee.  Reasons for this were not clear. 

4.5.3 Step 3: Determine the need for a new model of care. 

 A comprehensive needs assessment was conducted during Step 3.  The needs assessment 

sought to identify patient health needs and any potential gaps in the current healthcare services 

that may exist.  Utilizing both quantitative and qualitative data sources, the needs assessment 
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looked at four main components: patient health needs, health service use, gaps in service, and 

strategies for improving the model of care to better meet patient health needs.   

With regards to patient health needs, the number one patient health need identified by all 

healthcare stakeholders in Phase I data collection, was timely access to care.  From the literature, 

an increasing demand in spine care services was apparent within Ontario that is projected to 

increase dramatically over the next five years.  This trend was confirmed with local statistics 

showing wait times for patients to be seen by a spine surgeon in southeastern Ontario were the 

longest in the province.  Testimony from some of the stakeholders during interviews reported a 

period of shorter wait times with the addition of the PA, but this progress was short lived with the 

recent changes to the surgical residency program at the tertiary care centre, and now wait times 

are trending up once again.  [IS01] 

 All patient participants, in particular, advocated for patient-centred care as their primary 

health need.  Patient participants reported seeking a high level of knowledge/education and 

reassurance about their condition that they were not receiving from their referring practitioners in 

the current model of care.  Stakeholder participants acknowledged the need for more education of 

referring practitioners in degenerative spine disease assessment and management, particularly, 

non-surgical conservative treatment alternatives, and what constitutes an appropriate surgical 

referral.  Stakeholders also acknowledged that the current model of care was not structured for 

appropriate patient follow-through when a patient had been deemed ‘non-surgical’. 

 There was a consensus among the advisory committee members that the unmet health 

needs identified above were representative of patient’s needs under the current model of care.  

One committee member suggested adding: 
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 “When appropriate, access to timely additional diagnostic imaging/testing as this can 

also lead to additional waiting for patient before a diagnosis is made and appropriate 

management options provided.”  IS06 

 One stakeholder noted during their semi-structured interview that referring practitioners 

routinely order an MRI and refer their patients to the Neurosurgical Referral Clinic without first 

exploring non-surgical conservative treatment alternatives or considering the appropriateness of 

the referral.  From the baseline measures survey (Appendix E, Q32), patient participants reported 

that various healthcare services and providers were available and accessible to them to manage 

their symptoms related to their neck and back pain, including:  family physician (94.4%), 

physiotherapy (66.6%), chiropractor (66.6%), massage therapy (55.6%), acupuncture (66.6%), 

and other (i.e. osteopathy, dry needling) (11.1%).  Cost was the number one reported barrier for 

many participants accessing non-physician resources on a more preferred basis.  One stakeholder 

noted that some patients preferred surgical intervention rather than conservative management 

because it was free, not because it was the most appropriate intervention. [IS06]  The same 

stakeholder added “Social work and/or Mindfulness Behaviour Therapy” in the management of 

degenerative spine-related disorders associated with high health care resource uses that were not 

represented above. 

 As part of the needs assessment, stakeholders identified what they perceived to be gaps in 

service delivery as well as some perceived barriers to early assessment and management for 

patients with neck and back pain.  Not being able to access care when care was needed was the 

primary concern expressed among patient participants during their one-on-one interviews.  

Surgery was often not what the majority of the participants were seeking or expecting when 
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referred to the Neurosurgical Referral Clinic; rather, information, education, and reassurance 

about their condition and prognosis, which was not being addressed at their primary care visit 

with their family physician, was sought.  For those participants who were seeking surgery for 

symptom management, only one participant (out of 18) was an appropriate candidate for surgical 

intervention.  The large percentage of inappropriate referrals to the Neurosurgical Referral Clinic 

had stakeholders concerned with the lack of coordinated care and support services available to 

non-surgical candidates early in their care.  Once again, there was consensus among advisory 

committee members with the gaps in service identified above.  One member pointed out that 

access to care also included the referring practitioner, stating 

“Accessing care is very broad.  Includes diagnosis by family physician.”  IS01 

 Stakeholder participants identified three potential barriers to implementing a new model 

of care to address the above gaps in service delivery within the current Neurosurgical Referral 

service.  First, there was uncertainty among stakeholders about whether the potential benefits for 

patients, providers, and the organization would outweigh the costs (time, resources) for 

implementing the new model of care and APP role.  While the majority of stakeholders were in 

support of the new APP role,  

“How could any person not appreciate the cost benefit to an APP role????  When we 

started using a physician assistant, we could double the number of consults seen in a 

clinic…with a dramatic drop in the wait time.  An APP role would do that plus avail 

those patients requiring alternative care better access.”  IS01 
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it wasn’t unanimous.  One stakeholder was adamant that the new APP role, while helpful, was 

not enough to affect long-term change and sustainability within the current model of care, but 

rather cost efficiencies within the current system would drive change. 

“Just from my experience, education is not the only factor.  There are more CMEs 

[Continuing Medical Education courses] available, we have more rotations by primary 

care people through orthopaedics, through the clinics, more rotations by the medical 

students and yet things don’t change. 

“…what’s driving it is cost effectiveness and I don’t think education is going to solve the 

cost efficiency issue because there’s other factors.”  IS03 

There was also uncertainty about the allocation of new or existing funds to support the 

new APP role.  Two PA positions were added to the Neurosurgical Referral service within the 

last two years; yet, they have been allocated to other roles within the Neurosurgical Referral 

Clinic (in-patients) other than the out-patient clinics.  In light of recent events, the request for 

additional funding to support a new APP role was a perceived barrier for change. 

The third barrier that was also revealed during the one-on-one semi-structured interviews 

with stakeholders was the uncertainty around the implementation of ISAEC within the southeast 

LHIN as early as December 2018 (according to initial reports).  While the extent of the impact 

ISAEC will have on referrals to the Neurosurgical Referral Clinic was yet to be determined, the 

implementation of the proposed APP role will no doubt be perceived as redundant and a potential 

barrier to its implementation. 
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With respect to strategies for improving the model of care to better meet patient health 

needs, patient participants advocated for patient-centred care that was timely, informative, and 

coordinated and integrated for appropriate symptom management, including emotional support 

and alleviation of fears and anxiety associated with neck and back pain.  Stakeholders, for the 

most part, were supportive of the proposed APP role, but many were uncertain whether this new 

model of care alone would address the barriers identified above.  One stakeholder reported that 

change would not occur without extensive education of the referring practitioners while another 

stakeholder didn’t feel that education was the driver for change but rather finding efficiencies 

within the system would more likely lead to long-term sustainability.   

Though all advisory committee members agreed with the above strategies for improving 

the model of care, one member suggested that another strategy may be to: 

“Continue to monitor patient and referring physician satisfaction with the referral 

process and access to care…this is not a dollar evaluation, but is extremely important 

[and] of value.”  IS01 

4.5.4 Step 4: Identify priority problems and goals to improve the 

model of care. 

 In Step 4, the needs assessment data from the previous step was analyzed to identify and 

understand problems contributing to unmet patient health needs, prioritize these problems, and 

establish goals for improving the model of care to better meet these needs.  The underlying 

problem central to unmet patient health needs is the increasing demand for neurosurgical services 

within Ontario.  There are a number of external and internal factors contributing to this 

increasing demand.  Externally, this increase in demand is due to in part to an aging population, 
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population growth through immigration, an increase in the prevalence of chronic diseases that 

comes with living longer, as well as this population’s greater expectation for general health and 

well-being as they age.  Lack of funding/resources, stakeholder engagement, and education of 

referring practitioners in terms of appropriate triage and care coordination are examples of 

internal factors contributing to the growing demand for neurosurgical services at the tertiary care 

centre specifically.  The priority among stakeholders interviewed was access to patient-centred 

care that is timely, informative, coordinated and integrated for optimal self-management.  An 

interprofessional collaborative (APP) model of health care delivery, where patient triage is 

expedited and education, reassurance, and evidence-based self-management strategies are  

provided, will better meet the health needs of patients with neck and back pain.   

Phase II 

4.6 The application of the PEPPA framework for APP role planning and development – 

Phase II 

The PEPPA framework was used to create a practice environment that supported APP 

role development by engaging key stakeholders throughout the planning and development 

process.  The results from Phase I (Steps 1 – 4) contributed immensely to discussions during 

Phase II (Steps 5-6).  The results of Steps 5-6 are described in detail below. 

4.6.1 Step 5: Define the model of care and APP role. 

 Step five of the PEPPA framework identified strategies for enhancing the current model 

of care to meet priority patient health needs.  The logic model in Figure 5 represented how the  

APP Spine Triage assessment service for adults with neck and back pain was envisioned to 

function based on the data collected in Phase I.  Given the previous consultation with  
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Figure 5. Logic Model - Phase II - Advanced Practice Physiotherapy Spine Triage Service 
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stakeholders, the new envisioned model of care could lend itself to either a Triage model, a 

Parallel model, or perhaps a hybrid of both with a Triage model transitioning to a Parallel model 

after a period of time.   

 Defining the APP role and distinguishing it from other types of physiotherapy roles was 

key during this step to ensure role clarity among providers and to determine whether the APP 

role was the appropriate fit for the new model of care.  Level of educational preparation, scope of 

practice, knowledge, and skills and expertise to achieve the outcomes outlined in the Logic 

model were among the various factors considered.  A standard physiotherapy assessment (Table 

10) was adapted from Blackburn et al. (2009) and agreed upon by the advisory committee.  This 

included potential management strategies by the APP, such as criteria for consultation with the 

surgeon and referring practitioner.  Additionally, an APP job description (Appendix L) was 

developed to give clarity to the specific type and title of the APP role, educational, licensing and 

credentialing requirements, and specific roles and responsibilities.  Based on the Essential 

Competency Profile for Physiotherapists in Canada (CPA, 2017), the proposed APP job 

description was written with the context of the Neurosurgical Referral Clinic in mind.   

 The unanticipated announcement and subsequent implementation of ISAEC within the 

southeast LHIN at this stage of planning forced the advisory committee to make a decision about 

whether to continue with the proposed APP model and risk further potential barriers to 

implementation or whether to work alongside the ISAEC operations team and take advantage of 

the resources available.  In the end, the advisory committee unanimously opted for the latter, due 

to the similarities between the models of care and the likelihood of an expedited implementation.   
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Table 10. Sample physiotherapy assessment for APP Spine Triage Clinic 

Requirements for subjective examination 

 History of condition and previous 
imaging and interventions 

 Body chart 
 Aggravating/easing factors 
 24-hour behavior 
 Specific screening questions appropriate 

to patient 
 Interpret clinical, laboratory, and 

radiographic tests 

Requirements for physical examination 

 Active movements of the spine as indicated 
by region of the symptoms 

 Neurological examination as indicated by 
the region of the symptoms including 
myotomes, dermatomes, and reflexes – 
upper and lower motor neuron 

 Special tests, as appropriate, including 
straight leg raise test, prone knee bend, 
slump test, Spurling’s test 

Red Flags1 

 Age over 50 
 History of trauma, cancer 
 Unexplained weight loss 
 Constant unrelenting pain, night pain 

 Immune suppression 
 Bladder dysfunction 
 Saddle anesthesia 
 Cauda equine syndrome 

Criteria for consultation with neurosurgeon 

Immediate consultation and advice from the surgeon may be warranted in the following circumstances: 
1. Patient requires imaging (X-Ray, CT scan, MR scan) or bloodwork 
2. Marked changes on imaging or blood test results 
3. Severe or worsening neurological signs 
4. Need to consider intervention beyond the scope of physiotherapy e.g. surgical opinion, 

injection therapy (corticosteroid, pain block) 
Criteria for consultation with referring practitioner 

Patient will be sent back to the referring practitioner in the following circumstances: 
1. Concerns regarding patient answers to screening questions (e.g. PHQ-9) 
2. Need for pharmacological review including history of significant use of pain medication 

Management recommendations 

1. No further follow-up 
2. Referral to physiotherapy, chiropractic, massage therapy 
3. Referral for further investigations  
4. Review in Neurosurgical Referral Clinic by APP 
5. Review in Neurosurgical Referral Clinic by surgeon 

Letter to referring practitioner 

The APP will dictate a letter to the referring practitioner which will be mailed out within two 
weeks of the patient’s appointment. 

                                                      

1 Bishop, Brunarski, & Fisher (2010); Sizer, Brismee, & Cook (2007) 
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Both models utilized the PEPPA framework to underpin the planning and development of the 

APP role and both were designed to function in parallel with the spine surgeon clinics.  The 

biggest difference between the two models was the inclusion criteria and ISAEC’s seemingly 

unlimited resources. 

 To ensure that the APP had sufficient training to understand the full continuum of low 

back pain from the context of primary care, the APP completed 12 weeks of both online and in-

person training with participating spine surgeons.  The APP also completed an additional week of 

computer management system (CMS) training to navigate the electronic data management 

platform.  The APP was not able to see their first patient until they successfully completed each 

module and they passed their performance review by the clinical lead spine surgeon. 

4.6.2 Step 6: Plan implementation strategies. 

 Step six details an implementation strategy, developed largely from stakeholder 

interviews and the assistance of the ISAEC operations team, that undertook the following major 

activities: establishing an advisory committee, articulating a clear vision, getting approval from 

organizational authorities, planning for anticipated barriers and leveraging facilitators, and other 

change initiative logistics, such as, stakeholder awareness, administrative support and resources, 

regulatory policies and procedures, and APP education.   

Establishing an advisory committee.  The advisory committee established in Phase I (Step 

2) continued to be involved in the planning, development and implementation of the new APP 

role (Steps 5 and 6), including outlining the respective vision, goals, and outcomes to be 

achieved. 
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 Articulating a clear vision.  The vision for the APP Spine Triage Service was developed 

from the advisory committee feedback.  The vision for the APP Spine Triage Service for adults 

with neck and back pain was to provide patient-centred care that is timely, informative, 

coordinated and integrated for optimal self-management.  The goals to achieve this vision were 

identified in Step 4 and included the following: a) increased timely access to patient-centred care 

that includes delivery of a comprehensive physical examination followed by education, 

reassurance, and a broader range of management strategies; and, b) appropriate follow through, 

especially for non-surgical patients, to improve outcomes and satisfaction for adults with neck 

and back pain.  Longer-term goals following the implementation of the new model of care 

(beyond the scope of the present study) were identified from stakeholder interviews as a 

reduction in unnecessary referrals to spine specialists and a subsequent reduction in MRI 

utilization by referring practitioners following further educational efforts.   

The vision and goals of the APP Spine Triage service align with the tertiary care’s legacy 

vision statement “leading the transformation of ambulatory care” and are also clearly embedded 

in the foundation of the facilities’ more recent strategic plan (February 2018) that aspires to be 

the healthiest community by improving health outcomes and empowering patients to engage in 

their care and providing seamless, integrated and coordinated care (KHSC, 2019).  Outcomes 

represented in the Logic model during Step 5 were assessed from the perspective of patients and 

family, health providers, the organization and healthcare system with respect to health outcomes, 

quality of care, healthcare utilization, and innovation and productivity. 

 Organizational approval.  Following the completion of Phase I and II, ethics approval 

was granted for Phase III from the university ethics board and the tertiary care centre as well.  
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Information from the ethical submission provided hospital facility and the respective departments 

with the information they needed to determine whether they were able to support the study and 

ensure a smooth and efficient implementation.  In addition, one of the neurosurgeons (who also 

served on the doctoral supervisory committee) and hospital Project Manager were in support of 

the proposed APP model of care. 

 Anticipating barriers and leveraging facilitators.  Acknowledging, understanding and 

planning for anticipated barriers and facilitators to role implementation and their impact on the 

integration of the APP role, allowed the advisory committee an opportunity to provide some 

strategies that were used to address barriers and leverage facilitators.  The successful 

implementation of a similar APP role within the same facility was a good example, 

acknowledged during one of the stakeholder interviews, of a facilitator to organizational 

innovation and change.  The other facilitator that the advisory committee leveraged during the 

planning and implementation of the new model of care was how closely the new model of care 

aligned with the hospital’s strategic plan, particularly, the desire for more integrated, 

coordinated, patient-centred care.  One of the advisory committee members recommended 

leveraging another implementation strategy. 

“Primary Care needs to trust the process/model of care as they are the referral 

originators.  Consistent communication and education with primary care is essential for 

successful implementation of the model.”  IS06 

 Stakeholder participants also identified potential barriers to implementing the new APP 

model of care during Phase I of the study.  While the majority of stakeholders were in support of 

the new APP role, there was uncertainty among a few about whether the potential benefits for 
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patients, providers, and the organization would outweigh the costs (time, resources).  Uncertainty 

about the allocation of new or existing funding to support the new APP role was also raised 

during the semi-structured interviews with stakeholders as was the uncertainty around the 

implementation of ISAEC, which, at the time, was scheduled to start in the southeast LHIN in 

December 2018.   

 ISAEC was initially perceived by some stakeholders as a potential barrier and redundant 

with the proposed APP role.  In the end, however, it provided an opportunity to leverage a 

number of facilitators that addressed many of the barriers listed above including funding and 

other change initiative logistics such as stakeholder engagement/awareness, administrative 

supports and resources, regulatory mechanisms, policies and procedures, and APP education.  

During the study, ISAEC was funded by the MOHLTC, specifically through the cost savings 

from reduced MRI utilization by rerouting the prescription of an MRI from the family physician 

to the ISAEC APP (Practice Lead) or surgeon.   

 The Ministry also utilized the PEPPA framework for its planning, development, and 

implementation of all musculoskeletal Rapid Access Clinics (RACs) advanced practice 

interprofessional roles, such as ISAEC (Figure 6).  The MOHLTC provided the funding, 

provincial governance, provincial reporting/metrics, and policy direction and clarification for 

ISAEC.  Health Quality Ontario standardized tools and materials, provided provincial status 

reporting, and program implementation support/enablement.  The LHINs were responsible for 

local status reporting, local project implementation, and performance management.  Finally, 

providers, such as the tertiary care centre, were responsible for executing the model of care 

(Appendix M).  Key factors addressed in the ISAEC plan, such as, APP and stakeholder 
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education, marketing, recruitment and hiring, role reporting structures, funding and policy 

development were beyond the scope of the current study.  The focus of Phase III of the current 

study was on determining the acceptability and feasibility of the APP role within the context of 

the Neurosurgical Referral Clinic. 

 ISAEC also provided an opportunity for the principal investigator to determine the 

acceptability and feasibility of the proposed APP role in Phase III that was assumed by someone 

(ISAEC Practice Lead [PL]) other than the principal investigator.  This avoided the potential for 

researcher bias and the limitations that go along with evaluating oneself.  Although the ISAEC 

model is in some ways quite different in design from the proposed APP model in the current 

study, the PL role (rather than the community APP) most closely resembles the Parallel model 

described earlier (see 2.5.1; Models of Interprofessional care), whereby the ISAEC PL conducts 

an autonomous clinic in parallel to that of the spine surgeons at the tertiary care centre. 

