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EXECUTIVE SUMMARY
In 2005, 40 licensed Nurse Practitioners (NPs) introduced this new profession and stepped into



the roles and responsibility of a most responsible provider (MRP) in BC’s health care system. To
establish credibility and acceptance, NPs across the Health Authorities (HAs) undertook many
hours of unpaid work and absorbed inadequate remuneration contracts as the cost of developing
and integrating this new role into BC’s health care system. NPs took on this accommodation with
the assumption they would continue to access regular salary increases, receive promised support
for professional development, and that the Health Authority (HA) would consistently grant the
maximum annual Compensatory Time Off (CTO) permitted in the excluded agreements.

 
There are now over 450 NPs in BC, NP scope of practice has expanded and remuneration
packages have eroded. Today, many NPs remain at the top of a frozen salary grid and have seen
CME /professional development funding dollars diminished or eliminated.  A recent
environmental scan found that BC NP’s on average continue to provide 10 – 20 hours of unpaid
work each week in order to meet patients’ health care needs, to provide clinical education for
trainees, and to achieve organizational priorities. This finding is in keeping with the findings
reported by R. Martin-Misner et al. (2015) in a pan Canadian comparative analysis of NP pay
scales/panel sizes.  
 
Over the past 12 years, NP scope of practice has undergone significant expansion and now
includes activities such as CDS & Opioid Agonist prescribing, and MAiD. In addition, NPs are
bringing nursing science expertise to patient care and care teams and are working alongside their
physician colleagues providing similar services for similar patient panels with equivalent
outcomes across a variety of settings throughout the provincial HAs.

 
Assignment on the current HEABC managerial salary grid, has placed the NP provider group as
an outlier. The grid does not account for NPs clinical full service primary care responsibilities
such as call, covering hospitalized patients in hospital etc. and is challenging for HAs to amend
to reflect NP work and value.  As well, the grid does not provide a mechanism for regular
contract review and does not enable innovative recruitment strategies for “hard to fill” positions
(E.G. Rural/Remote practice) nor does it provide the NP recruit with any opportunity to negotiate
a fair remuneration package based on expertise/skill set at point of hire.

 
BCNPA is requesting the HEABC to bring up-to-date Nurse Practitioner remuneration with
particular attention to the following:  

 
1. Review and revise NP base salary to reflect increased scope of practice and responsibility;

to better reflects market competition and to include fair and sufficient non-salary related
support funding.  

2. Review and revise NP remuneration to include call and/or locum coverage and
mechanisms to provide for “after hours” services and/or higher risk services if these types
of services are required to meet patient needs.  

3. Review and revise NP remuneration package to provide adequate support for required
annual professional & clinical competency development progression/improvement.

 
4. Develop a new clinician specific HEABC base salary grid that reflects and accounts for the

clinical responsibilities applicable to clinician providers including leadership activities
and additional formally acquired expertise.  

HISTORY OF NP COMPENSATION IN BC; 2005 to present
 
NP remuneration is essentially unchanged since 2005. The first remuneration package provided
for a maximum salary plus non-salary compensation that included administrative support, office
equipment and continuing education funds for a maximum total of $146,000/NP position.
Initially (2005) NPs hired were placed on the same starting level of the E-9 grid.  However, this
starting point is no longer consistently applied across the province.

The second block of funding, NP4BC (2012-2015), provided NP salary compensation per



position at a starting (lowest) salary rate (based on 2005 levels), and did not include non-salary
compensation. This omission challenged HAs who had limited mechanisms to offer essential
non-salary support, and in many instances effectively decreased the original (2005) non-salary
support provision as these dollars were distributed between the originally funded NPs and the
NP4BC funded NPs.  

In addition, the current Health Employers Association of B.C. (HEABC) noncontract salary grid,
does not align with the practice of a clinician group (NP or MD).  Performance measures
(reflective of mid-level managerial performance) do not align with typical NP practice and the
contributions of the NP are challenging for the NP to quantify. As well, NPs have the potential to
reach the top of the grid within a decade, and many NPs have salaries remain stalled at lower
grid levels dependent on HA environments. The current grid provides little room for
advancement and does not recognize additional clinical or leadership expertise the NP may bring
to the setting or acquire in the position. NPs are unique clinical providers in that they provide a
clinical leadership role along with a clinical practice role and there is no mechanism within the
current HEABC salary grid to recognize and support this important aspect of a Nurse
Practitioners work.

 
SCOPE OF PRACTICE: Progression and “creep”
 
The 2005 vision of NP practice roles is very different from the current scope of practice enacted
by NPs in 2018.  Since 2005 and especially in the last five years NP scope of practice and NP
roles have evolved at a rate not previously imagined and NPs continue to demonstrate the value
of their work and bring nursing science expertise to patients, healthcare teams and employers.  
This added value, along with a rapidly changing healthcare context has resulted in the broad,
complex NP scope of practice that exists today. See Appendix 1 outlining the evolution NP scope
of practice (2005-2018).

