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LETTER TO THE MINISTER 
 
Honourable Adriana LaGrange 
Ministry of Health 
224 Legislature Building 
10800-97 ave 
Edmonton, AB T5K 2B6 
 
Oct 15, 2025 

Briefing Note: NPPCP 18 Month Review Recommendations  

Dear Minister LaGrange,  

   Over the last year and a half, the Nurse Practitioner Association of Alberta (NPAA) has been focused on making 
the NP primary care program successful through collaboration with the Ministry of Primary and Preventative Health 
Services. Through biweekly meetings, we have worked diligently to improve processes and onboarding for nurse 
practitioners, establishing supports, and advocating for change to system-level barriers. The NPAA has supported 
dozens of NP proponents through the onboarding processes and provided multiple webinars to support their 
transition to business ownership. Overall, based on our assessment with our consulting firm MNP, we've found that 
nurse practitioners are feeling supported by the NPAA.  

To date, there have been over 180 expressions of interest. There are 80 nurse practitioners functioning under the new 
model. With 89 approved. This is a success rate of about 45%. NPs, external legal and business consultants and the 
NPAA have identified adjustments that are needed in the ministerial order (MO) to make this program more 
successful, which will increase adoption, reduce provider burnout, and incentivize movement of NPs into primary 
care from within Alberta, interprovincially and internationally.  All with the goal of maximizing patient attachment 
to Primary Care Providers in a cost effective and rapid manner.   

However, there is increased competition to consider. BC recently announced new investments to recruit 200 NPs to 
their contracted model and is heavily recruiting from the United States, improving pathways for international 
registration.  Saskatchewan released their direct reimbursement model at the beginning of June, highlighting 
superior incentives compared to the NPPCP, including lower hours, compensation for continued professional 
development, maternity leave and after-hours stipends. Alberta had the advantage of being the first to launch a direct 
reimbursement; however, we feel the future will be more competitive with Ontario and Nova Scotia developing their 
own direct reimbursement models and likely to launch within the next year. We must reform the current NPPCP 
model if Alberta is to maintain its competitive advantage as a leader in this space.  

The following recommendations are based on a legal review of the MO, NPPCP participant survey feedback, expert 
NP consultation and comparative analysis of interjurisdictional funding models available to NPs.  

Your partner in primary care reform, 

 

Jennifer Mador, MN-NP 

President NPAA  
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EXECUTIVE SUMMARY 

 
The Nurse Practitioner Primary Care Program (NPPCP) has made critical strides since its launch in April 
2024, with over 170 expressions of interest and 76 NPs currently practicing under the model, as of August 
2025. Early evidence shows a strong potential for success — but also reveals barriers that may hinder 
long-term viability and provincial competitiveness. 

This report outlines the systemic challenges NPs face under the current Ministerial Order, from 
compensation gaps and inflexible work hours to the absence of locum coverage or parental 
leave. These challenges are compounded by legislative barriers that affect NP practice or patient 
access to NP services. In addition, there is growing interprovincial competition, offering more 
attractive reimbursement models emerging in BC, Saskatchewan, and Newfoundland. It is also 
critical to ensure that all NP streams of practice (ie. Adult and Pediatric NPs) are explicitly 
included in the NPPCP framework to meet Alberta’s population needs.  
 
Drawing from third-party surveys with NP members, legal review, and interjurisdictional comparison, 
NPAA offers six core recommendations to modernize and stabilize the NPPCP model: 
 
➔​ Restore compensation parity (80–100% of PCPCM) and expand the annual budget to $30M/year 
➔​ Introduce flexibility in hours, panel size, site eligibility, while explicitly ensuring inclusion of all NP 

streams, beyond Family/All Ages alone. 
➔​ Establish NP locum and parental leave programs 
➔​ Fund leadership stipends and Continuing Professional Development access 
➔​ Remove barriers hindering scope of practice or patient access to NP care 
➔​ Invest in workforce sustainability through dedicated investment into NP education and 

preceptorships 
 
These changes require an estimated $15.8M/year increase to current funding but will secure Alberta’s 
leadership in primary care innovation and ensure long-term adoption. This estimate is 3.3% of Alberta’s 
annual primary care budget of (475 million dollars), resulting in affordable and timely improvements in 
access to care. 
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1.0 Introduction & Background 
 
1.1 Purpose of this Report 

The purpose of this document is to provide Primary and Preventative Health Services and the Ministry 
with formal recommendations as part of the NPPCP’s 18-month evaluation. These recommendations are 
informed by: 

●​ Feedback from NPs participating in the NPPCP 
●​ Analysis conducted by MNP 
●​ Ongoing consultation through the NPPCP Committee 
●​ A legal review of the Ministerial Order (MO) 
●​ Comparative analysis of programs in BC, SK, ON, NFL and NS 

 
NPAA has played a critical role in co-developing and supporting the implementation of the NPPCP 
through biweekly meetings, onboarding support, and systems-level advocacy. 

 
1.2 Program Overview 

Program Launch: April 2024 
Onboarding Started: August 2024 
 
Uptake to Date: 
★​ 179 EOIs received 
★​ 110 Applications submitted 
★​ 84 Applications approved 
★​ 76 Nurse Practitioners actively 

operating under NPPCP  
 
~43% onboarding success rate 
 
NPAA has supported implementation through onboarding guidance, contract interpretation, and 
participation in biweekly operational meetings with PPHS. The NPAA has developed resources and 
supports, reviewed and provided legislative feedback and policy interpretation, as well as advocacy 
on compensation, working conditions, and workforce planning. 
 
1.3 Goals of the 18-Month Evaluation 

Reform the Ministerial Order (MO) 
to improve sustainability and 

equity 

Align the NPPCP 
with national and interprovincial 

benchmarks 

Secure sustainable funding for 
expansion and retention 
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2.0 Key System Challenges 
2.1 Ministerial Order Limitations 

The current Ministerial Order governing the NPPCP imposes rigid program parameters that limit its ability 
to attract and retain participants. Based on NP feedback and a legal review, the following concerns have 
been identified: 

1.​ Lack of flexibility in service delivery: The MO does not explicitly recognize indirect care, virtual 
care, or multi-site practice, despite these being common and necessary elements of modern 
primary care delivery. This restricts how NPs can design their practice and support patient needs. 

2.​ Excessive hour requirements: The 1928-hour minimum required under the NPPCP significantly 
exceeds equivalent expectations for physicians in the primary care system. This creates a burden 
that is inequitable and exploitative.  Lack of flexible arrangements and capitations on unsociable 
hours are restrictive.  

3.​ Erosion of compensation parity: When the NPPCP launched, it was designed to offer 
approximately 80% of the compensation received by physicians and to be adjusted to remain on 
par once the Primary Care Physician Compensation Model (PCPCM) was launched in Spring of 
2025. However, with recent PCPCM increases in physician compensation, this ratio has dropped, 
leaving NP practices at a disadvantage despite the expectation to deliver equivalent services to a 
larger number of patients.  

This gap is made worse by specific limitations placed on NPs. For example, physicians are paid 
1.84x for after-hours care, while NP hours only receive 1.5x towards their yearly hours. On top of 
that, physicians don’t have a cap on how many hours can be billed as after-hours, but NPs are 
limited to just 20%. These restrictions reduce fair access to compensation and need to be 
addressed to support parity and encourage long-term NP participation in the program. 

Alberta optional holidays including Easter Monday, Heritage Day, National Day for Truth and 
Reconciliation and Boxing Day should be included in the after-hours care 

4.​ Rigid panel size expectations: The current NPPCP MO imposes a minimum patient panel of 900, 
compared to 500 in the PCPCM, which is unrealistic for providers in rural communities or those 
providing care to patients with high complexity. This discourages otherwise qualified NPs from 
applying and limits flexibility in care delivery models. NP panel sizes are evaluated only twice a 
year, whereas physicians’ are monthly, leading to delays in compensation adjustment and no 
option for back-pay. 

5.​ Early hours are not considered after-hours: The MO does not account for services delivered 
before standard business hours as after-hours, despite this being a common access point for 
patients. This omission reduces fair recognition of extended availability and discourages flexible 
scheduling. 
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6.​ Restrictions on seeing out-of-province patients: NPs are unable to provide care to patients who 
have moved to Alberta but are waiting for their healthcare card. Physicians have reciprocity with 
other provinces, and with other provinces expanding NP-led care, Alberta should align to support 
equitable patient access. 

2.2 Interprovincial and PCPCM Comparisons 

1.​ Alberta (NPPCP): Under the NPPCP, Nurse Practitioners are expected to deliver the equivalent of 
1,928 hours annually while managing a minimum patient panel of 900. Unlike other jurisdictions, 
NPPCP offers no dedicated funding for continuing professional development (CPD), caps on 
virtual care, and no guaranteed parental leave provisions. This creates challenges for 
sustainability, work-life balance, and retention. Compared to neighbouring provinces, Alberta’s 
NPPCP sets the highest service and panel requirements with the least supportive benefits, 
highlighting an urgent need for reform.​
 

2.​ Alberta (PCPCM): By contrast, physicians under the PCPCM have significantly lower 
requirements: only 400 hours annually across 40 weeks and a panel minimum of 500 patients. 
The model also incorporates complexity-adjusted payments, higher after-hours premiums, and 
structured virtual care billing. The discrepancy between the expectations placed on physicians 
and NPs within the same province underscores the inequity of NPPCP’s current design.​
 

3.​ British Columbia ("New to Practice" NP contract): In BC, the New to Practice (NTP) NP contract 
requires 1,680 hours annually (a standard full-time equivalent) with panel attachment 
expectations that grow over time. NPs receive substantial overhead support ($75,000–$85,000 
annually), are permitted a mix of in-person and virtual care, and are contractually supported for 
after-hours coverage. This model demonstrates a balanced approach to workload and 
compensation that supports NP practice sustainability. It also supports FTE splitting, enabling 
part-time NP practice and greater flexibility within the model. ​
 

4.​ Saskatchewan (NP contract model): Saskatchewan requires NPs to provide 1,680 hours annually 
and maintain a minimum panel of 800 patients by the end of year two. The program includes 
after-hours incentives (up to $6,300), enhanced panel payments ($10,000 per 100 patients above 
the minimum), CPD funding, and up to 20 weeks of partially paid parental leave. These provisions 
not only ensure service delivery but also acknowledge NPs’ professional development and 
personal needs. Prorated options are available for part-time FTE.  

 

 

NPPCP 18-Month Evaluation Report | Advocacy, Achievements & Proposed Program Improvements ​         ​                       7 



 
 
 
2.3 Cross-Jurisdictional and PCPCM Comparison Takeaways 

1.​ Hour and panel requirements: Alberta’s NPPCP sets the highest thresholds with the least 
flexibility, while SK and BC align to a standard 1,680-hour FTE and smaller panel targets. 

2.​ After-hours: Alberta physicians are paid 1.84x with no cap, while NPs receive 1.5x capped at 20% 
of hours. In contrast, Saskatchewan offers a financial stipend (max $6,300) and BC includes 
after-hours within standard hours. 

3.​ Virtual care: Alberta caps NP virtual care; the PCPCM, SK and BC allow it to count fully within 
service hours, giving providers more flexibility. 

 
Implication: Alberta’s NPPCP demands more hours, larger panels, and stricter limits than other 
jurisdictions. Unless reformed, these disparities will continue to hinder NP participation, retention, and the 
program’s long-term success. 

 

Hour Requirements and Panel Size Across Provinces and PCPCM  
 

This figure compares Nurse Practitioner program requirements in key provinces and the PCPCM, focusing on 
mandatory clinical hours and expected patient panel sizes. The data highlights the variability across jurisdictions 

and underscores how Alberta’s NPPCP parameters largely differ from national norms and AB physician 
requirements. 
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2.4 Lack of Infrastructure for Continuity of Care 

The NPPCP currently lacks several core supports required to ensure consistent, high-quality care when 
Nurse Practitioners are temporarily unavailable or pursuing professional growth. Unlike their physician 
counterparts, NPs do not have access to: 
 

1.​ Locum coverage: There is no funded NP locum pool to ensure patient care continues 
uninterrupted during vacations, illness, or professional absences. 

2.​ Parental or maternity leave support: The program lacks a mechanism to allow NPs to take leave 
while maintaining continuity of care for their patients and financial viability for their practice. 

3.​ Funding for continuing professional development (CPD): There are no allocated funds to support 
mandatory CPD requirements, leaving NPs to cover education costs out of pocket despite 
operating as independent primary care providers. 

These missing supports put NPPCP participants at a disadvantage and risk program sustainability by 
discouraging long-term participation. 
 

2.5 Legislative and Ministerial Barriers 

The current legislative framework presents barriers that directly impact patient access to care. 

●​ Access to Provincial Forms: Nurse Practitioners are currently unable to complete critical 
provincial forms such as AISH and capacity assessments, limiting access to essential supports 
for vulnerable Albertans. With over 600,000 Albertans lacking a primary care provider, and an 
estimated 9,600 AISH applicants requiring provider sign-off, this legislative barrier 
disproportionately affects those most in need. Alberta’s 3.9% annual population growth will 
further intensify access issues unless resolved.  
 

●​ Legislation and Regulatory Barriers: Multiple pieces of legislation and regulation have 
been identified as barriers that affect the sustainability of NP small business, restrict 
patent access to NP services and impose unnecessary barriers to NP practice. These 
barriers result in increased costs to the system, delays in care to the patient and pose 
risk to the viability of the NPPCP.  

 

➔​See Appendix A for a detailed list of legislative changes required to support NP 
practice and improve equitable access to care for Albertans. 
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2.6 Education and Workforce Bottlenecks 

The long-term success of the NPPCP depends on Alberta’s ability to grow its Nurse Practitioner 
workforce. However, several structural challenges are impeding this growth: 
 

1.​ Limited training capacity: Alberta’s post-secondary institutions are not directly funded to support 
NP education. Traditionally, NP programs have been funded through pulling from the general 
nursing budget, rather than dedicated funding for the NP workforce. The Ministry of Advanced 
Education and the Ministry of PPHS need to create a workforce strategy and implement 
dedicated investments in NP education.  

2.​ Preceptorship bottlenecks: A lack of centralized coordination and funding for preceptors has 
created barriers to clinical placements. Many NP students struggle to find preceptors in primary 
care specifically, which extends their training timelines and discourages entry into the profession. 
Without exposure to primary care training environments, we miss the opportunity to build a 
primary care NP workforce.  