 Unfortunately, ISAEC is currently limited to adults (greater than 18 years of age) with 

persistent low back pain symptoms only, that are greater than 6 weeks and less than 12 months in 

post-onset, and/or unmanageable recurrent low back related symptoms.  Patients with red flags, 

low back-related symptoms less than 6 weeks or greater than 12 months, younger than 18 years 

of age, workplace safety insurance board (WSIB) and/or motor vehicle accident (MVA) claims, 

or patients with narcotic dependency or involved in active litigation or pregnant/post-partum, are 

not to be part of the ISAEC model.  Furthermore, despite 14 years of musculoskeletal experience 

as a non-advanced practice physiotherapist, ISAEC’s PL for the southeast LHIN was relatively 

new (4 months training) to the APP role at the time of Phase III data collection. 
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4.7 Acceptability of the APP role planning and development process amongst stakeholders 

 During Phase II, acceptability was assessed throughout the planning and development 

decision-making process amongst advisory committee members.  Acceptability was recognized 

as a key element of decision making and informing choice.  The planning and development 

process was determined to be acceptable when it addressed the following indicators: 

appropriateness, implementation, practicality, and effectiveness. 

 Appropriateness refers to how logical the new APP model of care was in managing the 

priority problems and goals identified in Step 4.  There was agreement amongst advisory 

members’ survey results with respect to: whether the priority problems and goals were 

representative of the current model of care (Q.16); that there were no more problems or goals the 

committee wanted to add (Q.17); how well members thought the APP model of care met priority 

patient health needs (Q.18); and how well the APP role fit with the goals of the new APP model 

of care (Q.19). 

 Implementation refers to the likelihood that the new APP model of care was fully 

implemented as planned.  Implementation of the APP Spine Triage Service did not entirely 

commence as planned.  Even though the Principal Investigator was assured by the Provincial 

Clinical Lead for the low back pain pathway at the start of the study that ISAEC would not 

expand to places other than the pilot sites, it was somewhat of a surprise when ARTIC 

announced months later that ISAEC was, in fact, going to expand across all of Ontario.  The 

concern then amongst advisory committee members was how to dovetail both models without 

confusing stakeholders and without burdening them with duplicate implementation agendas.   
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 Practicality is the extent to which the new APP model of care was delivered with the 

resources available.  There was agreement from advisory committee member survey results with 

respect to the decision to leverage ISAEC’s Practice Lead and related resources as a means of 

addressing the remaining change initiative logistics and expediting the evaluation plan (Q.26).  

Anticipated barriers and facilitators (Q.24) were also agreed upon, additional ones were 

identified (Q.25), and implementation strategies were executed. 

 Effectiveness is the extent to which the new APP model of care was helpful in managing 

the priority problems in the short-term.  All members of the advisory committee felt that the 

proposed evaluation plan for Phase III was robust enough (Q.22).  Committee members 

recommended no additional evaluation activities. 

Phase III 

Patient recruitment during Phase III occurred between December 21, 2018 and January 

25, 2019.  Three categories of participants were sampled in Phase III: 1) patients scheduled for 

spine assessments (n=20); 2) health care providers who referred patients to either the 

Orthopaedic or Neurosurgical Referral Clinics within the tertiary care centre (n=0); and, 3) 

tertiary care stakeholders (n=6).  Participants were recruited using a purposive sampling 

technique to ensure all stakeholders were adequately represented. 

4.8 Participants 

4.8.1 Patients scheduled for spine assessments. 

It should be noted that the APP used in Phase III of the study was the PL for the ISAEC 

(RAC-LBP) program and trained in low back triage only.  Therefore, no patients with neck pain 

were recruited during this phase since they did not fit the ISAEC inclusion criteria or the PL 
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training and education under this model of care.  Patients recently referred to either the 

Orthopaedic or Neurosurgical Referral Clinics at the tertiary care centre who met the ISAEC 

criteria (see 4.6.2; Plan implementation strategies) as well as Phase III study inclusion criteria 

(N=29), were mailed a study participation request letter.  Twenty patients agreed to participate in 

the study.  All twenty completed a pre-consult baseline questionnaire and post-consultation 

satisfaction questionnaire.  Five participants further agreed to a one-on-one semi-structured 

telephone interview. 

With the exception of median age and educational level, the demographic characteristics 

of Phase III patient participants were very similar the Phase I study sample.  The median age of 

patient participants in Phase III was 71 years of age compared to 57 in Phase I. Most participants 

(60%) were male (compared to 61% in Phase I), and over half (65% in Phase III compared to 

56% in Phase I) had an educational attainment of high school or less (Table 11).  Just over one 

third (35%) of the Phase III patient participants had an annual household income of greater than 

$60,000 and were still working either part-time or full-time, compared to 39% in Phase I.  

Similar to Phase I, the majority (80%) of participants in Phase III resided within the 

southeast LHIN, while 20% lived in neighbouring LHINs.  The mean wait time for participants 

to be examined by the APP, from the time of referral by their referring practitioner, was 

66(SD=56) days, with an IQR of 35 to 69, compared to 156(SD=26) and IQR 97 to 189 in Phase 

I.  All 20 participants were recruited from the waitlists of area neurosurgeons, as in Phase I. 

Unlike Phase I, 100% of the patient participants recruited in Phase III presented with back 

dominant and/or leg dominant symptoms.  Of these participants, 25% had pain only in their back, 

while 10% reported symptoms down the leg but above the knee, and 60% reported symptoms  
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Table 11. Demographic characteristics of patient participants with back pain following 

APP model implementation – Phase III  (n=20) 

 

 

 

 

 

 

 

 

 

 

 

 

below the knee [Table 12].  The majority (70%) of participants reported the onset of their 

symptoms to be greater than 12 months, and just over half (55%) of the participants 

sampled claimed their current episode also extended beyond 12 months.  A small number of 

participants (15%), in comparison to Phase I patient participants (55%), reported having other 

health problems in addition to their back pain, with ‘musculoskeletal problems’ being the most 

prevalent (65%).  Patient participants’ general health outcomes for self-perceived function, (BPI- 

Variable n(%) 

Age quartiles  
     18 - 51      4(20) 
     52 - 62      2(10) 
     > 62 yrs    14(70) 
Sex  
     Male    12(60) 
     Female      8(40) 
Education  
     High school or less    13(65) 
     Post secondary      5(25) 
Family Income  
     < $29,000      4(20) 
     $30,000 – $59,000      9(45) 
     > $60,000      7(35) 
Employment  
     Working (full-time and part-time)      7(35) 
     Not working (unemployed, disabled, retired)    13(65) 
Area of Primary Residence  
     Southeast LHIN  
          Quinte      8(40) 
          Kingston, Lennox & Addington, Leeds &       
                Grenville 

     8(40) 

     Central East & Champlain  
          Haliburton County, City of Kawartha 
                Lakes, and Western Champlain 

     4(20) 
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Table 12. Symptom characteristics of patient participants with back pain– Phase III (n=20) 

 

 

 

 

 

 

 

 

 

 

 

 

sf), pain (SF-MPQ-2), health status (SF-12), and depression (PHQ-9) are summarized in Table 

13.  Self-perceived pain severity scores for Phase III patient participants were almost identical to 

Phase I scores, with the exception of ‘least’, 3(SD=2).  Three out of the four functional activities 

to which pain was perceived to interfere the most (sleep, enjoyment of life, and general activity), 

according to Phase III patient participants, were also identified as interfering the most by 

participants in Phase I.  The total pain interference score (out of 70) for all seven activities was 

35(SD=20), compared to 32(SD=21) in Phase I.   

Variable n(%) 

Pain Location  
     Neck and back 2(10) 
     Back only 5(25) 
     Radiating above knee      2(10)  
     Radiating below knee    12(60) 
Pain Duration  
     12 months or less 6(30) 
     > 12 months    14(70) 
Pain, Current Episode  
     12 months or less 9(45) 
     > 12 months    11(55) 
Other Health Co-morbidities  
     Headaches    10(50) 
     Respiratory problems 4(20) 
     Musculoskeletal problems    13(65) 
     Gastrointestinal problems 6(30) 
     Cardiac problems 2(10) 
     Other       5(25) 
Number of Comorbidities  
     0    17(85) 
     1 2(10) 
     2 or more  1(5) 
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Table 13. General health outcomes of patient participants with back pain– Phase III (n=20) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Brief Pain Inventory – Short Form M(SD) Median IQR 
Pain Severity (0-10) 

     Worst    6(3)   

     Least    4(2)   

     Average    5(2)   

     Current    4(3)   

Pain Related Interference with Activity (0-10) 

     General Activity    5(3) 5 2 - 7 
     Mood    4(3) 5 1 - 7 
     Walking Ability    6(3) 4 4 - 9 
     Normal Work    5(3) 5 2 - 8 
     Relations with Other People    4(3) 5 1 - 6 
     Sleep    5(4) 7 1 - 9 
     Enjoyment of Life    6(4) 7 2 -9 
   Total Pain Interference (out of 70)  35(20)   

Short Form McGill Pain Questionnaire (SF-MPQ) M(SD) Sum  

     Continuous (out of 60) 23(16)   

     Intermittent (out of 60) 23(19)   

     Neuropathic (out of 60) 20(14)   

     Affective (out of 40) 16(13)   

Total Pain Score (out of 220)   82  

12-Item Short-Form Health Survey (SF-12) M(SD) Min Max 
     Physical Composite Score (PCS) 32(10) 23 50 
     Mental Health Composite Score (MCS) 48(14) 17 67 

9-Item Patient Health Questionnaire (PHQ-9) M(SD) n(%)  
       5 – 9   = Minor symptoms  2(10)  
     10 – 14 = Mild major depression  1(5)  
     15 – 19 = Moderate major depression  5(25)  
         >20  2(10)  
     Mean severity score   9(8)   
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Participants (n=20) had a mean self-perceived pain score of 23(SD=16) for continuous 

pain, 23(SD=19) for intermittent pain, 20(SD=14) for neuropathic pain, and 16(SD=13) for 

affective pain on the sf-MPQ.  This was comparable to the results obtained in Phase I, 

25(SD=16), 28(SD=17), 26(SD=14), and 12(SD=11).  The total pain score for Phase III 

participants was 82 (out of 220), compared to 91 for Phase I participants.  In terms of self-

perceived health status, according to the SF-12 Physical and Mental Health Summary Scales, 

study participants had a mean of 32(SD=10) for the physical composite scores (PCS) and 

48(SD=14) for the mental health composite scores (MCS), similar to self-perceived health status 

scores obtained in Phase I, 34(SD=11) and 44(SD=10), respectively.   

A screen for depression using Item Patient Health Questionnaire (PHQ-9) revealed a 

mean severity score of 9 (out of 27) with scores ranging from 0 to 25, which was similar to Phase 

I PHQ-9 scores.  Eight of the 20 respondents who had a PHQ-9 score of 10 or greater (40%) 

were contacted and encouraged to follow-up with their referring practitioner for further 

investigations/management.  This was comparable to the 39% found in Phase I. 

 Summary findings from the Diagnostic Classification Questionnaire, following the APP’s 

initial consult with patient participants (n=20), revealed the origin of patient’s symptoms to be 

100% back/leg related, in contrast to Phase I where participants’ origin of symptoms were split 

50/50 between neck and back.  A relatively small proportion of participants were classified as 

having a ‘medical (e.g. genitourinary, systemic) problem’ (10%), which was similar to Phase I 

(11%).  The likelihood of a ‘mechanical/degenerative problem from elsewhere’ (30%) was 

greater in Phase III than that found in Phase I (17%).  Only 5% of participants in Phase III were 

diagnosed as having a ‘spinal cord or cauda equina’ compared to 17% in Phase I.  The majority 
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of Phase III participants (75%) were categorized as having ‘nerve root pathology’, compared to 

the majority of Phase I participants who were categorized as ‘non-specific neck/back pain’ 

(56%).  Of the participants with a nerve root source, the majority were diagnosed as ‘stenotic’ 

(80%) compared to Phase I where the majority were diagnosed as ‘discogenic’ (50%).  With 

respect to treatment recommendations made by the APP, 20% of participants did not require 

further follow-up from the APP, 10% were referred for a surgical consult, and 70% were referred 

to other specialists, such as pain clinic (25%), Physiotherapy (75%), and psychiatrist (10%).  In 

Phase I, there was a similar proportion (11%) of participants referred on for a surgical consult, 

and a smaller proportion referred to ‘PT only’ (61%). 

4.8.2 Health care providers who refer patients to the APP-led Spine 

Triage Clinic. 

Only one family physician’s office responded to the initial participation request letter 

indicating that the physician would not be able to participate due to illness.  No responses were 

received from the other physicians.  A reminder request letter was faxed two weeks later; 

however, no further response was received despite the above recruitment efforts. 

4.8.3 Tertiary care centre stakeholders. 

One orthopaedic spine surgeon and one neurosurgeon working within the respective 

orthopaedic and Neurosurgical Referral Clinics at the tertiary care centre, consented to 

participate in Phase III of the study.  A request to participate was extended to one other 

orthopaedic spine surgeon, however, no response was received despite multiple requests.  Two 

hospital administrators at the tertiary care centre, both with knowledge of the APP role and APP-

led model of care delivery, consented to participate.  Finally, the APP who was recently hired 

and trained as ISAEC’s Practice Lead, also consented to participate.  All participants completed a 
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stakeholder satisfaction questionnaire and a face-to-face, in-person semi-structured interview 

with the principal investigator. 

4.9 Patient and stakeholder satisfaction results 

All twenty patient participants completed the APP consultation satisfaction questionnaire 

(Table 14).  In terms of general satisfaction, patient participants were more satisfied with the 

overall service received and the recommendations made by the APP in Phase III compared to 

spine surgeon in Phase I.  Patient participants in Phase III reported higher levels of satisfaction 

with their examination by the APP than compared to patient participants examined in Phase I by 

the spine surgeon.  With respect to knowledge and understanding their condition, patient 

participants reported a better understood their condition after seeing the APP compared to patient 

participants who were seen by the spine surgeon in Phase I.  When asked whether they would 

have preferred to be seen by one of the spine surgeons, 75% of Phase III patient participants 

indicated ‘No’.  Expediting wait times for consultation was perceived as the biggest advantage of 

the new APP. 

Spine Triage service for two participants:  
 

 “I like the idea of the APP-led Spine Triage Service since it should help patients with 

severe pain feel like something is being done to help their condition sooner…My thanks 

for this brilliant plan to help the medical system move at a more efficient pace.”  3P12 

“This process is a brilliant idea given the immense backlog of patients to be seen.  This 

will help ease the patient load and/or reduce wait times for surgical consult.”  3P17 
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Table 14. Comparison of patient participant satisfaction with consultation – Phase I & Phase III 

 
 

             Phase I (n=18) n(%) Phase III (n=20)             

Variable/Item SA/A N D/SD SA/A N D/SD 

General Satisfaction 

     I am satisfied with the overall service… 16(89) 2(11) 0(0) 18(90) 1(5) 1(5) 

     Some things…could have been better. 4(22) 4(22) 10(56) 4(20) 1(5) 15(75) 

     I am satisfied with the recommendations… 14(78) 3(18) 0(0) 18(90) 2(10) 0(0) 

Personal Care 

     The health care provider told me everything… 13(72) 5(18) 0(0) 18(90) 0(0) 2(10) 

     My examination was very thorough. 14(78) 2(11) 2(11) 19(95) 1(5) 0(0) 

     This health care provider was interested in me… 18(100) 0(0) 0(0) 17(85) 3(15) 0(0) 

     I understand my condition much better… 11(61) 5(28) 2(11) 17(85) 2(10) 1(5) 

Depth of Relationship 

     I felt this health care provider really knew what I was thinking. 13(72) 5(28) 0(0) 16(80) 4(20) 0(0) 
     I would find it difficult to tell this health care provider about some 
       private things. 

3(17) 3(17) 12(67) 1(5) 3(15) 16(80) 

Perceived Time 

     I wish it had been possible to spend a little more time… 14(78) 3(17) 0(0) 7(35) 9(45) 4(20) 
Variable/Item    No Resp. Yes No 

Satisfaction with APP (Phase III only) 

    Were you satisfied with your consultation?    0(0) 19(95) 1(5) 
    Would you have preferred to be seen directly by one of the  
       neurosurgeons? 

   1(5) 4(20) 15(75) 

    If so, would you have been willing to wait another 3-4 months…    14(70) 0(0) 6(30) 

SA = Strongly Agree     A = Agree     N = Neutral     D = Disagree     SD = Strongly Disagree 
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Table 15. Stakeholder satisfaction with APP model of care– Phase III 

 

 Five stakeholder participants completed the stakeholder satisfaction questionnaire in 

Phase III, the results of which are summarized in Table 15.  Many of the participants did not 

answer all of the questions due to the short time (3.5 months) with which the APP-led model of 

care had been implemented.  In particular, the majority (60%) of participants did not comment on 

how satisfied patients were with the APP-led Spine Triage service.  With regards to the wait time 

for patients to be seen by the APP and overall management of patients within the APP-led Spine 

Triage model, 40% of respondents were either ‘satisfied’ or ‘very satisfied’, 20% were ‘neutral’ 

and two did not respond.  When asked about their own satisfaction with the APP-led Spine 

Triage Clinic, 20% were ‘neutral’ and 40% did not respond, yet 80% were either ‘satisfied’ or 

‘very satisfied’ in supporting the continuation of this new model of care. 

 
                                                                                                                n(%) 

Variable/Item 
No 

Response VS/S N D/VD 

     Satisfaction with the APP-led Spine Triage service within the 
     context of XXXX. 

2(40) 2(40) 1(20) 0(0) 

     Satisfaction with the length of time patients had to wait for an 
     appointment with the APP? 

2(40) 2(40) 1(20) 0(0) 

     Satisfaction with overall management of patients within the 
     APP-led Spine Triage model.  

2(40) 2(40) 1(20) 0(0) 

     How satisfied do you feel patients are with the APP-led Spine 
     Triage service. 

3(60) 1(20) 1(20) 0(0) 

     How satisfied would you be in supporting the continuation of 
     the APP-led Spine Triage service. 

1(20) 4(80) 0(0) 0(0) 

 
VS = Very Satisfied     S = Satisfied     N = Neutral     D = Dissatisfied     VD = Very Dissatisfied 
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4.10 Qualitative results 

Five patient participants from Phase III agreed to participate in a one-on-one telephone 

interview providing comments on a diverse range of themes that gave context to the new APP-

led Spine Triage model of care.  Themes explored ranged from the patient’s understanding and 

expectations with the APP/APP-led Spine Triage Clinic, their interactions with the APP, their  

overall satisfaction, and future directions in terms of how the delivery of health care services 

might be improved. 

Understanding/expectations.  All patient participants indicated that their expectations 

had been met with regards to: administrative assistance, the length of time for their initial 

appointment, their examination, and understanding of their condition after seeing the APP.  Most 

participants believed that the APP-led Spine Triage Clinic was designed to offer expedited 

coordinated care. 

“I think it’s for those people that are in real need of like where they’ve got acute pain and 

pain management, and maybe the fact of fast tracking is necessary, that’s my opinion.”  