 
Today, NPs are leaders of teams, as well as clinicians and many NPs have additional
responsibilities not foreseen by key stakeholders in 2005. NPs are prescribing controlled drugs
and substances, admitting and discharging patients, providing opioid agonist therapy, working in
isolated practices and are key providers in the integration and provision of MAiD. In addition,
they provide clinical education for NP students and medical residents, as well as colleagues. All
of these enhancements and changes have enabled NPs to fully participate as active members of
highly specialized health care teams in both primary, acute care and residential care settings.

 
As professionals, NPs in groups or individually continue to work with the CRNBC to review and
revise the standards, limits and conditions which govern NP practice to better meet patients’
needs.   NP’s continue to successfully petition the Ministry of Health and the CRNBC for
changes and additions to scope in order to better serve their clients.  Despite the broad and
complex scope of practice enacted today, NP remuneration, regardless of employment setting has
remained essentially unchanged and has not kept up with 2017 compensation packages for
similar professional groups (e.g. Physician and Midwifery Master Agreements) nor does it reflect
the complex clinical and leadership work that NPs are providing across all settings. (BCNPA,
2017).

CURRENT COMPENSATION ISSUES
 
The authors, for BCNPA, undertook a brief environmental scan for the purposes of compiling
this document.  They connected with a representative sample of NPs from a variety of health
authorities and clinical work settings to ensure the current compensation challenges are
accurately reflected in this submission.

Remuneration Issues/ Persistent Challenges currently include:

1. Outdated Salary Compensation:  

a. NP salary has not kept pace with current market salaries for other clinicians providing
similar health care services; does not take into account NP practice settings that
involve higher risk to the NP; and does not provide for ongoing professional
development activities required to comply with CRNBC.  Currently, NP salaries are
substantively less that other non-contract clinicians despite delivering similar services
for similar panels of patients within the same clinical setting or HA.



b. Professional development compensation: There continues to be a persistent erosion of
professional development/continuing medical education funding for HA NPs.   In
addition, the amount of funding available to HA NPs is variable across HAs and there
is a lack of definitive organizational processes to determine appropriate annual
compensation amounts that will allow the NP employee to meet annual CRNBC
requirements for continuing education and the employers’ requirement for education
related to the practice area.  

c. Risk: Across BC, NPs are incurring added risk in many roles, without a corresponding
salary adjustment.  Acknowledgement of the “increased risks” that may be inherent in
some NP roles must be reflected within compensation.  In addition, HA’s are
encouraged to develop strategies for risk assessment, monitoring and risk
management.  

Examples of increased risks in NP roles currently includes:  

i. Working in isolation in rural/remote practice settings across the province.  
ii. Working with high risk challenging populations including such services as

providing care on the street for active substance using patients, caring for
SRO residents, caring for highly marginalized patient populations in low
barrier practice settings etc.

iii. Providing home visiting and outreach to high risk clients, as an isolated

provider.    
iiii. Working in settings/situations (clinics, outposts etc.) with inadequate

security.

v. Driving on remote highways, gravel side roads etc. to access rural/remote
communities, and/or urban freeway driving between geographically distant
clients, providing home visiting to shut ins and outreach to other high-risk
clients. E.G. VCH & IHA NPs who is driving 2 hours each way down a forest
service road with a satellite phone; NPs doing outreach across the North Shore
to home bound clients.

vi. Physical risks:  NPs working in isolation face increased risk of physical
injury (e.g. MSK).  E. G. NP providing services for a palliative patient visits
to find the patient has fallen, is on the floor and needs lifting or NP visiting a
palliative patient finds the family distraught, anxious and one family member
aggressive.

d. Unpaid work hours that falls outside of the FTE allotted:
i. Unpaid indirect patient care work, directly related to patient caseload:  

additional work hours may include telephone/email contact, chart/file/results
review, written/electronic correspondence, literature searches etc.   These
activities are a regular part of providing full service care and often fall outside
of face to face patient encounters. Compensation practices vary widely across
health authorities.  None include salary reimbursement; many HAs provide for
a limit of 5 annual CTO days as compensation, allocated at the discretion of a
supervisor/manager irrespective of the number of additional hours (10-20
hrs/week) worked as reported by the majority of NPs across the province
(Sangster-Gormley.2012).

ii. Unpaid On-Call hours:  NPs are fulfilling “call” schedule requirements in
many team settings and/or in rural/remote practices are the MRP for the
practice patients.   This work is unpaid or again compensated within the 5
CTO days as above.  Call work may include phone consultation, urgent home
visits, reviewing lab or diagnostic results etc.