3.​ Lack of compensation for NP preceptors: Unlike physicians who are funded to provide 
preceptorship, NPs are expected to take on students without financial support. This creates a 
disincentive for experienced NPs to contribute to workforce development. Physician colleagues 
kindly participate in the training of NPs, but there is a disincentive to training an NP as there lacks 
compensation compared to taking a medical student.   

Addressing these barriers is essential to ensure the NPPCP has the personnel needed to meet Alberta’s 
growing primary care demand. 
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3.0 NPAA Recommendations 
3.1 Ministerial Order Reform 

To ensure the NPPCP remains competitive and sustainable, the Ministerial Order must be updated to 
align with modern primary care delivery and evolving interprovincial models. Specifically, we recommend: 
 

1.​ Maintaining compensation at a level equivalent to 80–100% of physician rates to preserve the 
integrity and intent of the program. 

2.​ Reducing panel minimums to 500 to allow for flexibility, particularly in rural areas and to be 
equitable with the physician PCPCM model. 

3.​ Aligning panel size assessments with physician standards by moving from semi-annual to 
monthly panel evaluations and enabling back-pay adjustments. This ensures NPs are 
compensated fairly and promptly for their patient panels. 

4.​ Reducing the minimum working hours for full-time NPs to align the NPPCP with the PCPCM to 
ensure primary care provider equity within the province of Alberta. 

5.​ Supporting part-time NP practices with compensation and panel size adjusted proportionately to 
a full-time contract equivalent. 

6.​ Updating language in the MO to explicitly allow for multi-site practice, indirect care, and virtual 
care, which are essential for scalable, patient-centred models of delivery. 

7.​ Expand NPPCP eligibility to include all NP licensure streams — Family/All Ages, Adult and 
Pediatric — to reflect Alberta’s population needs, and leverage the full NP workforce. 

8.​ Aligning after-hours compensation with physicians by increasing NP premiums to 1.84x and 
removing the 20% cap on billable after-hours hours, ensuring equity for equivalent service 
delivery. 

9.​ Enabling team-based care requires interoperability with other funding models. Cross coverage 
with physician colleagues for vacation / sick time / locum coverage must be integrated into the 
terms of the MO to ensure patient access to team-based care. Consider daily or weekly rates of 
compensation to support interprofessional panel coverage.  

10.​ Recognize early morning hours as after-hours to reflect the realities of primary care scheduling 
and ensure equivalent compensation for extended service availability. 

11.​ Amend the MO to allow NPs to see out-of-province patients who have recently moved to Alberta 
but are awaiting their provincial healthcare card, ensuring consistent patient access and aligning 
with physician reciprocity agreements across provinces. 
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3.2 Infrastructure for System Integration 

To ensure continuity of care and retention of providers, the following supports are required: 
 

1.​ Establishing a funded NP locum pool will ensure patient care continuity and will provide a 
mechanism to grow the workforce under the NPPCP.  Estimated cost: $1.25M annually. 

2.​ Implement a funded parental leave program, similar to physicians, that will incentivize the NPPCP. 
Estimated cost: $890K annually. 

3.​ Provide reimbursement for medical liability insurance, a cost that is currently absorbed by NPs 
despite their independent practice status, yet is reimbursed to physicians through AMA stipends. 
Estimated cost: $560K annually. 

 

3.3 Legislative Reform and NP Governance 

To support patient access and NP small business sustainability, immediate changes to Alberta legislation 
and regulation are needed: 
 

1.​ Authorize NPs to complete provincial forms including AISH and capacity forms, removing 
unnecessary delays in care for Alberta’s most vulnerable populations. 

2.​ Clarify Alberta’s position regarding the Canada Health Act (CHA) interpretation letter to affirm the 
viability of NP-led models within the province. 

3.​ A clear NP governance structure is required to support the growing number of NPs within 
the NPPCP. In support of NP governance and leadership, the NPPCP program integration 
has already called upon NP consultants to take on leadership roles within the health 
system. 

These responsibilities may redirect clinical hours from direct patient care to support 
integration and system-level improvements. NPs should not face barriers to participating 
in leadership opportunities due to the NPPCP Ministerial Order terms.  

Funding for this work should be provided through grants directed through NPAA or coded 
within NPPCP reporting documents.  
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3.4 Education and Workforce Development 

Alberta’s ability to grow and sustain its NP workforce is at risk due to limited educational capacity and a 
lack of preceptorship funding. To address these bottlenecks, NPAA recommends: 
 

1.​ Provide dedicated funding for NP education at post-secondary institutions to meet workforce 
demands. In Alberta, NP students share seats and funding from the broader nursing education 
pool, rather than having a dedicated allocation for NP education. This can limit the number of NP 
program spots available and create competition with other nursing programs for resources. 

2.​ Fund NP preceptors at an equitable rate compared to other jurisdictions and professions to 
recognize the expertise of NP and physician preceptors. Currently, NP preceptors are unpaid, 
further disincentivizing preceptors from accepting NP student placements.  

3.​ Create a centralized preceptor registry and matching system to streamline placements. 

4.​ Expand rural recruitment and retention programs (e.g., RhPAP) to include Nurse Practitioners as 
eligible providers. Reform the RhPAP grant agreement to include more dedicated recruitment and 
retention and professional development funding to NPs.  

 
3.5 Service Event Reporting Codes 

NPAA recommends the addition of service event reporting codes that better represent key NP activities, 
including mental health visits, minor procedures, complex care appointments, and well-baby/prenatal 
care. 
 
These codes reflect the actual time, complexity, and resources required for NP-led visits, ensuring fair 
workload tracking, accurate compensation, and alignment with interprovincial standards. 
 

➔​See Appendix B for detailed suggested codes and rationale. 
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4.0 Budget Summary 

Initiative Annual Estimate 

Compensation Adjustment $10M (additional) 

Locum Pool + Admin $1.25M 

Parental Leave Program $890K 

Medical Liability Reimbursement $560K 

NP Leadership & CPD $1.32M 

Preceptor Program $1.8M 

Total Additional Funding Requested ~$15.8M/year 

 
 

 

 
 
 

 
 
 
 
 

 

 

 

➔​ $644M is the province’s stated primary-care allocation for 2025/26. 
https://www.alberta.ca/budget-highlights  

➔​ $178M is the projected cost of the new PCPCM (family physician compensation) for the same 
period. https://www.albertadoctors.org/news/news/ama-response-to-albertas-2025-budget  

➔​ $15.8M is the additional NPPCP funding request, as outlined above. 

NPPCP 18-Month Evaluation Report | Advocacy, Achievements & Proposed Program Improvements ​         ​                       14 

https://www.alberta.ca/budget-highlights
https://www.albertadoctors.org/news/news/ama-response-to-albertas-2025-budget


 
 
 

5.0 Third-Party Survey 
To meet grant requirements, the NPAA engaged MNP Consulting to evaluate the impact of its facilitation 
role during the first year of the NPPCP. This impact evaluation examined how NPAA’s support contributed 
to the development and success of NP-led clinics, and how this role could be strengthened through 
internal improvements and enhanced collaboration with Primary and Preventative Health Services. 
 
The assessment focused on NPAA’s efforts in areas such as stakeholder engagement, recruitment, 
application assistance, resource development, change management, and technology integration. In 
addition to primary data collection (outlined in Section 2), MNP analyzed available program data and key 
outcome measures to assess the effectiveness of NPAA’s contributions. 
 
The evaluation had four main objectives: 

●​ Assess the effectiveness of NPAA’s support in implementing the NPPCP during Year 1 of the 
three-year grant period; 

●​ Understand the early impact of NPAA’s activities on the success and sustainability of NP-led 
primary care practices; 

●​ Identify strengths and areas for improvement in NPAA’s facilitation efforts to guide future 
planning; 

●​ Provide evidence-based insights and recommendations to Primary and Preventative Health 
Services and other stakeholders to support NPAA’s continued involvement in similar initiatives. 

 
➔​See Appendix C for a summary of the evaluation results.  

 

6.0 Internal Proponent Survey 
NPAA conducted an internal follow-up survey with NPPCP proponents in October 2025 to gather 
first-hand feedback on the program at the 18-month mark. The intent was to assess whether the 
experiences and challenges of participating NPs were accurately represented in the draft 18-Month 
Report and to identify key priorities for ongoing advocacy and program improvement. 
 
Responses reinforced many of the findings presented throughout this report – particularly regarding 
workload, compensation inequities, and the need for greater flexibility within the current Ministerial Order. 
While most respondents agreed their experiences were accurately reflected, many emphasized persistent 
concerns related to excessive hour requirements, unsustainable panel sizes, and the lack of work–life 
balance. 
 
Nearly all respondents stated they would remain in the program only if meaningful changes are 
implemented, highlighting the importance of timely MO revisions to support retention and sustainability. 
 

➔​See Appendix D for a summary of the 18-Month Survey results.  
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7.0 Next Steps  
➔​ NPAA to continue working group meetings and cross-ministry collaboration to support NPPCP 

implementation. 
➔​ NPAA to provide PPHS with solution based feedback to support the success of the NPPCP. 
➔​ PPHS to revise the Ministerial Order as per NPAA recommendations in the 18 Month review.  
➔​ PPHS to draft a Memorandum of Understanding with NPAA as the recognized negotiating body 

on behalf of Nurse Practitioners outside of unionized environments.  
➔​ PPHS to work with NPAA to draft an Omnibus Bill or “NP Act” for the province which would 

address any legislative barriers affecting patient access to NP services.  

 
8.0 Conclusion 
The NPPCP is showing clear early success in expanding access to care across Alberta. However, this 
success is at risk if Alberta does not modernize its approach and respond to interprovincial competition. 
The recommendations presented here are cost effective, evidence-based, and focused on retaining 
Alberta’s leadership in primary care reform. NPAA remains committed to working alongside the Ministry 
to implement needed reforms and ensure long-term sustainability of the NPPCP and removing barriers to 
patient access to NP services. 

 

9.0 Appendices 
Appendix A: Legislative Changes 
 
Appendix B: Service Event Reporting Codes 
 
Appendix C: Evaluation Survey Results 
 
Appendix D: 18-Month Survey Results Summary 
 
Appendix E: NPPCP MO Adjustments & Budget 
 
Appendix F: MO Legal Review 
 
Appendix G: References 
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Appendix A: Legislative Changes 

 
Table 1. outlines proposed legislative, regulatory, and provincial form amendments. The proposed amendments will: 

●​ Facilitate nurse practitioners (NP) to provide enhanced patient care; 
●​ Eliminate barriers for NPs;  
●​ Correct the existing physician-centric focus that exists in current legislation, regulation, and provincial forms; and  
●​ Increase role clarity for NPs. 

The proposed amendments outlined in Table 1. are intentionally developed to be at a “policy level”. Generally, government will work with regulators 
to clarify and approve the “policy intent” and “draft policy” of the proposed amendments before it starts drafting amended legislation. This 
approach requires flexibility; therefore, what is outlined below will flex and change somewhat during discussions with Government and other 
health system partners. The NPAA will continue to work with CRNA and health system partners to push for needed practice changes.  

Table 1. 

Statute, Regulation 
or Form  Proposed Amendments Rationale 

Health Professions 
Act (HPA) 

1.​ Interpretation (Amendment) - Amend 
section 1 of the HPA to create a definition 
to recognize NPs and physicians 
overlapping scopes of practice, 
autonomous practice, and function as 
patients’ most responsible practitioners, 
specifically stating NPs are recognized as 
“duly qualified medical professionals” . 

Supports modernizing legislation to recognize NPs as healthcare 
professionals alongside physicians. This would facilitate support to 
amend other pieces of legislation, regulations, and provincial forms 
(e.g., insurance forms) to allow NP to work to their full scope 
(including functioning as a signing officer for provincial forms) to 
provide care independently to patients.   
 
For example, the definition of duly qualified medical professional is 
not clearly defined in the Automobile Regulations and Alberta 
Insurance Act there is a lack of clarity on the role of  a NP. This is a 
contributing factor to patients having claims denied due to 
interpretation of current language.  
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Statute, Regulation 
or Form  Proposed Amendments Rationale 

Specifically, we should explore creating a definition of “duly qualified 
medical professional”, or a different definition that accomplishes the 
same intent. For example, the statement “duly qualified medical 
professional” is what is referenced by insurance companies to justify 
their reasoning to deny claims/forms completed by the NP.  
Developing a definition on this matter is anticipated to influence 
insurance company practices and lead them to recognizing NPs as 
qualified to complete insurance assessments and forms. 

2.​ Business Arrangements (Amendment) - 
 
Add the CRNA to the list of regulators 
identified throughout Part 5 – Business 
Arrangements of the HPA (e.g., Limited 
Liability Partnerships and Professional 
Corporations).  

 
Amend other supporting sections throughout 
the legislation regarding business 
arrangements e.g., articles under Section 1.  
 
 

To allow NPs working in independent practice (i.e., NPs in Primary 
Care Program) to avail themselves of business arrangements that 
may assist them from a financial and/or legal perspective.  
 
Currently, NPs are unable to incorporate in the same manner as 
physicians, dentists, and other medical professionals. This leads to 
significant increases in taxation and will result in independent NP 
practices being unsustainable. 

3.​ Schedule 24 (Amendments) –  
 
Amend Schedule heading to read “Profession 
of Registered Nurses and Nurse Practitioners”. 
 

Adding NPs to the title of Schedule 24 will create consistency 
between Schedule 24 and certain other regulated health professions 
where there is more than one role/profession. For example:  

●​ Schedule 19 - Profession of Pharmacists and Pharmacy 
Technicians 
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Statute, Regulation 
or Form  Proposed Amendments Rationale 

Amend Schedule 24, section 2 to create 
additional protected titles to recognize the new 
NP generalist designation that is coming 
forward, and to distinguish NPs that have 
speciality education, training and practice, 
such as  “nurse practitioner specialist” - 
protected titles under Schedule 24 section 2 of 
the HPA.  
 
Add a separate practice statement for Nurse 
Practitioners under Schedule 24 section 3 of 
the HPA.  
  

●​ Schedule 21 - Profession of Physicians, Surgeons, 
Osteopaths and Physician Assistants  

●​ Schedule 23 – Profession of Registered Dietitians and 
Registered Nutritionists 

●​ Schedule 28 – Profession of Speech-Language Pathologists 
and Audiologists  

 
In anticipation of the generalist NP, developing new protected titles 
would allow NPs to differentiate themselves from generalist to 
specialist, creating further clarity for the public and ensuring that no 
other person or profession, unless registered with CRNA as a NP can 
use these titles.  
 
Having a separate practice statement for NPs would provide greater 
clarity on the difference and scope of practice for RNs vs. NPs.  