3P02 

“In my opinion, to send the person to the right place, to help them right away.”  3P09 

“Well, I think it offers a faster movement through the diagnosis…”  3P11 

Another participant remarked about the rigor of the spine assessment they had received by the 

APP and the confidence it instilled in their experience. 

“…I felt very confident that I've been scrutinized carefully and thoroughly, so, I wasn't 

concerned about that.”  3P11 
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After their initial assessment with the APP, one patient participant described their understanding 

of their condition to be: 

“Very good. I guess we decided together that my condition didn’t warrant surgery at the 

time and so, that’s why I took my name off the list with the surgeon, as he would come to 

the same conclusion that the surgery was not a viable option at that time but it could be 

down the road.”  3P11 

Interactions with the APP.  All patient participants described their interactions with the 

APP and the APP Spine Triage Clinic to be very positive.  All participants agreed that the APP 

treated them with respect and dignity, took the time to hear their side of the story, and felt they 

were able to confide in the APP about private things. 

“I had no trouble at all, not at all. Conversations were fine and made me feel quite at 

ease.”  3P02 

One participant added that the interaction and communication they had with the APP provided 

them with a sense of reassurance. 

“On a personal level, I would say it was enjoyable and very friendly and reassuring 

situation, professionally, lots of physical tests with my leg and movements and so on 

which again reassuring that everything that I had was being noticed, so, I felt very good 

about it.”  3P11 

Overall satisfaction.  Patients’ overall satisfaction with respect to the service they 

received from the APP, the recommendations the APP made to them and their family physician, 

and the extent to which patients thought the APP-led Spine Triage model of care was suitable for 
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triaging and managing their conditions was very positive.  None of the participants voiced any 

concerns or issues, with the exception of wanting the service closer to home. 

 “Well, it would be nice if we had something like this closer to home.”  3P02 

Otherwise, there wasn’t an expressed desire for change amongst participants. 

“…I think just the same process is fine and I can continue with it. It saves wait times for a 

lot of situations and I think the diagnosis by the physiotherapist is certainly good, and 

thorough.”  3P11 

Future directions.  As for future directions, patient participants recommended more 

coordinated care and continuity of services. 

“So I guess, down the road regarding back issues, you need some kind of follow up.”  

3P02 

One participant expressed a desire to streamline referrals to the APP by by-passing the family 

physician. 

“[In Canada] We have to go through a doctor for referral which is a very time wasting 

situation as far as I'm concerned.  I would much rather be able to…phone up the back 

specialist and book my own appointment rather than go through the doctors. …you can’t 

get in to see your family doctor for two weeks, so it prolongs it.”  3P11 

Another participant suggested that it would have been nice if they were given a list of potential 

community resources that they could access in their community, outside the Kingston area. 

“I think that a person [APP] would have to know what is in the community to promote 

whatever is available.”  3P02 
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 In addition to the five patient participants, five additional stakeholders from various 

backgrounds consented to participate in a face-to-face semi-structured interview with the 

principal investigator, including two spine surgeons, two hospital administrators, and the Practice 

Lead from ISAEC, none of whom had participated in either Phase I or II of the current study.  

Themes explored ranged from stakeholder roles in the APP-led Spine Triage Clinic, participants’ 

understanding and expectations of what the APP-led Spine Triage Clinic is designed to offer, 

overall satisfaction and future directions.  Stakeholder comments have been summarized in detail 

below. 

Roles in the APP Spine Triage Clinic.  When asked about their perceptions of the APP 

role in the APP Spine Triage Clinic and how this was similar or different to the role of a spine 

surgeon when triaging adults with back pain, all stakeholder participants acknowledged 

similarities in each role’s abilities to adequately screen surgically appropriate candidates.   

“As far as I understand, it [APP role] would be to evaluate selected patients with lumbar 

spinal disorders to determine the most appropriate mode of treatment and to more 

efficiently triage those patients and pass the ones that do require a surgical consultation 

on to the surgeons”  3S02 

“Well, I think where the roles are similar is screening. So, doing detailed history and 

physical exam to identify any potential signs of nerve root pathology or stenosis or cord 

compression that may have a surgical indication.”  3S06 

Where the roles differ seems to be in the management of non-surgically appropriate patients. 

“In the absence of such findings, then I think the APP would be more qualified to educate 

and guide the patients in terms of other forms of management in terms of conservative 
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management, exercise-based treatment, modality-based treatment and provide them more 

education, and reassurance for those avenues.”  3S06 

“I think the main role is to properly educate these individuals and reassure them that they 

have a presentation that can be managed conservatively and is not amenable to surgery 

and to clearly outline their options for management and to address any concerns and 

explain to them possible causes for their symptoms.”  3S06 

“Much more so than neurosurgery, they [the APP] have way more to offer and are the 

quarterback of back and neck pain. I think they have a primary role in the management of 

those diseases, the non-surgical management of those diseases, not just to triage for us… 

it's not just the service they provide for neurosurgery to make sure that we're not 

spending time with these patients, but to actually give them tools to keep them out of the 

hospital.”  3S01 

The roles also differ, at least at this point in time, in the management of surgically appropriate 

patients and the education around surgical options. 

“…the spinal surgeon would be much more specific, and describe more accurately the 

type and location of the [surgical] procedure that would be performed for those that have 

the indications.”  3S06 

One stakeholder pointed out that when it came to triaging adults with back pain, the ISAEC PL 

(APP) only saw a small percentage of the total patients referred to spine clinic because of the 

strict inclusion criteria for the ISAEC model of care. 
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“It would just be a fraction of what we would typically see in our spine clinic, because 

currently we see all those patients anyways, in addition to more chronic lumbar 

disorders, as well as cervical and thoracic pathology as well.”  3S02 

Understanding/expectations.  All stakeholder participants indicated that their 

expectations with regards to patient’s health needs had been met by the new APP model of care 

so far.  When asked what stakeholders thought the APP Spine Triage Clinic was designed to 

offer, the majority indicated an expedited spine assessment. 

“…it's designed to offer expedited triage and screening for patients for elective patients 

referred to neurosurgery and orthopedic surgery services…”  3S06 

One stakeholder noted that the APP Spine Triage Clinic shouldn’t be designed to solely triage 

surgically appropriate patients, but also be expected to re-direct non-surgical patients to more 

appropriate conservative treatments. 

“I think it's designed to try and identify those patients that would benefit from surgery and 

help fast track them through the system, while appropriately directing other patients to 

more reasonable non-operative therapies.”  3S02 

Other stakeholders also understood this new model of care to provide more than just triage. 

“…I think you should run independently as to actively treat patients, not just to triage, not 

just as a stop gap for neurosurgeons.”  3S01 

“I would also assume there's more time to explore patient-related questions and from that a 

treatment plan that is very patient centric.”  3S04 

Patient education and reassurance were other expectations among two of the stakeholders 

interviewed. 
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“…I think the education and reassurance, even for those that end up seeing the surgeon, 

will help prevent chronicity in this population by addressing their concerns earlier and 

educating them appropriately.”  3S06 

 With regards to what may be perceived by stakeholders as special or unique about the 

APP Spine Triage Clinic, two stakeholders acknowledged early access to care. 

“I think it's unique because, as discussed earlier, it provides that rapid access and better 

management of patients in the acute stages.”  3S06 

Stakeholders also acknowledged the opportunity for consultation and collaboration between the 

APP and spine surgeon. 

“…working in parallel there would be that opportunity for consultation back and forth and 

building the strength of that team.”  3S04 

“It provides a forum for consultation with the surgeon on more concerning presentations 

or more ambiguous presentations that, may benefit from seeing the surgeon, or those that 

may not.  It provides a venue for collaboration and learning between the APP, and the 

surgeon both, the APP learning from the surgeon for surgical indications, but also the 

surgeon learning from the APP in terms of conservative management options for those that 

are non-surgical candidates.”  3S06 

One stakeholder was quick to point out that the knowledge, skills and judgement acquired 

through this new model of care develops expertise, and this expertise then becomes the 

treatment. 

“…the expertise is an actual intervention and treatment, it’s not just triaging, even though 

triaging is important…”  3S01 



ADVANCED PRACTICE PHYSIOTHERAPY SPINE TRIAGE                                             123

 

 

 

Finally, one of the stakeholders acknowledged the lower operative rate among spine patients may 

lead to a lower compliance to conservative advice and treatment among nonsurgical candidates 

compared to hip and knee patients where indications for surgical intervention are more clear. 

“I think one thing not necessarily unique to spine but a little bit different than the previous 

experiences with hip and knee arthroplasty is that there's a lower operative rate and there 

may be decreased level of acceptance of that non-operative advice from patients. By 

comparison to the hip and knee where there's a clear path to surgery, than there is in 

spine.”  3S02 

Overall satisfaction.  Although early in its implementation (three and a half months), the 

APP-led Spine Triage model of care has been well received by stakeholders to date.  Most 

stakeholders have been satisfied with the overall service provided by the APP through the APP 

Spine Triage Clinic at the tertiary care centre.  One stakeholder though, felt it was too early to 

report overall satisfaction but anticipated they will be satisfied once it starts to reduce their 

respective workload. 

“I would anticipate that I likely will be satisfied but it just has not evolved to that point yet 

where it's providing any workload reduction for me.”  3S02 

Stakeholders identified two areas that could be improved during implementation.  The first was 

the administrative contractual agreements within the tertiary care centre to establish the new APP 

role.  The second was identifying a surgeon sponsor during the formal training of the APP who 

was available to be a direct mentor and closely oversee the education and evaluation of the APP 

(PL for ISAEC), including providing time during clinic to discuss particular patient cases.  While 

there was a consensus among stakeholders that the APP-led Spine Triage model of care was 
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suitable for managing adults with spine pain, there was some skepticism with the ISAEC model, 

specifically, for those patients who did not fit the inclusion criteria. 

“I think the challenge will be what does it mean for patients who do not fit that model and 

how many are there in this region and that type of thing.”  3S04 

A few stakeholders expressed a desire for the new APP services to extend beyond the current 

ISAEC inclusion criteria, not only in terms of other spine regions (i.e. neck) but for other joints 

(i.e. shoulder and ankle) as well.  One stakeholder cautioned, however, that before extending the 

role of the APP, the APP must first fulfil their current role. 

“Well, if they could fulfill their main mandate which is improving access for patients and 

streamlining their care for the vast majority, that are being treated non-operatively. If they 

could do that that would be a great accomplishment, then be inclined to heap on more 

goals, or tasks beyond that.”  3S02 

Future directions.  All stakeholder participants unanimously supported the continuation of 

the APP Spine Triage Service.  When asked how the delivery of health care services could be 

improved, many stakeholders felt it was too early to answer this question.  One stakeholder, 

however, suggested to improve stakeholder engagement by providing a platform or venue that 

would allow broader discussion around the program, the APP role and model of care as well as 

an opportunity for input. 

“I think if we had a forum and had the input from the surgeons and that would maybe give 

them the opportunity to learn a little bit more about our role and about the program itself. I 

think there will be more engagement from everybody.”  3S06 
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“It's probably too early to say at this point, and again, it's contextual, so, some of our early 

challenges are related to the actual model we were given to implement and fairly 

restrictive model in terms of how that plays out.”  3S04  

Future priorities identified by stakeholders interviewed were: 

“Adequate admin support, adequate clinic space and then an adequate number of 

appropriately trained and motivated Advance Practice Physios.”  3S02 

Stakeholders also acknowledged a need for a better link to community services. 

“I think there needs to be direct collaboration with other services available in the 

community, so, that patients can have timely access to appropriate care that the APP role 

doesn't provide.”  3S06 

4.11 Acceptability and feasibility of the new APP role 

 Acceptability was evaluated in conjunction with feasibility of the new APP role within 

the context of the Neurosurgical unit.  Similar to Phase I, acceptability in Phase III was measured 

to the extent to which participants were satisfied with the APP Spine Triage Service with regards 

to process, procedures, and outcomes.  Twenty patient participants completed a post-consultation 

satisfaction survey within two weeks following their consultation with the APP.  The survey 

results indicated that 95% of patient participants were satisfied with the overall service received, 

95% agreed that their examination by the APP was thorough, and 85% had a better 

understanding of their condition, compared to 89%, 78%, and 61% in Phase I, respectively.  

When asked whether they would have preferred to be seen by one of the spine surgeons, 20% 

indicated ‘Yes’, but none were willing to wait an additional 3-4 months for this appointment.   
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 In addition to the twenty participants, five additional stakeholders from various 

backgrounds, including two spine surgeons, two hospital administrators, and the ISAEC PL, 

provided context to the acceptability of the new APP Spine Triage model of care.  The majority 

of stakeholder participants felt it was too early in the implementation of the new model to 

comment on patient satisfaction, however, 80% agreed to support the continuation of the new 

APP-led model of care. 

 The feasibility of implementing the new APP Spine Triage Service in Phase III was 

determined by assessing various indicators such as: context, fidelity of intervention 

implementation, and expansion.  Relevant data from various quantitative and qualitative tools 

collected during Phase III were used to assess for adequacy of the logistics, that is, the resources 

and procedures required for delivering the new APP model of care.  Each indicator is described 

below. 

The context described in Phase I (see 4.1.4; Context, demand and satisfaction with the 

Neurosurgical Referral Clinic) remained largely unchanged in Phase III.  The APP Spine Triage 

Clinic was located in the same physical environment in parallel to the spine surgeons’ clinic.  

The APP clinic was allocated one examination room per clinic and had access to the same 

personnel and support from other healthcare professionals as described in Phase I.  The process 

for patient referrals, appointment booking and reporting also remained unchanged. 

Fidelity of intervention implementation assesses adequacy of the implementation of the 

new model of care, specifically noting issues related to: 1) clarity, comprehensiveness, and 

logical sequencing of the information given to patients; 2) ease with which the APP activities 

were performed; and 3) the time it took to deliver different components of the APP intervention. 
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1) Clarity, comprehensiveness, and logical sequencing of the information given to 

patients.  During the semi-structured interviews, one patient participant remarked 

about how well the APP communicated with them in terms of using language that 

could be easily understood. 

“Good…he used laymen’s terms as opposed to the big medical terms and stuff like that, 

and so, it was easy to understand.”  3P15 

The post-consult satisfaction survey [Table 13] revealed satisfaction among 90% of 

patient participants with respect to the APP explaining everything about their condition, 

and 85% were satisfied with their understanding of their condition after seeing the APP. 

“Yes.  The communication was good, for me it was understanding, and if I don’t 

understand something he did explain to me everything yes.”  3P09 

A stakeholder participant also remarked on the time the APP has with the patient to 

ensure understanding and sequencing of the treatment plan. 

“…there would be more time spent with a patient and a more in depth plan and it’s 

probably a better sense for the patient knowing what’s next and how they can be part of 

that plan…”  3S04 

2) Ease with which the APP activities were performed.  As noted above, the addition of 

the APP Spine Triage service in parallel to the existing neurosurgical and orthopaedic 

clinics was well executed and systematic, especially leveraging ISAEC’s processes 

and protocols.  Among these protocols was the recommended length of time that an 

APP had with each patient (60 minutes) to perform a comprehensive subjective and 

objective assessment and formulation of a patient-centred, evidence-based treatment 
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plan.  Furthermore, the standardization of the paperwork, APP training and treatment 

plan ensured consistency and understanding among various health care practitioners. 

3) The time it took to deliver different components of the intervention.  One stakeholder 

participant noted the only challenges encountered during implementation of the new 

APP model of care was the approval and implementation of the CMS and medical 

directives. 

“Well, I think some of the issues or challenges that we have had is the CMS 

agreements and implementing the medical directives for the PL’s [Practice Lead’s] 

position.”  3S05 

Establishing medical directives for prescribed forms of energy (e.g. MRI or ultrasounds), 

diagnostics (e.g. X-Ray or CT scan), and specified laboratory tests were an anticipated challenge 

noted from previous experience with implementing the APP within the Central Intake and 

Assessment Centre for the Hip and Knee Arthritis Program at the tertiary care centre and with 

ISAEC’s clinical implementation team. 

 Expansion assesses the potential success of implementing the APP model of care to rapid 

access clinics (RACs) involving other areas of musculoskeletal regions (i.e. neck, shoulder, 

ankle), much like the hip and knee.  Though many of the stakeholders reported it was too early to 

evaluate all outcomes of the APP Spine Triage Service, there was overwhelming agreement 

(80%) to support the continuation of the APP model of care and re-evaluate at a later date.  This, 

unfortunately, will extend beyond the scope of the current study but sets the stage for further 

research in this area. 



ADVANCED PRACTICE PHYSIOTHERAPY SPINE TRIAGE                                             129

 

 

 

4.12 The application of the PEPPA framework for the implementation and short-term 

evaluation of the APP role – Phase III 

 The ISAEC operations team were instrumental in providing the required resources and 

expediting many of the change logistics required for APP role implementation. 

4.12.1 Step 7: Initiate the APP role implementation plan. 

 The APP role was developed to support the new model of care.  During this step, the 

ISAEC operations team hired the APP.  Following a one-week orientation to the hospital 

organization (September 10-14, 2018), the APP completed 12-weeks of online foundational 

training from September 17, 2018 to December 7, 2018 including in-person training with area 

spine surgeons, case-based online testing, and an additional week of CMS training to allow the 

APP to navigate the electronic database platform.  During implementation, progress in role 

development was closely monitored by the APP’s clinical lead using formative performance 

evaluations.  The operations team provided additional support and strategies to support the 

implementation of the APP role as needed. 

4.12.2 Step 8: Evaluate the APP role and new model of care. 

 A mix of quantitative and qualitative methods were used to evaluate the APP role 

implementation and the extent to which priority patient health needs and the goals for improving 

the model of care delivery were achieved in the short-term. 
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Chapter 5 

                                                  Discussion 

This is the first study in Canada to report on the feasibility of an APP Spine Triage Service 

for adults with neck and back pain.  Evaluation of the current Neurosurgical practice in Phase I 

revealed a centrally located, fully accessible facility with adequate infrastructure, a demand for 

spine care services that continues to increase exponentially, and a high level of satisfaction 

amongst stakeholders receptive to the new APP model of care.  The advisory committee were 

satisfied with the process for planning and development of the APP role in Phase II, under the 

guidance of the clearly articulated and transparent steps of the PEPPA framework.  The new APP 

model of care design was deemed appropriate for managing priority problems and goals, 

practical for addressing many of the change initiative logistics, effective for its robust evaluation 

plan, and implementation eminent with the assistance of the government-funded ISAEC program 

in Phase II.  Implementation and short-term evaluation of the new APP model of care in Phase III 

was determined to be acceptable and feasible within the context of the Neurosurgical Referral 

Clinic.  Stakeholder acceptance and satisfaction with the APP-led model of care was higher than 

the physician-led model of care.  The context remained largely unchanged from Phase I.  The 

fidelity of intervention implementation was well executed and systematic, despite anticipated 

delays in implementing contractual agreements (i.e. CMS [6 months] and APP contracts [3 

months]) and medical directives (5 months).  While the short-term evaluation of the APP-led 

model of care was perhaps too short with respect to timelines to effectively measure all outcomes 
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of the APP service, there was overwhelming agreement (80%) amongst stakeholders to support 

the continuation and expansion of the APP model moving forward. 