iii. Extra (outside of employed FTE) Casual or locum work: Some HAs offer
unfilled casual jobs/hours (E.G. leave coverage, unfilled vacancies etc.) to
existing regular full time NP (1.0FTE) staff without organizational processes
to financially compensate the NPs filling these gaps over and above their
regular full-time schedule.    E. G. a 1.0FTE NP working in in a primary care



clinic agrees to pick up 2 evening shifts/week X 1 month to cover another HA
provider on leave from another HA clinic; compensation is offered within the
discretionary 5 CTO days allocated to the NP annually or at the same base
hourly salary rate without over time consideration.  

iiii. Unpaid Non-Clinical Work: may include leadership activities, precepting or
teaching trainee activities etc.  Time to complete such activities, or to
complete indirect patient care activities delayed as a result of the teaching,
often occurs outside of NP work schedules.  Inherent in HA NP positions and
within the NP scope of practice, NP’s are expected to assume leadership
activities related to clinical care delivery and the NP is expected to actively
participate in clinical teaching, organizational committees and working
groups, many of which occur after clinic hours or at the end of the day.   It is
interesting to note that many other non-contract providers (E.G. Physician,
Midwife) are reimbursed for afterhours work or have remuneration contracts
that account for this work.  

v. MAiD poses additional challenges for HA NP providers.  There are
inconsistent organizational processes across HAs that provide for NP
reimbursement for MAiD work that regularly falls outside of the NPs 1.0FTE
hours. This work may also involve patients that reside on other clinician’s
caseloads

 
2. Inconsistent application of Remuneration packages:   There are significant inconsistencies with

respect to the application of existing NP remuneration packages across the provincial HAs
leading to wide variations in reimbursement for NPs with similar skill sets and expertise in
relation to salary, professional development/education funding, CTO paid time in lieu,
operating funds etc.

 
3. Exclusion from contract negotiation processes:  To date, Nurse Practitioners have not been

represented at contract talks with HEABC and have had no input into the decision making
about fair, equitable remuneration for services provided.  In addition, NPs are not represented
at HA leadership forums when decision outcomes will impact the NP provider group.  E.G. A
HA redesign discussion included physician providers, who accepted scheduling changes (E.
G. adding weekends, evenings, staggered shifts and on-call) dependent on a negotiated
physician wage increase.  This redesign impacted the NP provider group work schedules in
the same way, yet NP’s were denied the opportunity to participate in discussions and did not
receive similar compensation despite providing the same service to the same patients. Like
our physician and midwifery colleagues, NPs do not see value in a unionized NP workforce,
however it is BCNPA’s position that there is merit in providing Nurse Practitioners with the
opportunity to negotiate fair compensation for services rendered.  

RECOMMENDATIONS & NEXT STEPS
BCNPA’s policy paper (BCNPA 2017), attached, included recommendations for an appropriate
values-based remuneration that is more reflective of the state and scope of NP practice in BC
today. Establishing a working group that include representatives of Adult, Pediatric and Family
NPs, NP practice leaders in the health authorities, BCNPA, NNPBC, CNOs, MOH, the Chief
Nursing Secretariat, HEABC representatives and experts in clinical compensation packages is
essential.

 
The BCNPA recommends that the working group:

1. Establish a process for regular review of NP remuneration to ensure market

competitiveness. 
 

2. Revise base NP remuneration packages to include up-to-date salary, risk compensation and
on-call and after hours indirect services compensation.  Remuneration must also include
benefits, ongoing education/professional development funds, and overhead costs (if
appropriate).    A fair remuneration mechanism for NPs providing services on call and for
after-hours indirect services is critical. Unlike other clinicians who have dependent



contracts with the health authorities, NPs as employees do not bill MSP, which may make
fair compensation difficult to sort out. There are also different types of call (covering labs
vs. taking calls and attending to patients) and numerous ways to provide compensation
for call including an increase in base salary, time in lieu or overtime etc.; examples are
outlined in the Physician Master Agreement (B.C. MOH, 2014a) and in the MOCAP
Redesign Panel Report (B.C. MOH, 2013).

 
3. Identify the most straight forward appropriate mechanism for NP reimbursement either:

a. Develop a new HEABC Non-Contract Clinician Specific salary grid (E.G. Grid 10)
in collaboration with NPs that reflects the clinical and leadership work that the NP
provides and that allows for improved performance-based compensation. This
recommendation is not only about updating the base salary but strives to ensure
that HA operations have the necessary funding to fully maximize the utilization of
the NP group to meet organizational priorities. Health Authorities may also find
the new salary grid applicable to other employed non-contract clinicians.

b. Consider the development of a NP master agreement given that the NP is providing
similar services as other clinicians such as hospitalists and midwives if that is
applicable.