Registered Nurses 
Profession 
Regulation  

4.​ Titles (Amendment) - Amend Section 14 
of the Regulation to reflect any protected 
titles for “nurse practitioner generalist” and 
“nurse practitioner specialist”. 

Section 14 of the Regulation authorizes and provides information on 
who can use a protected title under Schedule 24 of the HPA.  

5.​ Nursing Education Program Approval 
(Amendment) - Remove references 
throughout the Regulation for “Nursing 
Education Program Approval Committee” 
and substitute with “Council” for sections 
pertaining to both NPs and RNs.  

The Nursing Education Program Approval Committee no longer 
exists. Council is now responsible for approving nursing education 
programs.  
 
This is very specific wording. Removing it will allow Council to 
approve programs based on criteria they approve, offering more 
flexibility.  
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Statute, Regulation 
or Form  Proposed Amendments Rationale 

Remove references to “nursing education 
standards” throughout the Regulation and do 
not substitute.   
 

Insurance Act 6.​ Definition (New) - Add a definition for 
“medical examination” and “medical 
statement” to be from a physician or NP.  
 

Currently, medical examinations and medical statements leave room 
for misinterpretation. Specifically, that the exam or statement can 
only come from a physician.  
 
By defining this clearly in the Act to include NPs the intent is clear, 
and the barrier is removed for NPs to provide care. This will remove 
the situations where insurance claims may be denied due to services 
being provided by a NP or forms being completed by a NP. 

7.​ Automobile accident claim (amendment) - 
Add “nursing” next to “medical” throughout 
section 570(4). 

Currently, the Act allows for interpretation to leave out nursing 
services. The current wording creates a situation whereby adjusters 
could consider variation of claim approval or amount of coverage 
based on the provider’s profession, rather than the injury. Further, this 
creates situations where the patient’s ability to claim for NP or 
nursing services is limited.   

Alberta Health Care 
Insurance Act 

8.​ Definition (amendment) – Amend the 
definition of “insured services” to include 
NPs next to physicians.  

With the NPs in Primary Care Program (NPPCP), care provided by a 
NP is publicly funded whereby insured services will be covered. The 
Act should be amended to reflect this.  

9.​ Definition (new) – Add NP definition to 
section 1 of the Act.  

Other professions are currently listed within the Act, and it is 
important that NPs are captured. The omission of NPs allows for a 
situation in which adjusters could consider variation of claim approval 
or amount of coverage based on provider’s profession rather than the 
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Statute, Regulation 
or Form  Proposed Amendments Rationale 

injury. Further, this creates situations where the patient’s ability to 
claim for NP or nursing services is limited.   

10.​ Reassessment of claims (amendment) – 
Add NP to section 18(2)(e) of the Act.  

In the event of a reassessment of a claim, it is important that equal 
weight be given to NP assessment and care.  
 
Currently, physicians are mentioned in this section. The omission of 
NPs allows for a situation in which adjusters could consider variation 
of claim approval or amount of coverage based on provider’s 
profession rather than the injury. Further, this creates situations where 
the patient’s ability to claim for NP or nursing services is limited.   

11.​ Disclosure (amendment) – Under section 
20.3(2) add Nurse Practitioner Association 
of Alberta.  

Alberta Health has indicated that data collection on the NPPCP will be 
important going forward.  
 
The NPAA will have information on NPs in the NPPCP. In the future, 
NPAA will be providing billing supports to NP Clinics and assisting 
with evaluation of the NPPCP. Further, NPAA will be aware of NPPCP 
clinics and their funding level and may provide support if there are 
billing errors or a question from the Ministry regarding billing 
practices.   

Automobile Accident 
Insurance Benefits 
Regulation  

12.​ Definition (new) – Add a definition for duly 
qualified medical practitioner to include a 
physician and NP.  

Without a definition of “duly qualified medical practitioner” in the Act 
allows for interpretation to leave out nursing services. The omission 
of NPs allows for a situation in which adjusters could consider 
variation of claim approval or amount of coverage based on provider’s 
profession rather than the injury. Further, this creates situations where 
the patient’s ability to claim for NP or nursing services is limited.   
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Statute, Regulation 
or Form  Proposed Amendments Rationale 

Business 
Corporations Act 

13.​ Corporate name (amendment) – Add 
“nursing” to section 10(2.1).  

Current legislation limits nursing from professionally incorporating 
their businesses. This disenfranchises them from access to similar 
financial opportunities as physicians have access to. By clearly 
labeling “nursing” within the corporate name section, NPs will be able 
to professionally incorporate their businesses which will enable their 
financial viability and remove the current disadvantage of being 
limited from professional incorporation.  
 
As NPs will be owning and operating their own small businesses, it is 
important that financial inequalities amongst medical professionals 
be removed.  

Adult Guardian and 
Trusteeship Act 

14.​ Emergency Health Care (amendment) – 
Add “nurse practitioner” next to the word 
physician in all sections throughout 
section 101. 

As NPs practice in environments where they are the most responsible 
provider for patients and may be the only provider in a rural 
community, it is essential that legislation enable them to function to 
their full scope of practice.  
 
In the instance of an emergency in a clinical setting, the NP needs to 
be able to provide care without consent. As it is currently written in 
the Adult Guardian and Trusteeship Act, only physicians can make this 
decision now. This creates an access barrier as it inhibits NPs ability 
to work independently covering emergency rooms in rural areas as 
well as providing after hour call support to a hospital. It also leads to 
lack of consistency in care, if the NP providing care must seek out a 
physician who is unknown to the patient’s condition, just for them to 
determine the patient cannot consent to emergency care. 
 
NPs have the scope of practice and capability to assess a patient’s 
capacity and make a general capacity assessment. This section of 
the Act requires modernization to add NP next to the word physician 
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Statute, Regulation 
or Form  Proposed Amendments Rationale 

throughout section 101 to explicitly convey the scope of practice of 
the NP and to enable emergency care to patients.  

Adult Guardian and 
Trusteeship 
Regulation 

15.​ Capacity Assessors - Throughout the 
Regulation change “Alberta College and 
Association of Registered Nurses” to 
“College of Registered Nurses of Alberta” 

Add NPs to the persons who are designated as 
capacity assessors (e.g., Section 7(1) of the 
Regulation.  

Currently, there is a gap whereby patients of NPs must seek out 
physicians as capacity assessors despite the NP being their primary 
care provider. 
 
This proposed amendment would enable the NPs to assess their 
patient’s capacities (e.g., financial, legal, etc.).   
 
For the NP to competent to function as a capacity assessor they must 
complete supplementary training. Training is available and offered by 
the Government of Alberta (Office of the Public Guardian and 
Trustee). The CRNA will connect NPAA with the Office of the Public 
Guardian and Trustee should this amendment be approved to go 
forward. Additionally, the CRNA will consult with post-secondary 
institutions to explore opportunities to embed designated capacity 
assessment education into NP post-secondary curriculums.  

Provincial Forms  16.​ Provincial Forms (amendment) – Amend 
the following provincial forms to add the 
term “nurse practitioner” next to 
“physician”: 
●​ Short-term disability 
●​ Long-term disability 
●​ Auto insurance claims 
●​ Assured Income for the Severely 

Handicapped  
●​ Workers Compensation Board  
●​ Organ and tissue donation 

Without an explicit mention of the professional designation (NP), 
adjusters have been able to deny claims from patients based on 
provider’s profession, rather than the injury.  
 
Leaving the form to only state “physician” suggests that only a 
physician can complete the form.  As NPs are the most responsible 
provider for patients on their roster, it is essential that provincial 
forms reflect their ability to provide care to their patients without any 
unnecessary barriers.  
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Statute, Regulation 
or Form  Proposed Amendments Rationale 

●​ Capacity assessments 
●​ Vital statistics 
●​ Death certificates 

Personal Directives 
Act  

17.​ Interpretation (Amendment) - Amend Part 
II section 7 and Part VII of the PDA to 
include Nurse Practitioners next to 
physicians and psychologists.  

Supports modernizing legislation to recognize NPs as healthcare 
professionals alongside physicians. This would facilitate support to 
amend other pieces of legislation, regulations, and provincial forms 
(e.g., insurance forms) to allow NP to work to their full scope 
(including functioning as a signing officer for provincial forms) to 
provide care independently to patients.  
 
Currently, there is a gap whereby patients of NPs must seek out 
physicians to enact a personal directive.  
This change is in alignment with requests for modernization of the 
AGTA. 
 
This proposed amendment would facilitate full scope primary care 
and patient access to their primary provider.   
Training is available and offered by the Government of Alberta (Office 
of the Public Guardian and Trustee) and NPs are accessing this 
training.  
The NPAA will consult with post-secondary institutions to explore 
opportunities to embed designated capacity assessment within the 
curriculum.  
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Appendix B: Service Event Reporting Codes Recommendations 

 
Last Updated: September 2025 
 
 

Suggested Code 
Category 

Rationale Additional Notes/Considerations 

Mental Health Visit These visits typically require significantly 
longer appointment times for assessment 
and counseling. 

May include support for anxiety, 
depression, trauma, or chronic mental 
illness management. 

Minor Procedures Many NP-led clinics perform in-office 
procedures that require additional clinical 
time, setup, and supplies. 

Examples include IUD insertions, 
biopsies, suturing, and injections. 

Complex Care 
Appointment 

Patients with multiple chronic conditions or 
complex needs require longer, more 
comprehensive visits. 

Could serve as an umbrella code for 
long-duration, high-complexity visits. 

Well-Baby and 
Prenatal Care 

These visits involve comprehensive 
assessment, education, and anticipatory 
guidance, exceeding standard visit scope. 

Could be categorized under “Complex 
Care” or assigned separate codes to 
reflect developmental and prenatal 
milestones. 

 
 

 

NPPCP 18-Month Evaluation Report | Advocacy, Achievements & Proposed Program Improvements ​ ​                       25 
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Nurse Practitioner Association of Alberta 

Evaluation of NPAA’s Impact on the Nurse Practitioner Primary Care Program 1 

Summary of Survey Findings – Nurse Practitioners Participating or 

Interested in Nurse Practitioner Primary Care Program 
 

Highlights 

• Ninety percent (90%) of survey respondents are practicing Nurse Practitioners (NPs) in Alberta 

(N=39). 

• Roughly half (51%) of survey respondents support rural communities, and more than a quarter 

serve Indigenous (28%) and underserved populations (26%) (N=39). 

• Fifty-nine percent (59%) of survey respondents are currently participating in the NPPCP (N=39). 

Of those participating: 

o 78% have opened and are actively practicing in clinics. 

o 13% are approved but waiting to open their clinic. 

• Program requirements, funding concerns, and administrative burn out were consistently cited 

as key reasons for decreased interest in the NPPCP. 

• NPPCP participants reported NPPAA’s training resources as: 

o Considerably improving practice/operations (33%). 

o Helping address specific challenges (33%). 

o Providing general but useful support (33%). 

• According to survey respondents, NPAA’s support under NPPCP has focused on: 

o Professional development and training (23%). 

o Advocacy and policy navigation (23%). 

o Business/operational resources (23%). 

o Clinic setup/expansion (10%). 

o Community outreach (10%). 

• Approximately 86% of respondents reported that NPAA’s support has helped expand NP 

services to underserved or high-need communities to a moderate or substantial extent (N=15). 

• Approximately 81% of respondents reported that NPAA’s support impacted their ability to 

smoothly adopt the NPPCP model to a moderate to substantial extent (N=11).  

Overall, NPAA is off to a good start in supporting NPs through the NPPCP. Survey participants 

highlighted meaningful contributions such as training, advocacy, business resources, and clinic 

setup support. This suggests that NPAA’s efforts are helping NPs establish and expand practices in 

Alberta.  

When accessed, NPs reported receiving strong value from NPAA services. For example, 33% of 

survey respondents noted that training and resources considerably improved their clinical practice 

and business operations. Another 33% said these resources helped address specific challenges, 

while the remainder found that NPAA provided useful general support. 

Based on survey responses, interest and uptake in the NPPCP are influenced by key challenges 

including program accessibility, administrative burden, sustainable funding, and adequate business 

and operational supports. Addressing these barriers could drive greater participation and further 

strengthen NP practices.  

  



 

Nurse Practitioner Association of Alberta 

Evaluation of NPAA’s Impact on the Nurse Practitioner Primary Care Program 2 

Background Information 

1. Are you currently a Nurse Practitioner based in Alberta? 

  Count 
Share of 
Respondents 

Yes, I am a practicing Nurse Practitioner in Alberta 35 90% 

Yes, I am a Nurse Practitioner registered in Alberta, though I am currently not 

active in practice 
2 5% 

No, I am a student in the process of becoming a Nurse Practitioner 2 5% 

No 0 0% 

n= 39 100% 

2. In which Alberta Health Services zone do you 

primarily practice?   

  
 

Count 
Share of 
Respondents 

Edmonton 10 29% 

Calgary 8 24% 

North 8 24% 

South 5 15% 

Central 3 9% 

Other 0 0% 

n= 34 101% 

*Note: Percentages may not total 100% due to rounding. 

  

3. What types of communities does/will your 

clinic serve? 

  
 

Count 
Share of 
Respondents 

Rural 20 51% 

Urban 16 41% 

Indigenous communities 11 28% 

Underserved populations 10 26% 

Remote 3 8% 

N/A (I don’t have an operating 

clinic)  
0 0% 

n= 39  

*Note: Responses are not mutually exclusive, thus sum of 

percentages may exceed 100%. 

 

4. Are you currently participating in the Nurse Practitioner Primary Care Program? 

  
 

Count 
Share of 
Respondents 

Yes 23 59% 

Not currently participating but interested 12 31% 

Was interested in participating but not anymore 4 10% 

Was participating, but not anymore 0 0% 

Underserved populations 0 0% 

n= 39 100% 

  



 

Nurse Practitioner Association of Alberta 

Evaluation of NPAA’s Impact on the Nurse Practitioner Primary Care Program 3 

a. If yes, which phase of the program are you currently in? 

  
 

Count Share of 
Respondents 

Opened clinic, actively 

practicing 
18 78% 

Approved, waiting to open 

a clinic 
3 13% 

Application submitted, 

awaiting approval 
1 4% 

Expanding or scaling 

services 
1 4% 

Other 0 0% 

n= 23 99% 

*Note: Percentages may not total 100% due to rounding. 

 

b. What factors, if any, are preventing you from participating in the NPPCP? 