5.1 Acceptance and Satisfaction 

The high level of acceptability and satisfaction with the APP model of care compared to 

‘usual’ medical care is consistent with the results of previous systematic reviews (Desmeules et 

al., 2012; Kersten et al., 2007; McClellan et al., 2010; Thompson, Yoward, & Dawson, 2016).  

How patients perceive their involvement in the assessment and decision-making process may 

explain the higher satisfaction ratings (Coyle & Carpenter, 2011).  Thompson et al. (2016) linked 

patients’ quality of care to the length of APP appointments, which could facilitate greater clinical 

discussion and patient involvement, thus fostering patient participation and a more productive 

clinical relationship with the APP than with the surgeon.  In a study exploring patient quality 

dimensions in a spinal screening service, older patients appeared to benefit from extended time 

being taken by APPs to provide an explanation of diagnosis, investigations and management 

options (Reeve & May, 2009). 

The opportunity to participate in the clinical decision-making was a priority and one of the 

themes arising in Phase I.  Other studies have reported a desire of patients with musculoskeletal 

disorders to participate in the clinical decision-making process and feel involved in the process of 

the consultation (Reeve & May, 2009; Verbeek, Sengers, Riemens, & Haafkens, 2004).  A 

narrative review and synthesis of the literature by Kitson, Marshall, Bassett, and Zeitz (2013) 

identified three core elements of patient-centred care: patient participation and involvement, 

relationship between the patient and the healthcare professional, and the context in which care is 

delivered.  Samsson, Bernhardsson, and Larsson (2016) concluded that all health professionals 
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provide care based on these elements, but there is a possibility that the two different professions 

(APP and spine surgeons) have a different focus of care.  Patients themselves may also demand 

different quality of care depending on the care situation itself (Muntlin, Gunningberg, & 

Carlsson, 2006) and so perhaps the expectations of patients also vary (Samsson et al., 2016). 

Patient participants who were assessed by the APP in Phase III reported greater satisfaction 

with the knowledge and education they received about their condition than patients who were 

assessed by the spine surgeon in Phase I.  These findings are consistent with previous studies 

which have reported that education, exercise, and pain relief are part of the physiotherapist’s 

assessment and management more so than other medical professionals (Daker-White et al., 1999; 

Desmeules et al., 2013; Richardson et al., 2005).  This is also achieved by a health care 

professional who is understanding, respectful and a good communicator (Razmjou et al., 2013).  

May (2001) found that failure to communicate effectively about the condition and the treatment 

options was the most frequent source of patient dissatisfaction amongst patients with back pain.  

Patients expect and want information about the whole process of care and are actively seeking a 

provisional diagnosis and recommendations for self-management (Reese & May, 2009; Verbeek 

et al., 2004).  Given that 75-85% of patients referred to a spine surgeon in Canada are not 

surgical candidates (Findlay & Deis, 2010; Fourney et al., 2011; Mayman & Yen, 1999), and 

considering the evidence above, the APP model of care may yield higher rates of acceptance and 

satisfaction. 

A survey of Canadian spine surgeons revealed that the majority (77%) of surgeons require 

their patients to have an MRI of their spine prior to seeing them in clinic (Busse et al., 2014).  All 

patients referred to the Neurosurgical Referral Clinic are required to have a recent MRI prior to 
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their initial assessment with the surgeon.  Patients’ knowledge of these test results, that may have 

no clinical significance, may create fear, anxiety, activity avoidance and can often be a barrier to 

functional recovery (Kidane, Gandhi, & Sarro, 2011).  An alternate model of care, such as the 

APP Spine Triage Clinic, that provides accurate and timely diagnosis, often without the use of 

imaging, is a more patient-centred approach.  With clinical expertise in the management of 

musculoskeletal conditions, APPs add value to the current physician-led model of care.  APP 

roles have reported to reduce wait times, provide equal or better care with higher levels of 

satisfaction from both patients and health professionals, which is consistent with the findings of 

the current study and other spine models in Ontario (Robarts et al., 2017; ISAEC), Saskatchewan 

(Bath & Janzen, 2012; Fourney et al., 2011), and Quebec (McGill University, 2010). 

5.2 Feasibility 

 Testing the acceptability and feasibility of the APP Spine Triage model of care is the first 

and foundational phase recommended for evaluating a newly developed intervention (Sidani & 

Braden, 2011).  Various stakeholders in the present study were engaged throughout the 

development process, from conceptualization to implementation and evaluation, adhering to the 

principles of participatory evidence-based patient-focused process for advanced practice role 

development.  The PEPPA framework and associated toolkit provided a breadth of resources that 

were employed effectively to support decision-making and ensure thoughtful collaboration of 

stakeholders and patients at each step.  It provided a strategy and a structure to the process that 

allowed for better preparation, and as well, allowed the advisory committee to anticipate and plan 

for potential barriers and facilitators in the quest to achieve an evidence-based approach to APP 

role implementation.   
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The anticipated the anticipated barriers of contractual agreements within the hospital 

organization and billing, similar challenges were common with other implementation studies 

using the PEPPA framework.  McNamara et al. (2009) struggled to develop documents that were 

acceptable for both the Order of Nurses (OHQ) and the College of Physicians when 

implementing the specialized nurse practitioner (SNP) in Quebec in 2005.  Without these 

documents, the SNPs were not able to practice autonomously resulting in significant delays in the 

implementation phase.  Harnett et al. (2014) identified role definition, role confusion, 

professional scope of practice and territorialism as challenges when implementing the advanced 

practice Clinical Specialist Radiation Therapist (CSRT) in Ontario in 2003, and Robarts et al. 

(2008) identified a need for enabling legislation during the implementation of an APP role with 

the hip and knee arthroplasty program in 2005.  The published experiences of past advanced 

practice roles implemented under the guidance of the PEPPA framework was helpful for the 

purpose of the present study to view these common challenges as obstacles rather than barriers to 

role implementation (Robarts et al., 2008).  It was also reaffirming to see the Ministry utilizing 

an adapted version of the PEPPA framework for the planning, development, and implementation 

of the RAC-LBP [ISAEC] as well as the additional musculoskeletal pathways yet to come. 

During the early Phase II planning of the new APP role, two barriers were identified by 

stakeholders that could potentially threaten the long-term sustainability of the new APP model of 

care.  The first was establishing medical directives within the tertiary care centre that would 

allow the APP to order prescribed forms of energy (e.g. MRI, CT, Ultrasound) and diagnostics 

(e.g. X-Ray) and specified laboratory tests.  During Phase III, however, 100% (n=20) of the 

patient participants were recruited from existing wait lists of spine surgeons, whereby all patients 
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had already received a requisition for an MRI, a requirement for all referrals to the Neurosurgical 

Referral Clinic, prior to the initial consult with the surgeon.  Therefore, not having medical 

directives in place for Phase III of the study did not limit the ability of the APP to work in this 

context.  Even though establishing medical directives was an anticipated challenge, as noted from 

the earlier APP role implementation within same tertiary care centre (Aiken et al., 2007), medical 

directives were not formally established four months after ISAEC was implemented at the end of 

January 2019.   

The second barrier identified in the early planning phase was the inability of the APP to 

bill OHIP directly for services rendered.  This too was an issue for a similar APP role, and the 

long-term sustainability of this role wasn’t achieved until the tertiary care centre funded the 

position directly through their global budget.  As for the current APP Spine Triage role, it will 

continue to exist through the RACs, funded by the MOHLTC.  If funding was not available 

either through the tertiary centre directly or the MOHLTC to support the new APP role, each 

patient would need to be seen by the neurosurgeon, which would negate the APP to practice 

within a Parallel model, and could potentially threaten the long-term sustainability of the APP 

role. 

 With respect to the model of care, it was conceived from the advisory committee’s 

decision that when the APP screened patients for potential management by the surgeon and 

conservatively managed those who did not need to see the surgeon, it was considered a Triage 

model.  In this case, having the APP present allowed the surgeon to double book assessments, yet 

the surgeon was able to maintain an active role in both the assessment and management of each 

patient.  In a Parallel model, the APP would triage potential neck and back pain patients as per 
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the Triage model, but additionally manage an independent caseload, functioning in parallel to 

that of the surgeon by assuming a more autonomous role.  The intent of Phase III implementation 

was for the APP role to first function in a Triage model of care and evolve to a Parallel model 

once the APP had gained the trust and acceptability of the respective surgeons and hospital 

administrators.    

Leveraging the resources of the RAC-LBP during Phase II and III contributed greatly to 

the practicality and adequacy of the logistics required for APP role planning (Steps 5 and 6) and 

implementation (Steps 7 and 8) within the existing context of the Neurosurgical Referral Clinic, 

particularly, the standardization of stakeholder training, communication, and contractual 

agreements between the Ministry and hospital organizations.  Without the financial and logistical 

support of ISAEC during this Phase, it would have likely resulted in further delays in 

implementation and may have been a perceived barrier to role implementation.  In the short-term, 

and for the sake of the present study, the APP Spine Triage model of care, with the assistance of 

ISAEC, was feasible within the context of the current Neurosurgical Referral Clinic.   The 

addition of the APP role to the existing Neurosurgical Referral Clinic enabled delivery of a 

broader range of services, more comprehensive care to back pain patients and received high 

levels of satisfaction from all stakeholders.  The addition of the APP role was not intended to 

replace current roles, such as the PA.  In the study model, the PA would continue to fulfill in-

patient roles and responsibilities and attend to out-patient cranial cases as the surgeon’s needs 

dictated.  Adding an APP will ensure that current roles are utilized to their maximum potential, 

interactions amongst roles will be efficient and as productive as possible, and will potentially 
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improve patient outcomes in the long-term, freeing up the surgeon’s time to focus on patients 

with more urgent surgical needs.  

The APP Spine Triage model, in its design, addressed downstream problems within the 

current health care system though did not address all of the priorities identified in Phase I, 

specifically, the increasing number of inappropriate referrals from primary care practitioners.  

Without external funding from the ministry, the benefits of the proposed study model may not be 

enough incentive for a hospital to fund a new APP role on a long-term basis.  In Ontario, the APP 

Spine Triage model, therefore, may not be feasible for the long-term, especially now that the 

“RACs are here to stay”, according to Nitin Madhvani, ARTIC MSK Project Manager for Health 

Quality Ontario, in a recent email correspondence (June 21, 2019).  In other provinces and 

countries, models of care addressing upsteam problems will require an extensive commitment of 

funds and buy-in from stakeholders, which often doesn’t occur without studies like this one.   

5.3 RAC-LBP (ISAEC) Model 

With the adoption and expansion of the ISAEC model across Ontario, physiotherapists 

working as either the advanced practice clinician (APC), working in the community, or the 

practice lead (PL]), working centrally within the hospital, will function in a Parallel model.  The 

main difference being that the APC will have less opportunity for face-to-face collaboration with 

the spine surgeon, if/when the need arises.  The ISAEC model is an upstream model of care 

whereby adults with non-emergent lumbar diagnoses more amenable to conservative 

management, receive rapid low back pain assessment, education and evidence-informed, self-

management treatment plans.  Patients presenting with persistent low back pain and/or related 

symptoms (e.g. sciatica, neurogenic claudication) 6 weeks to 12 months post-onset, or recurrent 
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episodic unmanageable low back pain and/or related symptoms of less than 12 months post-

recurrence qualify for the ISAEC model of care.  Self-management plans include advice on the 

importance of staying active as well as instruction on exercises and modified activities as needed 

to help patients better manage their low back pain, improve their mobility and overall physical 

function (ISAEC, 2019). 

ISAEC is not designed to provide patients with adjunct pharmacological or non-

pharmacological therapy, active physiotherapy or chiropractic treatment, nor is it designed to 

address every low back pain-related problem including chronic low back pain, motor vehicle 

accident (MVA) and workplace safety insurance board (WSIB) patients (ARTIC, 2018).  It is 

designed to decrease the prevalence of unmanageable chronic low back pain, reduce opioid 

initiation, and reduce unnecessary diagnostic imaging as well as unnecessary specialist referral 

(ARTIC, 2018).  Therefore, referring practitioners who prefer to refer their patients with back 

pain who fit the above criteria through the ISAEC program, must do so prior to initiation of an 

opioid prescription, imaging referral, or specialist referral.  The 30% reduction in participating 

referring practitioners’ spine imaging referrals and utilization during the ISAEC 2012 pilot 

equated to a cost savings of over $5,000,000 per year (ISAEC Research Database; Rampersaud, 

Y.R. University Health Network – Health Quality Programs, March, 2018).  The upstream cost 

efficiencies within the RAC-LBP pathway are more likely to lead to long-term sustainability of 

this model of care.   

The cost efficiencies of the current APP model are downstream, namely the cost 

differential of an APP versus a spine surgeon, which was beyond the scope of the current study 

but a recommendation for future research.  To the author’s knowledge, the ISAEC model is the 
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only published model for the management of back pain that addresses upstream efficiencies, such 

as reducing unnecessary use of imaging and specialty referrals, that in turn ensures its own 

sustainability.  Another efficiency that is overlooked in the current APP model and ISAEC (to a 

lesser extent) is the training and education of the referring practitioner, which during stakeholder 

interviews was considered to be the “root of the problem” (increasing number of inappropriate 

referrals) for some while to others, futile, based on previous attempts to mitigate the referral and 

triage process.  Klein, Radecki, Foris, Feil, and Martin (2000) developed and promoted non-

emergent spine referral guidelines through continuing medical education activities.  The authors 

reported a reduction in the rates of imaging, specialist referrals and a subsequent number of visits 

to the spine surgeon and spine surgery rates.  Unfortunately, the findings were presented as a 

case study, with limited description of methodology and results that were difficult to interpret.  

This too is an area that warrants further investigation. 

5.4 Limitations 

 The findings from the current study should be interpreted in light of a number of 

limitations.  The small sample size and choice to use a purposive sampling to recruit participants 

in Phase I and III risks self-selection bias, potentially influencing the internal validity of the 

results.  Furthermore, the mean age of Phase III patient participants was 71 years, much older 

than Phase I patient participants which had a mean age of 57 years.  Previous studies have 

reported higher satisfaction ratings among older patients (Grondahl, Karlsson, Hall-Lord, 

Appelgren, & Wilde-Larsson, 2011; Wilde-Larsson, Larsson, Wickman Chantereau, & Stael von 

Holstein, 2005) which may account for the higher perceived satisfaction ratings in Phase III 

patient participants.  Another explanation for high perceived ratings of satisfaction among Phase 
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III patient participants could have been the difference in the duration of the assessment by the 

APP versus the spine surgeon.  Hush, Cameron, and Mackey (2011) found that the quality of 

patient-centred care was enhanced by the length of the consult.  The average assessment for the 

APP, standardized by ISAEC, was 60 minutes, whereby the average assessment by the spine 

surgeon varied between 15-30 minutes.  Therefore, the longer assessments by the APP could 

have positively influenced the outcome (Desmeules et al., 2013; Razmjou et al., 2013). 

 There may be potential interviewer bias since the principal investigator conducted and 

analyzed all stakeholder interviews.  A more structured approach to the clinic observations 

should have been used with the surgeon and APP during Phase I and III, respectively, to give 

more transparency to any direct comparisons between the two healthcare providers.  The 

principal investigator also coded all of the qualitative data (including field notes) rather than 

having a second person coding which may have introduced bias when interpreting the data.   

Recall bias may have occurred when patients were given up to two weeks to complete the 

post-consultation satisfaction questionnaire in Phase I and III.  Some patients may have 

remembered their experience differently than if they had completed the questionnaire 

immediately following their consult.  Despite efforts, the principal investigator was not able to 

recruit a patient representative for the advisory committee, which limited stakeholder input into 

the APP role planning and development. 

The interpersonal attributes of the therapist are another determinant of patient satisfaction 

which was previously shown to enhance the quality of patient-centred care (Hush et al., 2011).  

That is, patient satisfaction with care may be related more to the interaction with the therapist 

than the treatment outcome (Hush et al., 2011; Jakobsson and Holmberg, 2012).  It may be 
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perceived that the APP, aware of the study outcomes, performed beyond usual care.  However, 

the spine surgeon was also fully aware of the study protocol, and therefore there may be an 

element of performance bias from both the APP and spine surgeon who may have performed at 

their best.   

The originally proposed APP Spine Triage service was inclusive to all adults with back 

and neck pain with few exclusions.  After having merged with ISAEC, however, the exclusion 

criteria resulted in a very small subset of the spine pain population which, according to ISAEC 

Provincial Lead, Dr. Raja Rampersaud (Rutka & Rampersaud, 2018), is more likely to respond to 

conservative management.  Support for this statement, could not be found in the literature.  

Ideally, the methodology would have been more robust if patient participants presented with pain 

in regions of the spine other than just the low back/leg, if they were assessed by multiple spine 

surgeons/APPs to investigate inter-rater agreement and concordance between the respective 

surgeon and APP, and a longer timeframe was provided with which to evaluate the APP role.  

Due to propriety restrictions implemented by the ISAEC operations team, only one APP (who 

was new to the role) was fully trained at the time of Phase III data collection and implementation 

timelines were not flexible, and so such a study protocol was not possible and beyond the scope 

of the current study.  The study limitations identified above, limits generalizability of the 

findings and the results should be interpreted with these in mind. 

5.5 Implications for Physiotherapy, Advanced Practice, and Interprofessional Care Models 

 Despite the limitations, our study mirrors the findings of other groups, both in Canada 

and abroad, that an APP model of care for patients with spine pathology can provide an 

alternative, stream-lined non-surgical management option for adults with back pain. Early 
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identification of patients for whom non-surgical management has been deemed to be the most 

appropriate approach, as well as education, reassurance, and evidence-based self-management 

strategies will address the health needs of these patients.  The added value of the APP role, 

compared to that of the spine surgeon and PA, is time spent with the patient to conduct a 

comprehensive assessment, provide individualized recommendations, including an evidence-

based self-management plan, that is linked to local programs and resources.  According to 

McPhillips-Tangum, Cherkin, Rhodes, and Markham (1998), patients repeatedly seek care from 

their healthcare provider and/or specialist because past care often failed to answer fundamental 

questions about the cause of their pain and/or appropriate treatment management.  McPhillips-

Tangum et al. (1998) reinforced the value of time with the patient which not only helps clinicians 

focus on the patients’ primary concerns, but increases the chances that these patients will leave 

the visit thinking that their concerns were heard and needs met.  Further, the stronger the 

agreement between the patient and provider about the nature of the problem and treatment plan, 

the stronger the predictor of outcomes.   

Up until recent, the design of APP models of care varied across Ontario, Canada, and 

abroad with specific methodologies that targeted local needs for which the triage initiative was 

often created.  The current APP model is no exception; however, similarities are starting to 

emerge with respect to the framework underpinning the process used for development, 

implementation, evaluation and application of these APP roles.  The ISAEC model of care, that 

is currently expanding provincially through the RACs, offers to address the need for 

standardization of procedures for assessment, classification, management, and outcome measures 

previously identified in a systematic review of orthopaedic triage (Morris et al., 2014).  More 
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APP models, such as the current study, are also placing more emphasis on patient-focused 

outcomes such as satisfaction, function, quality of life, and less on organizational outcomes such 

as wait times and patient throughput (Fennelly, Blake, Desmeules, Stokes, & Cunningham, 2017; 

Fennelly et al., 2018).  Fennelly et al. (2017) advocated for more homogeneity of valid and 

reliable outcome measures that will allow for better/easier comparison across the different APP 

musculoskeletal healthcare services.   