 
 

Note:
As requested, a representative sample of NP subject matter experts have agreed to participate in
interviews as part of the HEABC review related to NP compensation/issues. BCNPA would like
to thank Michelle Sims NP(f), Lori Verigin NP(f)and Kristina Pikksalu NP(f) for their
participation. (Appendix 3).

 

Appendix 1: CRNBC NP Scope of practice changes 2005 to 2018
 2005 2008 - 2010 2018

Scope
documents

Standards, limits, &
conditions documents (3)
detailed prescriptive
practice for each of the 3
streams – Family, Pediatric
and Adult NP.
 
These 3 documents
identified prescriptive lists
of NP practice “can &
cant’s”.

Lists identified by all 3
NP streams as restrictive
and not reflective of
practice reality.  

Scope document is
revised - principle based
and applies to all three
streams of practice with
very few “stream
related” restrictions.
 
Elimination of the lists
and scope of practice
“reflect the reality of
practice” (CRNBC, 20

Diagnosis of
diseases &
conditions
 

NPs had lists of conditions
that they could
independently diagnose
and a long list that
required consultation and
diagnosis by a physician
 
Conditions were listed by
system leading to
considerable confusion
with the NPs and the MD
colleagues especially when
a condition was not on the
‘list”

Practice barriers continue
to be identified by
practicing NPs.
 
 
List and limitations
removed gradually.

NPs now have autonomy
within the diagnosis and
treatment of acute and
chronic illnesses

Ordering of
Diagnostic
services

Lists of permitted
diagnostics did not include
some very basic labs and
imaging.

Unable to order CT or
MRI and many
ultrasounds. Silly

 
Lists identified by NP’s as
a huge barrier in clinical
practice as early as 2006.
 
Lists gradually shorten
and many barriers to

Very few restrictions
remain from MSP
perspective and CRNBC
has removed the lists
and restrictions.



restrictions imposed by
MSP meant NPs could
order hip or pelvic x-ray
but not combined.

practice are removed.
 
Often the inability to
order investigations was
not a CRNBC issue but an
MSP payment issue. MSP
list at the MOH restricted
what NP could order

Prescriptive
authority

Able to prescribe Schedule
1 drugs with a list of
specific limits.
Many drugs had to be
initiated by a physician.
 
There were many drugs
common to primary care
practice that NPs could not
prescribe:

• Controlled drugs
• Anticoagulants
• Antiarrhythmics

 

Practice barriers continue
to be identified by
practicing NPs.
 
The list of limitations
gradually decreases in
order to meet the needs of
clinical practice

Now prescriptive
authority closely
matches that of
physicians. The
following additions have
been added in recent
years.
 

• Controlled drugs
and substances

• Opioid agonist
treatments

• HIV – continuing
prescribing

• Anti-neoplastic
agents if working
in BCCA or
affiliated clinics

• Family/Adult –
methotrexate,
tamoxifen

• Antiarrhythmics
for adults

• Ritalin –
continuing

Cannabis ordering
outside of NP scope.  

Advanced
interventions,
procedures
and activities

NPs able to suture, punch
biopsy, insert IUDs and
cast a simple fracture but
most activities required
additional education
approved by CRNBC
 
Unable to order blood or
blood products.

Practice barriers continue
to be identified by
practicing NPs.

Full ordering of blood
and blood products
added
 
Able to reduce shoulder
and digit dislocations
 
Opioid agonist therapy
for opioid use disorder
 
Medical assistance in
Dying (MAID) – both as
assessor and provider
 
 

Physician
referral

Limits on the type of
consultants NPs could
refer to directly. E.G.
• Neurosurgery only for

back problems
• Anesthesia only for pain

management
• Pathology – MSP would

not pay pathologist for
biopsy if NP sent
sample

Practice barriers continue
to be identified by
practicing NPs.
 
Fewer restrictions, e.g. -
able to refer to cardiology
for more than coronary
issues.

 
 
No limitations

 



 

 
 
Appendix 2 – BCNPA Policy Discussion Papers
 
http:www.BCNPA.org/  “ Primary Care Transformation in British Columbia: A New Model for
Integrating Nurse Practitioners”,

 
http://www.bcnpa.org/ BCNPA-Specialized-Final-January 9-2017

 
Appendix 3 - Subject Matter experts for interview
 

• Lori Verigin NP(F) - lverigin@telusnet
• Michelle Sims - Michesims@gmail.com  778-554-3767
• Kristina Pikksalu NP(F) – k_pikksalu@hotmail.com  778-879-7379
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