   Count 
Share of 
Respondents 

Program requirements were challenging 

to meet 
8 67% 

Insufficient funding or financial 

sustainability 
6 50% 

Administrative burden 4 33% 

Lack of business or operational support 3 25% 

Program requirements were challenging 

to meet as an Adult Only Np/Pediatric 

NP 

3 25% 

I was not aware / I am unfamiliar with 

the NPPCP 
0 0% 

Prefer not to say 0 0% 

Not interested in leaving my current 

position 
0 0% 

Other (please specify): 

- New graduate applicant 

- Unable to apply 

4 33% 

n= 12  

*Note: Responses are not mutually exclusive, thus sum of percentages may exceed 100%. 

 

C: Survey respondents who were previously interested in participating but are no longer involved indicated 

various factors that have influenced their decision not to participate in the NPPCP. 

• Program requirements were challenging to meet. 

• Insufficient funding or financial sustainability. 

• Administrative burden. 

 

  



 

Nurse Practitioner Association of Alberta 

Evaluation of NPAA’s Impact on the Nurse Practitioner Primary Care Program 4 

Marketing and Recruitment 

5. To what extent have NPAA’s outreach efforts influenced your decision to participate in the NPPCP? 

 
 

6. How effective was NPAA's support in helping you address challenges during the application or 

clinic opening process? 

 
*Note: Percentages may not total 100% due to rounding. 

 

7. How effective has NPAA’s advocacy been in addressing barriers you face as a NPPCP participant?  

 
*Note: Percentages may not total 100% due to rounding. 
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Nurse Practitioner Association of Alberta 

Evaluation of NPAA’s Impact on the Nurse Practitioner Primary Care Program 5 

8. How have NPAA's training resources and materials directly impacted your practice in the NPPCP? 

  
 

Count 
Share of 
Respondents 

Considerably improved my clinical practice and business operations 4 33% 

Helped address specific challenges I faced in my clinic 4 33% 

Provided general support but did not notably change my practice 4 33% 

Had little to no impact on my practice 0 0% 

n= 12 100% 

*Note: Percentages may not total 100% due to rounding. 

 

9. Do you believe NPAA’s support has contributed to expanding NP services to underserved or high-

need communities? 

 

*Note: Percentages may not total 100% due to rounding. 

 

10. To what extent did NPAA’s support impact your ability to smoothly adopt the NPPCP model? 

 
*Note: Percentages may not total 100% due to rounding. 
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Nurse Practitioner Association of Alberta 

Evaluation of NPAA’s Impact on the Nurse Practitioner Primary Care Program 6 

11. In what ways has NPAA supported you in achieving your practice goals under the NPPCP model? 

  
 

Count 
Share of 
Respondents 

Delivering professional development and training 7 23% 

Offering effective advocacy and policy navigation 7 23% 

Providing access to business and operational resources 7 23% 

Assisting with clinic setup and expansion 3 10% 

Supporting community and patient outreach support 3 10% 

Other (please specify): 3 10% 

n= 30 99% 

*Note: Percentages may not total 100% due to rounding. 

 



 
 
 

Appendix D: 18-Month Survey Results Summary 
 

18-Month Survey Results Summary 
October 2025 
NPPCP: 18-Month Review Follow-Up Survey (Responses) 
 

Overall Summary 

General Sentiment: Nearly all expressed 
significant concerns about workload, 

hours, and equity compared to 
physicians. 

Respondents would stay if meaningful 
changes are made to the model and 

Ministerial Order. 

Perceived Accuracy of Representation 

 
 
➔​ Majority indicated their experiences were accurately or somewhat accurately reflected in the 

18-Month Report. 
➔​ A few respondents noted the need for clearer reflection of workload inequities, burnout concerns, 

and lack of flexibility in practice arrangements. 
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Key Concerns and Barriers 
➔​ Excessive hour requirements (1928 hours) cited as the top issue; viewed as 

unsustainable and inequitable. 
➔​ Panel size expectations described as unsafe, especially for complex patient populations; 

calls for complexity modifiers. 
➔​ Lack of flexibility in scheduling and inability to define alternative or part-time hours. 

➔​ Poor work-life balance, with no allowances for education, vacation, or sick time. 

➔​ Stress and burnout are linked directly to the imbalance between workload and 
compensation. 

➔​ Compensation inequity frequently referenced — frustration that NPs receive ~ less than 
80% of physician pay despite performing equivalent duties and that the NPPCP has not 
maintained lock step changes with the PCPCM.  

➔​ Inconsistent eligibility criteria — one respondent cited rejection from the program based 
on NP license type (Adult vs. FNP), despite serving relevant populations. 

➔​ Government accountability raised — participants noted that the MO promised review and 
updates at 18 months, yet timelines remain unfulfilled. 

Intentions if Model Remains Unchanged 

 
 
➔​ All respondents stated they would stay for now but reconsider if no changes are made. 
➔​ No respondents indicated they would remain indefinitely under the current model. 
➔​ Several stated explicitly that they would leave the program or the province if hours and workload 

demands persist.​
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Suggestions and Desired Improvements Made in the Survey 

●​ Reduce required full-time hours to approximately 1,680 annually. 
●​ Adjust panel sizes and introduce complexity or risk modifiers. 
●​ Include overhead or clinic support funding (e.g., $80,000 annually). 
●​ Allow job-sharing or flexible participation models (e.g., two or three NPs sharing a 

full-time equivalent). 
●​ Define alternative hours explicitly within the MO. 
●​ Enhance advocacy for parity with physicians — both in pay and practice autonomy. 
●​ Ensure timelines are honored for contractual updates and reviews. 
●​ Ensure government acknowledgement reflects the full responsibility and workload of 

NPs. 
 

 "After doing all these years of schooling and hard study, and taking on way more 
responsibilities than an RN, I don’t see much benefits and appreciation from the government."  

~NPPCP proponent~​

 

Likelihood to Stay if Meaningful Changes Are Made 

 
 
➔​ All respondents indicated they would be more likely to stay if improvements were implemented 

and emphasized that changes to hours, compensation, and panel structure are the most 
influential factors in their decision. 

 

NPPCP 18-Month Evaluation Report | Advocacy, Achievements & Proposed Program Improvements ​ ​            ​    35 



 
 
 

Survey Respondents responded to the question, “Would you like to 
share more about your decision or what might influence it?” 
 
“The biggest remaining concern for me are the panel sizes: I work with a complex panel and 900 
patients is not possible for safe, effective care. I'd love to see complex modifiers to show our work to 
the ministry. Our physician colleagues utilize them in their ARP with the same population.” 
 
“Increased flexibility in hours & panel size; better matched wages and better matched hour 
requirements” 
 
“The hour demands and load requirements are hard to balance. It is not fair to ask NPs to have larger 
panel sizes than physicians but not make it able to allow us to get education and resources to help 
out patients. There is no account for education, vacation, or sick time. All of which are required to help 
deal with stress and prevent burn out. If a better work life balance cannot be found I will leave the 
program to ensure my mental health is okay.” 
 
“If the hours requirement does not decrease, I am likely to leave the program which is heartbreaking 
for the patients I have taken on, but I cannot continue to work these many hours for the years to 
come.” 
 
“Hours need to be reduced and panel size. Attached doesn’t equal access nor adequate care. We need 
some flexibility to do as we please but also the incentive to do more.” 
 
“I would like to see the hour requirements decreased as currently there is zero work life balance…large 
inequality as related to the new physician contract and BC and Saskatchewan models.” 
 
“The hours requirement under the NPPCP is untenable with work-life balance. I will not meet the 
patient population target given the highly complex population that I provide care to. If the hours 
requirement is not adjusted, I am strongly considering leaving Alberta to work in either Saskatchewan 
or British Columbia within the next 2 years.” 
 
“Hours down to 1680 hours for full time, receive over head support ($80,000) annually, two or three 
NPs to share full times hours (allow for part-times NP to join the program)” 
 
“Stress vs compensation not worth it at the end of the day” 
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Appendix E: NPPCP MO Adjustments & Budget 

The promise of adjustments to the MO was made to NPs at the time of the NPPCP launch and it 
was stated that adjustments would be in lock step with physicians. 
 

A.​ Compensation – maintain or surpass 80% of PCPCM. 
a.​ PCPCM increased physician compensation by 25% 

i.​ Hourly Rates for Direct & Indirect Patient Care: 
1.​ $105 per hour 

b.​ After-hours Premium for Direct Patient Care In Clinic: 
i.​ $105 per hour + $87.72 per hour = $192.72 per hour 

ii.​ 5:00 PM to 11:00 PM on Weekdays + Weekends & Statutory 
Holidays  

iii.​ 192.72/105=1.835, therefore 184% of the base pay. (10) 
c.​ NPPCP is no longer at 80% of family physicians = no incentive for NPs to 

join NPPCP  
i.​ BC model for NP contractor: compensation baseline 180,000 + 

80,000 average for overhead. BC PCN provides business 
management support. Additional funding continued professional 
development through NNPBC. Allows pro-rated part-time 
arrangements. Hours 1680 hours for 1.0 FTE. (6, 16) 

 
Solution: maintain NPPCP in lock-step terms with Alberta’s PCPCM and keep Alberta NP 
compensation competitive against other provinces and the USA (See Table 1.) 
 

Table 1.  

Panel size NP comp 
inc. 
overhead 

Business 
cost 

Current 
total 

New 
proposed 
increase 
(20%) 

AB 
PCPCM 
model  

BC NP  Average 
US NP 
primary 
care (take 
home) * 
(7) 

900-1099 231,662 
(900 
panel, 
1928 
hours) 

15,000 
 

246,662 295,995 443,729 
(500 panel 
400 hours) 

260,000 
(1000 
panel, 
1680 
hours) 

305,760 

1100-1299 273,963 15,000 288,963 346,755    
1300-1499 311,864 15,000 

 
326,864 392,237    

1500+ 346,144 15,000 361,144 433,373    
 

●​ Avg private practice NP =120,000 USD (x1.4 conversion) =$168,000 CAD. Adjusted for CAD taxes (40% 
tax bracket) = $235,200 CAD * overhead (30%) = 305,760 CAD.  
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Solution: Incentivize primary care work by keeping Government of Alberta’s promise by 
keeping NPs in lock-step with physician adjustments and adjust minimum panel sizes and hours 
to be equitable. Therefore, adjust compensation for the current 58 NPs functioning under the 
NPPCP (58 x avg 367,090) = $21,291,220 annually within the healthcare budget. Accommodate 
a growth of 50% in the program annually for the next 2 years. The proposed increase will recruit 
NPs from neighboring provinces and also internationally.   
 
Estimate: Budget 2025-2026 requires $30 million, rather than the current 20 million. 20 
million allows for no adjustment in compensation or caps the program to an additional 20 NPs 
this fiscal year. 2026-2027 budget requires $45 million dollars to be allocated to the NPPCP, 
then to be reassessed. If the goal of the NPPCP is to have 300 NPs in the model by 2029, the 
budget at that time will need to be $110,127,000 which will result in over 300,000 patients 
having access to a NP as their primary care provider.   
 

B.​ Hours – NPs (1928 hours), Family physician (400 hours) 
a.​ Up to 40% of physician hours can go to direct and indirect patient 

management with a 10% top up to manage a practice 
b.​ NPs in the NPPCP are restricted in number of indirect hours, virtual hours, 

case conferencing and do not receive a practice management top up, 
supports to be involved in leadership opportunities, or to support 
continued professional development.  

c.​ The SK NP model allows for indirect patient care hours to be included, 
including complex care preparation and research, no shows, informal 
consultations with multidisciplinary team members, group health sessions 
and more. The model also recognizes early morning hours as after hours. 
NPPCP currently does not allow for early morning incentives, which are a 
preference of patients. Additionally, the SK model allows for 
compensation for hours above 1.0 FTE. “For every 100 hours worked 
beyond the 1,680-hour requirement, the NP will be eligible for a pro-rated 
$9,437 stipend.” (17, p.5) 

d.​ According to current workforce data (13), out of 1000 NPs as of 2023, 
44% of Alberta based NPs work in the hospital setting, 30% in community 
health , 21% in other environments, and 5% in LTC. The data shows that 
the majority of NPs working in community are working part time or 
casually, with significant percentages above 25% in other environments as 
well. (13). This suggests that the NP profession, dominated by females 
(93%), likely gravitates towards working environments that can flex with 
other duties of their lives, such as childcare and elderly care. Therefore, 
flexible funding models are required to incentivize the primary care 
workforce.  

e.​ BC and SK 1.0 FTE is equivalent to 1680 hours over 220 days, prorated if 
working less than 1.0. (16, 17) 
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Solution: Align the NPPCP with the PCPCM regarding hours to ensure primary care 
provider equity within the province of Alberta. Maintain Alberta’s competitive advantage 
by adjusting the NPPCP to incentivize NPs to be retained in Alberta, by competing with 
neighboring provinces such as BC and SK. Flexible hours that work for NPs, as a female 
dominated profession incentivizes flexibility in the lives of women, who are often caregivers to 
their young families or caring for their elderly parents. NPs are 93% female and in Alberta are at 
an average age of 48 years old. (8). Flexible hours will incentivize more NPs to engage in the 
program. Full time is restrictive and disincentivizes NP from engaging in the program.  
 

C.​ Panel size (minimums) – NPs (900), Family physician (500) 
a.​ There are many rural and remote communities in which the NP will not 

meet the 900 patient panel requirements. In addition, the model does not 
enable travel between multiple communities to meet 900 by combining 
communities. Some NPs are commuting 3 hours each way to serve remote 
communities each week, yet that travel time is not compensated which 
does not incentivize the NP to travel long distances to provide primary 
care services.  

b.​ Panels may be limited due to the complexity of the patient population a 
provider is serving. A complexity modifier is allocated to physicians, but 
not NPs, yet the patients that NPs accept into their practice have high 
complexity. We cannot capture complexity of NP care, unless a data point 
and tracking is established to validate the complex practices of NPs, just 
as physicians are able to.  

 
Solution: Align the NPPCP with the PCPCM minimum criteria to a panel of 500 patients, while 
also allowing NPs to work out of multiple locations. This allows for rural NPs to provide 
services to multiple communities; bringing services to the patient, rather than expecting the 
patient to travel to the NP.  NP time to complete home visits and travel time must be eligible for 
coding under the NPPCP, as NPs do not have a mechanism to bill FFS, as physicians are 
compensated for this time.  
 
Canada Health Act Interpretation Letter 
 
Coming into effect April 1, 2026, the CHA Interpretation Letter acknowledges the NP workforce 
as physician equivalents and are to be included in provincial insured health services. What is the 
UCPs interpretation of this letter?   Is there a plan for integrating current private NP practices 
into the public system?  What are the repercussions for NP and physician private primary care 
practices in which patients are charged?  Current legislation allows for physicians to opt out of 
the Alberta Health Care Insurance Plan.  
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Locum Coverage 
 
There are a few NPs in the NPPCP who are already off on short-term leave due to life 
circumstances. This is inevitable for any workforce, yet there is no plan in place to ensure 
continuity of care for their patients.  
 