A synthesis of the literature by Barrett et al. (2007) suggested positive provider, system, 

and patient outcomes resulted from care models that were interprofessional and collaborative, 

particularly for chronic disease populations.  Health care providers working in an 

interprofessional model were shown to be more satisfied, develop a positive perception of 

working collaboratively with other professionals, and develop enhanced knowledge and skills 

compared to healthcare providers working in a single-professional model of care.  From their 

review, a number of positive health system outcomes were directly observed in interprofessional 

care models, including a trend towards fewer physicians, hospital and emergency room visits, a 

reduction in the number of medications, in specialists’ referrals and utilization rates for imaging, 

thereby improving system efficiencies and overall cost savings.  Patients in an interprofessional 

care model reported higher rates of satisfaction, improved health outcomes (e.g. health status, 

quality of life, function), and developed enhanced self-care and health condition knowledge and 

skills compared to patients cared for by healthcare providers working in a single-professional 

model (Barrett et al., 2007).  Greater regulatory and legislative support to foster and promote 

consistency and clarity of interprofessional care models is required.  Such governmental action 

should be based on additional rigorous research efforts that clarify definitions of 
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interprofessional care models and gather evidence to examine variations in model outcomes 

which then can be generalized and contextualized within the Canadian healthcare systems. 

5.6 Recommendations for Future Research 

A retrospective study applying the current ISAEC referral criteria to spine referrals 

received by the Neurosurgical Referral Clinic within the past year will give some context to the 

overall impact that ISAEC will have on wait times in this setting.  Investigating the efficacy of 

the APP Spine Triage model of care using larger sample sizes, multiple locations with several 

different APPs and spine surgeons is another aim for future research.  Exploring the utility of 

providing more formal training and education to primary care practitioners, specific to early 

triage and appropriate management of spine patients, will determine whether this is a viable 

option worth pursuing.  Effectiveness studies are needed to examine the effects of the APP model 

of care on various outcomes such as wait times, satisfaction, adherence to treatment management 

regimes, prevalence of chronic unmanageable low back pain, opioid initiation, unnecessary 

diagnostic imaging, unnecessary emergency room visits, and unnecessary specialist referrals.  

Surprisingly, few APP studies have investigated cost-effectiveness when this is often the main 

driver for the introduction of these roles.  The lack of cost-effective evaluation limits our full 

understanding of the implementation of APP models of care. What is required is high quality cost 

and consequence analyses considering a wide range of healthcare resources to establish whether 

APPs provide a more cost-effective choice for service providers.  Achievement of these 

benchmarks will strengthen the evidence available to support the long-term sustainability of this 

service and expansion of the referral criteria to include patients with other musculoskeletal 

pathways. 
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5.7 Conclusion 

 The APP Spine Triage service for adults with neck and back pain is feasible within the 

context of a Neurosurgical practice in a small tertiary care centre in southeastern Ontario.  

Stakeholder satisfaction was higher under the APP model of care and there was overwhelming 

support (80%) from stakeholders to continue with the new APP model.  The findings in the 

current study are in line with existing literature that the APP model provides access to patient-

centred care that is timely, informative, coordinated and integrated to better meet the health 

needs of patients with neck and back pain.  In Ontario, the APP Spine Triage model of care 

(ISAEC) is currently expanding through the RACs coordinated by ARTIC, a joint program of 

Health Quality Ontario and the Council of Academic Hospitals of Ontario.  Existing plans for the 

RAC for LBP address some of the limitations found in the current study and in the literature.  For 

other provinces within Canada and abroad, APP models should value the amount of time spent 

with the patient and place more emphasis on homogenous valid and reliable patient-focused 

outcomes, and standardized procedures for the development, classification, and non-surgical 

management of adults with neck and low back pain which will lead to more robust efficacy and 

effectiveness evaluation.   
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Appendix A: 

Conceptual Model for Advanced Practitioner Characteristics 

(Smith, Harris, Woznitza, Maresse, & Sale, 2015; p. 206) 
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Appendix B: 

Areas of Focus and Possible Outcomes 

(Adapted from Bowen et al., 2009) 

 

 

Area of Focus Meaning Sample Outcomes 

Acceptability Reaction to APP Satisfaction 
Intent to continue use 
Perceived appropriateness 

Demand Estimated use Fit within organizational culture 
Perceived effects on organization 
Actual use 
Expressed interest/Stakeholder engagement 
Perceived demand 

Implementation Implementation of APP 
Triage model as planned

Degree of execution 
Success/failure of execution 
Resources used to implement 

Practicality Resources required Barriers/facilitators to implementation 
Efficiency, speed, quality of 
implementation 
Impact on stakeholders 
Ability of participants to carry out new 
APP role 

Adaptation Changes to existing 
program 

Consistency in outcomes with new APP 
model 

Integration Level of system change Perceived fit with infrastructure 
Perceived sustainability 

Expansion Potential success Costs to organization 
Fit with organizational goals and culture 
Effects on organization 
Disruption due to expansion 

Limited-efficacy 
testing 

Adequacy of feasibility 
design 

Effects of program on key intermediate 
variables 
Effect-size estimation 
Maintenance of changes from initial change
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Appendix C: 
Study Participation Request Letter 

                                                                      Phase I - Patient 
 
Randy Booth 
Queen’s University 
31 George Street, Louise D Acton Building 
Kingston, ON 
K7L 3N6 
 
XXXXXXXX 
XXXXXXXXXX 
XXXXXX XXXXXX  
XXXXXXX  
XXXXXXX, ON XXXXXX 
 
Re: Research Study: An advanced practice physiotherapy (APP) spine triage service for adults 
with neck and back pain: A feasibility study 
 
May 24, 2017 
 
Dear XXXXXXX, 
 
My name is Randy Booth.  I am a PhD student at Queen’s University.  I’m looking to explore the 
acceptability and feasibility of an advanced practice physiotherapy (APP) Spine Triage 
assessment service for adults like yourself suffering with neck or back pain.  In light of 
increasing demand for neurosurgical services over the past decade, alternative models of care are 
being explored to ensure that the same level of care provided is timely, effective, and evidence-
based.   
 
Before implementing an APP Triage model in this setting, however, it is important to understand 
the current state of surgical spine activity locally to identify potential gaps and opportunities that 
may enhance care delivery.  Therefore, the first part of this study will systematically evaluate the 
current practice of the Neurosurgical Referral Clinic at Kingston Health Sciences Centre - Hotel 
Dieu Hospital site.  In particular, this study will explore the pattern and wait time for spine 
patient referrals, patient demographics and symptom characteristics, self-perceived function, pain 
and quality of life, the outcome of the spine assessment in terms of diagnosis and management, 
and patient, referring practitioner, and surgeon satisfaction with the current Neurosurgical 
practice. 
 
The first part of this study will require 20-30 minutes of your time to complete the study 
baseline measures questionnaire immediately prior to your scheduled spine assessment.   

SCHOOL OF NURSING 

 

92 Barrie Street 

Queen’s University 

Kingston, Ontario, Canada K7L 3N6 

Tel 613-533-2668 
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The second part of the study will require 30-45 minutes of your time to take part in a face-
to-face or telephone interview to learn about your role in the current health care model, 
your understanding and interpretation of the Neurosurgical Referral Clinic, APP Triage, 
the potential impact of an APP Triage model on the Neurosurgical services and potential 
application for the APP role. 

Between 2-4 weeks following your spine assessment, you will be asked to fill out a brief 
satisfaction survey questionnaire in regards to your spine assessment experience which 
shouldn’t take more than 5 minutes to complete. 

The questionnaire, interview, and survey will be confidential.  Your answers will not be linked 
with your name in any reports of the data.  Your participation in this study is voluntary and if you 
come to any question you prefer not to answer, you are welcome to skip it and go on to the next.  
You may withdraw from this study at any time without penalty or without jeopardizing the 
quality of care received now or in the future at this hospital. 
 
If you would like to participate in this study or if you would like more information about this 
study, please feel free to contact me at 613-888-7856 or email: boothr@queensu.ca.  If you have 
questions regarding your rights as a research participant, you can contact Dr. Albert Clark, Chair, 
Queen’s University Health Sciences and Affiliated Teaching Hospitals Research Ethics Board at 
613-533-6081 or 1-844-535-2988, or thesis co-supervisors, Dr. Dana Edge, at 613-533-6000 ext. 
74765 or Dr. Rosemary Wilson, at 75323. 
 
Thank you in advance for participating in this study. 
 
Many Thanks, 

 
Randy Booth, PhD (student) 
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Appendix C: 
Study Participation Request Letter  

 
Phase I – Spine Surgeon 

 
 
 
Randy Booth 
Queen’s University 
31 George Street, Louise D Acton Building 
Kingston, ON 
K7L 3N6 
 

XXXXXXXX 
XXXXXXXXXX 
XXXXXX XXXXXX  
XXXXXXX  
XXXXXXX, ON XXXXXX 
 

Re: Research Study: An advanced practice physiotherapy (APP) spine triage service for adults with neck 
and back pain: A feasibility study 
 
May 24, 2017 

Dear XXXXXXX, 

My name is Randy Booth.  I am a PhD student at Queen’s University.  I’m looking to explore the 
acceptability and feasibility of an advanced practice physiotherapy (APP) Spine Triage assessment service 
for adults suffering with neck and back pain.  In light of increasing demand for neurosurgical services 
over the past decade, alternative models of care are being explored to ensure that the same level of care 
provided is timely, effective, and evidence-based.   

Before implementing an APP Triage model in this setting, however, it is important to understand the 
current state of surgical spine activity locally to identify potential gaps and opportunities that may 
enhance care delivery.  Therefore, the first part of this study will systematically evaluate the current 
practice of the Neurosurgical Referral Clinic at Kingston Health Sciences Centre - Hotel Dieu Hospital 
site.  In particular, this study will explore the rate and wait time for spine patient referrals, patient 
demographics and symptom characteristics, self-perceived function, pain and quality of life, the outcome 
of the spine assessment in terms of diagnosis and management, and patient, referring practitioner, and 
surgeon satisfaction with the current Neurosurgical practice. 

This study should only require 5 minutes of your time to complete a brief survey in regards to your 
satisfaction with the current Neurosurgical Referral service and your patient’s spine assessment 
experience. 

You may also be asked to take part in a 30 minute face-to-face or telephone interview to learn about 
your role in the current health care model, your understanding and interpretation of the 
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Neurosurgical Referral Clinic, APP Triage, the potential impact of an APP Triage model on your 
practice, the Neurosurgical services, and potential implications for the APP role. 

If you would like to participate in this study or if you would like more information about this study, please 
feel free to contact me at 613-888-7856 or email: boothr@queensu.ca.  If you have questions regarding 
your rights as a research participant, you can contact Dr. Albert Clark, Chair, Queen’s University Health 
Sciences and Affiliated Teaching Hospitals Research Ethics Board at 613-533-6081 or 1-844-535-2988, 
or thesis co-supervisors, Dr. Dana Edge, a 613-533-6000 ext. 74765 or Dr. Rosemary Wilson at 75323. 
 

Thank you in advance for participating in this study. 

 

Many Thanks, 

 

Randy Booth, PhD (student) 
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Appendix C: 
Study Participation Request Letter  

 
Phase I – Referring Practitioner  

 
 
 
 
Randy Booth 
Queen’s University 
31 George Street, Louise D Acton Building 
Kingston, ON 
K7L 3N6 
 
XXXXXXXX 
XXXXXXXXXX 
XXXXXX XXXXXX  
XXXXXXX  
XXXXXXX, ON XXXXXX 
 
Re: Research Study: An advanced practice physiotherapy (APP) spine triage service for adults 
with neck and back pain: A feasibility study 
 
May 24, 2017 
 
Dear XXXXXXX, 
 
My name is Randy Booth.  I am a PhD student at Queen’s University.  I’m looking to explore the 
acceptability and feasibility of an advanced practice physiotherapy (APP) Spine Triage 
assessment service for adults suffering with neck and back pain.  In light of increasing demand 
for neurosurgical services over the past decade, alternative models of care are being explored to 
ensure that the same level of care provided is timely, effective, and evidence-based.   

Before implementing an APP Triage model in this setting, however, it is important to understand 
the current state of surgical spine activity locally to identify potential gaps and opportunities that 
may enhance care delivery.  Therefore, the first part of this study will systematically evaluate the 
current practice of the Neurosurgical Referral Clinic at Kingston Health Sciences Centre - Hotel 
Dieu Hospital site.  In particular, this study will explore the rate and wait time for spine patient 
referrals, patient demographics and symptom characteristics, self-perceived function, pain and 
quality of life, the outcome of the spine assessment in terms of diagnosis and management, and 
patient, referring practitioner, and surgeon satisfaction with the current Neurosurgical practice. 
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This study should only require 5 minutes of your time to complete a brief survey in regards 
to your satisfaction with the current Neurosurgical Referral service and your patient’s 
spine assessment experience. 

You may also be asked to take part in a 30 minute face-to-face or telephone interview to 
learn about your role in the current health care model, your understanding and 
interpretation of the Neurosurgical Referral Clinic, APP Triage, the potential impact of an 
APP Triage model on your practice, the Neurosurgical services, and potential implications 
for the APP role. 

If you would like to participate in this study or if you would like more information about this 
study, please feel free to contact me at 613-888-7856 or email: boothr@queensu.ca.  If you have 
questions regarding your rights as a research participant, you can contact Dr. Albert Clark, Chair, 
Queen’s University Health Sciences and Affiliated Teaching Hospitals Research Ethics Board at 
613-533-6081 or 1-844-535-2988, or thesis co-supervisors, Dr. Dana Edge, a 613-533-6000 ext. 
74765 or Dr. Rosemary Wilson at 75323. 
 
Thank you in advance for participating in this study. 
 
Many Thanks, 

 
Randy Booth, PhD (student) 
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Appendix C: 

Study Participation Request Letter  
 

Phase I – Hospital Administrator 
 
 
 
Randy Booth 
Queen’s University 
31 George Street, Louise D Acton Building 
Kingston, ON 
K7L 3N6 
 
XXXXXXXX 
XXXXXXXXXX 
XXXXXX XXXXXX  
XXXXXXX  
XXXXXXX, ON XXXXXX 
 
Re: Research Study: An advanced practice physiotherapy (APP) spine triage service for adults 
with neck and back pain: A feasibility study 
 
May 24, 2017 
 
Dear XXXXXXX, 
 
My name is Randy Booth.  I am a PhD student at Queen’s University.  I’m looking to explore the 
acceptability and feasibility of an advanced practice physiotherapy (APP) Spine Triage 
assessment service for adults suffering with neck and back pain.  In light of increasing demand 
for neurosurgical services over the past decade, alternative models of care are being explored to 
ensure that the same level of care provided is timely, effective, and evidence-based.   

Before implementing an APP Triage model in this setting, however, it is important to understand 
the current state of surgical spine activity locally to identify potential gaps and opportunities that 
may enhance care delivery.  Therefore, the first part of this study will systematically evaluate the 
current practice of the Neurosurgical Referral Clinic at Kingston Health Sciences Centre - Hotel 
Dieu Hospital site.  In particular, this study will explore the rate and wait time for spine patient 
referrals, patient demographics and symptom characteristics, self-perceived function, pain and 
quality of life, the outcome of the spine assessment in terms of diagnosis and management, and 
patient, referring practitioner, and surgeon satisfaction with the current Neurosurgical practice. 
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This study should only require 5 minutes of your time to complete a brief survey in regards 
to your satisfaction with the current Neurosurgical Referral service and patient’s spine 
assessment experience, to your knowledge. 

You may also be asked to take part in a 30 minute face-to-face or telephone interview to 
learn about your role in the current health care model, your understanding and 
interpretation of the Neurosurgical Referral Clinic, APP Triage, the potential impact of an 
APP Triage model on your practice, the Neurosurgical services, and potential implications 
for the APP role. 

If you would like to participate in this study or if you would like more information about this 
study, please feel free to contact me at 613-888-7856 or email: boothr@queensu.ca.  If you have 
questions regarding your rights as a research participant, you can contact Dr. Albert Clark, Chair, 
Queen’s University Health Sciences and Affiliated Teaching Hospitals Research Ethics Board at 
613-533-6081 or 1-844-535-2988, or thesis co-supervisors, Dr. Dana Edge, a 613-533-6000 ext. 
74765 or Dr. Rosemary Wilson at 75323. 
 
Thank you in advance for participating in this study. 
 
Many Thanks, 

 
Randy Booth, PhD (student) 
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Appendix C: 
Study Participation Request Letter  

 
Phase II 

 

Randy Booth 
Queen’s University 
31 George Street, Louise D Acton Building 
Kingston, ON 
K7L 3N6 
 

XXXXXXXX 
XXXXXXXXXX 
XXXXXX XXXXXX  
XXXXXXX  
XXXXXXX, ON XXXXXX 
 

Re: Research Study: An advanced practice physiotherapy (APP) spine triage service for adults 
with neck and back pain: A feasibility study 

September 2017 

Dear XXXXXXX, 

My name is Randy Booth.  I am a PhD student at Queen’s University.  I’m looking to explore the 
acceptability and feasibility of an advanced practice physiotherapy (APP) Spine Triage 
assessment service for adults suffering with neck and back pain.  In light of increasing demand 
for neurosurgical services over the past decade, alternative models of care are being explored to 
ensure that the same level of care provided is timely, effective, and evidence-based.   

Before implementing an APP Triage model in this setting, however, it is important to understand 
the current state of surgical spine activity locally to identify potential gaps and opportunities that 
may enhance care delivery.  Therefore, this phase of the study will use a structured framework as 
a guide to promote the health of neck and back pain patients through the planning and 
development of a new model of care delivery that includes an APP role.   

 This part of the study will require approximately three (3) one and a half hour face-to-face 
(Hotel Dieu Hospital, Johnson 2 Conference Room) or telephone meetings with other 
stakeholders to participate in the effective planning and development of the new APP role. 

If you would like to participate in this study or if you would like more information about this 
study, please feel free to contact me at 613-888-7856 or email: boothr@queensu.ca.  If you have 
questions regarding your rights as a research participant, you can contact Dr. Albert Clark, Chair, 
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Queen’s University Health Sciences and Affiliated Teaching Hospitals Research Ethics Board at 
613-533-6081 or 1-844-535-2988, or thesis co-supervisors, Dr. Dana Edge, a 613-533-6000 ext. 
74765 or Dr. Rosemary Wilson at 75323. 
 

Thank you in advance for participating in this study. 