Physician colleagues are also looking for NP locums. MDs are reaching out to NPAA to ask if 
the NPPCP can support a short-term locum for various terms of coverage (2 weeks – 6 months). 
This is not currently available under the terms of the current MO. 
 
Solution: The NPAA will work with Alberta Health to set up a locum pool of NPs for NPs and 
physicians to ensure continuity of care for patients. Similar programs have been established in 
BC and within AHS for ED coverage, but not in primary care for NPs. (6) The AMA received 
$12 million annually to support a locum pool of physicians and similarly the NPAA can work 
with Alberta Health to develop this. This would require an additional grant fund for staff and 
infrastructure support. (9)  
 
Estimate: Development of web-based locum registry, similar to the AMA Locum Registry, plus 
ongoing web management and legal support ($100,000). Staff and program management at 
NPAA ($250,000 administrative staff). Increased funding to the NPPCP from the ministry 
dependent on length of locum and panel size and complexity of patients – recommend $14,500 
biweekly for a minimum of two-week locum coverage. To be paid in two-week intervals in line 
with current NPPCP payment timelines. The NP would contribute to overhead (average 30%) 
from this compensation. Estimating 1 short term locum / month to start, plus a few long terms 
this year to start. 
 
Estimate: $ 1 million for NPPCP locum pool and $250,000 program administration grant to 
NPAA annually.  
 
Total Locum Pool = 1.25 million 
 
Establishment of a parental leave program for NPs in the NPPCP, similar to AMA and SK NP 
model (12, 17).  In Saskatchewan, “the NP is eligible to receive a maximum of 20 weeks paid 
leave at 50% for parental, surrogacy or adopted childcare leave from clinical practice.” (17) 
 
Estimate: 295,995 x 0.5 = 147,998/52 = 2846 per week for 26 weeks. 
  
Per NP utilization cost 2846/week x 26 weeks  x 10 NPs = $740,000 + administrative ($150,000) 
= Total = $890,000 annually.  
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Medical Liability Reimbursement  
Nurse Practitioners currently carry the burden of medical liability insurance. In employer based 
environments NPs are covered through their employers and then are obligated to purchase 
additional coverage as determined by CRNA. The establishment of a NP led clinic raises the 
significant financial burden of owning and operating a healthcare service delivery clinic.  
 
Solution: Similar to the AMA, we propose that NPs be supported for the insurance burden that is 
required to be carried for operations of a small business that delivers essential services to the 
public. (12).  
 
Estimate: 130 NPs x (up to 250/ month) = 400,000 + administrative costs (60,000)  
 
Total= $560,000  
 
NP Leadership  
 
The NPAA is thankful for the initial grant to support the integration of the NPPCP. Since role out 
of the program, the NPAA has been called on to sit on an extraordinary number of committees 
and leadership opportunities to integrate the NPPCP into the overall system. It is important to 
acknowledge this volume of work and compensate NP leadership for representing the profession 
at these tables, yet we do not have a formal means from which to do this and NPAA operations 
cannot support this work on membership fees alone. See Appendix 2 for a list of committees 
upon which NPAA current sits and the anticipated growth for leadership at various system levels.  
 
As we move to regionalization of the primary care system, it is essential that NP leadership and 
reporting structure is built into the new system.  
 
The AMA receives funding from the government of Alberta to support their operations in 
delivering education and leadership support to physicians through Accelerating Change and 
Transformation Team (ACTT).  
 

D.​ The NPAA received a limited grant fund in November 2024 to support the 
implementation and change management with the NPPCP, but it did not include 
supports for continued professional development of the NPs in the NPPCP nor the 
development of a leadership structure throughout all levels of the healthcare 
system (system level, PCA, regional and clinical levels) to support NP integration 
and clinical practice. With restructuring of the healthcare system, the NPAA 
would like to assist in supporting the success of the NPPCP and future NP 
programs, by working with the government through appropriation funding to the 
NPAA on an annual basis to ensure NP leadership is established and maintained 
across the health system.  

a.​ Stipends for NP governance and associated NPAA staff 
b.​ Stipends for NP leadership throughout the province in all pillars.  
c.​ Continuing Professional Development funding for those in the NPPCP 
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Proposal: A Master Agreement between the Government of Alberta and the NPAA is needed to 
recognize the working relationship in building a healthier Alberta together and to deliver on NP 
programs and services. Recognizing the NPAA under an MOU establishes a clear representative 
body that is outside of employee based models, representing NP for various contract negotiations 
with the Government of Alberta and other entities, such as WCB or insurance groups. There are 
over 1000 NPs in Alberta, requiring organization and governance to ensure appropriate rollout of 
programs and workforce planning. Annual appropriation funding to support the delivery of NP 
services throughout the province, including leadership stipends, is needed for ongoing 
integration and recognition of NPs within team-based environments and across the newly 
restructured Alberta landscape. This will allow for NPs to take time away from their clinics, 
without a financial loss, to provide leadership support on a regional or provincial level, similar to 
physician zone leads that have been established through ACTT. 
 
Estimate for NP leadership: $140 per hour / NP x (4 meetings / week of one hour) x 52 x (11 
corridors + 5 pillars) + 2-3 NPs at higher levels of the system (0.5 FTE each at 100,000) = 
$775,000 annually + NPAA administration (NPAA CEO and accounts manager - $225,000). = 1 
million annually 
 
Continuing professional development funding for NPs in the NPPCP will support quality 
service delivery and remunerate NPs for taking time away from clinic to ensure best practices are 
maintained. As physicians are supported to maintain competencies through support funding for 
continued professional development in primary care, so should NPs be supported (11). Similar to 
the SK model, we propose each NP in the NPPCP to receive up to $3,500 per year for 
professional development through the NPAA. (17) 
 
Estimate: 100 NPs by 2026 x 3,500 = $350,000 
 
Total  = 1.32 million dollars annually  
 
 
Legislative Changes 
 
Remove barriers to patient care (eg. AGTA, AISH, provincial forms) and ensure ensure the 
success of the NPPCP and the viability of NP small businesses (eg. Incorporation Act).  
 

1.​ Impact to patients - with over 600,000 Albertans lacking a primary care provider an 
estimated 9600 patients who need an AISH form completed may struggle to access a 
provider. With Alberta’s 3.9% population growth rate, access to primary care providers is 
increasingly challenging and therefore, accessing AISH and related services will become 
increasingly strained for Alberta's most vulnerable.  

2.​ Impact to NP small businesses. Currently, under the Business Incorporation Act, Nurse  
Practitioners are unable to professionally incorporate. This disenfranchises nurse 
practitioners from access to similar financial opportunities as physicians have access to. 
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By clearly identifying nursing within the corporate name section, NPS will be able to 
professionally incorporate their businesses which will enable their financial viability and 
remove the current disadvantage of being limited from professional incorporation. As 
these practitioners will be owning and operating their own small businesses, it is 
important that financial inequalities be removed.  

 
Solution: See Appendix A for a list of legislative changes requiring immediate attention to 
ensure the success of the NPPCP and to remove barriers in patient’s access to care.  
 
 
NP Education and Workforce Planning 
 
MAPS objectives include investment into the healthcare workforce, yet there is no investment 
into the development of the NP workforce at the post-secondary level.  
 
There is a large and growing interest by registered nurses to become nurse practitioners. There is 
also a growing interest among physicians to incorporate the NP role into team-based clinics. This 
has significantly increased since the NPPCP was rolled out.  
 
Training an NP takes 2-3 years to step into family practice, compared to 6-7 years to train a 
family physician. Not only are there cost savings realized through the cost effectiveness of their 
rapid training timeline, but also in their compensation, and the investment of an individual 
already rooted in the community. Typically, these registered nurses are already established 
professionals in their communities, often rural, and through a grow your own approach to upskill 
a RN to NP, AH would reduce the amount of money spent on recruitment, locally and 
internationally to these communities.  
 

1.​ BC has invested significantly into their NP programs. $115 million over three years, to 
secure NPs’ employment in primary care settings throughout British Columbia. 
Government is also increasing the number of NP education seats by 66%. (1).  

2.​ Athabasca University has seen a 20% increase in applications to the NP Program, yet has 
limited funding for seats, faculty and no funding for preceptors to train NPs. They have 
accepted 98 students in 2024 into the NP program and identified an urgent need for 
preceptors to support the growth of this program which significantly supports rural and 
remote NP training. In 2025, they had 300 applications and offered 75 positions. 
Currently, NP students must find their own preceptors and there is not a registry of NP or 
physician preceptors from which to choose from. 

3.​ University of Alberta accepts 18 NPs into Family/All ages program annually. Applicants 
to the program were 215 in 2024 and 165 in 2025.  
Neonatal applications totalled 10 and were acceptable. 
Family/All ages applications totalled 104. Of these, 53 were completely acceptable to 
admit. 44 were from Alberta, and of these, 11 were from smaller centres or rural areas. 
Adult applications totalled 69. Of these, 28 were acceptable to admit, and 26 of these 
were from Alberta. 7 of these were from smaller centres or rural areas. 
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The UofA has a preceptor coordinator, but many of the placements are within the acute 
care environment due to a lack of available primary care preceptors.  
 

4.​ The University of Calgary shut down their NP program a few years ago due to the 
program being unfunded and found to be nonviable by the university. There is limited 
capacity at the U of C to restart the program due to limited faculty, approvals required at 
the institution and preceptorship availability.  

 
Without equitable compensation measures for preceptor (physicians and NPs) time, 
expertise, and liability,  the schools will continue to lack sufficient placements for 
essential student training. Compensation acknowledges the preceptors expertise and the 
acceptance of the medical-legal risk associated with taking a student along with the 
impact to clinical operations within the clinic. Lack of sustainable funding for NP 
preceptors is a barrier in the development of the NP workforce, with standardized funding 
being a key stopgap in the solution (15). 

5.​ Funding of NP preceptors is limited in Alberta. A small hourly rate (0.65/hr) was recently 
established within the AUNP, but is not applicable to primary care preceptors or 
physicians, which are desperately needed and is below market rate for NP preceptors.  

a.​ BC compensates NP preceptors through the BC Ministry of Health, which is 
funneled through the NNPBC as an intermediary - Ranging from $200-$1500. 
(14) 

b.​ ON compensates NP preceptors out of student fees from the institution. Range 
500-1250. (14)  

c.​ AB compensates physicians for taking medical students and residents but not NP 
students. This is benchmarked at $1300/month (4,5).  

d.​ Physicians are compensated for training medical students and residents, but not 
NPs. Similarly some NPs are training medical students and residents, without 
compensation, and sometimes with a small stipend. This creates a disincentive to 
train NP students. 

 
Solution: The NPAA can support growing of the NP workforce and education through the 
development of a primary care preceptorship pathway. Similar to BC, NPAA would act as the 
intermediary to ensure equitable distribution of funds between institutions and interprofessional 
preceptors.  
 
The NPAA proposes to:  

●​ Create a roster of available family physician and nurse practitioners for NP students to 
access primary care training environments.  

●​ Develop a web-based application system for preceptors and students, or partner with an 
established platform, like preceptor-link (2).  

●​ Work in collaboration with the post-secondary institutions to develop a feedback 
communication system for approvals of clinical sites and evaluation framework for 
preceptor and preceptee.  
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●​ Create supportive infrastructure within the NPAA to support the roll out of this program.  
●​ Provide preceptor education to preceptors.  
●​ Deliver stipends to preceptors through grant funding, similar to BC, but centralized 

through the NPAA, so that Alberta based NP students, regardless of school (even if 
attending an out of province institution) can compensate the Alberta-based preceptor.  

 
Estimated cost: Working with Athabasca University to support 98 students for the next 2 years. 
We will use BC’s benchmark compensation of $1500 / 150 hours. (3) NP students are required to 
complete 800 hours in their program over two years. Each student will require approximately 
$8000 of preceptorship funding. To support the recent cohort of 98 students, 784,000 will be 
needed x 2 cohorts for a 2 year program = $1.5 million annually for preceptors. Develop a 
web-based platform to connect students with preceptors (100,000). Establish operational 
supports and program implementation through NPAA staffing (200,000).  =  
 
Total for preceptorship program = $1.8 million annually.   
 
**Additional Post-secondary education investment is dependent on the institution. Minimal 
investments into establishing and maintaining NP seats at PSIs have been established, affecting 
NP workforce sustainability.  
 
Rural recruitment and retention  
 
The current mandate letter for RhPAP grant funding to incentivize rural and remote workforce 
development is currently limited to physician centric language. This limits supporting existing 
interested registered nurses from the opportunity to grow locally into a primary care provider. 
Language in the mandate letter also limits access for NP students to explore opportunities in 
rural and remote communities or to incentivize their opportunities in these communities.  
 
Solution: The three year mandate letter is currently in year one. Please revise the mandate letter 
in 2028 to expand language to include nurse practitioners throughout the document which would 
support the rural and remote NP workforce. An increase in funding allocated to RhPAP would be 
required to support the rural and remorse NP workforce.  
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Appendix 1: Legislative Changes 
Appendix 2: NP Leadership - Integration of NPPCP 

●​ Current Committees with active NP leadership  

○​ Regular meetings with the 4 pillars  
○​ Coalition for Primary Health Care  
○​ Primary Care Forum  
○​ Triplicate Prescribing Sub Committee  
○​ PMAC / PPCNC​  
○​ Provincial Nurse Practitioner Advisory Committee 
○​ MAPS 
○​ MAPs subcommittees 

■​ Performance Monitoring and Evaluation Subcommittee 
■​ Governance 
■​ Communications and Change Management 
■​ PME-SC - technical working group 

○​ Provincial Pathways - PSACS 
○​ Choosing Wisely Canada 
○​ AMA Administrative Burden Committee 
○​ HQCA evaluations - NPPCP and provider survey 
○​ NPPCP NPAA Committee 
○​ NPPCP NPAA Indigenous Stream Committee 
○​ Health Evidence Advisory Group (HER) on administrative burden measurement 
○​ Non-AHS Community Provider Advisory Group NACPAG 

 

●​ Suggested NP Leadership Structure 

Provincial 
○​ Chief Nursing Officer (CNO) Alberta (Alberta Health position)  
○​ CNO @ service delivery pillar x 2-4 
○​ CNO Acute Care Alberta 
○​ CNO Assisted Living Alberta 
○​ CNO Recovery Alberta 
○​ CNO Mental Health and Addictions 

Regional 
○​ NP Executive Directors x 7 

Local  
○​ Local NP Leads (Clinic)  

Association  
○​ NPAA representation at various committees (40 hours per week) 
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Appendix F: MO Legal Review 

 
LEGAL REVIEW AND RECOMMENDATIONS:  
 
Nurse Practitioner Primary Care Program (“NPPCP”) established by Ministerial Order 609/2024 
made effective July 1, 2024 (the “M.O.”) under authority of Adriana Lagrange, Minister of Health, 
pursuant to section 8(1) of the Government Organization Act 
 
I. ​ Concerns - Identified by M.O. Section Numbers 

 
1.​ Section 2.1 – Approved Facilities 

○​ Concern: The M.O. does not clearly explain how Nurse Practitioner  practice locations 
(approved facilities) are to be listed and changed. If a nurse practitioner works in multiple 
settings (e.g., clinics, home visits), the notification process to the Minister is unclear. 

○​ Recommendation: Clarify that any change in facility—whether adding additional sites 
or altering the primary site—Where and how is notification completed? Preferably the 
NPAA or must it be to the Minister per a defined process (for example, through a 
standardized form with a notice period). 

○​ Supporting Insights: The Letter of Participation form does not capture the facility 
location; members raised questions about whether “on-site” versus “multiple clinics” 
require different levels of approval. 

○​ Referenced Materials & Precedents: Alberta’s Health Information Act, Alberta Health 
Services have  provisions in provincial healthcare programs to notify of changes in 
service location. For example, Ontario’s primary care reform guidelines require a formal 
notice process for location changes. 

○​ Suggested Legal Argument: Argue that to ensure continuity of care and meet statutory 
obligations under the Government Organization Act, the M.O. should incorporate a 
transparent, standardized notification mechanism for facility changes, thereby reducing 
administrative uncertainty and potential liability for patient care interruptions. 

○​ Proposed Revised Language: 
“Each Participating Nurse Practitioner (PNP) shall list in their Letter of Participation the 
specific Facility or Facilities at which they intend to deliver Program Services. Any 
subsequent change or addition to these approved locations must be submitted to the 
Minister using the standardized Amendment Form, with a minimum notice period of 30 
days prior to the commencement of service at the new location.” 
 

2.​ Section 2.1.3 – Non-Insured Services 
○​ Concern: There is confusion about how to handle services during an appointment that 

are not insured (for example, if a patient requires both insured and non-insured services in 
one visit). 

○​ Recommendation: Provide specific guidance that clarifies how non-insured services 
should be documented, billed separately, or not count toward panel or hour requirements. 

○​ Supporting Insights: Members worry that bundling insured and non-insured services 
might create billing discrepancies or require separate submissions. 

○​ Referenced Materials & Precedents: Similar models in physician billing (such as those 
under the Alberta Health Care Insurance Plan) require separate claims for non-insured 
services. 
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○​ Suggested Legal Argument: The M.O. should explicitly delineate that non-insured 
services must be separated from the program’s claims process, thereby aligning with 
established statutory billing practices and protecting practitioners from inadvertently 
breaching fee-for-service regulations. 

○​ Proposed Revised Language: 
“Services rendered that are not covered under the Alberta Health Care Insurance Plan — 
including but not limited to those provided to non-insured patients or for purposes not 
recognized as insured benefits — must be clearly documented and maintained separately 
from insured Program Services. These non-insured services shall not be combined with 
Program Services for the purpose of calculating compensation under this M.O., and must 
instead be billed directly to the applicable third party, which may include the patient, an 
employer, or a private insurer.” 
 

3.​ Section 2.1.4 – Prohibited Services 
○​ Concern: NPAA members are confused about the prohibition on providing insured 

physician services except as provided in the Program, particularly since the Nurse 
Practitioner  guide promotes “unrestricted family practice.” 

○​ Recommendation: Revise the wording to reconcile the concept of “unrestricted family 
medicine practice” with the regulatory limitations, possibly by clarifying which services 
are covered under the M.O. versus those that fall outside its scope. 

○​ Supporting Insights: The intent is to ensure that only approved services are 
compensated. However, members note that if a Nurse Practitioner  is capable of 
providing full family practice, this restriction could be counterproductive. 

○​ Referenced Materials & Precedents: Comparative analysis of similar orders in other 
provinces (e.g., Ontario’s primary care initiatives) shows that “scope of practice” 
language must be carefully balanced. 

○​ Suggested Legal Argument: Argue that the M.O.’s language should be harmonized with 
the Government of Alberta’s Nurse Practitioner  Guide and statutory interpretation of 
“insured services” under the Alberta Health Care Insurance Act so that competent Nurse 
Practitioners are not unnecessarily barred from providing comprehensive care. 

○​ Proposed Revised Language: 
“A Participating Nurse Practitioner may provide services within the full scope of general 
family medicine practice, as authorized under the Health Professions Act and relevant 
regulatory guidelines. For the purposes of this M.O. services shall be considered eligible 
for compensation where they fall within the legislated and regulatory scope of Nurse 
Practitioners practice and meet the criteria of 'insured services' as defined under the 
Alberta Health Care Insurance Act, unless expressly excluded herein.” 
 

4.​ Section 2.3(a)(ii) – Maintain Registration 
○​ Concern: The requirement for Nurse Practitioner  registration “without restrictions or 

conditions” is problematic given that many Nurse Practitioners have practicing stream 
restrictions (e.g., conditional re-entry or time-based conditions). 

○​ Recommendation: Amend the language to acknowledge that while Nurse Practitioner  
registration must be current, certain standard regulatory conditions imposed by the 
College of Registered Nurses of Alberta (“College”)  (which do not compromise patient 
care) should be acceptable. 

○​ Supporting Insights: Feedback highlighted that new or returning Nurse Practitioners 
often have conditions that are not legally or ethically objectionable. 
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○​ Referenced Materials & Precedents: Review of College guidelines and similar 
contractual language in other health programs (e.g., physician re-licensing requirements) 
supports accommodating reasonable restrictions. 

○​ Suggested Legal Argument: The M.O. should be interpreted in light of the regulatory 
framework for Nurse Practitioner  licensure, permitting standard conditions so as not to 
penalize practitioners for compliance with college-mandated requirements. 

○​ Proposed Revised Language: 
Add “For clarity, Professional Requirements shall include standard stream-based practice 
limitations (e.g., generalist, adult, pediatric, or family all-ages), which shall not be 
deemed inconsistent with a PNP’s participation under this Program unless they otherwise 
conflict with Program Services as defined herein. “ 
 

5.​ Section 2.3(b) – Restrictions or Conditions on Licenses 
○​ Concern: The M.O. states that Nurse Practitioners must have licenses “without 

restrictions or conditions” yet it does not require reporting of new conditions that might 
arise after joining the program. 

○​ Recommendation: Insert a clause requiring that if any new conditions, restrictions, or 
requirements are imposed on a Nurse Practitioner ’s license after participation, they must 
notify the Minister promptly. 

○​ Supporting Insights: Members expressed concern that unexpected regulatory changes 
could retroactively affect their eligibility without notice. 

○​ Referenced Materials & Precedents: In many healthcare contracts, ongoing compliance 
clauses require prompt notification of any changes in licensure status. 

○​ Suggested Legal Argument: To preserve both patient safety and practitioner rights, the 
M.O. should mandate continuous disclosure of any new licensing conditions; this aligns 
with principles of contractual transparency and ongoing regulatory compliance. 

○​ Proposed Revised Language  
“ (b) Each PNP shall obtain and maintain in force registration with the College, a practice 
permit issued by the College which permits such PNP to perform the Program Services 
without restrictions or conditions, and any and all other licences, permits, certificates or 
approvals required in order properly to perform the Program Services (including, without 
limitation, in accordance with the preceding Sub-section 2.3(a)), and shall provide the 
same to the Minister upon request, or, if a PNP has joined a practice that already has 
obtained, and maintains, some or all such licences, permits, certificates or approvals, the 
PNP shall be responsible to ensure that it has access and is authorized to provide the same 
to the Minister upon request. 
 
Participation in the Program is contingent upon holding a current registration with the 
College of Registered Nurses of Alberta. Standard regulatory conditions imposed by the 
College that do not compromise patient safety — such as practice stream limitations (e.g., 
adult, pediatric) — shall be deemed acceptable. Should any new restrictions be imposed 
after enrollment, the Nurse Practitioner must notify the Minister within 30 days; such 
restrictions shall not, by themselves, result in termination of participation. 
 
If any of the foregoing registrations, practice permits, licences, other permits, certificates 
or approvals in respect of a PNP are cancelled, terminated or otherwise cease to be in full 
force and effect, such that such PNP is no longer able to perform the Program Services 
without restriction, such PNP shall forthwith provide notice to the Minister, and thereafter 
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shall provide such further and other information as the Minister shall require, all in 
accordance with Section 6.1 hereof.” 
 

6.​ Section 2.3(d) – Publishing Information 
○​ Concern: The Minister’s authority to publish Nurse Practitioner  practice information 

(including location, hours, and acceptance status) raises privacy and competitive 
concerns. 

○​ Recommendation: Clarify that such publication shall only include information necessary 
for patient access (e.g., publicly available data) and with the Nurse Practitioner ’s 
consent, except where required by law. 

○​ Supporting Insights: Members fear that uncontrolled publication may affect their 
competitive positioning or patient privacy. 

○​ Referenced Materials & Precedents: Similar provisions in physician directories and 
public health databases in Canada include strict privacy safeguards. 

○​ Suggested Legal Argument: Argue that the M.O. must be amended to ensure that 
publication of Nurse Practitioner  data is limited to what is required under the Canada 
Health Act and privacy legislation, thus preventing undue harm to practitioners while 
fulfilling public interest objectives. 

○​ Proposed Revised Language: 
“(d) PNPs with a Panel of less than nine hundred (500) Patients shall advertise on Alberta 
Find a Doctor (https://albertafindadoctor.ca/) that they are accepting new patients. The 
Minister may publish information related to the practices of such PNPs, including, 
without limitation, their location, hours of operation, whether they are accepting new 
Patients, and whether they accept walk-ins, as the Minister in the Minister’s sole 
discretion considers advisable for the development and growth of such PNP’s Panel. 
 
The Minister may publish only information that is already publicly available or is 
necessary to ensure patient access to services, and only after obtaining the Nurse 
Practitioner’s prior written consent, except where disclosure is mandated by law. 
Information published shall be limited to the Nurse Practitioner’s name, primary Facility 
location, and hours of operation.” 
 

7.​ Section 4.4(c) – Release of Minister Liability 
○​ Concern: The M.O. releases the Minister from liability in the event of termination 

without a clear timeframe or notice, potentially leaving Nurse Practitioners without 
remedy if terminated abruptly. 

○​ Recommendation: Amend to require that any termination (other than for cause) must be 
preceded by a minimum 90-day notice period and include provisions for transitional 
support. 

○​ Supporting Insights: The risk of abrupt termination that could jeopardize patient care 
continuity and Nurse Practitioner  financial stability. 

○​ Referenced Materials & Precedents: Case law in Canadian administrative law (e.g., 
Dunsmuir v. New Brunswick) supports that decisions must be reasonable and provide 
adequate procedural fairness. 

○​ Suggested Legal Argument: The M.O. should be revised to incorporate principles of 
procedural fairness and reasonable notice requirements, ensuring that termination without 
cause does not result in financial or professional harm to Nurse Practitioners. 

○​ Proposed Revised Language: 
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“ (c) Where a PNP’s participation in the Program is terminated pursuant to Sub-section 
4.4(b)(iii), such participation is deemed to have been terminated with cause and the 
Minister shall not be liable with respect to any such termination. 
 
Except for termination due to gross misconduct or other circumstances constituting just 
cause, the Minister shall provide a minimum of 90 days’ written notice prior to 
termination of a Participating Nurse Practitioner’s Letter of Participation. During this 
notice period, a transition plan shall be developed to ensure continuity of patient care.” 
 

8.​ Section 4.4(n) – No Shows 
○​ Concern: There is no clear mechanism for addressing chronic no-show patients, which 

could lead to discrepancies in how Nurse Practitioners and physicians handle missed 
appointments. 

○​ Recommendation: Introduce guidelines or a fee structure that allows Nurse Practitioners 
to account for “waiting time” or administrative costs when patients repeatedly do not 
attend scheduled appointments. 

○​ Supporting Insights: Members have noted that while physicians may charge no-show 
fees, the M.O. is silent on this for Nurse Practitioners, potentially undermining fairness in 
revenue calculations. 

○​ Referenced Materials & Precedents: Several provinces’ healthcare models (including 
fee-for-service systems) incorporate provisions for missed appointments. 

○​ Suggested Legal Argument: Argue that, to ensure equitable treatment and fair 
compensation for administrative overhead, the M.O. should allow for disclosure of 
no-show charges under clear, pre-approved circumstances consistent with industry 
standards. 

○​ Proposed Revised Language: 
“Missed Appointments and No-Show Fees 
PNPs shall not be entitled to Compensation under this Program for appointments missed 
by Patients without reasonable prior notice. However, a Participating Nurse Practitioner 
may charge the Patient a reasonable direct no-show fee, provided that: 
 

●​ The fee is not charged to or recovered from Alberta Health; 
●​ The Patient was provided with clear advance notice of the fee policy; and 
●​ The fee complies with any standards set by the College of Registered Nurses of 

Alberta (CRNA) or other applicable professional requirements. 
 
The Minister may develop policy guidance regarding maximum thresholds for such fees 
or reporting requirements if necessary.” 
 

9.​ Section 4.5 (a) – Reassessment of Claims 
○​ Concern: The reassessment process gives the Minister the power to withhold payment 

and charge interest (up to 8%) for claims that are later found to be excessive or incorrect. 
○​ Recommendation: Define clear procedural timelines and criteria for reassessment to 

ensure that adjustments are made fairly and transparently. 
○​ Supporting Insights: Comments noted that the potential financial impact of these 

reassessments could be substantial, and members are seeking clarity on what constitutes 
“error” or “fraudulent” claims. 
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○​ Referenced Materials & Precedents: Similar reassessment mechanisms in physician fee 
schedules (as seen on the AMA website) provide model timelines and dispute resolution 
procedures. 

○​ Suggested Legal Argument: The M.O. should include defined standards and a graduated 
process for reassessment that limits retrospective financial penalties, ensuring that any 
interest charges or withholding of payments are both reasonable and subject to 
independent review. 