Sincerely, 

 

Randy Booth, PhD (student) 
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Appendix C: 
Study Participation Request Letter  

 
Phase III - Patient 

 

Randy Booth 
Queen’s University 
31 George Street, Louise D Acton Building 
Kingston, ON 
K7L 3N6 
 
XXXXXXXX 
XXXXXXXXXX 
XXXXXX XXXXXX  
XXXXXXX  
XXXXXXX, ON XXXXXX 
 
Re: Research Study: An advanced practice physiotherapy (APP) spine triage service for adults 
with neck and back pain: A feasibility study 
 
January, 2019 
 
Dear XXXXXXX, 
 
My name is Randy Booth.  I am a PhD student at Queen’s University.  I’m looking to explore the 
acceptability and feasibility of an advanced practice physiotherapy (APP) Spine Triage 
assessment service for adults like yourself suffering with neck or back pain.  In light of 
increasing demand for neurosurgical services over the past decade, alternative models of care are 
being explored to ensure that the same level of care provided is timely, effective, and evidence-
based.   
 
This study will explore the pattern and wait time for spine patient referrals, patient demographics 
and symptom characteristics, self-perceived function, pain and quality of life, the outcome of the 
spine assessment in terms of diagnosis and management, and patient, referring practitioner, and 
surgeon satisfaction with the new APP Spine Triage clinic. 
 
The first part of this study will require 20-30 minutes of your time to complete the study 
baseline measures questionnaire immediately prior to your scheduled spine assessment.   

The second part of the study will require 30-45 minutes of your time to take part in a face-
to-face or telephone interview to learn about your role in the current health care model, 
your understanding and interpretation of the APP Spine Triage clinic, the potential impact 
of an APP Triage model on the Neurosurgical services and potential application for the 
APP role. 
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Between 2-4 weeks following your spine assessment, you will be asked to fill out a brief 
satisfaction survey questionnaire in regards to your spine assessment experience with the 
APP, which shouldn’t take more than 5 minutes to complete. 

The questionnaire, interview, and survey will be confidential.  Your answers will not be linked 
with your name in any reports of the data.  Your participation in this study is voluntary and if you 
come to any question you prefer not to answer, you are welcome to skip it and go on to the next.  
You may withdraw from this study at any time without penalty or without jeopardizing the 
quality of care received now or in the future at this hospital. 
 
If you would like to participate in this study or if you would like more information about this 
study, please feel free to contact me at 613-888-7856 or email: boothr@queensu.ca.  If you have 
questions regarding your rights as a research participant, you can contact Dr. Albert Clark, Chair, 
Queen’s University Health Sciences and Affiliated Teaching Hospitals Research Ethics Board at 
613-533-6081 or 1-844-535-2988, or thesis co-supervisors, Dr. Dana Edge, at 613-533-6000 ext. 
74765 or Dr. Rosemary Wilson, at 75323. 
 
Thank you in advance for participating in this study. 
 
Many Thanks, 

 
Randy Booth, PhD (student) 
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Appendix C: 
Study Participation Request Letter  

 
Phase III  

Referring Practitioner/Spine Surgeon/ 
Hospital Administrator 

 

 
Randy Booth 
Queen’s University 
31 George Street, Louise D Acton Building 
Kingston, ON 
K7L 3N6 
 

XXXXXXXX 
XXXXXXXXXX 
XXXXXX XXXXXX  
XXXXXXX  
XXXXXXX, ON XXXXXX 
 

Re: Research Study: An advanced practice physiotherapy (APP) spine triage service for adults 
with neck and back pain: A feasibility study 

March, 2019 

Dear XXXXXXX, 

My name is Randy Booth.  I am a PhD student at Queen’s University exploring the acceptability 
and feasibility of an advanced practice physiotherapy (APP) Spine Triage assessment service for 
adults suffering with neck and back pain.  I’m requesting your participation in this study since 
you have referred patients to this new service (ISAEC – Interprofessional Spine Assessment and 
Education Centre).  There are two parts to my request if you choose to participate: 

A brief survey (~5 minutes) that will ask you about your satisfaction with the new APP 
Spine Triage model of care and your patient’s spine assessment experience. 

A face-to-face or telephone interview to learn about your role in the current health care 
model, your understanding and interpretation of the APP Spine Triage service (ISAEC), 
the potential impact of this model on your practice, the Orthopaedic and Neurosurgical 
services within Kingston Health Sciences Centre, and the potential implications for the APP 
role. 

If you would like to participate in the 5-minute survey and/or interview, or if you would like 
more information about this study, please feel free to contact me at 613-888-7856 (call or text) or 
email: boothr@queensu.ca.   
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If you have questions regarding your rights as a research subject, you can contact Dr. Albert 
Clark, Chair, Queen’s University Health Sciences and Affiliated Teaching Hospitals Research 
Ethics Board at 613-533-6081, or thesis co-supervisors, Dr. Dana Edge, at 613-533-6000 ext. 
74765 or Dr. Rosemary Wilson at 75323. 

Thank you in advance for participating in this study. 

 

Sincerely,  
Randy Booth, PhD (student) 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



ADVANCED PRACTICE PHYSIOTHERAPY SPINE TRIAGE                                             183

 

 

 

Appendix D: 

Consent 

Phase I - Patient 

 

Title of Project: 

An advanced practice physiotherapy (APP) spine triage service for adults 
with neck and back pain: A feasibility study 

Background Information: 

You have been referred by your healthcare provider to the Neurosurgical 
Referral Clinic for further assessment of your neck or back pain.  In light of increasing demand 
for neurosurgical services over the past decade, alternative models of care are being explored to 
ensure that the same level of care provided is timely, effective, and evidence-based.  You are 
therefore being invited to participate in a research study by Randy Booth, PhD student at 
Queen’s University, to explore the acceptability and feasibility of an APP Spine Triage 
assessment service for adults like yourself with neck or back pain.  The Queen’s University 
Health Sciences and Affiliated Teaching Hospitals Research Ethics Board have reviewed this 
study for ethical compliance. 

Study Details: 

This study will systematically evaluate the current practice of the Neurosurgical Referral Clinic 
at Kingston Health Sciences Centre - Hotel Dieu Hospital site.  In particular, this study will 
explore the pattern and wait time for spine patient referrals, patient demographics and symptom 
characteristics, the outcome of the spine assessment in terms of diagnosis and management, and 
patient, referring practitioner, and surgeon satisfaction. 

Before your consultation with the spine surgeon you will be asked to complete a 
questionnaire that should take no more than 15-20 minutes of your time. 

Between 1-2 weeks following your spine assessment, you will be mailed a brief satisfaction 
survey which shouldn’t take more than 5 minutes to complete and can be returned in a 
prepaid self-addressed envelope provided. 

Shortly after the satisfaction survey you may be asked to participate in a face-to-face or 
telephone interview to learn about your role in the current health care model, your 
understanding and interpretation of the Neurosurgical Referral Clinic, APP Triage, the 
potential impact of an APP Triage model on the Neurosurgical services and potential 
implication for the APP role. 
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Risks: 
Since the nature of this study is observational in design, there will be no intervention provided 
and as such, no anticipated risks to participants.   
Benefits: 
Before implementing an APP Triage model in this setting, it is important to understand the 
current state of surgical spine activity locally to identify potential gaps and opportunities that 
may enhance care delivery. 
 
Exclusion: 
You will not be considered for this study if you: are under the age of 18 years, do not speak or 
understand English, are not an Ontario resident, or have been deemed “early” on your initial 
referral to the neurosurgical spine clinic. 
 
Confidentiality: 
All information obtained during this study will be strictly confidential and your anonymity will 
be protected at all times.  Data will be stored in locked files and will be available only to the 
principal investigator.  You will not be identified in any publications or reports. 
 
Voluntary Nature of Study/Freedom to Withdraw or Participate: 
Your participation in this study is voluntary.  You may withdraw from this study at any time 
without penalty or without jeopardizing the quality of care received now or in the future at this 
hospital. 
 
Liability: 
By signing this consent form, you do not waive your legal rights nor release the investigator(s) 
and sponsors from their legal and professional responsibilities. 
 
Statement of Signature Section: 
I have read and understand the consent form for this study.  I have read the purposes, procedures 
and all technical language of this study has been explained to me.  I have been given sufficient 
time to consider the above information and to seek advice if I chose to do so.  I have had the 
opportunity to ask questions which have been answered to my satisfaction.  I am voluntarily 
signing this form.  I will receive a copy of this consent form for my information. 
 
If at any time I have further questions, problems or adverse events, I can contact Randy Booth at 
613-888-7856.  If I have questions regarding my rights as a research participant I can contact Dr. 
Albert Clark, Chair, Queen’s University Health Sciences and Affiliated Teaching Hospitals 
Research Ethics Board at 613-533-6081 or 1-844-535-2988, or thesis co-supervisors, Dr. Dana 
Edge, at 613-533-6000 ext. 74765 or Dr. Rosemary Wilson at 75323. 
By signing this consent form, I am indicating that I agree to participate in this study. 
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_________________________________                 __________________________ 
            Signature of Participant                                                      Date 
 
 
Statement of Investigator: 
I, or one of my colleagues, have carefully explained to the participant the nature of the above 
research study.  I certify that, to the best of my knowledge, the participant understands clearly the 
nature of the study and demands, benefits, and risks involved to participants in this study. 
 
 
_________________________________                 __________________________ 
     Signature of Principal Investigator                                             Date 
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Appendix D: 

Consent: Phase I – Referring Practitioner 

 
 
 
Title of Project: 
An advanced practice physiotherapy (APP) spine triage service for adults 
with neck and back pain: A feasibility study 
 
Background Information: 
In light of increasing demand for neurosurgical services over the past 
decade, alternative models of care are being explored to ensure that the 
same level of care provided is timely, effective, and evidence-based.  You 
are therefore being invited to participate in a research study by Randy Booth, PhD student at 
Queen’s University, to explore the feasibility of an APP Spine Triage assessment service for 
adults with neck or back pain.  The Queen’s University Health Sciences and Affiliated Teaching 
Hospitals Research Ethics Board have reviewed this study for ethical compliance. 
 
Study Details: 
This study will systematically evaluate the current practice of the Neurosurgical Referral Clinic 
at Kingston Health Sciences Centre - Hotel Dieu Hospital site.  In particular, this study will 
explore the pattern and wait time for spine patient referrals, patient demographics and symptom 
characteristics, the outcome of the spine assessment in terms of diagnosis and management, and 
patient, referring practitioner, and surgeon satisfaction. 
 
This study should only require 5 minutes of your time to complete a brief survey in regards 
to your satisfaction with the current Neurosurgical Referral service and your patient’s 
spine assessment experience. 

Risks: 
Since the nature of this study is observational in design, there will be no intervention provided 
and as such, no anticipated risks to participants.   
 
Benefits: 
Before implementing an APP Triage model in this setting, it is important to understand the 
current state of surgical spine activity locally to identify potential gaps and opportunities that 
may enhance care delivery. 
 
Confidentiality: 
All information obtained during this study will be strictly confidential and your anonymity will 
be protected at all times.  Data will be stored in locked files and will be available only to the 
principal investigator.  You will not be identified in any publications or reports. 
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Voluntary Nature of Study/Freedom to Withdraw or Participate: 
Your participation in this study is voluntary.  You may withdraw from this study at any time. 
 
Liability: 
By signing this consent form, you do not waive your legal rights nor release the investigator(s) 
and sponsors from their legal and professional responsibilities. 
 
Statement of Signature Section: 
I have read and understand the consent form for this study.  I have read the purposes, procedures 
and have had the opportunity to ask questions which have been answered to my satisfaction.  I 
have been given sufficient time to consider the above information and to seek advice if I chose to 
do so.  I am voluntarily signing this form.  I will receive a copy of this consent form for my 
information. 
 
If at any time I have further questions, I can contact Randy Booth at 613-888-7856.  If I have 
questions regarding my rights as a research participant I can contact Dr. Albert Clark, Chair, 
Queen’s University Health Sciences and Affiliated Teaching Hospitals Research Ethics Board at 
613-533-6081 or 1-844-535-2988, or thesis co-supervisors, Dr. Dana Edge, at 613-533-6000 ext. 
74765 or Dr. Rosemary Wilson at 75323. 
 
By signing this consent form, I am indicating that I agree to participate in this study. 
 
 
 
_________________________________                 __________________________ 
            Signature of Participant                                                      Date 
 
 
Statement of Investigator: 
I, or one of my colleagues, have carefully explained to the participant the nature of the above 
research study.  I certify that, to the best of my knowledge, the participant understands clearly the 
nature of the study and demands, benefits, and risks involved to participants in this study. 
 
 
 
_________________________________                 __________________________ 
     Signature of Principal Investigator                                             Date 
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Appendix D: 

Consent: Phase I – Spine Surgeon  

 
 
 
Title of Project: 
An advanced practice physiotherapy (APP) spine triage service for adults 
with neck and back pain: A feasibility study 
 
Background Information: 
In light of increasing demand for neurosurgical services over the past 
decade, alternative models of care are being explored to ensure that the same level of care 
provided is timely, effective, and evidence-based.  You are therefore being invited to participate 
in a research study by Randy Booth, PhD student at Queen’s University, to explore the feasibility 
of an APP Spine Triage assessment service for adults with neck or back pain.  The Queen’s 
University Health Sciences and Affiliated Teaching Hospitals Research Ethics Board have 
reviewed this study for ethical compliance. 
 
Study Details: 
This study will systematically evaluate the current practice of the Neurosurgical Referral Clinic 
at Kingston Health Sciences Centre - Hotel Dieu Hospital site.  In particular, this study will 
explore the pattern and wait time for spine patient referrals, patient demographics and symptom 
characteristics, the outcome of the spine assessment in terms of diagnosis and management, and 
patient, referring practitioner, and surgeon satisfaction. 
 
This study should only require 5 minutes of your time to complete a brief survey in regards 
to your satisfaction with the current Neurosurgical Referral service and your patient’s 
spine assessment experience. 

You will also be asked to take part in a 30 minute face-to-face or telephone interview to 
learn about your role in the current health care model, your understanding and 
interpretation of the Neurosurgical Referral Clinic, APP Triage, the potential impact of an 
APP Triage model on your practice, the Neurosurgical services, and potential implications 
for the APP role. 

Risks: 
Since the nature of this study is observational in design, there will be no intervention provided 
and as such, no anticipated risks to participants.   
 
Benefits: 
Before implementing an APP Triage model in this setting, it is important to understand the 
current state of surgical spine activity locally to identify potential gaps and opportunities that 
may enhance care delivery. 
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Confidentiality: 
All information obtained during this study will be strictly confidential and your anonymity will 
be protected at all times.  Data will be stored in locked files and will be available only to the 
principal investigator.  You will not be identified in any publications or reports. 
 
Voluntary Nature of Study/Freedom to Withdraw or Participate: 
Your participation in this study is voluntary.  You may withdraw from this study at any time. 
 
Liability: 
By signing this consent form, you do not waive your legal rights nor release the investigator(s) 
and sponsors from their legal and professional responsibilities. 
 
Statement of Signature Section: 
I have read and understand the consent form for this study.  I have read the purposes, procedures 
and have had the opportunity to ask questions which have been answered to my satisfaction.  I 
have been given sufficient time to consider the above information and to seek advice if I chose to 
do so.  I am voluntarily signing this form.  I will receive a copy of this consent form for my 
information. 
 
If at any time I have further questions, I can contact Randy Booth at 613-888-7856.  If I have 
questions regarding my rights as a research participant I can contact Dr. Albert Clark, Chair, 
Queen’s University Health Sciences and Affiliated Teaching Hospitals Research Ethics Board at 
613-533-6081 or 1-844-535-2988, or thesis co-supervisors, Dr. Dana Edge, at 613-533-6000 ext. 
74765 or Dr. Rosemary Wilson at 75323. 
 
By signing this consent form, I am indicating that I agree to participate in this study. 
 
 
_________________________________                 __________________________ 
            Signature of Participant                                                      Date 
 
 
 
 
Statement of Investigator: 
I, or one of my colleagues, have carefully explained to the participant the nature of the above 
research study.  I certify that, to the best of my knowledge, the participant understands clearly the 
nature of the study and demands, benefits, and risks involved to participants in this study. 
 
 
_________________________________                 __________________________ 
     Signature of Principal Investigator                                             Date 
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Appendix D: 

Consent: Phase I – Hospital Administrator 

 
Title of Project: 
An advanced practice physiotherapy (APP) spine triage service for adults 
with neck and back pain: A feasibility study 
 
Background Information: 
In light of increasing demand for neurosurgical services over the past 
decade, alternative models of care are being explored to ensure that the 
same level of care provided is timely, effective, and evidence-based.  You 
are therefore being invited to participate in a research study by Randy 
Booth, PhD student at Queen’s University, to explore the feasibility of an APP Spine Triage 
assessment service for adults with neck or back pain.  The Queen’s University Health Sciences 
and Affiliated Teaching Hospitals Research Ethics Board have reviewed this study for ethical 
compliance. 
 
Study Details: 
This study will systematically evaluate the current practice of the Neurosurgical Referral Clinic 
at Kingston Health Sciences Centre - Hotel Dieu Hospital site.  In particular, this study will 
explore the pattern and wait time for spine patient referrals, patient demographics and symptom 
characteristics, the outcome of the spine assessment in terms of diagnosis and management, and 
patient, referring practitioner, and surgeon satisfaction. 
 
This study should only require 5 minutes of your time to complete a brief survey in regards 
to your satisfaction with the current Neurosurgical Referral service and patient’s spine 
assessment experience, to your knowledge. 

You will also be asked to take part in a 30 minute face-to-face or telephone interview to 
learn about your role in the current health care model, your understanding and 
interpretation of the Neurosurgical Referral Clinic, APP Triage, the potential impact of an 
APP Triage model on your practice, the Neurosurgical services, and potential implications 
for the APP role. 

Risks: 
Since the nature of this study is observational in design, there will be no intervention provided 
and as such, no anticipated risks to participants.   
 
Benefits: 
Before implementing an APP Triage model in this setting, it is important to understand the 
current state of surgical spine activity locally to identify potential gaps and opportunities that 
may enhance care delivery. 
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Confidentiality: 
All information obtained during this study will be strictly confidential and your anonymity will 
be protected at all times.  Data will be stored in locked files and will be available only to the 
principal investigator.  You will not be identified in any publications or reports. 
 
Voluntary Nature of Study/Freedom to Withdraw or Participate: 
Your participation in this study is voluntary.  You may withdraw from this study at any time. 
 
Liability: 
By signing this consent form, you do not waive your legal rights nor release the investigator(s) 
and sponsors from their legal and professional responsibilities. 
 
Statement of Signature Section: 
I have read and understand the consent form for this study.  I have read the purposes, procedures 
and have had the opportunity to ask questions which have been answered to my satisfaction.  I 
have been given sufficient time to consider the above information and to seek advice if I chose to 
do so.  I am voluntarily signing this form.  I will receive a copy of this consent form for my 
information. 
 
If at any time I have further questions, I can contact Randy Booth at 613-888-7856.  If I have 
questions regarding my rights as a research participant I can contact Dr. Albert Clark, Chair, 
Queen’s University Health Sciences and Affiliated Teaching Hospitals Research Ethics Board at 
613-533-6081 or 1-844-535-2988, or thesis co-supervisors, Dr. Dana Edge, at 613-533-6000 ext. 
74765 or Dr. Rosemary Wilson at 75323. 
 