○​ Proposed Revised Language: 
“The Minister may, with respect to any Claim for Benefits that has been assessed 
pursuant to this Article 4, reassess the Claim for Benefits if the payment or rejection of 
such Claim for Benefits was made in error, or as a result of erroneous or false information 
provided by the PNP concerned or by any other person acting on behalf of the PNP 
concerned. 
 
In the event the Minister determines that a Claim for Benefits requires reassessment, the 
Nurse Practitioner shall receive a written explanation detailing the discrepancies, and 
shall be granted a minimum of 15 days to submit a corrected claim or to dispute the 
findings.” 
 

10.​ Section 4.8 – Event Schedule Adjustments / Minister's Discretion 
○​ Concern: Broad discretionary power is granted to the Minister to adjust compensation 

based on the Nurse Practitioner  Service Event Schedule without clear limits or reference 
amounts. 

○​ Recommendation: Provide a detailed fee schedule (or binding reference to one) and 
specify that any future adjustments must be aligned with changes in the physician fee 
schedule and subject to NPAA consultation. 

○​ Supporting Insights: Concern that the lack of specificity could lead to arbitrary 
compensation adjustments. 

○​ Referenced Materials & Precedents: Many jurisdictions (e.g., Ontario’s remuneration 
guidelines) require that fee adjustments be tied to published fee schedules and subject to 
periodic review. 

○​ Suggested Legal Argument: Argue that any exercise of ministerial discretion must 
adhere to principles of transparency, predictability, and consistency with established 
benchmarks (such as the physician fee schedule), thereby protecting Nurse Practitioner  
income stability. 

○​ Proposed Revised Language:  
“The Minister may provide written clarification regarding the use or interpretation of 
Compensation methodologies or billing categories under this Program. However, any 
such clarification shall not apply retroactively or result in the reduction of Compensation 
already earned. 
Where material changes are made to how Compensation or billing categories are 
interpreted or applied, the Minister shall provide advance notice of at least sixty (60) days 
to all Participating Nurse Practitioners, and such changes shall be published in writing.” 
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11.​ Section 5.2 – Right to Terminate 
○​ Concern: The M.O. permits termination with very little notice, potentially leaving Nurse 

Practitioners exposed to abrupt loss of compensation and disruption of patient care. 
○​ Recommendation: Mandate a minimum 90-day notice period for termination without 

cause and require that any termination be accompanied by a transitional support plan for 
affected patients. 

○​ Supporting Insights: Comments indicate that abrupt termination is a major 
concern—particularly given the regulatory expectations for continuity of care. 

○​ Referenced Materials & Precedents: Canadian administrative law and employment 
practices (such as in provincial healthcare contracts) generally require reasonable notice. 

○​ Suggested Legal Argument: The M.O. should be revised so that termination (except for 
cause) cannot occur without providing at least 90 days’ notice, consistent with both 
statutory fairness and the duty to protect patient care continuity. 

○​ Proposed Revised Language: 
“Termination of a Participating Nurse Practitioner’s Letter of Participation by the 
Minister, absent just cause, shall require a minimum of 90 days’ written notice. During 
this notice period, transitional measures must be implemented to ensure continuity of 
patient care and mitigate financial disruption to the Nurse Practitioner .” 
 

12.​ Section 8.2 – Access to Records  
○​ Concern: The M.O. allows the Minister broad access to Nurse Practitioner  records (both 

patient and financial) without clearly defined limits, raising concerns about privacy and 
proportionality. 

○​ Recommendation: Specify that access to records must be limited to information 
necessary for program oversight, with strict safeguards in line with Alberta’s privacy 
legislation and the Health Information Act (“HIA”). 

○​ Supporting Insights: Members are worried about an unnecessary exposure of 
confidential information. 

○​ Referenced Materials & Precedents: Guidelines under the HIA and examples from 
other provinces (e.g., BC’s patient privacy frameworks) provide clear boundaries for 
record access. 

○​ Suggested Legal Argument: Argue that the M.O. should incorporate specific privacy 
and data-protection measures, ensuring that any audit or record access is narrowly 
tailored, subject to judicial review, and compliant with both provincial and federal 
privacy standards. 

○​ Proposed Revised Language: 
“As and when requested, the PNPs shall obtain and provide the Minister and the Auditor 
General of Alberta with access to (and the right to take, or take copies of) all books of 
accounts (including, without limitation, annual audited financial reports that are in 
accordance with Canadian accounting standards), documents to support Claims for 
Benefits, financial records respecting the receipt of Compensation, and other records 
pertaining to operation and management of a PNP’s practice in the Program, which could 
include Patient records or individually identifying health information as provided for in 
the Applicable Laws, together with proper facilities for inspection and audit, including, if 
requested by the Minister, on-site visits to the Facility. 
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Access to records shall be limited to information strictly necessary for Program oversight 
and shall be conducted in accordance with the Health Information Act and other 
applicable privacy laws. Any request for records must specify the purpose, and Nurse 
Practitioners shall be notified of such requests unless prohibited by law. 
 
For clarity, if a Nurse Practitioner is unable or unauthorized (or ceases to be able or 
authorized) to access and provide such information to the Minister, whether due to the 
terms of their employment or for any other reason, such Nurse Practitioner is not eligible 
(or ceases to be eligible) to participate in the Program.” 
 

13.​ Section 9 – Evaluation and Reporting  
○​ Concern: There is uncertainty about what is expected regarding KPI reporting and 

whether these tasks are counted as billable hours. 
○​ Recommendation: Clarify that KPI reporting requirements are administrative and 

separate from billable clinical hours, and provide standardized reporting templates to 
minimize Nurse Practitioner administrative burden. 

○​ Supporting Insights: Members have questioned the potential for double-counting of 
hours and increased workload for non‐clinical activities. 

○​ Referenced Materials & Precedents: Comparison with other primary care programs in 
Canada shows that administrative reporting is typically not counted as clinical service 
time. 

○​ Suggested Legal Argument: The M.O. should explicitly exclude KPI reporting from 
clinical hour calculations to ensure fair compensation, aligning with administrative 
practices observed in similar healthcare programs. 

○​ Proposed Revised Language: 
“Subject to Applicable Laws, PNPs shall participate in any process of conducting 
evaluations of the Program as directed by the Minister, and shall provide to the Minister 
or any evaluator established or designated by the Minister such data, documentation, 
reports or other information requested by the Minister or designated evaluator to evaluate 
the Program and the provision of Program Services. Without limiting the generality or 
effect of the foregoing, PNPs shall report on key performance indicators as required by 
the Minister from time to time. 
 
Key Performance Indicator (KPI) reporting requirements shall be conducted using 
standardized templates provided by the Minister and shall be considered clinical service 
hours.” 
 

14.​ Appendix 2 – PMSP Program Details 
○​ Concern: The Panel Management Support Program (PMSP) is mentioned but not defined 

in detail, leaving Nurse Practitioners uncertain about the financial support available to 
offset management costs. 

○​ Recommendation: Include a detailed description of the PMSP, including eligibility 
criteria, funding calculations, and application procedures. 

○​ Supporting Insights: Feedback indicates that without clear PMSP details, Nurse 
Practitioners cannot accurately assess overhead support. 

○​ Referenced Materials & Precedents: Other jurisdictions’ support programs (such as 
Ontario’s primary care incentives) offer model frameworks that can be adapted. 
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○​ Suggested Legal Argument: The M.O. should be amended to incorporate a 
comprehensive appendix on PMSP that specifies the methodology for calculating support 
payments, ensuring transparency and predictability in Nurse Practitioner overhead cost 
reimbursement. 

○​ Proposed Revised Language:  
“The Panel Management Support Program (PMSP) is hereby defined as the financial 
support provided to Participating Nurse Practitioners to offset costs related to panel 
management and practice improvement. The eligibility criteria, calculation methodology, 
and application process for PMSP benefits shall be detailed in an accompanying 
addendum (Appendix 2A), which will be updated periodically and made publicly 
available.” 
 

 
II. ​ Concerns Sorted Alphabetically (No Specific Section Number) 
 

15.​ Educational and Non-Regular Hours 
○​ Concern: The current M.O. does not count educational or pre-9 AM patient care hours as 

part of billable clinical time, despite their importance in improving care quality and 
accessibility. 

○​ Recommendation: Revise the hour‐calculation criteria to include a limited number of 
educational hours and to classify hours before 9 AM as “after-hours” if they enhance 
patient access. 

○​ Supporting Insights: Members, including those with early appointments in rural areas, 
argue that excluding these hours is inconsistent with models used in other provinces. 

○​ Referenced Materials & Precedents: Ontario and BC have provisions that include some 
educational/training time in workload assessments. 

○​ Suggested Legal Argument: The M.O. should be amended to reflect the evolving nature 
of Nurse Practitioner work—including professional development—thereby aligning 
Nurse Practitioner workload measurement with contemporary primary care models and 
ensuring equitable compensation. 

○​ Proposed Revised Language: 
“A limited number of educational and professional development hours, as well as patient 
care hours conducted before 9:00 AM, shall be included in the calculation of total service 
hours for the purpose of meeting program requirements. Specific multipliers or 
adjustments shall be detailed in an addendum to this M.O..” 

 
16.​ Maternity and Parental Leave 

○​ Concern: There is no clear guidance on how maternity, parental, or critical illness leave 
affects hour requirements and compensation, leaving younger or family-planning Nurse 
Practitioners vulnerable. 

○​ Recommendation: Incorporate explicit provisions stating that leave will result in 
prorated adjustments to compensation rather than triggering penalty measures (e.g., 
termination for not meeting patient minimums). 

○​ Supporting Insights: Members highlighted the financial risk and potential exclusion 
from the program if leave periods are not accommodated. 

○​ Referenced Materials & Precedents: Similar clauses in employment contracts and other 
healthcare agreements (e.g., Alberta physicians’ contracts) provide for leave without 
penalty. 
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○​ Suggested Legal Argument: Argue that the M.O. must include reasonable 
accommodations for leave, based on principles of equality and non-discrimination, and 
supported by statutory protections in employment and human rights law. 

○​ Proposed Revised Language:  
“Participating Nurse Practitioners taking maternity, parental, or critical illness leave shall 
have their compensation prorated based on actual hours worked during the leave period, 
and such leave shall not trigger termination or penalize the Nurse Practitioner ’s standing 
in the program, provided that appropriate notice is given.” 
 

17.​ Pay Adjustment 
○​ Concern: The M.O. does not mention adjustments to Nurse Practitioner pay when 

changes are made to physician compensation models (as noted under point 14 of the 
Nurse Practitioner guide). 

○​ Recommendation: Include a clause that explicitly ties Nurse Practitioner base 
compensation to future adjustments in the physician fee schedule to ensure alignment. 

○​ Supporting Insights: Members are concerned about future inequities if physician pay 
increases while Nurse Practitioner pay remains static. 

○​ Referenced Materials & Precedents: Review documents from the Alberta Medical 
Association and similar adjustments in other provinces support this alignment. 

○​ Suggested Legal Argument: Argue that for the Nurse Practitioner program to remain 
competitive and fair, compensation must be indexed to changes in the broader medical 
remuneration framework, thereby ensuring parity and supporting sustainability. 

○​ Proposed Language: 
“Nurse Practitioner base compensation shall be automatically adjusted to remain in parity 
with the physician fee schedule adjustments, as determined by the Minister, in 
consultation with NPAA representatives. Such adjustments shall be implemented within 
30 days of any change to the physician fee schedule.” 
 

18.​ Referrals to Non-Participating Nurse Practitioners 
○​ Concern: The prohibition on referring patients to non-participating Nurse Practitioners 

may limit access to care in areas with very few practitioners.  
○​ Recommendation: Revise the language to allow referrals to non-participating Nurse 

Practitioners in circumstances where no participating Nurse Practitioner is available, 
provided that such referrals are disclosed in advance. 

○​ Supporting Insights: Potential barrier in rural settings, where the only available Nurse 
Practitioner might not be in the program. 

○​ Referenced Materials & Precedents: Comparable policies in other jurisdictions (e.g., 
certain Ontario programs) permit referrals under defined circumstances. 

○​ Suggested Legal Argument: The M.O. should be interpreted (or amended) to 
incorporate a safe harbor for referrals in underserved areas, ensuring that patient care is 
not compromised by strict program boundaries. 

○​ Proposed Language: 
“In areas where no Participating Nurse Practitioner is available, referrals to 
non‑participating Nurse Practitioners shall be permitted, provided that the referring Nurse 
Practitioner documents the unavailability of program participants and obtains patient 
consent. Such referrals shall be subject to a safe harbor provision to ensure uninterrupted 
patient care.” 
 

NPPCP 18-Month Evaluation Report | Advocacy, Achievements & Proposed Program Improvements ​ ​            ​    56 



 
 
 
 

19.​ Reporting and Service Hours 
○​ Concern: The M.O. excludes time spent preparing reports for Alberta Health from 

billable hours, despite this being a mandated function. No reference in example section 9 
as to compensation or billable hours. 

○​ Recommendation: Clarify that certain administrative tasks, including report preparation, 
are recognized as part of Nurse Practitioner work and may be eligible for compensation 
(or at least not reduce billable clinical hours). 

○​ Supporting Insights: Members noted discrepancies between the Nurse Practitioner  
guide and the M.O.; the guide includes such time while the M.O. omits it. 

○​ Referenced Materials & Precedents: Examination of Ontario and BC primary care 
agreements shows that non-clinical work is often recognized. 

○​ Suggested Legal Argument: Argue that excluding essential administrative functions 
from workload calculations creates an inequitable compensation model that does not 
reflect the full scope of Nurse Practitioner responsibilities; therefore, the M.O. should be 
harmonized with established practice standards. 

○​ Proposed Language: 
“Administrative tasks essential to the operation of the practice, including report 
preparation for Alberta Health, shall be recognized as part of the Participating Nurse 
Practitioner’s service hours, provided that such tasks are documented in the Patient 
Service Report.” 
 

20.​ Virtual Care Limitation 
○​ Concern: There is no clear, written limit on virtual care services; a verbal “10% cap” is 

mentioned, but it is not reflected in the billing codes. Similar limitations and guidelines 
are in place in provinces like Ontario, where telemedicine services have defined billing 
codes and service caps to ensure that virtual care remains a complement to in‑person 
services. 

○​ Recommendation: Clearly state the allowable proportion of virtual care (e.g., 10% of 
total billable hours) in the M.O. and align it with the billing codes. 

○​ Supporting Insights: Given the geographic challenges in rural areas, a clearly defined 
virtual care limit ensures that Nurse Practitioners can continue to serve remote 
populations while maintaining the integrity of in‑person care when needed. Rural Nurse 
Practitioners, in particular, rely on virtual care for accessibility and fear that an 
unfounded cap could limit patient access. 