By signing this consent form, I am indicating that I agree to participate in this study. 
 
 
_________________________________                 __________________________ 
            Signature of Participant                                                      Date 
 
 
 
Statement of Investigator: 
I, or one of my colleagues, have carefully explained to the participant the nature of the above 
research study.  I certify that, to the best of my knowledge, the participant understands clearly the 
nature of the study and demands, benefits, and risks involved to participants in this study. 
 
 
_________________________________                 __________________________ 
     Signature of Principal Investigator                                             Date 
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Appendix D: 
Consent:  

 
Phase II – Advisory Committee 

 
 
 
Title of Project:  
An advanced practice physiotherapy (APP) spine triage service 
for adults with neck and back pain: A feasibility study 
 
Background Information: 
In light of increasing demand for neurosurgical services over the 
past decade, alternative models of care are being explored to ensure that the same level of care 
provided is timely, effective, and evidence-based.  You are being invited to participate in a 
research study by Randy Booth, PhD student at Queen’s University, to explore the feasibility of 
an APP-led Spine Triage assessment service for adults like yourself with neck or back pain.  
The Queen’s University Health Sciences and Affiliated Teaching Hospitals Research Ethics 
Board have reviewed this study for ethical compliance. 
 
Study Details: 
The objective of this study will be to seek your input in the planning and development of a new 
APP-led Spine Triage model of care at Kingston Health Sciences Centre, Hotel Dieu Hospital 
that will assist area orthopaedic and neurosurgeons with the assessment and management of 
adults with neck or back pain. 
 
This part of the study will require approximately three (3) one and a half hour face-to-
face (Hotel Dieu Hospital, Johnson 2 Conference Room) or telephone meetings with other 
stakeholders to participate in the effective planning and development of the new APP role.
 
Risks: 
Since the nature of this study is exploratory in design, there will be no intervention provided 
and as such, no anticipated risks to participants.   
 
Benefits: 
APP Triage models have shown to enable delivery of a broader range of services, more 
efficient resource utilization, better access to services (shorter wait times), better coordination 
of care, more comprehensive care and better health outcomes for patients compared to a uni-
professional (physician-led) model of health care delivery. 
 
Exclusion: 
You will not be considered for this study if you: are under the age of 18 years, do not speak or 
understand English, are not an Ontario resident, or have been deemed “early” on your initial 
referral to the neurosurgical spine clinic. 
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Confidentiality: 
All information obtained during this study will be strictly confidential and your anonymity will 
be protected at all times.  Data will be stored in locked files and will be available only to the 
principal investigator.  You will not be identified in any publications or reports. 
 
Voluntary Nature of Study/Freedom to Withdraw or Participate: 
Your participation in this study is voluntary.  You may withdraw from this study at any time. 
 
Liability: 
By signing this consent form, you do not waive your legal rights nor release the investigator(s) 
and sponsors from their legal and professional responsibilities. 
 
Statement of Signature Section: 
I have read and understand the consent form for this study.  I have read the purposes, 
procedures and all technical language of this study has been explained to me.  I have been given 
sufficient time to consider the above information and to seek advice if I chose to do so.  I have 
had the opportunity to ask questions which have been answered to my satisfaction.  I am 
voluntarily signing this form.  I will receive a copy of this consent form for my information. 
 
If at any time I have further questions, problems or adverse events, I can contact Randy Booth 

at 613‐888‐7856.  If I have questions regarding my rights as a research participant I can 

contact Dr. Albert Clark, Chair, Queen’s University Health Sciences and Affiliated Teaching 

Hospitals Research Ethics Board at 613‐533‐6081 or 1‐844‐535‐2988, or thesis co‐supervisors, 

Dr. Dana Edge, at 613‐533‐6000 ext. 74765 or Dr. Rosemary Wilson at 75323. 

 
By signing this consent form, I am indicating that I agree to participate in this study. 
 
_________________________________                 __________________________ 
            Signature of Participant                                                      Date 
 
 
 

Statement of Investigator: 
I, or one of my colleagues, have carefully explained to the subject the nature of the above 
research study.  I certify that, to the best of my knowledge, the subject understands clearly the 
nature of the study and demands, benefits, and risks involved to participants in this study. 

 

_________________________________                 __________________________ 

     Signature of Principal Investigator                                             Date 
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Appendix D:  

Consent:  

Phase III - Patient 

 
 
Title of Project: 
An advanced practice physiotherapy (APP) spine triage service for 
adults with neck and back pain: A feasibility study 
 
Background Information: 
You have been referred by your healthcare provider to the 
Neurosurgical Referral Clinic for further assessment of your neck or back pain.  In light of 
increasing demand for neurosurgical services over the past decade, alternative models of care 
are being explored to ensure that the same level of care provided is timely, effective, and 
evidence‐based.  You are therefore being invited to participate in a research study by Randy 
Booth, PhD student at Queen’s University, to explore the acceptability and feasibility of an APP 
Spine Triage assessment service for adults like yourself with neck or back pain.  The Queen’s 
University Health Sciences and Affiliated Teaching Hospitals Research Ethics Board have 
reviewed this study for ethical compliance. 
 
Study Details: 
This study will determine the acceptability and feasibility of an APP Triage Model within the 
Neurosurgical Referral Clinic at Hotel Dieu Hospital in Kingston, Ontario.  In particular, this study 
will explore the pattern and wait time for spine patient referrals, patient demographics and 
symptom characteristics, the outcome of the spine assessment in terms of diagnosis and 
management and patient, referring practitioner, and surgeon satisfaction. 
 
Before your consultation with the APP, you will be asked to complete a questionnaire that 
should take no more than 15‐20 minutes of your time. 

Following your spine assessment, you will be given a brief satisfaction survey which shouldn’t 
take more than 5 minutes to complete and can be returned in a prepaid self‐addressed 
envelope provided. 

A week or two following your appointment, you may be asked to participate in a face‐to‐face 
or telephone interview to learn about your role in the current health care model, your 
understanding and interpretation of the Neurosurgical Referral Clinic, APP Triage, the 
potential impact of an APP Triage model on the Neurosurgical services and potential 
implication for the APP role. 
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Risks: 
There is minimal risk that the APP may deem you to be ‘non‐surgical’ when in fact you may be a 

surgical candidate or you may have a potentially serious spine pathology that isn’t detected by 

the APP at the time of your initial spine consult.  To minimize this risk, your examination findings 

and imaging will be reviewed by the spine surgeon following your initial examination by the APP, 

to ensure the outcome deemed by the APP is appropriate.   

 
Benefits: 
APP Triage models have shown to enable delivery of a broader range of services, more efficient 
resource utilization, better access to services (shorter wait times), better coordination of care, 
more comprehensive care and better health outcomes for patients compared to a uni‐
professional (physician‐led) model of health care delivery. 
 
Exclusion: 
You will not be considered for this study if you: are under the age of 18 years, do not speak or 
understand English, are not an Ontario resident, or have been deemed “early” on your initial 
referral to the neurosurgical spine clinic. 
 
Confidentiality: 
All information obtained during this study will be strictly confidential and your anonymity will be 
protected at all times.  Data will be stored in locked files and will be available only to the 
principal investigator.  You will not be identified in any publications or reports. 
 
Voluntary Nature of Study/Freedom to Withdraw or Participate: 
Your participation in this study is voluntary.  You may withdraw from this study at any time 
without penalty or without jeopardizing the quality of care received now or in the future at this 
hospital. 
 
Liability: 
By signing this consent form, you do not waive your legal rights nor release the investigator(s) 
and sponsors from their legal and professional responsibilities. 
 
Statement of Signature Section: 
I have read and understand the consent form for this study.  I have read the purposes, 
procedures and all technical language of this study has been explained to me.  I have been given 
sufficient time to consider the above information and to seek advice if I chose to do so.  I have 
had the opportunity to ask questions which have been answered to my satisfaction.  I am 
voluntarily signing this form.  I will receive a copy of this consent form for my information. 
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If at any time I have further questions, problems or adverse events, I can contact Randy Booth at 
613‐888‐7856.  If I have questions regarding my rights as a research participant I can contact Dr. 
Albert Clark, Chair, Queen’s University Health Sciences and Affiliated Teaching Hospitals 
Research Ethics Board at 613‐533‐6081 or 1‐844‐535‐2988, or thesis co‐supervisors, Dr. Dana 
Edge, at 613‐533‐6000 ext. 74765 or Dr. Rosemary Wilson at 75323. 
 
By signing this consent form, I am indicating that I agree to participate in this study. 
 
 
 
_________________________________                 __________________________ 
            Signature of Participant                                                      Date 
 
 
 
 
 
 
 
Statement of Investigator: 
 
I, or one of my colleagues, have carefully explained to the participant the nature of the above 
research study.  I certify that, to the best of my knowledge, the participant understands clearly 
the nature of the study and demands, benefits, and risks involved to participants in this study. 
 
 
 
_________________________________                 __________________________ 
     Signature of Principal Investigator                                             Date 
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Appendix D:  
Consent:  

Phase III – Referring Practitioner 

 
 
Title of Project: 
An advanced practice physiotherapy (APP) spine triage service 
for adults with neck and back pain: A feasibility study 
 
Background Information: 
In light of increasing demand for neurosurgical services over the 
past decade, alternative models of care are being explored to ensure that the same level of 
care provided is timely, effective, and evidence‐based.  You are therefore being invited to 
participate in a research study by Randy Booth, PhD student at Queen’s University, to explore 
the feasibility of an APP Spine Triage assessment service for adults with neck or back pain.  
The Queen’s University Health Sciences and Affiliated Teaching Hospitals Research Ethics 
Board have reviewed this study for ethical compliance. 
 
Study Details: 
This study will systematically evaluate the current practice of the APP‐led Spine Triage Clinic 
within the context of the Neurosurgical Referral Clinic at Kingston Health Sciences Centre ‐ 
Hotel Dieu Hospital site.  In particular, this study will explore the pattern and wait time for 
spine patient referrals, patient demographics and symptom characteristics, the outcome of 
the spine assessment in terms of diagnosis and management, and patient, referring 
practitioner, and surgeon satisfaction. 
 
This study should only require 5 minutes of your time to complete a brief survey in regards 
to your satisfaction with the current APP‐led Spine Triage service and patient’s spine 
assessment experience, to your knowledge. 

You will also be asked to take part in a 30‐minute face‐to‐face or telephone interview to 
explore your understanding/expectations of the APP‐led Spine Triage Clinic, your 
interactions with the APP (if applicable), spine surgeons, admin staff within KHSC, patients, 
and the impact the APP has had on spine service delivery. 

Risks: 
Since the nature of this study is exploratory in design, there will be no anticipated risks to 
participants.   
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Benefits: 
APP Triage models have shown to enable delivery of a broader range of services, more 
efficient resource utilization, better access to services (shorter wait times), better 
coordination of care, more comprehensive care and better health outcomes for patients 
compared to a uni‐professional (physician‐led) model of health care delivery. 
 
Confidentiality: 
All information obtained during this study will be strictly confidential and your anonymity will 
be protected at all times.  Data will be stored in locked files and will be available only to the 
principal investigator.  You will not be identified in any publications or reports. 
 
Voluntary Nature of Study/Freedom to Withdraw or Participate: 
Your participation in this study is voluntary.  You may withdraw from this study at any time. 
 
Liability: 
By signing this consent form, you do not waive your legal rights nor release the investigator(s) 
and sponsors from their legal and professional responsibilities. 
 
Statement of Signature Section: 
I have read and understand the consent form for this study.  I have read the purposes, 
procedures and have had the opportunity to ask questions which have been answered to my 
satisfaction.  I have been given sufficient time to consider the above information and to seek 
advice if I chose to do so.  I am voluntarily signing this form.  I will receive a copy of this 
consent form for my information. 
 
If at any time I have further questions, I can contact Randy Booth at 613‐888‐7856.  If I have 
questions regarding my rights as a research participant I can contact Dr. Albert Clark, Chair, 
Queen’s University Health Sciences and Affiliated Teaching Hospitals Research Ethics Board at 
613‐533‐6081 or 1‐844‐535‐2988, or thesis co‐supervisors, Dr. Dana Edge, at 613‐533‐6000 
ext. 74765 or Dr. Rosemary Wilson at 75323. 
 
By signing this consent form, I am indicating that I agree to participate in this study. 
 
 
_________________________________                 __________________________ 
            Signature of Participant                                                      Date 
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Statement of Investigator: 
I, or one of my colleagues, have carefully explained to the participant the nature of the above 
research study.  I certify that, to the best of my knowledge, the participant understands clearly 
the nature of the study and demands, benefits, and risks involved to participants in this study. 
 
 
_________________________________                 __________________________ 
     Signature of Principal Investigator                                             Date 
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Appendix D:  

Consent:  

Phase III – Spine Surgeon 

Title of Project: 
An advanced practice physiotherapy (APP) spine triage service 
for adults with neck and back pain: A feasibility study 
 
Background Information: 
In light of increasing demand for neurosurgical services over the 
past decade, alternative models of care are being explored to 
ensure that the same level of care provided is timely, effective, 
and evidence‐based.  You are therefore being invited to participate in a research study by 
Randy Booth, PhD student at Queen’s University, to explore the feasibility of an APP Spine 
Triage assessment service for adults with neck or back pain.  The Queen’s University Health 
Sciences and Affiliated Teaching Hospitals Research Ethics Board have reviewed this study for 
ethical compliance. 
 
Study Details: 
This study will systematically evaluate the current practice of the APP‐led Spine Triage Clinic 
within the context of the Neurosurgical Referral Clinic at Kingston Health Sciences Centre ‐ 
Hotel Dieu Hospital site.  In particular, this study will explore the pattern and wait time for 
spine patient referrals, patient demographics and symptom characteristics, the outcome of 
the spine assessment in terms of diagnosis and management, and patient, referring 
practitioner, and surgeon satisfaction. 
 
This study should only require 5 minutes of your time to complete a brief survey in regards 
to your satisfaction with the current APP‐led Spine Triage service and patient’s spine 
assessment experience, to your knowledge. 

You will also be asked to take part in a 30‐minute face‐to‐face or telephone interview to 
explore your understanding/expectations of the APP‐led Spine Triage Clinic, your 
interactions with the APP, referring practitioners, admin staff within KHSC, patients, and the 
impact the APP has had on spine service delivery. 

Risks: 
Since the nature of this study is exploratory in design, there will be no anticipated risks to 
participants.   
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Benefits: 
APP Triage models have shown to enable delivery of a broader range of services, more 
efficient resource utilization, better access to services (shorter wait times), better 
coordination of care, more comprehensive care and better health outcomes for patients 
compared to a uni‐professional (physician‐led) model of health care delivery. 
 
Confidentiality: 
All information obtained during this study will be strictly confidential and your anonymity will 
be protected at all times.  Data will be stored in locked files and will be available only to the 
principal investigator.  You will not be identified in any publications or reports. 
 
Voluntary Nature of Study/Freedom to Withdraw or Participate: 
Your participation in this study is voluntary.  You may withdraw from this study at any time. 
 
Liability: 
By signing this consent form, you do not waive your legal rights nor release the investigator(s) 
and sponsors from their legal and professional responsibilities. 
 
Statement of Signature Section: 
I have read and understand the consent form for this study.  I have read the purposes, 
procedures and have had the opportunity to ask questions which have been answered to my 
satisfaction.  I have been given sufficient time to consider the above information and to seek 
advice if I chose to do so.  I am voluntarily signing this form.  I will receive a copy of this 
consent form for my information. 
 
If at any time I have further questions, I can contact Randy Booth at 613‐888‐7856.  If I have 
questions regarding my rights as a research participant I can contact Dr. Albert Clark, Chair, 
Queen’s University Health Sciences and Affiliated Teaching Hospitals Research Ethics Board at 
613‐533‐6081 or 1‐844‐535‐2988, or thesis co‐supervisors, Dr. Dana Edge, at 613‐533‐6000 
ext. 74765 or Dr. Rosemary Wilson at 75323. 
 
By signing this consent form, I am indicating that I agree to participate in this study. 
 
_________________________________                 __________________________ 
            Signature of Participant                                                      Date 
                                                                                                                                                                             
Statement of Investigator: 
I, or one of my colleagues, have carefully explained to the participant the nature of the above 
research study.  I certify that, to the best of my knowledge, the participant understands clearly 
the nature of the study and demands, benefits, and risks involved to participants in this study. 
_________________________________                 __________________________ 
     Signature of Principal Investigator                                             Date 
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Appendix E:  

Baseline Measures Questionnaire 
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Appendix F: 
Consultation Satisfaction Questionnaire (CSQ) 

(Adapted from Sarro et al., 2010; Baker, 1990) 
Phase I 
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Appendix F: 
Consultation Satisfaction Questionnaire (CSQ) 

Phase III 
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Appendix G: Semi-Structured Interviews 

(Adapted from Lefmann & Sheppard, 2014) 
Phase I - Patient 
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Appendix G: Semi-Structured Interviews 

Phase I – Referring Practitioner 
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Appendix G: Semi-Structured Interviews  

Phase I – Surgeon 
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Appendix G: Semi-Structured Interviews 

Phase I – PA 
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Appendix G: Semi-Structured Interviews 

Phase I – Hospital Administrator 
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Appendix G: Semi-Structured Interviews 

Phase I – APP 
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Appendix G: Semi-Structured Interviews 

Phase III – Patient 
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Appendix G: Semi-Structured Interviews 

Phase III – Referring Practitioner 
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Appendix G: Semi-Structured Interviews 

Phase III – Surgeon 
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Appendix G: Semi-Structured Interviews 

Phase III – Hospital Administrator 
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Appendix G: Semi-Structured Interviews 

Phase III – APP 
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Appendix H: Stakeholder Satisfaction Questionnaire 

(Adapted from Blackburn et al., 2009) 

Phase I: Referring Practitioners 
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Appendix H: Stakeholder Satisfaction Questionnaire 

Phase I – Hospital Administrator 
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Appendix H: Stakeholder Satisfaction Questionnaire 

Phase I – Surgeon 
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Appendix H: Stakeholder Satisfaction Questionnaire 

Phase III – Referring Practitioner 
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Appendix H: Stakeholder Satisfaction Questionnaire 

Phase III – Hospital Administrator 
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Appendix H: Stakeholder Satisfaction Questionnaire 

Phase III – Surgeon 
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Appendix H: Stakeholder Satisfaction Questionnaire 

Phase III – APP 
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Appendix I: Diagnostic Classification Questionnaire 

(Adapted from Bath & Janzen, 2012) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



ADVANCED PRACTICE PHYSIOTHERAPY SPINE TRIAGE                                             254

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



ADVANCED PRACTICE PHYSIOTHERAPY SPINE TRIAGE                                             255

 

 

 

Appendix J: 

Ethics Approval 
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Appendix K: Qualtrics Survey 

 

Thank you once again for agreeing to participate in this study.  As you may recall, we are looking to gain 

a better understanding of the feasibility of using an advanced practice physiotherapist to triage patients 

with primary complaints of neck/back and arm/leg pain.  The current intervention study is designed in 3 

phases.  An adapted version of the PEPPA framework and associated toolkit underpins the process for 

planning, development, implementation, and evaluation of the new APP role.  Steps 1-4 of the PEPPA 

framework corresponds to Phase I of this study – the systematic assessment of the current neurosurgical 

practice.  Steps 5 and 6 correspond to Phase II – the planning and development of the new APP role 

(which is where we are now), and, Steps 7 and 8 correspond to Phase III – which is role implementation 

and short-term evaluation.  Step 9 is beyond the scope of the current study.  The purpose of this brief is to 

provide you with a summary of the Phase I and II results obtained thus far.  Before proceeding to Phase 

III, we would like your opinion with respect to whether the results are reflective of your perspective and 

accurately represent the current neurosurgical practice and approach to the new APP role planning, 

development, and implementation.  Please answer the following questions to the best of your 

knowledge.  The survey will take you less than 30 minutes to complete.  Thank you for your input!! 
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With respect to the patient population, approximately half of the incoming referrals to the Neurosurgical 

Referral Clinic comprise of cranial cases such as brain/spinal tumors, hemorrhage strokes, and 

aneurysms.  The other half of the referrals comprise of patients presenting with neck and back 

pain.  Priority is often given to the cranial cases (wait time is between 2-3 weeks) leaving the neck and 

back pain patients with longer wait times (3-7 months), on average.  Therefore, neck and back pain 

referrals that have been deemed ‘elective’ by the spine surgeon will be the central focus for the healthcare 

service redesign. 