○​ Referenced Materials & Precedents: The Canadian Medical Association (and Alberta 
Physicians) have guidelines on telehealth; Ontario Telemedicine Network guidelines (as a 
comparable model); Health Information Act and provincial telehealth regulations; 
Precedents from Alberta Physicians’ Association documents on virtual care 
reimbursement similar limits (or lack thereof) are outlined in other provinces’ 
telemedicine policies. 

○​ Suggested Legal Argument: Argue that virtual care is a critical component of modern 
healthcare delivery—especially in remote settings—and any arbitrary cap must be 
explicitly justified by evidence; thus, the M.O. should be revised to either remove the cap 
or define it clearly and fairly. 

○​ Proposed Language: 
“Participating Nurse Practitioners may render up to 75% of their total service hours via 
virtual care modalities—including telephone, videoconference, and secure electronic 
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communication—provided that each virtual encounter is documented using designated 
billing codes. The Minister shall establish and periodically update a clear fee schedule 
that reflects this 75% cap, ensuring that compensation for virtual care services is 
equitable and in compliance with applicable privacy and telemedicine regulations. Any 
proposed adjustment to the 75% limit shall require consultation with NPAA 
representatives and a public notice period of at least 30 days.” 
 

21.​ Dispute Resolution Mechanism 
○​ Concern:The M.O. lacks an independent dispute resolution mechanism for resolving 

disagreements regarding compensation adjustments, claim reassessments, or termination 
decisions. 

○​ Recommendation: Incorporate a structured dispute resolution clause that requires 
mediation (and, if needed, arbitration) before litigation can be pursued. 

○​ Supporting Rationale: Provides a cost-effective, predictable means of resolving 
disputes. 

○​ Reflects best practices in healthcare contracts to protect both parties and maintain 
program stability. 

○​ Referenced Materials:Mediation and arbitration provisions in similar healthcare 
contracts in Canada. Alberta’s administrative law practices requiring alternative dispute 
resolution. 

○​ Suggested Legal Argument: Including an alternative dispute resolution process can 
mitigate the risks of lengthy and expensive litigation. It also provides a forum that 
specializes in handling the nuances of healthcare compensation and regulatory 
compliance. 

○​ Proposed Language: “Any dispute arising out of or in connection with this M.O. shall 
first be submitted to mediation administered by a mutually agreed-upon mediator. If the 
dispute is not resolved within 45 days of initiation of mediation, then the dispute shall be 
resolved by binding arbitration.” 

 
22.​ Enhanced Privacy & Data Protection Measures 

○​ Concern: While the M.O. permits data sharing for audit purposes, there is insufficient 
guidance on safeguarding patient privacy and ensuring compliance with privacy 
legislation. 

○​ Recommendation: Insert language that limits data sharing to strictly necessary 
information for audit and regulatory purposes and requires robust technical and 
administrative safeguards. 

○​ Supporting Rationale: Protects patient confidentiality in accordance with the Health 
Information Act and Canadian privacy laws. Reassures Nurse Practitioners and patients 
that only minimal, non-identifying data will be accessed. 

○​ Referenced Materials: Guidelines from the Office of the Information and Privacy 
Commissioner of Alberta. Comparable clauses in other provinces’ telehealth and primary 
care programs. 

○​ Suggested Legal Argument:​
By restricting data access to essential information and mandating secure handling 
procedures, the M.O. can comply with statutory privacy requirements and reduce liability 
risk, aligning with established precedents on privacy in healthcare. 

○​ Proposed Language: “Data sharing under this M.O. shall be limited to the minimum 
information required to verify compliance with program parameters. All data must be 
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transmitted and stored in accordance with the technical and administrative standards 
mandated by the Health Information Act and related privacy legislation. The Minister 
shall provide clear guidelines on the types and scope of data subject to access, ensuring 
that patient-identifying information is protected.” 

 
23.​ Financial Reporting and Transparency 

○​ Concern:Nurse Practitioners are concerned about the extent of financial reporting 
requirements and the process for fee schedule adjustments, which are perceived as 
potentially arbitrary. 

○​ Recommendation: Require clear, transparent financial reporting guidelines and establish 
a consultative process for any fee schedule adjustments. 

○​ Supporting Rationale: Enhances accountability and fairness. Reduces the risk of 
arbitrary or unexpected compensation adjustments. 

○​ Referenced Materials: Alberta Medical Association (AMA) guidelines on fee schedules 
and reporting. Financial transparency provisions in other healthcare service contracts. 

○​ Suggested Legal Argument: Transparent reporting and a clearly defined process for fee 
adjustments can help ensure that compensation changes are objectively justified. This 
aligns with principles of fairness and predictability in public contracts, reducing potential 
legal challenges. 

○​ Proposed Language: “The Minister shall publish a detailed fee schedule with clear 
criteria for adjustments, including supporting financial data and justification for any 
changes. Any proposed fee adjustment shall be subject to a 60-day public notice period 
during which NPAA representatives may provide input.” 

 
24.​ Flexibility for Innovative Service Delivery 

○​ Concern: The current M.O. does not explicitly address alternative models of care (e.g., 
mobile clinics, home-based services) that are vital for rural and remote communities. 

○​ Recommendation: Add language that permits alternative service delivery methods, 
provided they meet established quality and safety standards. 

○​ Supporting Rationale: Increases access to care in underserved regions. Reflects modern 
healthcare trends and innovative service models. 

○​ Referenced Materials: Telehealth and mobile clinic guidelines from provinces such as 
Ontario and British Columbia. Policy papers on innovative care models in rural settings. 

○​ Suggested Legal Argument: Permitting flexible service delivery models ensures that the 
M.O. remains adaptable to evolving healthcare needs and technology while preserving 
patient care standards. This innovation-friendly approach is consistent with emerging best 
practices in healthcare delivery. 

○​ Proposed Language: “In addition to the standard service delivery model, Participating 
Nurse Practitioners may implement alternative care delivery methods—including mobile 
clinics, home-based care, and community outreach programs—provided that these 
methods meet or exceed the quality and safety standards established by the Minister. 
Such alternatives must be documented and reported in accordance with the guidelines set 
forth by the Minister.” 
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25.​ Alignment with Broader Healthcare Frameworks 
○​ Concern: There is a perceived misalignment between Nurse Practitioner 

compensation/practice conditions and those applicable to family physicians and other 
healthcare providers. 

○​ Recommendation: Incorporate language that harmonizes Nurse Practitioner 
compensation and practice parameters with established frameworks such as the Physician 
Comprehensive Care Model (PCCM). 

○​ Supporting Rationale:Ensures equity in compensation across healthcare providers. 
○​ Promotes consistency and fairness in workload management. 
○​ Referenced Materials: Documents and policy announcements from the Alberta Medical 

Association regarding the PCCM. Comparative analyses of Nurse Practitioner and 
physician compensation models in Canada. 

○​ Suggested Legal Argument: By aligning Nurse Practitioner provisions with the broader 
healthcare frameworks, the M.O. can mitigate internal market distortions and provide a 
more equitable basis for compensation and workload management. This approach is 
supported by evidence and policy recommendations from multiple provincial bodies. 

○​ Proposed Language: “The compensation structure and practice parameters set forth in 
this M.O. shall be aligned, where practicable, with the Physician Comprehensive Care 
Model (PCCM) and other relevant healthcare frameworks to ensure equitable treatment. 
Adjustments to the fee schedule and workload requirements shall take into account the 
prevailing standards for family physicians and other allied health providers.” 

 
26.​ Procedures for Future Amendments 

○​ Concern: The M.O. currently lacks a clear process for how future amendments will be 
proposed, reviewed, and implemented, creating uncertainty for all stakeholders. 

○​ Recommendation: Establish a formal amendment procedure that requires stakeholder 
consultation, publication of proposed changes, and a defined timeline for implementation. 

○​ Supporting Rationale: Provides predictability and stability. Ensures that changes are 
made transparently and with input from NPAA and other stakeholders. 

○​ Referenced Materials: Best practices in public sector contracts and administrative law 
regarding amendment procedures. Similar clauses in healthcare M.O. updates in other 
provinces. 

○​ Suggested Legal Argument: A clearly defined amendment process is a standard 
requirement in modern administrative contracts, ensuring that regulatory changes are 
made in a transparent and participatory manner. This approach minimizes unilateral 
decision-making and reinforces fairness in the public procurement process. 

○​ Proposed Language: “Any amendment to this M.O. shall be subject to a formal process 
that includes: (a) publication of proposed changes and solicitation of feedback from 
NPAA and other relevant stakeholders; (b) a minimum 60-day notice period prior to 
implementation; and (c) a review process conducted by an independent committee 
appointed by the Minister. No amendment shall become effective without written 
confirmation that the consultation process has been completed.” 
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27.​ Further Clarification on Professional Autonomy 
○​ Concern: While workload and autonomy are addressed, there remains uncertainty 

regarding the extent to which the M.O. may constrain a nurse practitioner’s clinical 
judgment in the face of rigid service or hour requirements. 

○​ Recommendation: Insert a clause that explicitly protects clinical autonomy, stating that 
all reporting and performance requirements must not interfere with independent clinical 
decision-making. 

○​ Supporting Rationale: Reinforces the principle that clinical judgment is paramount in 
patient care. Aligns with existing professional standards and legal precedents protecting 
healthcare providers’ discretion. 

○​ Referenced Materials: Regulatory guidelines from the College of Registered Nurses of 
Alberta. 

○​ Canadian case law protecting clinical discretion in healthcare practice. 
○​ Suggested Legal Argument: Protecting professional autonomy is essential to ensure that 

nurse practitioners can exercise their expertise without undue administrative or 
contractual constraints. Explicitly reserving the right to clinical judgment minimizes the 
risk of legal challenges related to patient care quality. 

○​ Proposed Language: “Nothing in this M.O. shall be construed to limit the professional 
and clinical autonomy of Participating Nurse Practitioners. All performance, reporting, 
and compliance requirements shall be designed to support, rather than restrict, the 
independent clinical judgment of the Nurse Practitioner. Any requirement that conflicts 
with a Nurse Practitioner’s ability to make timely and appropriate clinical decisions shall 
be subject to review and adjustment by the Minister in consultation with NPAA 
representatives.” 

 
28.​ Appendix 1 – Base Compensation - Workload and Autonomy 

○​ Concern: The rigid 1,928-hour requirement—including mandatory after-hours, 
weekends, and stat holidays—is viewed as unsustainable and may lead to Nurse 
Practitioner burnout. A flexible model better reflects real‑world practice patterns, 
especially in rural and remote settings where patient volumes and travel demands may 
differ substantially from urban practices. 

○​ Recommendation: Propose a shift toward a panel-based workload model that allows 
flexibility in how Nurse Practitioners schedule their hours, with adjustments made for 
rural or high-need settings. 

○​ Supporting Insights: Members argue that the current hour-based model does not account 
for differences in patient volume or practice environment and is more appropriate for a 
traditional employee model than for independent contractors. Several jurisdictions (for 
example, British Columbia and Ontario) have moved toward panel‑based and flexible 
workload measures that consider not only direct patient care but also the essential 
administrative and educational functions of practitioners. 

○​ Referenced Materials & Precedents: Comparative data from the Physician 
Comprehensive Care Model (PCCM) and recent reforms in primary care show a trend 
toward panel-based compensation models. 

○​ Suggested Legal Argument: The M.O. should be revised to incorporate flexible 
workload metrics that reflect actual practice patterns rather than an arbitrary fixed hour 
target, thereby promoting sustainable practice and preventing burnout. 

○​ Proposed Language: “Recognizing the diverse and evolving nature of nurse practitioner 
practice, the annual service hour requirement shall be a minimum of 500 hours, 
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supplemented by a flexible, panel‑based workload model. Participating Nurse 
Practitioners shall be allowed to account for non‑clinical activities—including 
educational, administrative, and professional development tasks—as contributing to their 
overall service delivery. Moreover, clinical care rendered outside standard office hours 
(e.g., before 9:00 AM or after 5:00 PM) shall be credited at a multiplier rate, reflecting 
the increased effort required. Detailed guidelines for documenting these activities and for 
calculating equivalent service hours shall be established by the Minister in consultation 
with NPAA representatives and reviewed annually.” 

 
 
III. ​ Additional Online Supporting Materials and Precedents 
 
In developing legal arguments related to the Ministerial Order (M.O.) and the Nurse Practitioner Primary 
Care Program, the following materials and precedents may be referenced: 
 

1.​ Statutory Authority and Legislation 
Government Organization Act (Alberta): 
https://www.canlii.org/en/ab/laws/stat/rsa-2000-c-g-10/latest/rsa-2000-c-g-10.html 

 
Health Information Act (Alberta): 
https://www.canlii.org/en/ab/laws/stat/rsa-2000-c-h-5/latest/rsa-2000-c-h-5.html 

 
2.​ Ministerial Orders and Administrative Fairness 

Dunsmuir v. New Brunswick, 2008 SCC 9: 
https://www.canlii.org/en/ca/scc/doc/2008/2008scc9/2008scc9.html 

 
3.​ Comparative Healthcare Compensation and Practice Models 

Virtual Health Care Bulletin (Ontario): 
https://www.ontario.ca/document/ohip-infobulletins-2022/bulletin-221203-virtual-health-care-ont
ario 

 
AMA – Primary Care Compensation Models Overview: 
https://www.albertadoctors.org/practice/physician-compensation/pcpcm/ 

 
AMA – PCPCM FAQ: 
https://www.albertadoctors.org/practice/physician-compensation/pcpcm/pcpcm-faq/ 

 
4.​ Privacy and Data Protection Frameworks 

OIPC Alberta – Guidance on Electronic Health Record Systems: 
https://oipc.ab.ca/resource/electronic-health-record-systems/ 

 
Office of the Information and Privacy Commissioner (Alberta): https://oipc.ab.ca/ 

 
5.​ Association Publications and Advocacy 

Alberta Medical Association (AMA): https://www.albertadoctors.org/ 
 

NPAA – Nurse Practitioner Association of Alberta: https://albertanps.com/ 
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Conclusion 
This integrated, sorted list with detailed concerns, recommendations, supporting insights, referenced 
materials, and suggested legal arguments provides a robust foundation for engaging with the Minister of 
Health on revisions to Ministerial Order 609/2024. The legal arguments emphasize transparency, fairness, 
and alignment with statutory requirements and comparative practices across Canada. They are designed to 
ensure that NPAA member concerns are clearly presented, backed by relevant legal principles and 
empirical precedents from other jurisdictions. 
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