 

 

Q1 Do you agree with the patient population identified to be the central focus for the healthcare survey 

redesign? 

o Yes   

o No 
 

Comments: 
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A uni-professional (Physician-led) model of health care delivery represents the current 
Neurosurgical Referral Clinic at KHSC when the spine surgeon independently assesses and 
manages patients with neck and back pain.  The diagram depicts the referral, assessment, and 
potential clinical pathway of the current Neurosurgical (physician-led) Referral Clinic. 
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Occasionally the Physician Assistant will assist the surgeons in clinic.  When this occurs, the 

model of healthcare delivery changes to a Physician Extender model of care.  In this model, the 

Physician Assistant works under the direction and scope of practice of the surgeon to perform 

duties normally performed by the surgeon, thereby freeing up the surgeon’s time. 

Q2 Does the Physician-led and Physician Extender model of care accurately represent the 

current Neurosurgical Referral Clinic at KHSC? 

o Yes   

o No   

 
Comments: 
  
 

 

In addition to defining the patient population and current model of care, Step 1 of the PEPPA 
framework also set out to determine how well the current model of care met the health needs of 
patients referred to the Neurosurgical Referral Clinic by identifying indicators for change to the 
current model of care.  The increasing demand for neurosurgical services within Ontario along 
with the longest wait times in the province to see a surgeon at the Neurosurgical Referral Clinic, 
was the impetus for a formal assessment of the current model of care. Another indicator for 
change was the successful implementation of an APP within the Hip and Knee clinic in 2006 
within the same facility. 
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Q3 Are there any other indicators for change to the current model of care that are not 
represented above? 
 
Comments: 
  
 
 
 
 
 

 

 

Various stakeholders from a variety of backgrounds were recruited for Phase I of the current 

study to reflect on their overall satisfaction, interactions, expectations, and understanding of the 

various roles within the Neurosurgical Referral Clinic.  Three categories of participants were 

sampled during this phase: patients scheduled for spine assessments (n=18), healthcare 

providers who referred patients to the Neurosurgical Referral Clinic (n=2), and Neurosurgical 

Referral Clinic and KHSC stakeholders (n=6). 
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Q4 Do you feel that the participants who were recruited for the assessment of the current 
Neurosurgical Referral service represented a variety of backgrounds and organizations relevant 
to the current model of care? 

o Yes   

o No 
 
Comments: 
   
 
 
 
 
 

 

Q5 Do you feel the advisory committee is representative of key stakeholder groups? 

o Yes   

o No 
Comments: 
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A comprehensive needs assessment was conducted during Step 3 to identify patient health 

needs and any potential gaps in the current healthcare services that may exist.  Utilizing both 

quantitative and qualitative data sources, the needs assessment looked at four main 

components: patient health needs, health service use, gaps in service, and strategies for 

improving the model of care to better meet patient health needs.  
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All patient participants advocated for more timely access to patient care, as their primary health 
need.  Patient participants reported seeking a high level of knowledge/education and 
reassurance about their condition that they did not receive from their referring practitioners in the 
current model of care.  Patient participants reported cost as the number one barrier for 
accessing healthcare services.   
 
Stakeholder participants acknowledged the need for more education of referring practitioners in 
degenerative spine disease assessment and management, particularly, non-surgical 
conservative treatment alternatives and what constitutes an appropriate surgical 
referral.  Stakeholders also acknowledged that the current model of care was not structured for 
appropriate patient follow-through when a patient had been deemed ‘non-surgical’. 
 
Q6 Do you feel the unmet health needs identified above are representative of patient's needs 
under the current model of care? 

o Yes   

o No 
 
Comments: 

  
 
 
 
 
 
 

 
Q7 Are there any other patient health needs that you would like to add that are not represented 
above? 

o Yes   

o No   
 
Comments: 
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In terms of health service use, degenerative spine-related disorders are associated with high 

health care resource use including primary care visits, diagnostic procedures, specialist 

consultations, work loss, and pain management techniques such as opioid use. 

Q8 Do you agree with the health service uses identified above? 

o Yes   

o No   
 

Q9 Are there any other health service uses that you would like to add that are not represented 
above? 

o Yes   

o No   
 
Comments: 
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As part of the needs assessment, stakeholders identified what they perceived to be gaps in 
service delivery as well as some perceived barriers to early assessment and management for 
neck and back pain patients.  Not being able to access care when care was needed was the 
primary concern expressed among patient participants during their one-on-one 
interviews.  Surgery was often not what the majority of the participants were seeking or 
expecting when referred to the Neurosurgical Referral Clinic, but rather information, education, 
and reassurance about their condition and coordinated care, which was not being addressed at 
their primary care visit with their family physician. 
 

Q10 Do you agree with the gaps in service identified above? 

o Yes   

o No 
 
Q11 Are there any other gaps in service that you would like to add that are not represented 
above? 

o Yes 

o No   
 
Comments: 
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Stakeholder participants identified three potential barriers to implementing a new model of care 
within the current Neurosurgical Referral service.  First, there was uncertainty among 
stakeholders about whether the potential benefits for patients, providers, and the organization 
(i.e. KHSC) would outweigh the costs (time, resources) for implementing the new model of care 
and the APP role. There was also uncertainty about the allocation of new or existing funds to 
support the new APP role. The third barrier that was also revealed during the one-on-one semi-
structured interviews with stakeholders was the uncertainty around the impact ISAEC 
(Interprofessional Spine Assessment and Education Centre) will have on the Neurosurgical 
Referral Clinic and whether the proposed APP role will still be feasible or perceived as a 
duplication of services.  
 
Q12 Do you agree with the perceived barriers identified above? 

o Yes   

o No   
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Q13 Are there any other perceived barriers that you would like to add that are not represented 
above? 

o Yes 

o No   
 
Comments: 
 
    

 
With respect to strategies for improving the model of care to better meet patient health needs, 
stakeholders reported that change would not occur without a massive education of the referring 
practitioners while another stakeholder didn’t feel that education was the driver for change but 
rather finding efficiencies within the system would more likely lead to long-term 
sustainability.  ISAEC is a good example of this last point, whereby funding for the APP will be 
derived from an estimated 27% cost savings from reduced MR utilization, based on ISAEC’s 
2012 pilot findings. 
 
 
Q14 Do you agree with the strategies for improving the model of care identified above? 

o Yes   

o No 
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Q15 Are there any other strategies that you would like to add that are not represented above? 

o Yes   

o No   
 
 
Comments: 
 
 
 
 

  
 

 

 

 

 
 
 
The underlying problem central to unmet patient health needs is the increasing demand for 
neurosurgical services within Ontario. Externally, this increase in demand is due to in part to an 
aging population, population growth through immigration, an increase in the prevalence of 
chronic diseases that comes with living longer, as well as this population’s greater expectation 
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for general health and well-being as they age.  Lack of funding/resources, stakeholder 
engagement, and education of referring practitioners in terms of appropriate triage and care 
coordination are examples of internal factors contributing to the growing demand for 
neurosurgical services at KHSC specifically.  Priorities/goals among stakeholders interviewed 
was access to patient care that is timely, informative, coordinated and integrated for better self-
managed care. 
 
 
Q16 Are the priority problems and goals representative of your experience with the current 
model of care?  

o Yes   

o No 
 

Q17 Are there any other priority problems and/or goals that you would like to add that are not 
represented above? 

o Yes 

o No   

 
Comments: 
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With respect to the new model of care, the addition of an APP to the current Neurosurgical 
service will lend itself to either a Triage model, a Parallel model, or perhaps a hybrid of both with 
a Triage model transitioning to a Parallel model after a period of time. In a Triage model, the 
APP will screen neck and back pain patients for potential management by the surgeon and 
conservatively manage those who do not need to see the surgeon.  Having the APP present will 
allow the surgeon to double book assessments (i.e. neck or back pain patient with cranial cases) 
however, the surgeon will maintain an active role in both the assessment and management of 
each client.  The Triage model is similar to the current Physician Extender model when the PA is 
present during clinic yet, the Triage model provides patients with treatment options and 
alternative strategies (e.g. education, counselling, and self-management strategies) that 
normally would not be part of the physicians’ or PA’s scope of practice. 
 

 

 

 

 

 

 

 
In a Parallel model, the APP will triage potential neck and back pain patients as per the Triage 
model, but will manage an independent caseload that will function in parallel to that of 
surgeons.  The APP will assume a more autonomous role to that of the surgeon in the Parallel 
mode.  This model will be something that the APP will aspire to once they have gained the trust 
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and acceptability of the respective surgeons and hospital administrators. Adding an APP to the 
current Neurosurgical Service to triage and manage neck and back pain patients will free up the 
surgeon’s time to assume other roles within the clinic.   
 
A defining feature that distinguishes APP roles from other types of physiotherapy roles is that, in 
addition to having specialized knowledge and skills in the delivery of direct patient care, APPs 
also have clinical leadership, education, research and professional/scholarly responsibilities for 
practice improvement. 
 

 

 

The above diagram depicts the referral, assessment, and potential clinical pathway of the 
proposed APP Spine Triage model of health care delivery which will transition to a Parallel 
model once they have gained the trust and acceptability of the respective surgeons and hospital 
administrators.  
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Q18 How well do you think the proposed APP model of care will meet priority patient health 
needs identified above? 

o Extremely well 

o Very well    

o Moderately well 

o Slightly well    

o Not well at all 
 

Q19 How well do you think the proposed APP role will fit with the goals of the new APP model of 
care? 

o Extremely well    

o Very well    

o Moderately well 

o Slightly well 

o Not well at all 
 
Comments: 
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Step six comprises the following implementation strategies: articulating a clear vision, 
developing an evaluation plan, planning for anticipated barriers and leveraging facilitators, and 
implementing change initiative logistics. 
 

 

 

KHSC’s strategic plan ‘aspires to be the healthiest community by improving health outcomes 
and empowering patients to engage in their care and providing seamless, integrated and 
coordinated care’. 
 
Q20 Do you feel the vision for the proposed APP Spine Triage Service is aspirational, 
representing the end goals and outcomes that will result from a successfully executed 
implementation plan? 

o Yes   

o No   
 
Q21 Any suggested edits for the above vision statement? 
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Phase III will utilize a cross-sectional mixed methods design to assess the acceptability and 
feasibility of the APP triage model, in the assessment and management of adults with neck and 
back pain.  Similar quantitative and qualitative tools used in Phase I will be used in Phase III to 
collect data. 
 

Questionnaires 
Surveys 
Semi-structured one-on-one stakeholder interviews 

 
Descriptive statistics will provide summaries for the questionnaires and surveys while data 
collected from the semi-structured interviews will be analyzed using summative content analysis. 
 
Q22 Do you feel the proposed evaluation plan for Phase III is robust enough? 

o Yes   

o No 

 
Q23 Are there any additional evaluation activities that you would like to add that are not represented 

above? 

o Yes   

o No   
 

Comments: 
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Acknowledging, understanding and planning for anticipated barriers and facilitators to role 
implementation and their impact on the integration of the APP role, allowed the advisory 
committee an opportunity to provide some strategies that were used to address barriers and 
leverage facilitators. 
 
Q24 Do you agree with the anticipated barriers and facilitators above? 

o Yes   

o No 
 

Q25 Are there any other perceived barriers or facilitators that you would like to add that are not 
represented above? 

o Yes   

o No   
 

Comments: 
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With respect to other change initiative logistics, such as stakeholder awareness, administrative 
supports and resources, regulatory mechanisms, policies and procedures, and APP education, 
will be addressed during the implementation of ISAEC in the SE LHIN.  The ministry is also 
utilizing the PEPPA framework for the planning, development, and implementation of all 
musculoskeletal Rapid Access Clinics (RACs) with advanced practice Interprofessional 
roles.  Roles, such as ISAEC's PL, are well resourced and all of the logistic activities identified 
above will be addressed in the implementation plan.  Phase III of the current study, therefore, 
will leverage these as a means of addressing the remaining change initiative logistics and 
expediting the evaluation plan. 
 
Q26 Do you agree with the decision to leverage the ISAEC’s PL and related resources as a 
means of addressing the remaining change initiative logistics and expediting the evaluation 
plan? 

o Yes   

o No 
 
Comments: 
  
 
 
That concludes the survey.  Thank you for taking the time to share your thoughts and opinions! 

End of Block: ADVANCED PRACTICE PHYSIOTHERAPY SPINE TRIAGE 
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Appendix L: APP Job Description 

The Role of the Advanced Practice Physiotherapist within the Neurosurgical Referral Clinic 
 

POSITION SUMMARY: 
 
The Advanced Practice Physiotherapist (APP), in the Neurosurgical Referral Clinic, will be a 
registered physiotherapist with advanced knowledge and skills in the area of musculoskeletal 
management and will function in an expanded role within a collaborative practice model.  
Emphasis will be on triaging neck and back pain patients and their families in a tertiary care 
hospital setting.  The APP will enhance patient focused outcomes through expanded, direct and 
comprehensive care, education, research, professional and organizational leadership. 
 
QUALIFICATIONS: 

 Completion of an accredited, entry-to-practice degree program in Physiotherapy 
 Completion of a post-graduate musculoskeletal-related credentialing program (e.g. 

Advanced Clinician Practitioner in Arthritis Care – ACPAC; Canadian Academy of 
Manual Physical Therapy; Doctorate of Physical Therapy – Musculoskeletal 
Management) or at least 4 years of clinical experience in the musculoskeletal-spine area 

 Experience in an advanced practice role in a tertiary care environment is an asset 

PROFESSIONAL AFFILIATIONS/MEMBERSHIPS: 
 Member in good standing with the College of Physiotherapists of Ontario 
 Member of the Canadian Physiotherapy Association and respective orthopaedic division 

ROLES & RESPONSIBILITIES: 
Expert: 

 Demonstrates a comprehensive theoretical knowledge base and advanced level of clinical 
competence in the area of degenerative spine disease 

 Provides direct, specialized, comprehensive physiotherapy services, emphasizing health 
promotion, disease prevention and collaborative management strategies to positively 
affect health outcomes 

 Gathers, synthesizes and interprets assessment findings to determine and manage 
complex spinal disorders 

 Has a broad understanding of indications for surgery and identifies the need for further 
diagnostic imaging/testing and/or referral to members of the interdisciplinary team 

 Facilitates the evaluation of care provided to the patient to which the best possible 
outcomes have been achieved to ensure the provision of the highest quality of care to 
patients and their families 

Communicator: 
 Excellent verbal, written, and interpersonal skills 
 Listens effectively and facilitates discussion to ensure reciprocal exchange of information 
 Effectively presents information and responds to questions in a truthful, objective, 

sensitive, empathetic, and respectful manner 
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 Respects confidentiality, privacy and autonomy 
 Establishes, communicates and documents clinical impressions/medical diagnoses and 

plan of care within defined scope of practice 
 Communicates specific medical diagnoses and plan of care to primary care provider 

Collaborator: 
 Facilitates a collaborative interdisciplinary, team practice model 
 Develops plan of care in collaboration with the patient/family, surgeon and primary care 

provider 
 Works effectively with all members of healthcare team (i.e. clinical managers, physicians, 

physician assistants, residents and student learners) 
 Collaborates on the establishment of goals and objectives for the neurosurgery unit 

consistent with the provision of high quality patient and family-centred care 
 Collaborates with academic institutions through shared projects and/or through joint 

appointments 
 In consultation with the interdisciplinary team, participates in quality improvement 

activities through continually assessing for opportunities for improvement, developing 
and implementing initiatives and monitoring for effects 

Manager: 
 Accountable to align activities and performance with the strategic goals and objectives of 

the organization 
 Ensures policies, procedures, standards, protocols and pathways are effectively 

communicated to referring practitioners, staff and patients 
 Manages budgets and resources as appropriate 

Advocate: 
 Advocates, on behalf of the patients and families, for timely access to appropriate 

services 
 Communicates internally and externally to facilitate plan of care (i.e. other health care 

professionals) 
 Acts as an agent of change, advancing standards of practice within and external to the 

Neurosurgical Referral Clinic 

Scholarly Practitioner: 
 Seeks funding sources to support investigations in clinical issues or care delivery models 
 Conducts or develops collaborative research projects to monitor and further develop 

evidence-based physiotherapy services and improve patient outcomes 
 Interprets, communicates and disseminates research findings to support patient care and 

recommends policy changes based on research 
 Disseminates research findings and/or physiotherapy knowledge through presentation or 

publication to local, regional, national, and international levels 
 Develops evaluation strategies related to the APP Spine Triage Clinic 



ADVANCED PRACTICE PHYSIOTHERAPY SPINE TRIAGE                                             281

 

 

 

 Through reflective practice, is accountable for maintaining personal knowledge and skills 
by engaging in educational activities that will continue to enhance and advance clinical 
knowledge and improve patient focused outcomes and professional performance 

 Participates in undergraduate and graduate health education through 
preceptorship/supervision, consultation, and/or joint appointments at the university level 

Professional: 
 Delivers, coordinates and participates in education and professional development 

activities/programs 
 Serves as an educator and clinical preceptor/tutor for physiotherapy/nursing/medical 

students and other members of the interdisciplinary team 
 Provides leadership on committees and task forces at all levels of the organization (site, 

unit, program, directorate, organization and community)  
 Plans, implements and evaluates needs-based continuing education and creates resources 

for staff and clinical partners to promote quality patient care for specific populations  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

We thank all applicants, but only those selected for an interview will be contacted.  We 
are committed to inclusive and accessible employment practices.  If you require an 
accommodation to fully participate in the hiring process, please notify the Human 

Resources Department. 
 
THIS COMPETITION IS OPEN TO ALL QUALIFIED INTERNAL AND EXTERNAL 

APPLICANTS 
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Appendix M: 

Phase III Change Initiative Logistics 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 


